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Introduction
Corona virus disease 2019 (COVID-19)a pandemic, 
continues to escalate world wide and has become a 
pressing global health concern. Since the 

identification of the first cases in  Wuhan, China,  in  
December  20191, the  virus  has  spread  almost  to 
every country in the world. Local transmission of 
severe acute respiratory syndrome corona virus 
type-2 (SARS-CoV-2) is occurring in most 
countries2. SARS-CoV-2 is the seventh known 
corona virus that infects humans and several studies 
support its probable zoonotic origin3,4. This is 
transmitted by respiratory droplets, contact with an 
infected person (< 2 m) or with contaminated 
surfaces. There is no evidence of vertical 
transmission and presence of the virus in genital 
fluids, urine, amniotic fluid or breast milk. It belongs 
to the beta corona viridae, binds to angiotensin 
converting enzyme2 (ACE2) as the host receptor for 
entering the cell to cause infection5,6. Majority of 
infections with SARS-CoV-2 cause a mild 
presentation of COVID-19. Older adults and people 
with comorbidities, including cardiovascular and 
respiratory diseases and  diabetes,  are  at  increased  
risk  of  severity  and  death,  with men potentially at 
higher risk than women7,8. The main findings in 

laboratory tests during early stages of the disease 
include lymphopenia, transaminase elevation, 
proteinuria, increased LDH and C-reactive protein 
levels. Complications include severe pneumonia, 
acute respiratory distress syndrome, cardiac 
abnormalities, respiratory tract super infections, 
sepsis and septic shock.

Pregnant women are particularly vulnerable to 
infectious diseases that   can   cause   both   maternal   
and   fetal   adverse   outcomes9-14. During pregnancy, 
immunological transformations15, physiological 
changes in cardio vascular, respiratory and 
coagulation system causes  increased   severity   or   
susceptibility  to  infectious diseases16,17. This study 
evaluated fetomaternal outcomes of pregnant ladies 
with COVID-19.

Methods
This retrospective observational study was conducted 
from May 2020 to August 2020 in CMH Dhaka. 
Total 81 admitted pregnant patients in whom RNA of 
SARS CoV-2 was detected by RT PCR and their 
neonates were included in the study. Patients, who 
were treated as out-patient basis, were excluded from 
the study.

History, examination findings, complications and 
biochemical and radiological parameters of 

pregnancy and   neonatal outcome were recorded in a 
preformed data collection sheet. Data were analyzed 
by SPSS version 20.

Results
Total patients were 81 with a mean age of 27 (SD±5) 
(range 19-40) years; 40.3% were primigravida (Table 
I), 49.1% were infected with SARS-CoV-2 in the 
third trimester and 32.8% had gestational age 
between 35-40 weeks. Common co-morbidities were 
pregnancy induced hypertension (PIH) (11 patients), 
hypothyroidism (9) and 6 patients had gestational 
diabetes mellitus (GDM).

Nearly half (48%) of the patients were asymptomatic. 
Common symptoms were cough (26%) and fever 
(14%). Multiorgan failure was in 6% (Table-I). 
Lymphopenia was common (81%).  CT scan was 
done in l6 patients and showed bilateral infiltrates.

Mild to moderate disease was common (92.6%) and 
7.4 % had severe disease; 3 patients required 
mechanical ventilation (critical disease). Severe 
disease developed before delivery and they received 
mechanical ventilation after delivery. Most (92.6%) 
patients were treated in Corona ward and 7.4% 
patients were treated in Corona high dependency unit 
(HDU) and intensive care unit (ICU).

All (100%) patients were treated with zinc, vit C and 
vit D. Inj. ceftriaxone, Inj. metronidazole followed by 
Cap. cefixime and Tab. metronidazole were used in 
all patients who underwent Caesarean section. Other 
antibiotics used were azithromycin, moxifloxacin 
and colistin in severe disease. In 6 patients with 
severe disease Inj. methyl prednisolon, Inj. 
remdisivir and Inj. tocilizumab were used. For 
thrombo prophylaxis low molecular weight heparin 
was used in 24 (29.6%) patients and Tab. rivaroxaban 
in 6 (7.4%) patients postnatally. Tab. ivermectin was 
given in 20 (24.7%) patients. There was no difference 
in outcome between patients treated with ivermectin 
and not treated. During the study period, a total of 71 
of 81 women (87.65 %) were discharged, including 5 
women with severe or critical disease. There was a 
single maternal death. 

Among the study population, there were 3 
spontaneous abortions. A total 52 of 81 patients 
(64.2%) delivered during the study period. Of these, 
42(80.8%) underwent a Caesarean section, 2(2.4%) 
had hysterotomy and 8 (15.1%) patients underwent 
normal vaginal delivery. Total 8(15.4%) patients 
under went premature termination of pregnancy. 
Hysterectomy was done due to HELLP syndrome 
and chronic hypertension with super imposed 
pre-eclampsia (PE). Indications of Caesarean section 
were history of previous Caesarean section (21), 
foetal distress (6), prolonged labour (3), eclampsia 
(3), severe PE (2), HELLP syndrome 
(2),unfavourable cervix (2), CPD (2),preterm labour 
with breech presentation (1).Ongoing pregnancy 26 
(32.09%)(Table II).

Testing for SARS-CoV-2 was performed on neonatal 
throat swabs and 4 was found positive. There were 47 
livebirths, 3 intra-uterine deaths and 2 neonatal 
deaths. Neonatal deaths were due to extreme 

prematurity (Table III). Mean duration of hospital 
stay was 13.1 (SD±6.4) (range 5-30) days. Mean 
interval of starting breastfeeding was 13.3 (SD±6.44) 
(range 5-25) days.

Discussion
Coronavirus is a new pathogen of high contagious 
abilities. Pregnant women are at an increased risk due 
to physiologic changes in their immune, 
cardiopulmonary and coagulation systems. But 
several authors suggested that pregnancy did not 
aggravate the symptoms or CT   features   of 
COVID-19   pneumonia18. A previous review 
including 108 infected pregnant women in the third 
trimester described fever (68%) and cough (34%) as 
the most frequent symptoms of COVID-19 and 
elevated C-reactive protein (70%) and lymphopenia 
(59%) as the most commonly altered maternal 
laboratory parameters19. In our study 48% of patients 
were asymptomatic. Cough (26%) and fever (14%) 
were the most common symptoms. CT scan was done 
in only 7.6% of patients and 81% had lymphopenia.

Maternal and fetaloutcomes
A vast majority of available publications refers to 
Chinese pregnant women. In a case series including 
three pregnant women infected by SARS-CoV-2, one 
of the infants was born preterm with low birth weight 
(LBW)20. Other publication presented the case of a 
30-week pregnant woman with COVID-19 that gave 
birth to a LBW but healthy baby21. In our study 
prematurity was found in 15.8% of cases.

Liu et al. presented 13 pregnant women infected with 
SARS-CoV-2, two with less than 28 weeks of 
gestation and 11 in the third trimester22. Three 
patients improved after hospitalization, were 
discharged from the hospital and had an 
uncomplicated pregnancy. The other ten patient 
sunder went Caesarean section, of which five were 
emergency sections because of fetal distress (n=3), 
premature rupture of membranes (PROM) (n=1) and 
stillbirth (n=1).  Six patient shad preterm labour from 
32 to 36 weeks of gestation. The condition of one of  
the  mothers  deteriorated  during  hospitalization,  
requiring ICU admission with intubation and 
mechanical ventilation. This woman presented with 
multiple organ dysfunction syndrome (MODS) that 
comprised of acute respiratory distress syndrome 
(ARDS), acute hepatic failure, acute renal failure and 
septic shock and  was  under  extracorporeal  
membrane  oxygenation  at  the time of the study22. In 
our study, 49.1% patients were infected in 3rd 

trimester, 52 patients were delivered during study 
period, 6 patients developed severe disease with 
multiorgan failure and were treated in ICU, 3 of them 

required mechanical ventilation and one patient died.

Chen H et al. reported two cases of fetal distress, four 
cases of preterm delivery (one mother with 
pre-eclampsia, one case of PROM and two with 
previous history of Caesarean sections or  stillbirth)  
and  two  of  LBW  (the  mother  with  preeclampsia 
and the case of PROM) among nine pregnant women 
infected with COVID-1923. Chen R. et al. included 17 
infected pregnant women,  three  of  the  neonates  
were  prematurely  born24. One case of new born died 
due to endouterine asphyxia was reported in a 
critically ill pregnant woman with SARS-CoV-2 
(who developed severe acute respiratory distress 
syndrome, multiple organ dysfunction syndrome, and 
septic shock)25. In our study, fetal distress was found 
in 6 cases, IUD in 3 case and premature termination 
of pregnancy in 8 cases.

Zhu H. et al. found several adverse pregnancy 
outcomes among nine   infected   women (clinical   
symptoms   beginning   before delivery in four cases, 
on the day of delivery in two mothers, and after 
delivery in other three)26, 6 were born premature, 2 
were small for gestational age (SGA) infants.  

A second case-control study by Li N. et al. compared 
16 pregnant women with confirmed COVID-19 
pneumonia and 18 suspected cases, all with mild 
symptoms who were admitted to labour in the third 
trimester, with two cohorts of 121 age-matched 
control pregnant women each (one from 2019 and 
one from 2020)27. Around 70% of the two cases 
groups presented other maternal complications 
(mostly GDM, gestational hypertension and 
hypothyroidism), a percentage significantly higher 
than in the control groups(33%).Three confirmed 
cases (18.8%, two caused by PROM and one by 
placental bleeding) and three suspected cases 
(16.7%, one due to gestational hypertension/ 
preeclampsia and one due to placenta praevia) deliver 
prematurely, compared with a 5.8% of the controls. 
In our study most common comorbidities were 
PIH(13.58%), hypothyroidism(11.11%) and GDM(7.40%).

Delivery
In a prospective cohort study, the majority had 
Caesarean deliveries, 16/19 (68.4 %), 13/16 (81%) 
had an emergency C-sections while, 3/16 (11.8 %) 
had an elective C-sections28. Indications for the 
C-sections included pathological CTG, failure to 
progress of labour, PROM including subsequent 
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Abstract:
Introduction: Urinary tract infections (UTIs) 
encompass a wide array of infections, accounting 
for a vast number of community as well as hospital 
acquired infections. This study was undertaken to 
evaluate the clinical presentations and 
bacteriological profile of UTI patients in indoor 
setting.
Methods: This 6 months cross-sectional study 
enrolled 100 patients admitted in Medicine 
department of Sylhet MAG Osmani Medical 
College Hospital with symptoms and signs of UTI 
subsequently confirmed by compatible 
investigations including urine culture. 
Results: Among 100 patients of UTI, maximum 
were females (67%) and the male female ratio was 
0.49: 1. The most common age group was 46–60 
years (34%). Majority (68%) of the patients had 
upper UTI while lower UTI constitutes 32%.66% of 
the patients had complicated while 34% have 

uncomplicated UTI.18% of the patients had 
recurrent UTI. Most of the patients had fever 
(55%), followed by loin pain (37%) as their 
presenting symptoms. The most common risk factor 
was loss of host defense 38% (diabetes mellitus/ use 
of immunosuppressive drugs).Out of 100, 60 urine 
samples were positive for pathogenic organisms. 
Escherichia coli was isolated in 41 (68.3%) of the 
positive samples, followed by Klebsiella sp 13 
(21.6%), Pseudomonas sp 3 (5%)  Proteus sp 2 
(3.3%) Staph. Aureus 1(1.66%).

Conclusion: The most common clinical 
presentations of UTI in admitted UTI patients are 
fever and loin pain. Diabetes mellitus is the most 
important risk factor. Mainly Gram negative bacilli 
were found to be responsible for UTI and most 
frequent isolated bacteria was E-coli.

(J Bangladesh Coll Phys Surg 2021; 39: 106-113)
DOI: https://doi.org/10.3329/jbcps.v39i2.52391

a. Dr. Ferdaus Ahmmed, Concepts, Design, Literature Search, 
Manuscript review

b. Dr. Md. Enayet Hossain, Concepts, Design, Literature 
Search, Manuscript review

c. Dr. Md. Guljar Hossain, Data Analysis, Literature Search, 
Manuscript review

d. Dr. Gobinda Karmaker, Concepts, Manuscript editing, 
Manuscript review

e. Mohammed Ruhul Kabir, Data Analysis, Manuscript review
f. Iqbal Ahmed Chowdhury, Manuscript editing, Manuscript 

review
g. Dr. Mukul Chandra Paul, Data Analysis, Manuscript review
h. Dr. Hitangshu Shekhar Pal, Data Analysis, Manuscript 

review

Adddress of Correspondence: Dr. Ferdaus Ahammed, Assistant 
Professor, Dept. of Medicine, Sylhet MAG Osmani Medical 
College, 113/1, 2nd Floor, Kajalshsah, Sylhet 3100. Cell: 
01717518609, E-mail: ferdauscom7@gmail.com

Received: 29 September, 2020                     Accepted: 15 February, 2021

Introduction:
Urinary tract infection (UTI) may be defined as 
inflammatory disorders of the urinary tract caused by 
abnormal growth of pathogens1. UTI is one of the 

most common bacterial infections among male and 
female affecting 150 million people worldwide2, 3. In 
Bangladesh it is also one of the most important 
causes of morbidity at both outdoor and indoor 
setting. Lack of proper research, faulty diagnostic 
procedures, abuse of chemotherapeutic agents and 
little or no preventive measures are all common 
attributing factors4.

Clinically, UTI is uncomplicated and complicated. 
When the infection occurs in otherwise healthy and 
has no structural or neurological urinary tract 
abnormalities, it is an uncomplicated UTI5. 
Complicated UTIs are defined as UTIs associated 
with factors that compromise the urinary tract or host 
defense, including urinary obstruction, urinary 
retention caused by neurological disease, 
immunosuppression, renal failure, renal 
transplantation, pregnancy, and the presence of 
foreign bodies such as calculi, indwelling catheters, 
or other drainage devices6,7.

It is reported that 70–80% of complicated UTIs are 
attributable to indwelling catheters, accounting for 1 
million cases per year in the United States8. Risk 
factors for developing a catheter associated UTI 
include prolonged catheterization, female gender, 
older age, and diabetes9.

The symptoms associated with the bladder and 
kidney infections are contrasting. Painful and 
frequent urination in case of cystitis as a result of 
bladder infection whereas high fever and flank pain 
in case of kidney infection are the common 
phenomena10.

The infection encompasses a diverse group of clinical 
syndromes and diseases that differ in epidemiology, 
etiology, and location severity of the condition11. In 
addition to the above factors, it also varies in 
symptoms, frequency of recurrence, extent of 
damage caused, and presence of complicating 
factors12. The occurrence of bladder infection is 
usually followed by kidney infection, and results in 
blood-borne infection and in severe circumstances 
can lead to severe consequences including death. 
Therefore, UTI is capable of claiming lives under 
severe circumstances and proper treatment results in 
quick recovery from the contagion13.

In the presence of risk factors such as female sex, 
diabetes, obstructive uropathy, previous 
instrumentation, and chronic kidney disease (CKD), 
the treatment becomes even more challenging. 
Various studies done worldwide have shown 
changing pattern in etiology of UTIs3. The present 
trends of the uropathogens and their susceptibility to 
various antibiotics are essential to formulate 
guidelines for the empirical treatment of UTIs while 
awaiting the culture sensitivity12.

The major pathogens causing UTI are E. coli and 
pseudomonas sp, Proteus sp, klebsiella sp etc6. 

Increasing antibiotic resistance among urinary 
pathogens, especially E. coli, to commonly 
prescribed drugs like Cotrimoxazole has become a 
global reality7.

Hence, the present study was an attempt to evaluate 
the current clinical and bacteriological profile of UTI 
patients in our hospital.

Methods:
This 6-month cross-sectional study was undertaken 
in the Department of Medicine, Sylhet MAG Osmani 
Medical College, Sylhet from January 2019 to June 

2019 by convenient sampling. Total of 100 patients 
admitted Medicine indoor Department with 
symptoms (Urgency, frequency, dysuria, lower 
abdominal pain, loin pain, fever, vomiting, 
incontinence, confusional state) and signs (Increased 
temperature, loin and/or pelvic tenderness 
tenderness) of UTI confirmed by pertinent 
investigations (CBC, Urine R/E and C/S, USG of 
KUB in necessary cases, S Creatinine, RBS) 
including urinary culture either positive or negative 
were selected for the study. Patients aged <13 years 
were excluded from the study. 

UTI involving Kidney and ureter is taken as upper 
UTI, whereas involving urinary bladder and urethra 
is taken as lower UTI. When the infection occurs in 
otherwise healthy and has no structural or 
neurological urinary tract abnormalities, it is an 
uncomplicated UTI. Complicated UTIs are defined 
as UTIs associated with factors that compromise the 
urinary tract or host defense, including urinary 
obstruction, urinary retention caused by neurological 
disease, immunosuppression, renal failure, renal 
transplantation, pregnancy, and the presence of 
foreign bodies such as calculi, indwelling catheters, 
or other drainage devices. Reinfection in urinary tract 
with any organism after an interval is taken as 
recurrent UTI. Bladder outflow obstruction, 
anatomical abnormality, neurological problems, 
foreign body, loss of host defense is taken as risk 
factors of UTI.

Detailed history was taken from patient and patient 
attendants regarding clinical presentation (including 
diagnosis, complication, risk factor and recurrence) 
of UTI.

Data were processed manually and analyzed with the 
help of SPSS version 22. Quantitative data were 
expressed as mean and standard deviation, qualitative 
data were expressed as frequency and percentage.

Results:
Among 100 patients of UTI, maximum were females 
(67%) and the male to female ratio was 0.49:1. The 
most common age group was 46–60 years (34%).The 
mean age was 54.19±3.94 years . The median age 
was 55 years and ranged between 17 to 100 years. 
Most of the patients completed primary education 
(52%).21% did not receive any institutional 
education. Most (54%) of the patients belong to 
income range of 10,000 to 20,000 taka per month. 
(Table 1)

unsuccessful induction of labour, maternal request 
and severe sepsis. Two case-control studies have 
been conducted in China.  Zhang L.  et al.  compared 
the pregnancy outcomes of 16 women with 
COVID-19(one severe case)and 45 non-infected 
women, all delivering by Caesarean section29. 

Researchers did not observe significant differences in 
the intra-operative blood loss. In our study, 64.1% 
patients underwent Caesarean section and 15.14% 
patients underwent NVD. 

Neonatal outcome 
Zhu H. et al. found  six   newborns had  a  Pediatric  
Critical  Illness  Score  (PCIS)  lower  than  90 and    
showed    clinical    symptoms    including    shortness    
of breath (n=6), fever (n=2), thrombocytopenia 
accompanied by abnormal liver function (n=2), rapid 
heart rate (n=1) and vomiting (n=1). Four neonates 
presented with gastrointestinal symptoms including 
bloating,  refusing  milk,  feeding  intolerance  and  
gastric bleeding and seven showed radiography 
abnormalities (infections, n=4; neonatal respiratory 
distress syndrome, n=2; and pneumothorax,   n=1).   
One   infant   presented   multiple   organ failure, 
refractory shock and disseminated intravascular 
coagulation at day 8 after delivery, received a 
transfusion and died on day 926. In our study only 4 
neonates were found RT-PCR positive. There were 2 
neonatal deaths due to extreme prematurity. Rest of 
them were doing well.

Conclusion
Our study findings suggest adverse fetomaternal 
outcomes of COVID-19. Although pregnant women 
do not seem to present an increased susceptibility to 
COVID-19 or more severe complications than 
non-pregnant adults, the available studies suggest 
that they may be at risk of adverse pregnancy 
outcomes, mostly preterm delivery, fetal distress, 
respiratory symptoms and LBW in the newborns. 
Further research  is  urgently  needed  to  understand  
the  real  effect  of COVID-19 on pregnant women 
and neonates, and to guide the  most  appropriate  
recommendations  for  obstetricians.  Only an 
integrated  multi-angle  assessment  of  the  current  
knowledge about viral characteristics, epidemiology, 
disease immunopathology, potential preventive and 

therapeutic strategies, together with clinical 
observations, will help to understand the exact 
impact of COVID-19 infection during pregnancy.
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Introduction
Corona virus disease 2019 (COVID-19)a pandemic, 
continues to escalate world wide and has become a 
pressing global health concern. Since the 

identification of the first cases in  Wuhan, China,  in  
December  20191, the  virus  has  spread  almost  to 
every country in the world. Local transmission of 
severe acute respiratory syndrome corona virus 
type-2 (SARS-CoV-2) is occurring in most 
countries2. SARS-CoV-2 is the seventh known 
corona virus that infects humans and several studies 
support its probable zoonotic origin3,4. This is 
transmitted by respiratory droplets, contact with an 
infected person (< 2 m) or with contaminated 
surfaces. There is no evidence of vertical 
transmission and presence of the virus in genital 
fluids, urine, amniotic fluid or breast milk. It belongs 
to the beta corona viridae, binds to angiotensin 
converting enzyme2 (ACE2) as the host receptor for 
entering the cell to cause infection5,6. Majority of 
infections with SARS-CoV-2 cause a mild 
presentation of COVID-19. Older adults and people 
with comorbidities, including cardiovascular and 
respiratory diseases and  diabetes,  are  at  increased  
risk  of  severity  and  death,  with men potentially at 
higher risk than women7,8. The main findings in 

laboratory tests during early stages of the disease 
include lymphopenia, transaminase elevation, 
proteinuria, increased LDH and C-reactive protein 
levels. Complications include severe pneumonia, 
acute respiratory distress syndrome, cardiac 
abnormalities, respiratory tract super infections, 
sepsis and septic shock.

Pregnant women are particularly vulnerable to 
infectious diseases that   can   cause   both   maternal   
and   fetal   adverse   outcomes9-14. During pregnancy, 
immunological transformations15, physiological 
changes in cardio vascular, respiratory and 
coagulation system causes  increased   severity   or   
susceptibility  to  infectious diseases16,17. This study 
evaluated fetomaternal outcomes of pregnant ladies 
with COVID-19.

Methods
This retrospective observational study was conducted 
from May 2020 to August 2020 in CMH Dhaka. 
Total 81 admitted pregnant patients in whom RNA of 
SARS CoV-2 was detected by RT PCR and their 
neonates were included in the study. Patients, who 
were treated as out-patient basis, were excluded from 
the study.

History, examination findings, complications and 
biochemical and radiological parameters of 

pregnancy and   neonatal outcome were recorded in a 
preformed data collection sheet. Data were analyzed 
by SPSS version 20.

Results
Total patients were 81 with a mean age of 27 (SD±5) 
(range 19-40) years; 40.3% were primigravida (Table 
I), 49.1% were infected with SARS-CoV-2 in the 
third trimester and 32.8% had gestational age 
between 35-40 weeks. Common co-morbidities were 
pregnancy induced hypertension (PIH) (11 patients), 
hypothyroidism (9) and 6 patients had gestational 
diabetes mellitus (GDM).

Nearly half (48%) of the patients were asymptomatic. 
Common symptoms were cough (26%) and fever 
(14%). Multiorgan failure was in 6% (Table-I). 
Lymphopenia was common (81%).  CT scan was 
done in l6 patients and showed bilateral infiltrates.

Mild to moderate disease was common (92.6%) and 
7.4 % had severe disease; 3 patients required 
mechanical ventilation (critical disease). Severe 
disease developed before delivery and they received 
mechanical ventilation after delivery. Most (92.6%) 
patients were treated in Corona ward and 7.4% 
patients were treated in Corona high dependency unit 
(HDU) and intensive care unit (ICU).

All (100%) patients were treated with zinc, vit C and 
vit D. Inj. ceftriaxone, Inj. metronidazole followed by 
Cap. cefixime and Tab. metronidazole were used in 
all patients who underwent Caesarean section. Other 
antibiotics used were azithromycin, moxifloxacin 
and colistin in severe disease. In 6 patients with 
severe disease Inj. methyl prednisolon, Inj. 
remdisivir and Inj. tocilizumab were used. For 
thrombo prophylaxis low molecular weight heparin 
was used in 24 (29.6%) patients and Tab. rivaroxaban 
in 6 (7.4%) patients postnatally. Tab. ivermectin was 
given in 20 (24.7%) patients. There was no difference 
in outcome between patients treated with ivermectin 
and not treated. During the study period, a total of 71 
of 81 women (87.65 %) were discharged, including 5 
women with severe or critical disease. There was a 
single maternal death. 

Among the study population, there were 3 
spontaneous abortions. A total 52 of 81 patients 
(64.2%) delivered during the study period. Of these, 
42(80.8%) underwent a Caesarean section, 2(2.4%) 
had hysterotomy and 8 (15.1%) patients underwent 
normal vaginal delivery. Total 8(15.4%) patients 
under went premature termination of pregnancy. 
Hysterectomy was done due to HELLP syndrome 
and chronic hypertension with super imposed 
pre-eclampsia (PE). Indications of Caesarean section 
were history of previous Caesarean section (21), 
foetal distress (6), prolonged labour (3), eclampsia 
(3), severe PE (2), HELLP syndrome 
(2),unfavourable cervix (2), CPD (2),preterm labour 
with breech presentation (1).Ongoing pregnancy 26 
(32.09%)(Table II).

Testing for SARS-CoV-2 was performed on neonatal 
throat swabs and 4 was found positive. There were 47 
livebirths, 3 intra-uterine deaths and 2 neonatal 
deaths. Neonatal deaths were due to extreme 

prematurity (Table III). Mean duration of hospital 
stay was 13.1 (SD±6.4) (range 5-30) days. Mean 
interval of starting breastfeeding was 13.3 (SD±6.44) 
(range 5-25) days.

Discussion
Coronavirus is a new pathogen of high contagious 
abilities. Pregnant women are at an increased risk due 
to physiologic changes in their immune, 
cardiopulmonary and coagulation systems. But 
several authors suggested that pregnancy did not 
aggravate the symptoms or CT   features   of 
COVID-19   pneumonia18. A previous review 
including 108 infected pregnant women in the third 
trimester described fever (68%) and cough (34%) as 
the most frequent symptoms of COVID-19 and 
elevated C-reactive protein (70%) and lymphopenia 
(59%) as the most commonly altered maternal 
laboratory parameters19. In our study 48% of patients 
were asymptomatic. Cough (26%) and fever (14%) 
were the most common symptoms. CT scan was done 
in only 7.6% of patients and 81% had lymphopenia.

Maternal and fetaloutcomes
A vast majority of available publications refers to 
Chinese pregnant women. In a case series including 
three pregnant women infected by SARS-CoV-2, one 
of the infants was born preterm with low birth weight 
(LBW)20. Other publication presented the case of a 
30-week pregnant woman with COVID-19 that gave 
birth to a LBW but healthy baby21. In our study 
prematurity was found in 15.8% of cases.

Liu et al. presented 13 pregnant women infected with 
SARS-CoV-2, two with less than 28 weeks of 
gestation and 11 in the third trimester22. Three 
patients improved after hospitalization, were 
discharged from the hospital and had an 
uncomplicated pregnancy. The other ten patient 
sunder went Caesarean section, of which five were 
emergency sections because of fetal distress (n=3), 
premature rupture of membranes (PROM) (n=1) and 
stillbirth (n=1).  Six patient shad preterm labour from 
32 to 36 weeks of gestation. The condition of one of  
the  mothers  deteriorated  during  hospitalization,  
requiring ICU admission with intubation and 
mechanical ventilation. This woman presented with 
multiple organ dysfunction syndrome (MODS) that 
comprised of acute respiratory distress syndrome 
(ARDS), acute hepatic failure, acute renal failure and 
septic shock and  was  under  extracorporeal  
membrane  oxygenation  at  the time of the study22. In 
our study, 49.1% patients were infected in 3rd 

trimester, 52 patients were delivered during study 
period, 6 patients developed severe disease with 
multiorgan failure and were treated in ICU, 3 of them 

required mechanical ventilation and one patient died.

Chen H et al. reported two cases of fetal distress, four 
cases of preterm delivery (one mother with 
pre-eclampsia, one case of PROM and two with 
previous history of Caesarean sections or  stillbirth)  
and  two  of  LBW  (the  mother  with  preeclampsia 
and the case of PROM) among nine pregnant women 
infected with COVID-1923. Chen R. et al. included 17 
infected pregnant women,  three  of  the  neonates  
were  prematurely  born24. One case of new born died 
due to endouterine asphyxia was reported in a 
critically ill pregnant woman with SARS-CoV-2 
(who developed severe acute respiratory distress 
syndrome, multiple organ dysfunction syndrome, and 
septic shock)25. In our study, fetal distress was found 
in 6 cases, IUD in 3 case and premature termination 
of pregnancy in 8 cases.

Zhu H. et al. found several adverse pregnancy 
outcomes among nine   infected   women (clinical   
symptoms   beginning   before delivery in four cases, 
on the day of delivery in two mothers, and after 
delivery in other three)26, 6 were born premature, 2 
were small for gestational age (SGA) infants.  

A second case-control study by Li N. et al. compared 
16 pregnant women with confirmed COVID-19 
pneumonia and 18 suspected cases, all with mild 
symptoms who were admitted to labour in the third 
trimester, with two cohorts of 121 age-matched 
control pregnant women each (one from 2019 and 
one from 2020)27. Around 70% of the two cases 
groups presented other maternal complications 
(mostly GDM, gestational hypertension and 
hypothyroidism), a percentage significantly higher 
than in the control groups(33%).Three confirmed 
cases (18.8%, two caused by PROM and one by 
placental bleeding) and three suspected cases 
(16.7%, one due to gestational hypertension/ 
preeclampsia and one due to placenta praevia) deliver 
prematurely, compared with a 5.8% of the controls. 
In our study most common comorbidities were 
PIH(13.58%), hypothyroidism(11.11%) and GDM(7.40%).

Delivery
In a prospective cohort study, the majority had 
Caesarean deliveries, 16/19 (68.4 %), 13/16 (81%) 
had an emergency C-sections while, 3/16 (11.8 %) 
had an elective C-sections28. Indications for the 
C-sections included pathological CTG, failure to 
progress of labour, PROM including subsequent 
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Introduction:
Urinary tract infection (UTI) may be defined as 
inflammatory disorders of the urinary tract caused by 
abnormal growth of pathogens1. UTI is one of the 

most common bacterial infections among male and 
female affecting 150 million people worldwide2, 3. In 
Bangladesh it is also one of the most important 
causes of morbidity at both outdoor and indoor 
setting. Lack of proper research, faulty diagnostic 
procedures, abuse of chemotherapeutic agents and 
little or no preventive measures are all common 
attributing factors4.

Clinically, UTI is uncomplicated and complicated. 
When the infection occurs in otherwise healthy and 
has no structural or neurological urinary tract 
abnormalities, it is an uncomplicated UTI5. 
Complicated UTIs are defined as UTIs associated 
with factors that compromise the urinary tract or host 
defense, including urinary obstruction, urinary 
retention caused by neurological disease, 
immunosuppression, renal failure, renal 
transplantation, pregnancy, and the presence of 
foreign bodies such as calculi, indwelling catheters, 
or other drainage devices6,7.

It is reported that 70–80% of complicated UTIs are 
attributable to indwelling catheters, accounting for 1 
million cases per year in the United States8. Risk 
factors for developing a catheter associated UTI 
include prolonged catheterization, female gender, 
older age, and diabetes9.

The symptoms associated with the bladder and 
kidney infections are contrasting. Painful and 
frequent urination in case of cystitis as a result of 
bladder infection whereas high fever and flank pain 
in case of kidney infection are the common 
phenomena10.

The infection encompasses a diverse group of clinical 
syndromes and diseases that differ in epidemiology, 
etiology, and location severity of the condition11. In 
addition to the above factors, it also varies in 
symptoms, frequency of recurrence, extent of 
damage caused, and presence of complicating 
factors12. The occurrence of bladder infection is 
usually followed by kidney infection, and results in 
blood-borne infection and in severe circumstances 
can lead to severe consequences including death. 
Therefore, UTI is capable of claiming lives under 
severe circumstances and proper treatment results in 
quick recovery from the contagion13.

In the presence of risk factors such as female sex, 
diabetes, obstructive uropathy, previous 
instrumentation, and chronic kidney disease (CKD), 
the treatment becomes even more challenging. 
Various studies done worldwide have shown 
changing pattern in etiology of UTIs3. The present 
trends of the uropathogens and their susceptibility to 
various antibiotics are essential to formulate 
guidelines for the empirical treatment of UTIs while 
awaiting the culture sensitivity12.

The major pathogens causing UTI are E. coli and 
pseudomonas sp, Proteus sp, klebsiella sp etc6. 

Increasing antibiotic resistance among urinary 
pathogens, especially E. coli, to commonly 
prescribed drugs like Cotrimoxazole has become a 
global reality7.

Hence, the present study was an attempt to evaluate 
the current clinical and bacteriological profile of UTI 
patients in our hospital.

Methods:
This 6-month cross-sectional study was undertaken 
in the Department of Medicine, Sylhet MAG Osmani 
Medical College, Sylhet from January 2019 to June 

2019 by convenient sampling. Total of 100 patients 
admitted Medicine indoor Department with 
symptoms (Urgency, frequency, dysuria, lower 
abdominal pain, loin pain, fever, vomiting, 
incontinence, confusional state) and signs (Increased 
temperature, loin and/or pelvic tenderness 
tenderness) of UTI confirmed by pertinent 
investigations (CBC, Urine R/E and C/S, USG of 
KUB in necessary cases, S Creatinine, RBS) 
including urinary culture either positive or negative 
were selected for the study. Patients aged <13 years 
were excluded from the study. 

UTI involving Kidney and ureter is taken as upper 
UTI, whereas involving urinary bladder and urethra 
is taken as lower UTI. When the infection occurs in 
otherwise healthy and has no structural or 
neurological urinary tract abnormalities, it is an 
uncomplicated UTI. Complicated UTIs are defined 
as UTIs associated with factors that compromise the 
urinary tract or host defense, including urinary 
obstruction, urinary retention caused by neurological 
disease, immunosuppression, renal failure, renal 
transplantation, pregnancy, and the presence of 
foreign bodies such as calculi, indwelling catheters, 
or other drainage devices. Reinfection in urinary tract 
with any organism after an interval is taken as 
recurrent UTI. Bladder outflow obstruction, 
anatomical abnormality, neurological problems, 
foreign body, loss of host defense is taken as risk 
factors of UTI.

Detailed history was taken from patient and patient 
attendants regarding clinical presentation (including 
diagnosis, complication, risk factor and recurrence) 
of UTI.

Data were processed manually and analyzed with the 
help of SPSS version 22. Quantitative data were 
expressed as mean and standard deviation, qualitative 
data were expressed as frequency and percentage.

Results:
Among 100 patients of UTI, maximum were females 
(67%) and the male to female ratio was 0.49:1. The 
most common age group was 46–60 years (34%).The 
mean age was 54.19±3.94 years . The median age 
was 55 years and ranged between 17 to 100 years. 
Most of the patients completed primary education 
(52%).21% did not receive any institutional 
education. Most (54%) of the patients belong to 
income range of 10,000 to 20,000 taka per month. 
(Table 1)

unsuccessful induction of labour, maternal request 
and severe sepsis. Two case-control studies have 
been conducted in China.  Zhang L.  et al.  compared 
the pregnancy outcomes of 16 women with 
COVID-19(one severe case)and 45 non-infected 
women, all delivering by Caesarean section29. 

Researchers did not observe significant differences in 
the intra-operative blood loss. In our study, 64.1% 
patients underwent Caesarean section and 15.14% 
patients underwent NVD. 

Neonatal outcome 
Zhu H. et al. found  six   newborns had  a  Pediatric  
Critical  Illness  Score  (PCIS)  lower  than  90 and    
showed    clinical    symptoms    including    shortness    
of breath (n=6), fever (n=2), thrombocytopenia 
accompanied by abnormal liver function (n=2), rapid 
heart rate (n=1) and vomiting (n=1). Four neonates 
presented with gastrointestinal symptoms including 
bloating,  refusing  milk,  feeding  intolerance  and  
gastric bleeding and seven showed radiography 
abnormalities (infections, n=4; neonatal respiratory 
distress syndrome, n=2; and pneumothorax,   n=1).   
One   infant   presented   multiple   organ failure, 
refractory shock and disseminated intravascular 
coagulation at day 8 after delivery, received a 
transfusion and died on day 926. In our study only 4 
neonates were found RT-PCR positive. There were 2 
neonatal deaths due to extreme prematurity. Rest of 
them were doing well.

Conclusion
Our study findings suggest adverse fetomaternal 
outcomes of COVID-19. Although pregnant women 
do not seem to present an increased susceptibility to 
COVID-19 or more severe complications than 
non-pregnant adults, the available studies suggest 
that they may be at risk of adverse pregnancy 
outcomes, mostly preterm delivery, fetal distress, 
respiratory symptoms and LBW in the newborns. 
Further research  is  urgently  needed  to  understand  
the  real  effect  of COVID-19 on pregnant women 
and neonates, and to guide the  most  appropriate  
recommendations  for  obstetricians.  Only an 
integrated  multi-angle  assessment  of  the  current  
knowledge about viral characteristics, epidemiology, 
disease immunopathology, potential preventive and 

therapeutic strategies, together with clinical 
observations, will help to understand the exact 
impact of COVID-19 infection during pregnancy.
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Introduction
Corona virus disease 2019 (COVID-19)a pandemic, 
continues to escalate world wide and has become a 
pressing global health concern. Since the 

identification of the first cases in  Wuhan, China,  in  
December  20191, the  virus  has  spread  almost  to 
every country in the world. Local transmission of 
severe acute respiratory syndrome corona virus 
type-2 (SARS-CoV-2) is occurring in most 
countries2. SARS-CoV-2 is the seventh known 
corona virus that infects humans and several studies 
support its probable zoonotic origin3,4. This is 
transmitted by respiratory droplets, contact with an 
infected person (< 2 m) or with contaminated 
surfaces. There is no evidence of vertical 
transmission and presence of the virus in genital 
fluids, urine, amniotic fluid or breast milk. It belongs 
to the beta corona viridae, binds to angiotensin 
converting enzyme2 (ACE2) as the host receptor for 
entering the cell to cause infection5,6. Majority of 
infections with SARS-CoV-2 cause a mild 
presentation of COVID-19. Older adults and people 
with comorbidities, including cardiovascular and 
respiratory diseases and  diabetes,  are  at  increased  
risk  of  severity  and  death,  with men potentially at 
higher risk than women7,8. The main findings in 

laboratory tests during early stages of the disease 
include lymphopenia, transaminase elevation, 
proteinuria, increased LDH and C-reactive protein 
levels. Complications include severe pneumonia, 
acute respiratory distress syndrome, cardiac 
abnormalities, respiratory tract super infections, 
sepsis and septic shock.

Pregnant women are particularly vulnerable to 
infectious diseases that   can   cause   both   maternal   
and   fetal   adverse   outcomes9-14. During pregnancy, 
immunological transformations15, physiological 
changes in cardio vascular, respiratory and 
coagulation system causes  increased   severity   or   
susceptibility  to  infectious diseases16,17. This study 
evaluated fetomaternal outcomes of pregnant ladies 
with COVID-19.

Methods
This retrospective observational study was conducted 
from May 2020 to August 2020 in CMH Dhaka. 
Total 81 admitted pregnant patients in whom RNA of 
SARS CoV-2 was detected by RT PCR and their 
neonates were included in the study. Patients, who 
were treated as out-patient basis, were excluded from 
the study.

History, examination findings, complications and 
biochemical and radiological parameters of 

pregnancy and   neonatal outcome were recorded in a 
preformed data collection sheet. Data were analyzed 
by SPSS version 20.

Results
Total patients were 81 with a mean age of 27 (SD±5) 
(range 19-40) years; 40.3% were primigravida (Table 
I), 49.1% were infected with SARS-CoV-2 in the 
third trimester and 32.8% had gestational age 
between 35-40 weeks. Common co-morbidities were 
pregnancy induced hypertension (PIH) (11 patients), 
hypothyroidism (9) and 6 patients had gestational 
diabetes mellitus (GDM).

Nearly half (48%) of the patients were asymptomatic. 
Common symptoms were cough (26%) and fever 
(14%). Multiorgan failure was in 6% (Table-I). 
Lymphopenia was common (81%).  CT scan was 
done in l6 patients and showed bilateral infiltrates.

Mild to moderate disease was common (92.6%) and 
7.4 % had severe disease; 3 patients required 
mechanical ventilation (critical disease). Severe 
disease developed before delivery and they received 
mechanical ventilation after delivery. Most (92.6%) 
patients were treated in Corona ward and 7.4% 
patients were treated in Corona high dependency unit 
(HDU) and intensive care unit (ICU).

All (100%) patients were treated with zinc, vit C and 
vit D. Inj. ceftriaxone, Inj. metronidazole followed by 
Cap. cefixime and Tab. metronidazole were used in 
all patients who underwent Caesarean section. Other 
antibiotics used were azithromycin, moxifloxacin 
and colistin in severe disease. In 6 patients with 
severe disease Inj. methyl prednisolon, Inj. 
remdisivir and Inj. tocilizumab were used. For 
thrombo prophylaxis low molecular weight heparin 
was used in 24 (29.6%) patients and Tab. rivaroxaban 
in 6 (7.4%) patients postnatally. Tab. ivermectin was 
given in 20 (24.7%) patients. There was no difference 
in outcome between patients treated with ivermectin 
and not treated. During the study period, a total of 71 
of 81 women (87.65 %) were discharged, including 5 
women with severe or critical disease. There was a 
single maternal death. 

Among the study population, there were 3 
spontaneous abortions. A total 52 of 81 patients 
(64.2%) delivered during the study period. Of these, 
42(80.8%) underwent a Caesarean section, 2(2.4%) 
had hysterotomy and 8 (15.1%) patients underwent 
normal vaginal delivery. Total 8(15.4%) patients 
under went premature termination of pregnancy. 
Hysterectomy was done due to HELLP syndrome 
and chronic hypertension with super imposed 
pre-eclampsia (PE). Indications of Caesarean section 
were history of previous Caesarean section (21), 
foetal distress (6), prolonged labour (3), eclampsia 
(3), severe PE (2), HELLP syndrome 
(2),unfavourable cervix (2), CPD (2),preterm labour 
with breech presentation (1).Ongoing pregnancy 26 
(32.09%)(Table II).

Testing for SARS-CoV-2 was performed on neonatal 
throat swabs and 4 was found positive. There were 47 
livebirths, 3 intra-uterine deaths and 2 neonatal 
deaths. Neonatal deaths were due to extreme 

prematurity (Table III). Mean duration of hospital 
stay was 13.1 (SD±6.4) (range 5-30) days. Mean 
interval of starting breastfeeding was 13.3 (SD±6.44) 
(range 5-25) days.

Discussion
Coronavirus is a new pathogen of high contagious 
abilities. Pregnant women are at an increased risk due 
to physiologic changes in their immune, 
cardiopulmonary and coagulation systems. But 
several authors suggested that pregnancy did not 
aggravate the symptoms or CT   features   of 
COVID-19   pneumonia18. A previous review 
including 108 infected pregnant women in the third 
trimester described fever (68%) and cough (34%) as 
the most frequent symptoms of COVID-19 and 
elevated C-reactive protein (70%) and lymphopenia 
(59%) as the most commonly altered maternal 
laboratory parameters19. In our study 48% of patients 
were asymptomatic. Cough (26%) and fever (14%) 
were the most common symptoms. CT scan was done 
in only 7.6% of patients and 81% had lymphopenia.

Maternal and fetaloutcomes
A vast majority of available publications refers to 
Chinese pregnant women. In a case series including 
three pregnant women infected by SARS-CoV-2, one 
of the infants was born preterm with low birth weight 
(LBW)20. Other publication presented the case of a 
30-week pregnant woman with COVID-19 that gave 
birth to a LBW but healthy baby21. In our study 
prematurity was found in 15.8% of cases.

Liu et al. presented 13 pregnant women infected with 
SARS-CoV-2, two with less than 28 weeks of 
gestation and 11 in the third trimester22. Three 
patients improved after hospitalization, were 
discharged from the hospital and had an 
uncomplicated pregnancy. The other ten patient 
sunder went Caesarean section, of which five were 
emergency sections because of fetal distress (n=3), 
premature rupture of membranes (PROM) (n=1) and 
stillbirth (n=1).  Six patient shad preterm labour from 
32 to 36 weeks of gestation. The condition of one of  
the  mothers  deteriorated  during  hospitalization,  
requiring ICU admission with intubation and 
mechanical ventilation. This woman presented with 
multiple organ dysfunction syndrome (MODS) that 
comprised of acute respiratory distress syndrome 
(ARDS), acute hepatic failure, acute renal failure and 
septic shock and  was  under  extracorporeal  
membrane  oxygenation  at  the time of the study22. In 
our study, 49.1% patients were infected in 3rd 

trimester, 52 patients were delivered during study 
period, 6 patients developed severe disease with 
multiorgan failure and were treated in ICU, 3 of them 

required mechanical ventilation and one patient died.

Chen H et al. reported two cases of fetal distress, four 
cases of preterm delivery (one mother with 
pre-eclampsia, one case of PROM and two with 
previous history of Caesarean sections or  stillbirth)  
and  two  of  LBW  (the  mother  with  preeclampsia 
and the case of PROM) among nine pregnant women 
infected with COVID-1923. Chen R. et al. included 17 
infected pregnant women,  three  of  the  neonates  
were  prematurely  born24. One case of new born died 
due to endouterine asphyxia was reported in a 
critically ill pregnant woman with SARS-CoV-2 
(who developed severe acute respiratory distress 
syndrome, multiple organ dysfunction syndrome, and 
septic shock)25. In our study, fetal distress was found 
in 6 cases, IUD in 3 case and premature termination 
of pregnancy in 8 cases.

Zhu H. et al. found several adverse pregnancy 
outcomes among nine   infected   women (clinical   
symptoms   beginning   before delivery in four cases, 
on the day of delivery in two mothers, and after 
delivery in other three)26, 6 were born premature, 2 
were small for gestational age (SGA) infants.  

A second case-control study by Li N. et al. compared 
16 pregnant women with confirmed COVID-19 
pneumonia and 18 suspected cases, all with mild 
symptoms who were admitted to labour in the third 
trimester, with two cohorts of 121 age-matched 
control pregnant women each (one from 2019 and 
one from 2020)27. Around 70% of the two cases 
groups presented other maternal complications 
(mostly GDM, gestational hypertension and 
hypothyroidism), a percentage significantly higher 
than in the control groups(33%).Three confirmed 
cases (18.8%, two caused by PROM and one by 
placental bleeding) and three suspected cases 
(16.7%, one due to gestational hypertension/ 
preeclampsia and one due to placenta praevia) deliver 
prematurely, compared with a 5.8% of the controls. 
In our study most common comorbidities were 
PIH(13.58%), hypothyroidism(11.11%) and GDM(7.40%).

Delivery
In a prospective cohort study, the majority had 
Caesarean deliveries, 16/19 (68.4 %), 13/16 (81%) 
had an emergency C-sections while, 3/16 (11.8 %) 
had an elective C-sections28. Indications for the 
C-sections included pathological CTG, failure to 
progress of labour, PROM including subsequent 

unsuccessful induction of labour, maternal request 
and severe sepsis. Two case-control studies have 
been conducted in China.  Zhang L.  et al.  compared 
the pregnancy outcomes of 16 women with 
COVID-19(one severe case)and 45 non-infected 
women, all delivering by Caesarean section29. 

Researchers did not observe significant differences in 
the intra-operative blood loss. In our study, 64.1% 
patients underwent Caesarean section and 15.14% 
patients underwent NVD. 

Neonatal outcome 
Zhu H. et al. found  six   newborns had  a  Pediatric  
Critical  Illness  Score  (PCIS)  lower  than  90 and    
showed    clinical    symptoms    including    shortness    
of breath (n=6), fever (n=2), thrombocytopenia 
accompanied by abnormal liver function (n=2), rapid 
heart rate (n=1) and vomiting (n=1). Four neonates 
presented with gastrointestinal symptoms including 
bloating,  refusing  milk,  feeding  intolerance  and  
gastric bleeding and seven showed radiography 
abnormalities (infections, n=4; neonatal respiratory 
distress syndrome, n=2; and pneumothorax,   n=1).   
One   infant   presented   multiple   organ failure, 
refractory shock and disseminated intravascular 
coagulation at day 8 after delivery, received a 
transfusion and died on day 926. In our study only 4 
neonates were found RT-PCR positive. There were 2 
neonatal deaths due to extreme prematurity. Rest of 
them were doing well.

Conclusion
Our study findings suggest adverse fetomaternal 
outcomes of COVID-19. Although pregnant women 
do not seem to present an increased susceptibility to 
COVID-19 or more severe complications than 
non-pregnant adults, the available studies suggest 
that they may be at risk of adverse pregnancy 
outcomes, mostly preterm delivery, fetal distress, 
respiratory symptoms and LBW in the newborns. 
Further research  is  urgently  needed  to  understand  
the  real  effect  of COVID-19 on pregnant women 
and neonates, and to guide the  most  appropriate  
recommendations  for  obstetricians.  Only an 
integrated  multi-angle  assessment  of  the  current  
knowledge about viral characteristics, epidemiology, 
disease immunopathology, potential preventive and 

therapeutic strategies, together with clinical 
observations, will help to understand the exact 
impact of COVID-19 infection during pregnancy.
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Demographic profile of study patients (n=100) 
Traits Frequency Percentage 
Age 

  Mean 54.19 
 Minimum 17 
 Maximum 100 
 15-30 10 10 

31-45 23 23 
46-60 34 34 
61-75 24 24 
76-90 8 8 

91-105 1 1 
Gender 

  Male 33 33 
Female 67 67 

Educational status 
 None 21 21 

Primary 52 52 
Secondary 24 24 

Tertiary 3 3 
Socioeconomic status(Income range -Taka/month) 

<10,000 32 32 
10,000-20,000 54 54 

>20,000 14 14 
Marrital status 

 Married 95 95 
Unmarried 5 5 

Most of the patients had fever (55%), followed by loin pain (37%), burning and increased frequency of 
micturition (32%), vomiting (28%), urgency of urine (23%), delirium (15%) incontinence 18(%). (Figure 1)

Table 1
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Introduction
Corona virus disease 2019 (COVID-19)a pandemic, 
continues to escalate world wide and has become a 
pressing global health concern. Since the 

identification of the first cases in  Wuhan, China,  in  
December  20191, the  virus  has  spread  almost  to 
every country in the world. Local transmission of 
severe acute respiratory syndrome corona virus 
type-2 (SARS-CoV-2) is occurring in most 
countries2. SARS-CoV-2 is the seventh known 
corona virus that infects humans and several studies 
support its probable zoonotic origin3,4. This is 
transmitted by respiratory droplets, contact with an 
infected person (< 2 m) or with contaminated 
surfaces. There is no evidence of vertical 
transmission and presence of the virus in genital 
fluids, urine, amniotic fluid or breast milk. It belongs 
to the beta corona viridae, binds to angiotensin 
converting enzyme2 (ACE2) as the host receptor for 
entering the cell to cause infection5,6. Majority of 
infections with SARS-CoV-2 cause a mild 
presentation of COVID-19. Older adults and people 
with comorbidities, including cardiovascular and 
respiratory diseases and  diabetes,  are  at  increased  
risk  of  severity  and  death,  with men potentially at 
higher risk than women7,8. The main findings in 

laboratory tests during early stages of the disease 
include lymphopenia, transaminase elevation, 
proteinuria, increased LDH and C-reactive protein 
levels. Complications include severe pneumonia, 
acute respiratory distress syndrome, cardiac 
abnormalities, respiratory tract super infections, 
sepsis and septic shock.

Pregnant women are particularly vulnerable to 
infectious diseases that   can   cause   both   maternal   
and   fetal   adverse   outcomes9-14. During pregnancy, 
immunological transformations15, physiological 
changes in cardio vascular, respiratory and 
coagulation system causes  increased   severity   or   
susceptibility  to  infectious diseases16,17. This study 
evaluated fetomaternal outcomes of pregnant ladies 
with COVID-19.

Methods
This retrospective observational study was conducted 
from May 2020 to August 2020 in CMH Dhaka. 
Total 81 admitted pregnant patients in whom RNA of 
SARS CoV-2 was detected by RT PCR and their 
neonates were included in the study. Patients, who 
were treated as out-patient basis, were excluded from 
the study.

History, examination findings, complications and 
biochemical and radiological parameters of 

pregnancy and   neonatal outcome were recorded in a 
preformed data collection sheet. Data were analyzed 
by SPSS version 20.

Results
Total patients were 81 with a mean age of 27 (SD±5) 
(range 19-40) years; 40.3% were primigravida (Table 
I), 49.1% were infected with SARS-CoV-2 in the 
third trimester and 32.8% had gestational age 
between 35-40 weeks. Common co-morbidities were 
pregnancy induced hypertension (PIH) (11 patients), 
hypothyroidism (9) and 6 patients had gestational 
diabetes mellitus (GDM).

Nearly half (48%) of the patients were asymptomatic. 
Common symptoms were cough (26%) and fever 
(14%). Multiorgan failure was in 6% (Table-I). 
Lymphopenia was common (81%).  CT scan was 
done in l6 patients and showed bilateral infiltrates.

Mild to moderate disease was common (92.6%) and 
7.4 % had severe disease; 3 patients required 
mechanical ventilation (critical disease). Severe 
disease developed before delivery and they received 
mechanical ventilation after delivery. Most (92.6%) 
patients were treated in Corona ward and 7.4% 
patients were treated in Corona high dependency unit 
(HDU) and intensive care unit (ICU).

All (100%) patients were treated with zinc, vit C and 
vit D. Inj. ceftriaxone, Inj. metronidazole followed by 
Cap. cefixime and Tab. metronidazole were used in 
all patients who underwent Caesarean section. Other 
antibiotics used were azithromycin, moxifloxacin 
and colistin in severe disease. In 6 patients with 
severe disease Inj. methyl prednisolon, Inj. 
remdisivir and Inj. tocilizumab were used. For 
thrombo prophylaxis low molecular weight heparin 
was used in 24 (29.6%) patients and Tab. rivaroxaban 
in 6 (7.4%) patients postnatally. Tab. ivermectin was 
given in 20 (24.7%) patients. There was no difference 
in outcome between patients treated with ivermectin 
and not treated. During the study period, a total of 71 
of 81 women (87.65 %) were discharged, including 5 
women with severe or critical disease. There was a 
single maternal death. 

Among the study population, there were 3 
spontaneous abortions. A total 52 of 81 patients 
(64.2%) delivered during the study period. Of these, 
42(80.8%) underwent a Caesarean section, 2(2.4%) 
had hysterotomy and 8 (15.1%) patients underwent 
normal vaginal delivery. Total 8(15.4%) patients 
under went premature termination of pregnancy. 
Hysterectomy was done due to HELLP syndrome 
and chronic hypertension with super imposed 
pre-eclampsia (PE). Indications of Caesarean section 
were history of previous Caesarean section (21), 
foetal distress (6), prolonged labour (3), eclampsia 
(3), severe PE (2), HELLP syndrome 
(2),unfavourable cervix (2), CPD (2),preterm labour 
with breech presentation (1).Ongoing pregnancy 26 
(32.09%)(Table II).

Testing for SARS-CoV-2 was performed on neonatal 
throat swabs and 4 was found positive. There were 47 
livebirths, 3 intra-uterine deaths and 2 neonatal 
deaths. Neonatal deaths were due to extreme 

prematurity (Table III). Mean duration of hospital 
stay was 13.1 (SD±6.4) (range 5-30) days. Mean 
interval of starting breastfeeding was 13.3 (SD±6.44) 
(range 5-25) days.

Discussion
Coronavirus is a new pathogen of high contagious 
abilities. Pregnant women are at an increased risk due 
to physiologic changes in their immune, 
cardiopulmonary and coagulation systems. But 
several authors suggested that pregnancy did not 
aggravate the symptoms or CT   features   of 
COVID-19   pneumonia18. A previous review 
including 108 infected pregnant women in the third 
trimester described fever (68%) and cough (34%) as 
the most frequent symptoms of COVID-19 and 
elevated C-reactive protein (70%) and lymphopenia 
(59%) as the most commonly altered maternal 
laboratory parameters19. In our study 48% of patients 
were asymptomatic. Cough (26%) and fever (14%) 
were the most common symptoms. CT scan was done 
in only 7.6% of patients and 81% had lymphopenia.

Maternal and fetaloutcomes
A vast majority of available publications refers to 
Chinese pregnant women. In a case series including 
three pregnant women infected by SARS-CoV-2, one 
of the infants was born preterm with low birth weight 
(LBW)20. Other publication presented the case of a 
30-week pregnant woman with COVID-19 that gave 
birth to a LBW but healthy baby21. In our study 
prematurity was found in 15.8% of cases.

Liu et al. presented 13 pregnant women infected with 
SARS-CoV-2, two with less than 28 weeks of 
gestation and 11 in the third trimester22. Three 
patients improved after hospitalization, were 
discharged from the hospital and had an 
uncomplicated pregnancy. The other ten patient 
sunder went Caesarean section, of which five were 
emergency sections because of fetal distress (n=3), 
premature rupture of membranes (PROM) (n=1) and 
stillbirth (n=1).  Six patient shad preterm labour from 
32 to 36 weeks of gestation. The condition of one of  
the  mothers  deteriorated  during  hospitalization,  
requiring ICU admission with intubation and 
mechanical ventilation. This woman presented with 
multiple organ dysfunction syndrome (MODS) that 
comprised of acute respiratory distress syndrome 
(ARDS), acute hepatic failure, acute renal failure and 
septic shock and  was  under  extracorporeal  
membrane  oxygenation  at  the time of the study22. In 
our study, 49.1% patients were infected in 3rd 

trimester, 52 patients were delivered during study 
period, 6 patients developed severe disease with 
multiorgan failure and were treated in ICU, 3 of them 

required mechanical ventilation and one patient died.

Chen H et al. reported two cases of fetal distress, four 
cases of preterm delivery (one mother with 
pre-eclampsia, one case of PROM and two with 
previous history of Caesarean sections or  stillbirth)  
and  two  of  LBW  (the  mother  with  preeclampsia 
and the case of PROM) among nine pregnant women 
infected with COVID-1923. Chen R. et al. included 17 
infected pregnant women,  three  of  the  neonates  
were  prematurely  born24. One case of new born died 
due to endouterine asphyxia was reported in a 
critically ill pregnant woman with SARS-CoV-2 
(who developed severe acute respiratory distress 
syndrome, multiple organ dysfunction syndrome, and 
septic shock)25. In our study, fetal distress was found 
in 6 cases, IUD in 3 case and premature termination 
of pregnancy in 8 cases.

Zhu H. et al. found several adverse pregnancy 
outcomes among nine   infected   women (clinical   
symptoms   beginning   before delivery in four cases, 
on the day of delivery in two mothers, and after 
delivery in other three)26, 6 were born premature, 2 
were small for gestational age (SGA) infants.  

A second case-control study by Li N. et al. compared 
16 pregnant women with confirmed COVID-19 
pneumonia and 18 suspected cases, all with mild 
symptoms who were admitted to labour in the third 
trimester, with two cohorts of 121 age-matched 
control pregnant women each (one from 2019 and 
one from 2020)27. Around 70% of the two cases 
groups presented other maternal complications 
(mostly GDM, gestational hypertension and 
hypothyroidism), a percentage significantly higher 
than in the control groups(33%).Three confirmed 
cases (18.8%, two caused by PROM and one by 
placental bleeding) and three suspected cases 
(16.7%, one due to gestational hypertension/ 
preeclampsia and one due to placenta praevia) deliver 
prematurely, compared with a 5.8% of the controls. 
In our study most common comorbidities were 
PIH(13.58%), hypothyroidism(11.11%) and GDM(7.40%).

Delivery
In a prospective cohort study, the majority had 
Caesarean deliveries, 16/19 (68.4 %), 13/16 (81%) 
had an emergency C-sections while, 3/16 (11.8 %) 
had an elective C-sections28. Indications for the 
C-sections included pathological CTG, failure to 
progress of labour, PROM including subsequent 
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unsuccessful induction of labour, maternal request 
and severe sepsis. Two case-control studies have 
been conducted in China.  Zhang L.  et al.  compared 
the pregnancy outcomes of 16 women with 
COVID-19(one severe case)and 45 non-infected 
women, all delivering by Caesarean section29. 

Researchers did not observe significant differences in 
the intra-operative blood loss. In our study, 64.1% 
patients underwent Caesarean section and 15.14% 
patients underwent NVD. 

Neonatal outcome 
Zhu H. et al. found  six   newborns had  a  Pediatric  
Critical  Illness  Score  (PCIS)  lower  than  90 and    
showed    clinical    symptoms    including    shortness    
of breath (n=6), fever (n=2), thrombocytopenia 
accompanied by abnormal liver function (n=2), rapid 
heart rate (n=1) and vomiting (n=1). Four neonates 
presented with gastrointestinal symptoms including 
bloating,  refusing  milk,  feeding  intolerance  and  
gastric bleeding and seven showed radiography 
abnormalities (infections, n=4; neonatal respiratory 
distress syndrome, n=2; and pneumothorax,   n=1).   
One   infant   presented   multiple   organ failure, 
refractory shock and disseminated intravascular 
coagulation at day 8 after delivery, received a 
transfusion and died on day 926. In our study only 4 
neonates were found RT-PCR positive. There were 2 
neonatal deaths due to extreme prematurity. Rest of 
them were doing well.

Conclusion
Our study findings suggest adverse fetomaternal 
outcomes of COVID-19. Although pregnant women 
do not seem to present an increased susceptibility to 
COVID-19 or more severe complications than 
non-pregnant adults, the available studies suggest 
that they may be at risk of adverse pregnancy 
outcomes, mostly preterm delivery, fetal distress, 
respiratory symptoms and LBW in the newborns. 
Further research  is  urgently  needed  to  understand  
the  real  effect  of COVID-19 on pregnant women 
and neonates, and to guide the  most  appropriate  
recommendations  for  obstetricians.  Only an 
integrated  multi-angle  assessment  of  the  current  
knowledge about viral characteristics, epidemiology, 
disease immunopathology, potential preventive and 

therapeutic strategies, together with clinical 
observations, will help to understand the exact 
impact of COVID-19 infection during pregnancy.
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Table 2 

Pattern of UTI in study patients 

Traits Frequency Percentage 
Diagnosis 

  Upper UTI 68 68 

Lower UTI 32 32 

Complication Status
 

  Complicated 66 66 

Uncomplicated 34 34 

Recurrence 

  Recurrent 18 18 

Not recurrent   82 82 

Majority (68%) of the patients had upper UTI while lower UTI constitutes 32%.  66% of the patients had 
complicated UTI, while 34 % have uncomplicated UTI. 18% of the patients had recurrent UTI. (Table 2)

The most common risk factor was loss of host defense 38% (diabetes mellitus/ use of immunosuppressive drugs) 
followed foreign body (17%) like urethral catheter or stone anywhere in urinary pathway, 9% have bladder 
outflow obstruction like BEP or urethral stricture, 4% have neurological problem like Stroke, and 4% have 
anatomical abnormality like uterine prolapse. (Figure 2)
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Introduction:
Thoracolumbar fracture is the commonest injury of 
the axial skeleton and accounts for around 90% ofall 
spinal fractures. Due of the rigid costotransverse 
joints of the dorsal spine, it acts as a fulcrum of 
movement in dorsolumbar spine at the time of 
injury1.

Thoracolumbar fractures are frequent in men and 
peak incidence is observed between 20 and 40 years. 

65% of thoracolumbar fractures occur due to motor 
vehicle injuries and fall from height, with reminder 
contributed by sports injury and violence2.

Due to the fulcrum of increased motion at 
dorsolumbar junction, collapse of the vertebral body 
with associated kyphotic deformity usually occurs. 
This vertebral collapse usually invades the spinal 
canal, which may cause neurological Deficit3.

Unstable fracture defined as failure of any two 
column injury including middle column which 
account for 25%-50% of all fractures in this region. 
They are very common in younger patients and 
could have a great impact on their daily physical 
activities4.

There are standard classification systems based on 
fracture pattern, mechanism of injury, neuro-deficit 
and posterior ligamentous complex (PLC) injury. 
Xrays are the main investigation while computed 
tomography (CT) scan delineates the extent on bony 
injury and magnetic resonance imaging (MRI) scan 
detects the spinal cord and soft tissue injury5.

The assessment of neurological function is done by 
using the American Spinal Injury Association 
(ASIA) method and graded according to the ASIA 
Impairment scale. Examination of anal sensation and 
sphincter autonomic contraction should be 
performed to identify complete or incomplete 
neurological deficit as a standard protocol6.

The management of unstable thoracolumbar 
fractures remains challenging. Effective correction 
of the deformity, neurological recovery, early 
mobilization and return to work are the fundamentals 
of the management, and also minimize complication.

Absolute indication of early surgery is progressive 
neurological deficit7. Other indication for surgical 
intervention are incomplete neurological deficit, 
>25-300 angle of kyphotic deformity, >50% of loss 
of vertebral body height, and >40-50% of canal 
narrowing8.

The surgical treatment of unstable fracture and 
fracture-dislocations of thoracolumber spine are still 
in debate. Conservative treatment might be an 
option, but surgery is the modern way of treatment. 
The goals of surgery are to restore the stability of the 
vertebral column and decompression of spinal canal 
(9). Posterior transpedicular fixation has been the 
choice for stabilizing acute unstable thoracolumbar 
fractures among all other methods10.

Either anterior or posterior or both approaches can 
be used to stabilize and achieve fusion but the 
efficacy of either approach is somewhat similar11,12. 
Due to less extensile and hazardous approach, most 
of the spine surgeons advocate posterior fusion as 
the treatment of choice13-15.

Long-segment pedicle screw fixation (LSPF) usually 
involves inserting eight screws: two level above & 
below the fracture. Short- segment pedicle fixation 
(SSPF) involves inserting four screws: one level 
above & below the fracture16.

SSPF is the most common and simple treatment. It 
offers the advantage of incorporating fewer motion 
segments in the fusion17,18. but may lead to implant 
failure and re-kyphosis (9-54%) and 
moderate-to-severe (50%) pain9,17. To prevent this 
and augment the anterior column, placement of body 
augmente,19 polymethylmethacrylate injection3, 
transpedicular bone grafting20, anterior 
instrumentation and strut grafting12 or long-segment 
posterior fixation (LSPF)21 could be done.

The use of transpedicular fixation two levels above 
and below the fractured vertebra reduce the 
kyphosis, instrument failure and collapse of the 
vertebrae22. LSPF has gained popularity in the last 
decade as it has the aforementioned advantages as 
well as relieve pain sufficiently23.

Methods:
146 patients (age range 15-60, mean 31.5±9.58 
years) with thoracolumbar fracture (T10– L2) with 
incomplete neurological deficit from January2014 to 
December 2018, studied in NITOR and private 
settings were included in this study. Inclusions 
criteria were: a) single-level fracture; b) neurologic 
function limited to ASIA Grades B, C, or D; c) 
limited involvement of T10–L2; d) <3 weeks from 
the time of injury, Exclusion criteria were: a) 
Complete spinal cord injury (ASIA Grades A) b) 
Associated cervical spine & head injury; c) 
Pathological fracture of spine. This was a 
prospective case series and cases were selected by 
purposive sampling.

Radiographic outcome was evaluated by measuring 
Cobb angle, kyphotic deformation and beck index 
(24). Figure 2 shows measurement of Cobb Angle 
and kyphotic deformation. Pain status was evaluated 
by a 100-point VAS scale. The functional outcome 
was assessed by Owestry Disability Index (ODI). 
Neurological recovery was evaluated by ASIA 
grading. The investigation included X-ray, 
computed tomography (CT) scanning of the spine 
and magnetic resonance imaging (MRI).

Informed written consent was taken from all the 
patients mentioning the details of the procedure as 
well as modalities of treatment. An expert 
technologist was responsible for gathering the 
required information who is unaware of the 
objectives and surgical procedures of this study.

Long segment posterior fixation (LSPF) was done in 
every cases and performed by the same surgeon. 
Patients were placed in a prone position under 
general anesthesia with modified kneeling with two 
sand bags under each side of trunk which allowed the 
abdomen to hang free, minimizing epidural venous 
dilation and bleeding. Pedicle screw fixation and 
reduction were performed under C-arm guidance. 
Laminectomy to decompress spinal cord was carried 
out at the involved level and bone was saved to be 
used as bone graft. Screws were 40 or 45 mm long, 
depending on the level and size of the vertebra. At 
the10th and 11th thoracic levels, 5.5 or 6.5- 
mmdiameter multiaxial screws and at the12th 

thoracic level and caudally 6.5 mm diameter 
multiaxial screws were used. The instrumentation 
was applied bilaterally. Fracture reduction and 
indirect spinal canal decompression both could be 
accomplished by contouring the rod and applying 
compression-distraction forces before tightening the 
screws. Long segment posterior fixation was done 
with autogenous bone grafting from the spinous 
process and lamina in all patients and applied 
thoracolumbosacral orthosis (Taylor brace) 
postoperatively for 3 months. Figure 1 shows Burst # 
L2 in a 28 years’ male, fixed with LSPF.

A fracture severity score was constructed using 
Thoracolumbar Injury Classification and Severity 
Score (TLICS). A comprehensive severity score of 3 
or less suggests a non-operative injury, while a score 
of 5 or more suggests that surgical intervention may 
be considered. Injuries assigned a total score of 4 
might be handled conservatively or surgically25.

Correction loss was defined as progressive loss of 
Cobb angle in the latest follow-up radiographs 
compared to the initial post-operative radiographs. 
The fusion status of the patients was determined 
primarily with use of plain radiographs according to 
the classification system of Christensen et al. 200126 
by two independent observers and finally by 
Bridwell fusion grading27. The presence of screw 
breakage, screw pullout, peri-implant loosening, and 
rod breakage were considered as criteria for implant 
failure.

Data were collected concerning the age, sex, 
localization, type of injury, presence of neurological 
deficits, pain, work status, complications and 
radiologic parameters (Cobb angle, kyphotic 
deformation of vertebral body, vertebral height and 
posterolateral fusion). Clinical and radiographic 
follow-up were done immediately after the operation 
and at 2nd, 6th, 12th, 24th week & then 12 monthly. 
Statistical analysis was done using SPSS version 
25.0 software. The level of statistical significance 
was set at P < 0.05.

Results:
There were 126 men and 20 women with male to 
female ratio were 6.3:1. Mean age was 31.5 years 
within the range of 31–45 years. Maximum 64 
patients were manual worker. The majority of 
fractures were due to falls (106 cases). The 
remaining cases were due to car accidents (40 cases). 
The fractured vertebra body level was L1, L2, and 

T12 in 82, 24, and 40 cases respectively. In this 
series maximum number of patients (92) operated 
within 15 to 21 days (63%) and maximum fractures 
were unstable burst in nature 102 (70%).

All the patients were decompressed posteriorly and 
long segment stabilization was done in each case by 
titanium pedicle screws and rods. Post-operative 
Xray showed good hardware position in all patients. 
Adequate decompression was achieved in all the 
cases.

The mean duration of surgery was 150 ± 21 min 
whereas the mean blood loss was 392.47 ml. The 
mean length of hospital stay was 28 days and all the 
patients were mobilized in the 1st or 2nd 
postoperative day. Radiological parameters are listed 
in Table-1.

A paired sample T-test was conducted to compare 
the means of radiological parameters which was 
found statically significant (p-value <0.05)

The mean Pre and post op VAS is 57.57±9.08 and 
16.4±8.9 (mild) respectively, 90% (131) of which 
end up with mild pain (p-value <0.05). The mean 
ODI at final follow up was 25.27 ± 8.49 which was 
67.68±13.20 pre operatively with a p-value<0.05. 
Maximum patients (87) 59.6% end up with mild 
disability at final follow-up.

In our series, pre-operative ASIA grade B was 30 
(20.5 %), C was 48 (36.9%) and D was 68 (46.6%). 
After final follow up1 grade improvement occurred 
in 116(79.5%) patients and 2 grade improvement in 
36 (20.5%) patients. A cross-tab analysis was 
conducted to see the significance of status in 
Pre-operative and Post-operative ASIA grading with 
grade impro vemen t . A Pe ar so n ch i-square v alu 
e <0.05 indicates significant improvement in terms 
of neurology post-operatively.

48% of cases (70) showed thick fusion mass on one 
side i.e. bridwell grade II, 60 patients (41%) showed 
grade I fusion and rest of patients’ had doubtful 
fusion with lucency.

A non-parametric Spearman correlation test was 
conducted among Bridwell fusion grade, Final ODI 
and ASIA grading. There is a significant positive 
strong correlation between Bridwell fusion gradeand 
Final ODI exist (r= 0.694, p-value <0.05, n=146). 
But final ASIA grading was not correlated with 
Bridwell fusion grade (p-value=0.394). Also 
magnitude of curve correction is not related with 
Bridwell fusion grade, Final ODI and ASIA grading 

with a p-value of 0.150, 0.819 and 0.204 
respectively.

During the follow-up hardware failure was detected 
in 3 cases. There were 9 cases of superficial wound 
infection and bed sore each which were responded to 
conservative treatment.

References:
Among all spinal injury thoracolumbar junction is 
the commonest and comprises > 50% of the cases of 
all spinal fractures (28).

Holdsworth, F. (1963) first described the burst 
fracture (29). The existence of the unstable burst 
fracture, with complete disruption of the posterior 
elements and increased potential for neural injury 
was described in whitesides, 1977(30). It is 
estimated that approximately 75% of patients with 

thoracolumbar injuries sustain some degree of 
neurological deficit. These types of injuries are best 
treated by vertebral column decompression and 
stabilization (31). The management plans differ 
among many of the researchers regarding operative 
(32) and non-operative approaches (33,34).

According to literature review the result of our study 
is almost similar to internationally published studies. 
It is observed that active age group was mostly 
affected with a male 126 (86.3%) dominancy. RA 
raja, (31) showed 86% male patients in his series. In 
this study, most common level injured was L1 
(56.2%) and followed by D12 (27.4%). Altay (16) 
showed 51.6% involvement of L1 and 29% 
involvement of D12. Muralidhar (35) observed that 
70% were at L1 level and 3 cases at D12 (10%).

Maximum injuries were due to fall from height 106 
(72.6%) in this study which was 92% and 59.25% 
cases observed in some studies (31,36). But other 
study showed road traffic accident is the common 
cause of injury (37). Maximum fractures were burst 
in nature 102 (70%) which were reported 44% and 
83.3%(31, 35) in other studies.

In our series, at final follow up1 grade improvement 
occurred in 116(79.5%) patients and 2 grade 
improvement in 36 (20.5%). Butt et al., 2006 showed 
two grades of improvement in 40% (7/17) of the 
patients and one grade of improvement in 60%(38).

The mean Cobb angle at pre-operative was 21.5 ±8.9 
and at final follow-up was 11±4.57 in this study. 
There was no correlation found between the final 
amount of Cobb angle and the degree of pain 
reported. Altay reported Cobb angle at preoperative 
and final follow up was 18.9 and 8.1 (39) which were 
near about my result. Similar results 11.9±2.67 and 
11.4 at final follow up showed by some studies 
(40,41). But Sapkas, 2010 (15) showed preoperative 
Cobb angle was 17.5±6.8 which became 6.0±4.0 
degree at final follow up.

Gertzbein (2) noted that, more severe the canal 
compromise and kyphotic deformity, worse the 
neurological deficit. But Mumford and Cantor 
(33,34) stated that the relationship between these 
two is unclear. In this study the mean preoperative 
kyphotic deformation of vertebral body was around 
21.80and 14.50 at final follow-up. kyphotic 
deformation was observed 200 pre-operatively and 
30 at final follow-up (42). Mean beck index was 
found 0.68 pre operatively and 0.80 at final follow 
up in this study. Sapkas (15) showed similar results 
where preoperative Beck index was 0.60 and 0.92 at 
final follow up.

According to functional outcome ODI was 67.68% 
(Crippled) pre operatively which became 25.6% 
(moderately disabled) at final follow up Aly (43) 
showed in a meta-analysis that Kim 2009, Canbeck 
2014 and Azmiri (44) found similar result which 
were 30%, 29% and 25% at last follow up 
respectively (moderately disabled). In this series, 
Mean Pre op VAS (pain intensity) was 57mm 
(moderate) and at final follow up it was 17 mm 
(mild) Pain intensity according to VAS was pre op 
40mm post op 4 mm observed by Yang (45).

Fusion rate with pedicular fixation (99%) were 
significantly higher than those for anterior 
instrumentation (46) In this series, 48% of cases 

showed thick fusion mass on one side i.e. bridwell 
grade II and 41% shows solid fusion in both sides 
(grade I).

Regarding the postoperative complication, bed sore 
and wound infection was found in 9 (6.67%) patients 
each who were responded to antibiotic later. But 
Modi (47) reported 1 (3.22%) screw breakage, 2 
(6.45%) screw loosening and 1(3.22%) superficial 
wound infection.

It was observed that, fusion rate was highest in 
minimally disabled group. There is a significant 
positive strong correlation between Bridwell fusion 
grade and Final ODI exist (r= 0.694, p-value <0.05, 
n=146). But final ASIA grading was not correlated 
with Bridwell fusion grade (p-value=0.394). Also 
magnitude of curve correction is not related with 
Bridwell fusion grade, Final ODI and ASIA grading 
with a p-value of 0.150, 0.819 and 0.204 
respectively.

Conclusion
In countries like Bangladesh fractures of the 
thoracolumbar spine are increasing in frequency. As 
seen from the result of this study, Long segment 
transpedicular screw fixation in unstable 
thoracolumbar spine injury with incomplete 
neurological deficit is an effective method of 
treatment. This method markedly reduce the hospital 
stay and enhances neurological and functional 
recovery with an acceptable fusion rate.
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Table 4
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Introduction:
Thoracolumbar fracture is the commonest injury of 
the axial skeleton and accounts for around 90% ofall 
spinal fractures. Due of the rigid costotransverse 
joints of the dorsal spine, it acts as a fulcrum of 
movement in dorsolumbar spine at the time of 
injury1.

Thoracolumbar fractures are frequent in men and 
peak incidence is observed between 20 and 40 years. 

65% of thoracolumbar fractures occur due to motor 
vehicle injuries and fall from height, with reminder 
contributed by sports injury and violence2.

Due to the fulcrum of increased motion at 
dorsolumbar junction, collapse of the vertebral body 
with associated kyphotic deformity usually occurs. 
This vertebral collapse usually invades the spinal 
canal, which may cause neurological Deficit3.

Unstable fracture defined as failure of any two 
column injury including middle column which 
account for 25%-50% of all fractures in this region. 
They are very common in younger patients and 
could have a great impact on their daily physical 
activities4.

There are standard classification systems based on 
fracture pattern, mechanism of injury, neuro-deficit 
and posterior ligamentous complex (PLC) injury. 
Xrays are the main investigation while computed 
tomography (CT) scan delineates the extent on bony 
injury and magnetic resonance imaging (MRI) scan 
detects the spinal cord and soft tissue injury5.

The assessment of neurological function is done by 
using the American Spinal Injury Association 
(ASIA) method and graded according to the ASIA 
Impairment scale. Examination of anal sensation and 
sphincter autonomic contraction should be 
performed to identify complete or incomplete 
neurological deficit as a standard protocol6.

The management of unstable thoracolumbar 
fractures remains challenging. Effective correction 
of the deformity, neurological recovery, early 
mobilization and return to work are the fundamentals 
of the management, and also minimize complication.

Absolute indication of early surgery is progressive 
neurological deficit7. Other indication for surgical 
intervention are incomplete neurological deficit, 
>25-300 angle of kyphotic deformity, >50% of loss 
of vertebral body height, and >40-50% of canal 
narrowing8.

The surgical treatment of unstable fracture and 
fracture-dislocations of thoracolumber spine are still 
in debate. Conservative treatment might be an 
option, but surgery is the modern way of treatment. 
The goals of surgery are to restore the stability of the 
vertebral column and decompression of spinal canal 
(9). Posterior transpedicular fixation has been the 
choice for stabilizing acute unstable thoracolumbar 
fractures among all other methods10.

Either anterior or posterior or both approaches can 
be used to stabilize and achieve fusion but the 
efficacy of either approach is somewhat similar11,12. 
Due to less extensile and hazardous approach, most 
of the spine surgeons advocate posterior fusion as 
the treatment of choice13-15.

Long-segment pedicle screw fixation (LSPF) usually 
involves inserting eight screws: two level above & 
below the fracture. Short- segment pedicle fixation 
(SSPF) involves inserting four screws: one level 
above & below the fracture16.

SSPF is the most common and simple treatment. It 
offers the advantage of incorporating fewer motion 
segments in the fusion17,18. but may lead to implant 
failure and re-kyphosis (9-54%) and 
moderate-to-severe (50%) pain9,17. To prevent this 
and augment the anterior column, placement of body 
augmente,19 polymethylmethacrylate injection3, 
transpedicular bone grafting20, anterior 
instrumentation and strut grafting12 or long-segment 
posterior fixation (LSPF)21 could be done.

The use of transpedicular fixation two levels above 
and below the fractured vertebra reduce the 
kyphosis, instrument failure and collapse of the 
vertebrae22. LSPF has gained popularity in the last 
decade as it has the aforementioned advantages as 
well as relieve pain sufficiently23.

Methods:
146 patients (age range 15-60, mean 31.5±9.58 
years) with thoracolumbar fracture (T10– L2) with 
incomplete neurological deficit from January2014 to 
December 2018, studied in NITOR and private 
settings were included in this study. Inclusions 
criteria were: a) single-level fracture; b) neurologic 
function limited to ASIA Grades B, C, or D; c) 
limited involvement of T10–L2; d) <3 weeks from 
the time of injury, Exclusion criteria were: a) 
Complete spinal cord injury (ASIA Grades A) b) 
Associated cervical spine & head injury; c) 
Pathological fracture of spine. This was a 
prospective case series and cases were selected by 
purposive sampling.

Radiographic outcome was evaluated by measuring 
Cobb angle, kyphotic deformation and beck index 
(24). Figure 2 shows measurement of Cobb Angle 
and kyphotic deformation. Pain status was evaluated 
by a 100-point VAS scale. The functional outcome 
was assessed by Owestry Disability Index (ODI). 
Neurological recovery was evaluated by ASIA 
grading. The investigation included X-ray, 
computed tomography (CT) scanning of the spine 
and magnetic resonance imaging (MRI).

Informed written consent was taken from all the 
patients mentioning the details of the procedure as 
well as modalities of treatment. An expert 
technologist was responsible for gathering the 
required information who is unaware of the 
objectives and surgical procedures of this study.

Long segment posterior fixation (LSPF) was done in 
every cases and performed by the same surgeon. 
Patients were placed in a prone position under 
general anesthesia with modified kneeling with two 
sand bags under each side of trunk which allowed the 
abdomen to hang free, minimizing epidural venous 
dilation and bleeding. Pedicle screw fixation and 
reduction were performed under C-arm guidance. 
Laminectomy to decompress spinal cord was carried 
out at the involved level and bone was saved to be 
used as bone graft. Screws were 40 or 45 mm long, 
depending on the level and size of the vertebra. At 
the10th and 11th thoracic levels, 5.5 or 6.5- 
mmdiameter multiaxial screws and at the12th 

thoracic level and caudally 6.5 mm diameter 
multiaxial screws were used. The instrumentation 
was applied bilaterally. Fracture reduction and 
indirect spinal canal decompression both could be 
accomplished by contouring the rod and applying 
compression-distraction forces before tightening the 
screws. Long segment posterior fixation was done 
with autogenous bone grafting from the spinous 
process and lamina in all patients and applied 
thoracolumbosacral orthosis (Taylor brace) 
postoperatively for 3 months. Figure 1 shows Burst # 
L2 in a 28 years’ male, fixed with LSPF.

A fracture severity score was constructed using 
Thoracolumbar Injury Classification and Severity 
Score (TLICS). A comprehensive severity score of 3 
or less suggests a non-operative injury, while a score 
of 5 or more suggests that surgical intervention may 
be considered. Injuries assigned a total score of 4 
might be handled conservatively or surgically25.

Correction loss was defined as progressive loss of 
Cobb angle in the latest follow-up radiographs 
compared to the initial post-operative radiographs. 
The fusion status of the patients was determined 
primarily with use of plain radiographs according to 
the classification system of Christensen et al. 200126 
by two independent observers and finally by 
Bridwell fusion grading27. The presence of screw 
breakage, screw pullout, peri-implant loosening, and 
rod breakage were considered as criteria for implant 
failure.

Data were collected concerning the age, sex, 
localization, type of injury, presence of neurological 
deficits, pain, work status, complications and 
radiologic parameters (Cobb angle, kyphotic 
deformation of vertebral body, vertebral height and 
posterolateral fusion). Clinical and radiographic 
follow-up were done immediately after the operation 
and at 2nd, 6th, 12th, 24th week & then 12 monthly. 
Statistical analysis was done using SPSS version 
25.0 software. The level of statistical significance 
was set at P < 0.05.

Results:
There were 126 men and 20 women with male to 
female ratio were 6.3:1. Mean age was 31.5 years 
within the range of 31–45 years. Maximum 64 
patients were manual worker. The majority of 
fractures were due to falls (106 cases). The 
remaining cases were due to car accidents (40 cases). 
The fractured vertebra body level was L1, L2, and 

T12 in 82, 24, and 40 cases respectively. In this 
series maximum number of patients (92) operated 
within 15 to 21 days (63%) and maximum fractures 
were unstable burst in nature 102 (70%).

All the patients were decompressed posteriorly and 
long segment stabilization was done in each case by 
titanium pedicle screws and rods. Post-operative 
Xray showed good hardware position in all patients. 
Adequate decompression was achieved in all the 
cases.

The mean duration of surgery was 150 ± 21 min 
whereas the mean blood loss was 392.47 ml. The 
mean length of hospital stay was 28 days and all the 
patients were mobilized in the 1st or 2nd 
postoperative day. Radiological parameters are listed 
in Table-1.

A paired sample T-test was conducted to compare 
the means of radiological parameters which was 
found statically significant (p-value <0.05)

The mean Pre and post op VAS is 57.57±9.08 and 
16.4±8.9 (mild) respectively, 90% (131) of which 
end up with mild pain (p-value <0.05). The mean 
ODI at final follow up was 25.27 ± 8.49 which was 
67.68±13.20 pre operatively with a p-value<0.05. 
Maximum patients (87) 59.6% end up with mild 
disability at final follow-up.

In our series, pre-operative ASIA grade B was 30 
(20.5 %), C was 48 (36.9%) and D was 68 (46.6%). 
After final follow up1 grade improvement occurred 
in 116(79.5%) patients and 2 grade improvement in 
36 (20.5%) patients. A cross-tab analysis was 
conducted to see the significance of status in 
Pre-operative and Post-operative ASIA grading with 
grade impro vemen t . A Pe ar so n ch i-square v alu 
e <0.05 indicates significant improvement in terms 
of neurology post-operatively.

48% of cases (70) showed thick fusion mass on one 
side i.e. bridwell grade II, 60 patients (41%) showed 
grade I fusion and rest of patients’ had doubtful 
fusion with lucency.

A non-parametric Spearman correlation test was 
conducted among Bridwell fusion grade, Final ODI 
and ASIA grading. There is a significant positive 
strong correlation between Bridwell fusion gradeand 
Final ODI exist (r= 0.694, p-value <0.05, n=146). 
But final ASIA grading was not correlated with 
Bridwell fusion grade (p-value=0.394). Also 
magnitude of curve correction is not related with 
Bridwell fusion grade, Final ODI and ASIA grading 

with a p-value of 0.150, 0.819 and 0.204 
respectively.

During the follow-up hardware failure was detected 
in 3 cases. There were 9 cases of superficial wound 
infection and bed sore each which were responded to 
conservative treatment.

References:
Among all spinal injury thoracolumbar junction is 
the commonest and comprises > 50% of the cases of 
all spinal fractures (28).

Holdsworth, F. (1963) first described the burst 
fracture (29). The existence of the unstable burst 
fracture, with complete disruption of the posterior 
elements and increased potential for neural injury 
was described in whitesides, 1977(30). It is 
estimated that approximately 75% of patients with 

thoracolumbar injuries sustain some degree of 
neurological deficit. These types of injuries are best 
treated by vertebral column decompression and 
stabilization (31). The management plans differ 
among many of the researchers regarding operative 
(32) and non-operative approaches (33,34).

According to literature review the result of our study 
is almost similar to internationally published studies. 
It is observed that active age group was mostly 
affected with a male 126 (86.3%) dominancy. RA 
raja, (31) showed 86% male patients in his series. In 
this study, most common level injured was L1 
(56.2%) and followed by D12 (27.4%). Altay (16) 
showed 51.6% involvement of L1 and 29% 
involvement of D12. Muralidhar (35) observed that 
70% were at L1 level and 3 cases at D12 (10%).

Maximum injuries were due to fall from height 106 
(72.6%) in this study which was 92% and 59.25% 
cases observed in some studies (31,36). But other 
study showed road traffic accident is the common 
cause of injury (37). Maximum fractures were burst 
in nature 102 (70%) which were reported 44% and 
83.3%(31, 35) in other studies.

In our series, at final follow up1 grade improvement 
occurred in 116(79.5%) patients and 2 grade 
improvement in 36 (20.5%). Butt et al., 2006 showed 
two grades of improvement in 40% (7/17) of the 
patients and one grade of improvement in 60%(38).

The mean Cobb angle at pre-operative was 21.5 ±8.9 
and at final follow-up was 11±4.57 in this study. 
There was no correlation found between the final 
amount of Cobb angle and the degree of pain 
reported. Altay reported Cobb angle at preoperative 
and final follow up was 18.9 and 8.1 (39) which were 
near about my result. Similar results 11.9±2.67 and 
11.4 at final follow up showed by some studies 
(40,41). But Sapkas, 2010 (15) showed preoperative 
Cobb angle was 17.5±6.8 which became 6.0±4.0 
degree at final follow up.

Gertzbein (2) noted that, more severe the canal 
compromise and kyphotic deformity, worse the 
neurological deficit. But Mumford and Cantor 
(33,34) stated that the relationship between these 
two is unclear. In this study the mean preoperative 
kyphotic deformation of vertebral body was around 
21.80and 14.50 at final follow-up. kyphotic 
deformation was observed 200 pre-operatively and 
30 at final follow-up (42). Mean beck index was 
found 0.68 pre operatively and 0.80 at final follow 
up in this study. Sapkas (15) showed similar results 
where preoperative Beck index was 0.60 and 0.92 at 
final follow up.

According to functional outcome ODI was 67.68% 
(Crippled) pre operatively which became 25.6% 
(moderately disabled) at final follow up Aly (43) 
showed in a meta-analysis that Kim 2009, Canbeck 
2014 and Azmiri (44) found similar result which 
were 30%, 29% and 25% at last follow up 
respectively (moderately disabled). In this series, 
Mean Pre op VAS (pain intensity) was 57mm 
(moderate) and at final follow up it was 17 mm 
(mild) Pain intensity according to VAS was pre op 
40mm post op 4 mm observed by Yang (45).

Fusion rate with pedicular fixation (99%) were 
significantly higher than those for anterior 
instrumentation (46) In this series, 48% of cases 

showed thick fusion mass on one side i.e. bridwell 
grade II and 41% shows solid fusion in both sides 
(grade I).

Regarding the postoperative complication, bed sore 
and wound infection was found in 9 (6.67%) patients 
each who were responded to antibiotic later. But 
Modi (47) reported 1 (3.22%) screw breakage, 2 
(6.45%) screw loosening and 1(3.22%) superficial 
wound infection.

It was observed that, fusion rate was highest in 
minimally disabled group. There is a significant 
positive strong correlation between Bridwell fusion 
grade and Final ODI exist (r= 0.694, p-value <0.05, 
n=146). But final ASIA grading was not correlated 
with Bridwell fusion grade (p-value=0.394). Also 
magnitude of curve correction is not related with 
Bridwell fusion grade, Final ODI and ASIA grading 
with a p-value of 0.150, 0.819 and 0.204 
respectively.

Conclusion
In countries like Bangladesh fractures of the 
thoracolumbar spine are increasing in frequency. As 
seen from the result of this study, Long segment 
transpedicular screw fixation in unstable 
thoracolumbar spine injury with incomplete 
neurological deficit is an effective method of 
treatment. This method markedly reduce the hospital 
stay and enhances neurological and functional 
recovery with an acceptable fusion rate.
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Discussion:
UTI is a common clinical problem in both the 
community and health care associated settings. 
Epidemiologically urinary tract infections account 
for seven million office visits and one million 
emergency department visits, resulting in 100,000 
hospitalizations yearly, making them the most 
common bacterial infections in outpatient and 
emergency department setting. Financially, the 
estimated annual cost of UTI is significant, at 
approximately $1.6 billion14.

In the present study, 67% of the patients were 
females and 33% of the patients were females with 
male female ratio of 0.49: 1. Similar finding had been 
observed by another study by Kibret at el in Ethiopia  
which reported UTIs in 66 % of the females and 34 % 
of males15. The reason behind this high prevalence of 
UTI in females is due to proximity of the urethral 
meatus to the anus, shorter and wider urethra, sexual 
intercourse, incontinence, and less acidic pH of 
vaginal surface and poor hygienic conditions11-13.

The incidence of UTI increases with age16. In the 
present study, age ranged between 17 and 100 years. 
The most common age group was 46–60 years 
comprised of 34 % of the patients and the mean age 

was 54.19 (±3.94 SD) years. A study from Vadodara, 
India showed maximum UTI patients in the age 
group of 50 to 69 (41.25%)17.

UTI usually develops in the lower urinary tract 
(urethra and bladder), and if not properly treated, 
they ascend to the upper urinary tract (ureters and 
kidneys)and cause severe damaged to the kidneys16. 
In the present study, 66% of the patients had 
complicated type of UTI ( Remaining 6  UTI patients 
had been labeled as  complicated UTI upon their 
pregnancy as because pregnancy with UTI is 
complicated. Pregnancy was not encountered as risk 

factor for UTI in Data collection tool but history of 
pregnancy is documented in data). while 34% of the 
patients had uncomplicated UTI. These findings were 
consistent with a study by a Stefaniuk E et al. in 
Poland  reported 37.8% of patients with 
uncomplicated UTI and 62.2% had a complicated 
infection18.

In the present study, the most common clinical 
presentation was fever noted in 55%of the patients 
followed by loin pain which was present in 37% of 
the patients. The other presentations were increased 
frequency of urine and burning during micturition 

32%, vomiting 28%, urgency of urine 23%, 
incontinence 18%, and delirium 15%. A study from 
north Indian tertiary care center reported that most of 
the patients with symptomatic UTI complained of 
mild fever, increased frequency, and burning during 
micturition along with urgency11, while another study 
by Eshwarappa M et al. demonstrated fever and 
dysuria being the most common clinical 
presentation19. Our study only included admitted 
patients which may explain the dominance of fever in 
the clinical presentation.

60% of the patients have at least one risk factors, 
while 40% having no risk factors to develop UTI. 
The most common risk factor was loss of host 
defense 38% (diabetes mellitus/ use of 
immunosuppressive drugs) followed foreign body 
(17%) like urethral catheter or stone anywhere in 
urinary pathway, 9% have bladder outflow 
obstruction like BEP or urethral stricture, 4% have 
neurological problem like Stroke, and 4% have 
anatomical abnormality like uterine prolapse. Similar 
study from South India reported that diabetes was the 
most common factor associated with complicated 
UTI which is consistent with the present study19. 
Nicolle LE et al. also demonstrated that the risk of 
developing UTI in diabetic patients is higher and 
urinary tracts the most common site for infection20.

Raval R et al. in his bacteriological study  revealed  
the involvement of gram negative enteric organisms 
as commonly causing urinary tract infections, such as 
E. coli, the Klebsiella species, and the Proteus 
species.17.Findings in our study also coincide with the 
previous studies,  gram negative bacilli was more 
common and Escherichia coli constituted the largest 
group with a prevalence of 68.3 %, followed by 
Klebsiellasp21.6%,Pseudomonas sp5%, Proteus 
sp3.3% and Staph Aureus sp 1.6%.Similar finding is 
also reported in a recent study in Dhaka city of 

Bangladesh where E coli was most frequent (69%).21 
Other investigators also reported higher association 
of E. coli (66.67% and 77.8% cases respectively) in 
UTI patients19, 20.

Overall antimicrobial sensitivity and resistance of 
isolated uropathogens in this study showed relatively 
high resistance to Amoxicillin (52%), Cotrimoxazole 
(66.90%) Cefixime (83.30%), Cefuroxime (81.40%) 
and Ceftriaxone (68.90%) which correlates with a 
previous study done by Haque et al in Bangladesh.22 

Meropenem 93.1%, Nitrofurantoin 86.20%, 
Amikacin 77.20 %, and Gentamycin 64.90% were 
found to be sensitive to identified uropathogens. 
These   findings are quite consistent to the findings of 
another study done in King Fahad Hospital Saudi 
Arabia23.

Limitations of our study were small sample size, 
inclusion of only admitted patients which is not 
representative of total community. As we enrolled 
the patients of indoor setting of a Govt. Hospital, so 
poor educational status as well as low socioeconomic 
status were in background information. 

Conclusion:
Based on the findings of this study, it may be 
concluded that, the most of the UTI patients   present   
with fever, Loin pain, burning micturition and 
increased frequency of micturition. Vomiting, 
urgency of micturition, incontinence and delirium are 
less common as clinical presentation. Diabetes 
mellitus is the most important risk factor of UTI. 
Most frequent isolated bacteria was E-coli.

Acknowledgement: UTI patients of Sylhet MAG 
Osmani Medical College Hospital

References:
1. Prakash D, Saxena RS. Distribution and antimicrobial 

susceptibility pattern of bacterial pathogens causing 
urinary tract infection in urban community of meerut 
city, India. ISRN Microbiol. 2013 Oct 
29;2013:749629. doi: 10.1155/2013/749629. PMID: 
24288649; PMCID: PMC3830820. https://doi.org/ 
1 0 . 1 1 5 5 / 2 0 1 3 / 7 4 9 6 2 9 , P M i d : 2 4 2 8 8 6 4 9 
PMCid:PMC3830820

2. Stamm WE, Norrby SR. Urinary tract infections: 
Disease panorama and challenges. J Infect Dis 
2001;183 Suppl 1:S1-4. https://doi.org/10.1086/ 
318850, PMid:11171002

3. Flores-Mireles AL, Walker JN, Caparon M, Hultgren 
SJ. Urinary tract infections: Epidemiology, mechanisms 

of infection and treatment options. Nat Rev Microbiol 
2015;13:269-84. https://doi.org/10.1038/nrmicro3432
PMid:25853778 PMCid:PMC4457377

4. Hamida K, Fahmida M, Shafiullah A. Z. M., Farhana 
M. Prevalence and comparative likelihood of urinary 
tract infection among female out patients in BSMMU. 
Bangladesh J. Zool. 2012 40(2): 231-39. 
https://doi.org/10.3329/bjz.v40i2.14317

5. Hooton TM. Clinical practice. Uncomplicated urinary 
tract infection. N Engl J Med 2012;366:1028-37.
h t t p s : / / d o i . o r g / 1 0 . 1 0 5 6 / N E J M c p 1 1 0 4 4 2 9
PMid:22417256

6. Lichtenberger P, Hooton TM. Complicated urinary 
tract infections. Curr Infect Dis Rep 2008;10:499-504.
ht tps : / /doi .org/10.1007/s11908-008-0081-0
PMid:18945392

7. Levison ME, Kaye D. Treatment of complicated 
urinary tract infections with an emphasis on drug 
resistant gram negative uropathogens. Curr Infect Dis 
Rep 2013;15:109-15. https://doi.org/10.1007/ s11908- 
013-0315-7, PMid:23378123

8. Lo E, Nicolle LE, Coffin SE, Gould C, Maragakis LL, 
Meddings J, et al. Strategies to prevent catheter 
associated urinary tract infections in acute care 
hospitals: 2014 update. Infect Control Hosp 
Epidemiol 2014;35:464-79. https://doi.org/10.1086/ 
675718, PMid:24709715

9. Chenoweth CE, Gould CV, Saint S. Diagnosis, 
management, and prevention of catheter associated 
urinary tract infections. Infect Dis Clin North Am 
2014;28:105-19. https://doi.org/10.1016/j.idc.2013.09.002
PMid:24484578

10. Vasudevan R. Urinary tract infection: An overview of 
the infection and the associated risk factors. Microbiol 
Exp 2014;1:1-15. https://doi.org/10.15406/ jmen. 
2014.01.00008

11. Khan R, Saif Q, Fatima K, Meher R, Shahzad HF, 
Anwar KS. Clinical and bacteriological profile of UTI 
patients attending a North Indian tertiary care center. J 
Integr Nephrol Androl2015;2:29-34.https://doi.org/ 
10.4103/2225-1243.150009

12. Ochei J, Kolhatkar A. Diagnosis of infection by 
specific anatomic sites/antimicrobial susceptibility 
tests. In: Medical Laboratory Science Theory and 
Practice Reprint. 6th ed. New Delhi, India: 
McGraw-Hill; 2007. p. 615-43,788-98.

13. Ghadage DP, Muley VA, Sharma J, Bhore AV. 
Bacteriological profile and antibiogram of urinary 
tract infections at a tertiary care hospital. Natl J Lab 
Med 2016;5:MO20-24.

14. Aiyegoro OA, Igbinosa OO, Ogunmwonyi IN, 
Odjadjaro E, Igbinosa OE, Okoh AI. Incidence of 
urinary tract infections (UTI) among children and 
adolescents in Ile-Ife, Nigeria. Afr J Microbiol Res 
2007;1:13-9.

15. Kibret, Mulugeta, and Bayeh Abera. "Prevalence and 
antibiogram of bacterial isolates from urinary tract 
infections at Dessie Health Research Laboratory, 
Ethiopia." Asian Pacific journal of tropical 
biomedicine vol. 4,2 (2014): 164-8. doi:10.1016/ 
S2221-1691(14)60226-4, https://doi.org/10.1016/ 
S2221-1691(14)60226-4

16. John AS, Mboto CI, Agbo B. A review on the 
prevalence and predisposing factors responsible for 
urinary tract infection among adults. Eur J Exp Biol 
2016;6:7-11.

17. Raval R, Verma RJ, Kareliya H. Clino-pathological 
features of urinary tract infection in rural India. Adv 
Infect Dis 2015;5:132-9. https://doi.org/10.4236/ 
aid.2015.54016

18. Stefaniuk E, Suchocka U, Bosacka K, Hryniewicz W. 
Etiology and antibiotic susceptibility of bacterial 
pathogens responsible for community-acquired 
urinary tract infections in Poland. Eur J Clin 
Microbiol Infect Dis 2016;35:1363-9. https://doi.org/ 
10.1007/s10096-016-2673-1,PMid:27189078 
PMCid:PMC4947106

19. Eshwarappa M, Dosegowda R, Aprameya IV, Khan 
MW, Kumar PS, Kempegowda P, et al. 
Clinico-microbiological profile of urinary tract 
infection in South India. Indian J Nephrol 
2011;21:30-6. https://doi.org/10.4103/0971-4065. 
75226, PMid:21655167 PMCid:PMC3109780

20. Nicolle LE. Asymptomatic bacteriuria in diabetic 
women. DiabetesCare2000;23:722-3. https://doi.org/ 
10.2337/diacare.23.6.722, PMid:10840984 

21. Rahman SR, Ahmed MF, Begum A. Occurrence of 
urinary tract infection in adolescent and adult women 
of shanty town in Dhaka City, Bangladesh. Ethiop J 
Health Sci. 2014 Apr;24(2):145-52. doi: 10.4314/ 
ejhs.v24i2.7. PMID: 24795516; PMCID: 
PMC4006209. https://doi.org/10.4314/ejhs.v24i2.7
PMid:24795516 PMCid:PMC4006209

22. Haque R, Akhtar ML, Salam MA Prevalance and 
susceptibility of uropathogens: A recent report from a 
teaching hospital in Bangladesh.BMC Research Notes 
2015; 8:416. https://doi.org/10.1186/s13104-015- 
1408-1, PMid:26342570 PMCid:PMC4560919

23. Al-Zahran AJ, Akhtar N. Susceptibility patterns of 
extended spectrum beta-lactamase (ESBL) -producing 
Escherichia coli and Klebsiella pneumonia isolated in 
a teaching hospital. Pak J Med Res 2005;44:64-7.

As a whole all organisms are mostly sensitive to Nitrofurantoin (86.2%), Meropenem (93.1%), Amikacin 
(77.2%), and Gentamycin (64.9%) and mostly resistant to Cefixime (83.3%), Cefuroxime (81.4%), and 
Ceftriaxone (66.9%). (Figure 3)

Clinical and Bacteriological Profile of UTI Patients in Medicine Department F Ahmed et al

36. Lee GW, Jang SJ, Kim J Do, Son JH, Jang JH. The 
efficacy of percutaneous long-segmental posterior 
fixation of unstable thoracolumbar fracture with 
partial neurologic deficit. Asian Spine J. 
2013;7(2):81-90. https://doi.org/10.4184/asj.2013.7.2.81
PMid:23741544 PMCid:PMC3669707

37. Payer M. Implantation of a distractible titanium cage 
after cervical corpectomy: Technical experience in 20 
consecutive cases. Acta Neurochir (Wien). 
2 0 0 6 ; 1 4 8 ( 1 1 ) : 1 1 7 3 - 8 0 .
ht tps : / /doi .org/10.1007/s00701-006-0871-9
PMid:16927030 

38. Butt MF, Farooq M, Mir B, Dhar AS, Hussain A, 
Mumtaz M. Management of unstable thoracolumbar 
spinal injuries by posterior short segment spinal 
fixation. Int Orthop. 2007;31(2):259-64.
ht tps : / /doi .org/10.1007/s00264-006-0161-4
PMid:16783550 PMCid:PMC2267576

39. Altay M, Ozkurt B, Aktekin CN, Ozturk AM, Dogan 
Ö, Tabak AY. Treatment of unstable thoracolumbar 
junction burst fractures with short- or long-segment 
posterior fixation in magerl type a fractures. Eur Spine 
J. 2007 Aug;16(8):1145-55. https://doi.org/10.1007/ 
s00586-007-0310-5, PMid:17252216 PMCid:PMC2200786

40. Moon MS, Choi WT, Moon YW, Kim YS, Moon JL. 
Stabilisation of fractured thoracic and lumbar spine 
with Cotrel-Dubousset instrument. J Orthop Surg. 
2003;11(1):59-66. https://doi.org/10.1177/230949900 
301100113, PMid:12810974  

41. Cho DY, Lee WY, Sheu PC, Sonntag VKH, Hitchon 
PW, Cooper PR, et al. Treatment of Thoracolumbar 
Burst Fractures with Polymethyl Methacrylate 
Vertebroplasty and Short-segment Pedicle Screw 

Fixation. Neurosurgery. 2003; https://doi.org/ 
1 0 . 1 2 2 7 / 0 1 . N E U . 0 0 0 0 0 9 3 2 0 0 . 7 4 8 2 8 . 2 F , 
PMid:14633301

42. Jun DS, Yu CH, Ahn BG. Posterior direct 
decompression and fusion of the lower thoracic and 
lumbar fractures with neurological deficit. Asian 
Spine J. 2011;5(3):146-54. https://doi.org/10.4184/ 
asj.2011.5.3.146, PMid:21892386 PMCid:PMC3159062

43. Aly TA. Short segment versus long segment pedicle 
screws fixation in management of thoracolumbar 
burst fractures: Meta-analysis. Asian Spine J. 
2017;11(1):150-60. https://doi.org/10.4184/asj.2017. 
11.1.150, PMid:28243383 PMCid:PMC5326724

44. Azimi P, Shahzadi S, Mohammadi HR, Azhari S. 
Surgical outcomes and correlation ODI and ASIA 
scores in patients with thoracolumbar and lumbar 
burst fractures. Int Clin Neurosci J. 2015;2(1):12-5.

45. Yang WE, Ng ZX, Miang K, Koh R. Percutaneous 
pedicle screw fixation for thoracolumbar burst 
fracture : a Singapore experience. singapur Med J. 
2012;53(9):3-7.

46. Boos N, Webb JK. Pedicle screw fixation in spinal 
disorders: A European view. Eur Spine J. 
1997;6(1):2-18. https://doi.org/10.1007/BF01676569
h t t p s : / / d o i . o r g / 1 0 . 1 0 0 7 / B F 0 0 3 0 7 8 2 3
PMCid:PMC3454634

47. Modi HN, Chung KJ, Seo IW, Yoon HS, Hwang JH, 
Kim HK, et al. Two levels above and one level below 
pedicle screw fixation for the treatment of unstable 
thoracolumbar fracture with partial or intact 
neurology. J Orthop Surg Res. 2009;4(1):1-6. 
h t t p s : / / d o i . o r g / 1 0 . 1 1 8 6 / 1 7 4 9 - 7 9 9 X - 4 - 2 8
PMid:19635134 PMCid:PMC2724433               



112

Introduction:
Thoracolumbar fracture is the commonest injury of 
the axial skeleton and accounts for around 90% ofall 
spinal fractures. Due of the rigid costotransverse 
joints of the dorsal spine, it acts as a fulcrum of 
movement in dorsolumbar spine at the time of 
injury1.

Thoracolumbar fractures are frequent in men and 
peak incidence is observed between 20 and 40 years. 

65% of thoracolumbar fractures occur due to motor 
vehicle injuries and fall from height, with reminder 
contributed by sports injury and violence2.

Due to the fulcrum of increased motion at 
dorsolumbar junction, collapse of the vertebral body 
with associated kyphotic deformity usually occurs. 
This vertebral collapse usually invades the spinal 
canal, which may cause neurological Deficit3.

Unstable fracture defined as failure of any two 
column injury including middle column which 
account for 25%-50% of all fractures in this region. 
They are very common in younger patients and 
could have a great impact on their daily physical 
activities4.

There are standard classification systems based on 
fracture pattern, mechanism of injury, neuro-deficit 
and posterior ligamentous complex (PLC) injury. 
Xrays are the main investigation while computed 
tomography (CT) scan delineates the extent on bony 
injury and magnetic resonance imaging (MRI) scan 
detects the spinal cord and soft tissue injury5.

The assessment of neurological function is done by 
using the American Spinal Injury Association 
(ASIA) method and graded according to the ASIA 
Impairment scale. Examination of anal sensation and 
sphincter autonomic contraction should be 
performed to identify complete or incomplete 
neurological deficit as a standard protocol6.

The management of unstable thoracolumbar 
fractures remains challenging. Effective correction 
of the deformity, neurological recovery, early 
mobilization and return to work are the fundamentals 
of the management, and also minimize complication.

Absolute indication of early surgery is progressive 
neurological deficit7. Other indication for surgical 
intervention are incomplete neurological deficit, 
>25-300 angle of kyphotic deformity, >50% of loss 
of vertebral body height, and >40-50% of canal 
narrowing8.

The surgical treatment of unstable fracture and 
fracture-dislocations of thoracolumber spine are still 
in debate. Conservative treatment might be an 
option, but surgery is the modern way of treatment. 
The goals of surgery are to restore the stability of the 
vertebral column and decompression of spinal canal 
(9). Posterior transpedicular fixation has been the 
choice for stabilizing acute unstable thoracolumbar 
fractures among all other methods10.

Either anterior or posterior or both approaches can 
be used to stabilize and achieve fusion but the 
efficacy of either approach is somewhat similar11,12. 
Due to less extensile and hazardous approach, most 
of the spine surgeons advocate posterior fusion as 
the treatment of choice13-15.

Long-segment pedicle screw fixation (LSPF) usually 
involves inserting eight screws: two level above & 
below the fracture. Short- segment pedicle fixation 
(SSPF) involves inserting four screws: one level 
above & below the fracture16.

SSPF is the most common and simple treatment. It 
offers the advantage of incorporating fewer motion 
segments in the fusion17,18. but may lead to implant 
failure and re-kyphosis (9-54%) and 
moderate-to-severe (50%) pain9,17. To prevent this 
and augment the anterior column, placement of body 
augmente,19 polymethylmethacrylate injection3, 
transpedicular bone grafting20, anterior 
instrumentation and strut grafting12 or long-segment 
posterior fixation (LSPF)21 could be done.

The use of transpedicular fixation two levels above 
and below the fractured vertebra reduce the 
kyphosis, instrument failure and collapse of the 
vertebrae22. LSPF has gained popularity in the last 
decade as it has the aforementioned advantages as 
well as relieve pain sufficiently23.

Methods:
146 patients (age range 15-60, mean 31.5±9.58 
years) with thoracolumbar fracture (T10– L2) with 
incomplete neurological deficit from January2014 to 
December 2018, studied in NITOR and private 
settings were included in this study. Inclusions 
criteria were: a) single-level fracture; b) neurologic 
function limited to ASIA Grades B, C, or D; c) 
limited involvement of T10–L2; d) <3 weeks from 
the time of injury, Exclusion criteria were: a) 
Complete spinal cord injury (ASIA Grades A) b) 
Associated cervical spine & head injury; c) 
Pathological fracture of spine. This was a 
prospective case series and cases were selected by 
purposive sampling.

Radiographic outcome was evaluated by measuring 
Cobb angle, kyphotic deformation and beck index 
(24). Figure 2 shows measurement of Cobb Angle 
and kyphotic deformation. Pain status was evaluated 
by a 100-point VAS scale. The functional outcome 
was assessed by Owestry Disability Index (ODI). 
Neurological recovery was evaluated by ASIA 
grading. The investigation included X-ray, 
computed tomography (CT) scanning of the spine 
and magnetic resonance imaging (MRI).

Informed written consent was taken from all the 
patients mentioning the details of the procedure as 
well as modalities of treatment. An expert 
technologist was responsible for gathering the 
required information who is unaware of the 
objectives and surgical procedures of this study.

Long segment posterior fixation (LSPF) was done in 
every cases and performed by the same surgeon. 
Patients were placed in a prone position under 
general anesthesia with modified kneeling with two 
sand bags under each side of trunk which allowed the 
abdomen to hang free, minimizing epidural venous 
dilation and bleeding. Pedicle screw fixation and 
reduction were performed under C-arm guidance. 
Laminectomy to decompress spinal cord was carried 
out at the involved level and bone was saved to be 
used as bone graft. Screws were 40 or 45 mm long, 
depending on the level and size of the vertebra. At 
the10th and 11th thoracic levels, 5.5 or 6.5- 
mmdiameter multiaxial screws and at the12th 

thoracic level and caudally 6.5 mm diameter 
multiaxial screws were used. The instrumentation 
was applied bilaterally. Fracture reduction and 
indirect spinal canal decompression both could be 
accomplished by contouring the rod and applying 
compression-distraction forces before tightening the 
screws. Long segment posterior fixation was done 
with autogenous bone grafting from the spinous 
process and lamina in all patients and applied 
thoracolumbosacral orthosis (Taylor brace) 
postoperatively for 3 months. Figure 1 shows Burst # 
L2 in a 28 years’ male, fixed with LSPF.

A fracture severity score was constructed using 
Thoracolumbar Injury Classification and Severity 
Score (TLICS). A comprehensive severity score of 3 
or less suggests a non-operative injury, while a score 
of 5 or more suggests that surgical intervention may 
be considered. Injuries assigned a total score of 4 
might be handled conservatively or surgically25.

Correction loss was defined as progressive loss of 
Cobb angle in the latest follow-up radiographs 
compared to the initial post-operative radiographs. 
The fusion status of the patients was determined 
primarily with use of plain radiographs according to 
the classification system of Christensen et al. 200126 
by two independent observers and finally by 
Bridwell fusion grading27. The presence of screw 
breakage, screw pullout, peri-implant loosening, and 
rod breakage were considered as criteria for implant 
failure.

Data were collected concerning the age, sex, 
localization, type of injury, presence of neurological 
deficits, pain, work status, complications and 
radiologic parameters (Cobb angle, kyphotic 
deformation of vertebral body, vertebral height and 
posterolateral fusion). Clinical and radiographic 
follow-up were done immediately after the operation 
and at 2nd, 6th, 12th, 24th week & then 12 monthly. 
Statistical analysis was done using SPSS version 
25.0 software. The level of statistical significance 
was set at P < 0.05.

Results:
There were 126 men and 20 women with male to 
female ratio were 6.3:1. Mean age was 31.5 years 
within the range of 31–45 years. Maximum 64 
patients were manual worker. The majority of 
fractures were due to falls (106 cases). The 
remaining cases were due to car accidents (40 cases). 
The fractured vertebra body level was L1, L2, and 

T12 in 82, 24, and 40 cases respectively. In this 
series maximum number of patients (92) operated 
within 15 to 21 days (63%) and maximum fractures 
were unstable burst in nature 102 (70%).

All the patients were decompressed posteriorly and 
long segment stabilization was done in each case by 
titanium pedicle screws and rods. Post-operative 
Xray showed good hardware position in all patients. 
Adequate decompression was achieved in all the 
cases.

The mean duration of surgery was 150 ± 21 min 
whereas the mean blood loss was 392.47 ml. The 
mean length of hospital stay was 28 days and all the 
patients were mobilized in the 1st or 2nd 
postoperative day. Radiological parameters are listed 
in Table-1.

A paired sample T-test was conducted to compare 
the means of radiological parameters which was 
found statically significant (p-value <0.05)

The mean Pre and post op VAS is 57.57±9.08 and 
16.4±8.9 (mild) respectively, 90% (131) of which 
end up with mild pain (p-value <0.05). The mean 
ODI at final follow up was 25.27 ± 8.49 which was 
67.68±13.20 pre operatively with a p-value<0.05. 
Maximum patients (87) 59.6% end up with mild 
disability at final follow-up.

In our series, pre-operative ASIA grade B was 30 
(20.5 %), C was 48 (36.9%) and D was 68 (46.6%). 
After final follow up1 grade improvement occurred 
in 116(79.5%) patients and 2 grade improvement in 
36 (20.5%) patients. A cross-tab analysis was 
conducted to see the significance of status in 
Pre-operative and Post-operative ASIA grading with 
grade impro vemen t . A Pe ar so n ch i-square v alu 
e <0.05 indicates significant improvement in terms 
of neurology post-operatively.

48% of cases (70) showed thick fusion mass on one 
side i.e. bridwell grade II, 60 patients (41%) showed 
grade I fusion and rest of patients’ had doubtful 
fusion with lucency.

A non-parametric Spearman correlation test was 
conducted among Bridwell fusion grade, Final ODI 
and ASIA grading. There is a significant positive 
strong correlation between Bridwell fusion gradeand 
Final ODI exist (r= 0.694, p-value <0.05, n=146). 
But final ASIA grading was not correlated with 
Bridwell fusion grade (p-value=0.394). Also 
magnitude of curve correction is not related with 
Bridwell fusion grade, Final ODI and ASIA grading 

with a p-value of 0.150, 0.819 and 0.204 
respectively.

During the follow-up hardware failure was detected 
in 3 cases. There were 9 cases of superficial wound 
infection and bed sore each which were responded to 
conservative treatment.

References:
Among all spinal injury thoracolumbar junction is 
the commonest and comprises > 50% of the cases of 
all spinal fractures (28).

Holdsworth, F. (1963) first described the burst 
fracture (29). The existence of the unstable burst 
fracture, with complete disruption of the posterior 
elements and increased potential for neural injury 
was described in whitesides, 1977(30). It is 
estimated that approximately 75% of patients with 

thoracolumbar injuries sustain some degree of 
neurological deficit. These types of injuries are best 
treated by vertebral column decompression and 
stabilization (31). The management plans differ 
among many of the researchers regarding operative 
(32) and non-operative approaches (33,34).

According to literature review the result of our study 
is almost similar to internationally published studies. 
It is observed that active age group was mostly 
affected with a male 126 (86.3%) dominancy. RA 
raja, (31) showed 86% male patients in his series. In 
this study, most common level injured was L1 
(56.2%) and followed by D12 (27.4%). Altay (16) 
showed 51.6% involvement of L1 and 29% 
involvement of D12. Muralidhar (35) observed that 
70% were at L1 level and 3 cases at D12 (10%).

Maximum injuries were due to fall from height 106 
(72.6%) in this study which was 92% and 59.25% 
cases observed in some studies (31,36). But other 
study showed road traffic accident is the common 
cause of injury (37). Maximum fractures were burst 
in nature 102 (70%) which were reported 44% and 
83.3%(31, 35) in other studies.

In our series, at final follow up1 grade improvement 
occurred in 116(79.5%) patients and 2 grade 
improvement in 36 (20.5%). Butt et al., 2006 showed 
two grades of improvement in 40% (7/17) of the 
patients and one grade of improvement in 60%(38).

The mean Cobb angle at pre-operative was 21.5 ±8.9 
and at final follow-up was 11±4.57 in this study. 
There was no correlation found between the final 
amount of Cobb angle and the degree of pain 
reported. Altay reported Cobb angle at preoperative 
and final follow up was 18.9 and 8.1 (39) which were 
near about my result. Similar results 11.9±2.67 and 
11.4 at final follow up showed by some studies 
(40,41). But Sapkas, 2010 (15) showed preoperative 
Cobb angle was 17.5±6.8 which became 6.0±4.0 
degree at final follow up.

Gertzbein (2) noted that, more severe the canal 
compromise and kyphotic deformity, worse the 
neurological deficit. But Mumford and Cantor 
(33,34) stated that the relationship between these 
two is unclear. In this study the mean preoperative 
kyphotic deformation of vertebral body was around 
21.80and 14.50 at final follow-up. kyphotic 
deformation was observed 200 pre-operatively and 
30 at final follow-up (42). Mean beck index was 
found 0.68 pre operatively and 0.80 at final follow 
up in this study. Sapkas (15) showed similar results 
where preoperative Beck index was 0.60 and 0.92 at 
final follow up.

According to functional outcome ODI was 67.68% 
(Crippled) pre operatively which became 25.6% 
(moderately disabled) at final follow up Aly (43) 
showed in a meta-analysis that Kim 2009, Canbeck 
2014 and Azmiri (44) found similar result which 
were 30%, 29% and 25% at last follow up 
respectively (moderately disabled). In this series, 
Mean Pre op VAS (pain intensity) was 57mm 
(moderate) and at final follow up it was 17 mm 
(mild) Pain intensity according to VAS was pre op 
40mm post op 4 mm observed by Yang (45).

Fusion rate with pedicular fixation (99%) were 
significantly higher than those for anterior 
instrumentation (46) In this series, 48% of cases 

showed thick fusion mass on one side i.e. bridwell 
grade II and 41% shows solid fusion in both sides 
(grade I).

Regarding the postoperative complication, bed sore 
and wound infection was found in 9 (6.67%) patients 
each who were responded to antibiotic later. But 
Modi (47) reported 1 (3.22%) screw breakage, 2 
(6.45%) screw loosening and 1(3.22%) superficial 
wound infection.

It was observed that, fusion rate was highest in 
minimally disabled group. There is a significant 
positive strong correlation between Bridwell fusion 
grade and Final ODI exist (r= 0.694, p-value <0.05, 
n=146). But final ASIA grading was not correlated 
with Bridwell fusion grade (p-value=0.394). Also 
magnitude of curve correction is not related with 
Bridwell fusion grade, Final ODI and ASIA grading 
with a p-value of 0.150, 0.819 and 0.204 
respectively.

Conclusion
In countries like Bangladesh fractures of the 
thoracolumbar spine are increasing in frequency. As 
seen from the result of this study, Long segment 
transpedicular screw fixation in unstable 
thoracolumbar spine injury with incomplete 
neurological deficit is an effective method of 
treatment. This method markedly reduce the hospital 
stay and enhances neurological and functional 
recovery with an acceptable fusion rate.

Funding: No funding sources

Conflict of interest: None declared

References:
1. Avanzi O, Landim E, Meves R, Caffaro MF, de 

Albuquerque Araujo Luyten F, Faria AA. 
Thoracolumbar Burst Fracture: Load Sharing 
Classification and Posterior Instrumentation Failure. 
Rev Bras Ortop (English Ed [Internet]. 
2010;45(3):236-40. Available from: http://dx.doi.org/ 
1 0 . 1 0 1 6 / S 2 2 5 5 - 4 9 7 1 ( 1 5 ) 3 0 3 6 3 - 3
https://doi.org/10.1016/S2255-4971(15)30363-3

2. Gertzbein S.D., Court-brown, CM., Marks, P., Fazl, M., 
Schwartz, M., Jacobs RR. The Neurological Outcome 
following Surgery for Spinal Fractures. Spine (Phila 
Pa 1976) [Internet]. 1988;6(13):641-4. Available 
from:https://journals.lww.com/spinejournal/Abstract/
1988/06000/The_Neurological_Outcome_following_
Surgery_for.7.aspx https://doi.org/10.1097/ 00007632- 
198806000-00007, PMid:3175754  

3. Ge CM, Wang YR, Jiang SD, Jiang LS. 
Thoracolumbar burst fractures with a neurological 
deficit treated with posterior decompression and 
interlaminar fusion. Eur Spine J. 2011;20(12):2195- 
201. https://doi.org/ 10.1007/ s00586-011-1875-6, 
PMid:21688000 PMCid:PMC3229728

4.  Tian NF, Wu Y Sen, Zhang XL, Wu XL, Chi YL, Mao 
FM. Fusion versus Nonfusion for Surgically Treated 
Thoracolumbar Burst Fractures: A Meta-Analysis. 
PLoS One. 2013;8(5):1-6. https://doi.org/ 10.1371/ 
j o u r n a l . p o n e . 0 0 6 3 9 9 5 , P M i d : 2 3 7 0 4 9 6 8 
PMCid:PMC3660321 

5.  Rajasekaran S, Kanna RM, Shetty AP. Management 
of thoracolumbar spine trauma An overview. Indian J 
Orthop. 2015;49(1):72-82. https://doi.org/10.4103/ 
0 0 1 9 - 5 4 1 3 . 1 4 3 9 1 4 , P M i d : 2 5 5 9 3 3 5 8 
PMCid:PMC4292328 

6. Zhang ZC, Li F, Sun TS. An expert consensus on the 
evaluation and treatment of acute thoracolumbar spine 
and spinal cord injury in China. Neural Regen Res. 
2013;8(33):3077-86. 

7. Bohlman HH. Treatment of fractures and dislocations 
of the thoracic and lumbar spine. J Bone Jt Surg Am 
[Internet]. 1985;67(1):165-9. Available from: 
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd 
Retrieve&db=PubMed&dopt=Citation&list_uids=3 
81446, https://doi.org/10.2106/00004623-198567010-00024

8. Hur J-W. A Comparative Analysis of the Efficacy of 
Short-Segment Pedicle Screw Fixation with that of 
Long-Segment Pedicle Screw Fixation for Unstable 
Thoracolumbar Spinal Burst Fractures. Clin Med Res. 
2015;4(1):1. https://doi.org/10.11648/j.cmr.20150401.11

9. Alvine GF, Swain JM, Asher MA, Burton DC. 
Treatment of thoracolumbar burst fractures with 
variable screw placement or Isola instrumentation and 
arthrodesis: Case series and literature review. J Spinal 
Disord Tech. 2004;17(4):251-64. https://doi.org/ 
1 0 . 1 0 9 7 / 0 1 . b s d . 0 0 0 0 0 9 5 8 2 7 . 9 8 9 8 2 . 8 8
PMid:15280752  

10. Liu L, Gan Y, Zhou Q, Wang H, Dai F, Luo F, et al. 
Improved monosegment pedicle instrumentation for 
treatment of thoracolumbar incomplete burst 
fractures. Biomed Res Int. 2015;2015. https://doi.org/ 
1 0 . 1 1 5 5 / 2 0 1 5 / 3 5 7 2 0 6 , P M i d : 2 6 0 9 7 8 4 4 
PMCid:PMC4434173 

11. Danisa OA, Shaffrey CI, Jane JA, Whitehill R, Wang 
GJ, Szabo TA, et al. Surgical approaches for the 
correction of unstable thoracolumbar burst fractures: 
A retrospective analysis of treatment outcomes. J 

Neurosurg. 1995;83(6):977-83. https://doi.org/ 
10.3171/jns.1995.83.6.0977, PMid:7490641  

12. Kaneda K, Taneichi H, Abumi K, Hashimoto T, Satoh 
S, Fujiya M. Anterior decompression and stabilization 
with the Kaneda device for thoracolumbar burst 
fractures associated with neurological deficits. J Bone 
Jt Surg - Ser A. 1997;79(1):69-83. https://doi.org/ 
1 0 . 2 1 0 6 / 0 0 0 0 4 6 2 3 - 1 9 9 7 0 1 0 0 0 - 0 0 0 0 8
PMid:9010188  

13. Roy-Camille R, Saillant G, Mazel C. Internal fixation 
of the lumbar spine with pedicle screw plating. Clin 
Orthop Relat Res. 1986;NO. 203(September):7-17.
https://doi.org/10.1097/00003086-198602000-00003

14. Carl, Allen L., MD*; Tromanhauser, Scott G., MD†; 
Roger, Douglas J. M. Pedicle Screw Instrumentation 
for Thoracolumbar Burst Fractures and Fracture- 
Dislocations. Spine (Phila Pa 1976) [Internet]. 
17(suppliment 8s):317-24. Available from: 
https://journals.lww.com/spinejournal/Abstract/1992/
08001/Pedicle_Screw_Instrumentation_for_Thoracol
umbar.18.aspx, https://doi.org/ 10.1097/ 00007632- 
199208001-00018, PMid:1523519  

15. Sapkas G, Kateros K, Papadakis SA, Brilakis E, 
Macheras G, Katonis P. Treatment of Unstable 
Thoracolumbar Burst Fractures by Indirect Reduction 
and Posterior Stabilization: Short-Segment Versus 
Long-Segment Stabilization. Open Orthop J. 
2010;4(1):7-13. https://doi.org/10.2174/ 187432500 
1004010007, PMid:20177428 PMCid:PMC2822149

16. Altay M, Ozkurt B, Aktekin CN, Ozturk AM, Dogan 
Ö, Tabak AY. Treatment of unstable thoracolumbar 
junction burst fractures with short- or long-segment 
posterior fixation in magerl type a fractures. Eur Spine 
J. 2007;16(8):1145-55. https://doi.org/10.1007/ s00586- 
007-0310-5,PMid:17252216 PMCid:PMC2200786

17. Alanay A, Acaroglu E, Yazici M, Oznur A, Surat A. 
Short-Segment Pedicle Instrumentation of 
Thoracolumbar Burst Fractures. Spine (Phila Pa 
1976). 2001;26(2):213-7. https://doi.org/10.1097/ 
00007632-200101150-00017, PMid:11154543 

18. Knop C, Bastian L, Lange U, Oeser M, Zdichavsky 
M, Blauth M. Complications in surgical treatment of 
thoracolumbar injuries. Eur Spine J. 2002;11(3):214-26. 
h t t p s : / / d o i . o r g / 1 0 . 1 0 0 7 / s 0 0 5 8 6 - 0 0 1 - 0 3 8 2 - 6 , 
PMid:12107790 PMCid:PMC3610522 

19. Chen HH, Wang WK, Li KC, Chen TH. 
Biomechanical effects of the body augmenter for 
reconstruction of the vertebral body. Spine (Phila Pa 

1976). 2004;29(18):382-7. https://doi.org/10.1097/ 
01.brs.0000139308.65813.70, PMid:15371717 

20. Daniaux H1, Seykora P, Genelin A, Lang T KA. 
Application of posterior plating and modifications in 
thoracolumbar spine injuries. Indication, techniques, 
and results. Spine (Phila Pa 1976). 1991;16(supp. 
3):s:125-133. https://doi.org/10.1097/00007632-1991 
03001-00018, PMid:2028327  

21. Akbarnia, B A; Crandall, D G; Burkus, K; Matthews 
T. Use of long rods and a short arthrodesis for burst 
fractures of the thoracolumbar spine. A long-term 
follow-up study. JBJS [Internet]. 1994;76(11): 
1629-35. Available from: https://journals.lww.com/ 
jbjsjournal/Abstract/1994/11000/Use_of_long_rods_
and_a_shor t_a r th rodes i s_ fo r_bur s t . 5 . a spx 
https://doi.org/10.2106/00004623-199411000-00005
PMid:7962022  

22. Aligizakis A, Katonis P, Stergiopoulos K, Galanakis I, 
Karabekios S, Hadjipavlou A. Functional outcome of 
burst fractures of the thoracolumbar spine managed 
non-operatively, with early ambulation, evaluated 
using the load sharing classification. Acta Orthop 
Belg. 2002;68(3):279-87.

23. McLain RF. The biomechanics of long versus short 
fixation for thoracolumbar spine fractures. Spine 
(Phila Pa 1976). 2006;31(11 SUPPL.):70-9.
https://doi.org/10.1097/01.brs.0000218221.47230.dd
PMid:16685240  

24. Kang S-K, Lee CW, Park NK, Kang T-W, Lim J-W, 
Cha KY, et al. Predictive Risk Factors for Refracture 
after Percutaneous Vertebroplasty. Ann Rehabil Med. 
2011;35(6):844. https://doi.org/10.5535/arm.2011.35. 
6.844, PMid:22506213 PMCid:PMC3309392

25. Vaccaro AR, Lehman RA, Hurlbert RJ, Anderson PA, 
Harris M, Hedlund R, et al. A New Classification of 
Thoracolumbar Injuries. Spine (Phila Pa 1976). 
2 0 0 5 ; 3 0 ( 2 0 ) : 2 3 2 5 - 3 3 .
https://doi.org/10.1097/01.brs.0000182986.43345.cb
PMid:16227897  

26. Christensen FB, Laursen M, Gelineck J, Eiskjær SP, 
Thomsen K, Bünger CE. Interobserver and 
Intraobserver Agreement of Radiograph Interpretation 
With and Without Pedicle Screw Implants. Spine 
(Phila Pa 1976). 2001;26(5):538-43. https://doi.org/ 
1 0 . 1 0 9 7 / 0 0 0 0 7 6 3 2 - 2 0 0 1 0 3 0 1 0 - 0 0 0 1 8 , 
PMid:11242382 

27. Bridwell, Keith H., MD*; Lenke, Lawrence G., MD*; 
McEnery, Kevin W., MD†; Baldus, Christy, LPN*; 
Blanke, Kathy R. Anterior Fresh Frozen Structural 

Allografts in the Thoracic and Lumbar Spine: Do 
They Work If Combined With Posterior Fusion and 
Instrumentation in Adult Patients With Kyphosis or 
Anterior Column Defects? Available from: 
https://journals.lww.com/spinejournal/Abstract/1995/
06020/Anterior_Fresh_Frozen_Structural_Allografts
_in_the.14.aspx, https://doi.org/10.1097/00007632- 
199506020-00014, PMid:7676341  

28. Dai LY, Jiang LS, Jiang SD. Posterior short-segment 
fixation with or without fusion for thoracolumbar 
burst fractures: A five to seven-year prospective 
randomized study. J Bone Jt Surg - Ser A. 
2009;91(5):1033-41. https://doi.org/10.2106/JBJS.H. 
00510, PMid:19411450  

29. Denis F. Spinal instability as defined by the 
three-column spine concept in acute spinal trauma. 
Clin Orthop Relat Res. 1984;NO. 189:65-76.
https://doi.org/10.1097/00003086-198410000-00008

30. Jr TW. Traumatic kyphosis of the thoracolumbar 
spine. [Internet]. Clinical orthopaedics and related 
research. 1977. Available from: http://ukpmc.ac.uk/ 
abstract/MED/340100

31. Raja RA. Management of thoracolumbar spine 
injuries at a tertiary care hospital. J Ayub Med Coll 
Abbottabad. 2010;22(1):171-5.

32. McCullen G, Vaccaro AR, Garfin SR. Thoracic and 
lumbar trauma: Rationale for selecting the appropriate 
fusion technique. Orthop Clin North Am. 
1998;29(4):813-28. https://doi.org/10.1016/S0030-58 
98(05)70050-X

33. Cantor, Jeffrey B., MD; Lebwohl, Nathan H., MD; 
Garvey, Timothy, MD; Eismont, Frank J. M. 
Nonoperative Management of Stable Thoracolumbar 
Burst Fractures With Early Ambulation and Bracing. 
Spine (Phila Pa 1976) [Internet]. 1993;18(8):971-6. 
Available from: https://journals.lww.com/ spinejournal/ 
Abstract/1993/06150/Nonoperative_Management_of
_ S t a b l e _ T h o r a c o l u m b a r . 4 . a s p x
https://doi.org/10.1097/00007632-199306150-00004
PMid:8367784

34. Mumford, Joe, MD; Weinstein, James N., DO; Spratt, 
Kevin F., PhD; Goel, Vijay K. P. Thoracolumbar 
Burst Fractures: The Clinical Efficacy and Outcome 
of Nonoperative Management. Spine (Phila Pa 1976). 
1 9 9 3 ; 1 8 ( 8 ) : 9 5 5 - 7 0 . 
https://doi.org/10.1097/00007632-199306150-00003

35. Muralidhar BM, Hegde D, Hussain PSB. 
Management of unstable thoracolumbar spinal 
fractures by pedicle screws and rods fixation. J Clin 
Diagnostic Res. 2014;

Discussion:
UTI is a common clinical problem in both the 
community and health care associated settings. 
Epidemiologically urinary tract infections account 
for seven million office visits and one million 
emergency department visits, resulting in 100,000 
hospitalizations yearly, making them the most 
common bacterial infections in outpatient and 
emergency department setting. Financially, the 
estimated annual cost of UTI is significant, at 
approximately $1.6 billion14.

In the present study, 67% of the patients were 
females and 33% of the patients were females with 
male female ratio of 0.49: 1. Similar finding had been 
observed by another study by Kibret at el in Ethiopia  
which reported UTIs in 66 % of the females and 34 % 
of males15. The reason behind this high prevalence of 
UTI in females is due to proximity of the urethral 
meatus to the anus, shorter and wider urethra, sexual 
intercourse, incontinence, and less acidic pH of 
vaginal surface and poor hygienic conditions11-13.

The incidence of UTI increases with age16. In the 
present study, age ranged between 17 and 100 years. 
The most common age group was 46–60 years 
comprised of 34 % of the patients and the mean age 

was 54.19 (±3.94 SD) years. A study from Vadodara, 
India showed maximum UTI patients in the age 
group of 50 to 69 (41.25%)17.

UTI usually develops in the lower urinary tract 
(urethra and bladder), and if not properly treated, 
they ascend to the upper urinary tract (ureters and 
kidneys)and cause severe damaged to the kidneys16. 
In the present study, 66% of the patients had 
complicated type of UTI ( Remaining 6  UTI patients 
had been labeled as  complicated UTI upon their 
pregnancy as because pregnancy with UTI is 
complicated. Pregnancy was not encountered as risk 

factor for UTI in Data collection tool but history of 
pregnancy is documented in data). while 34% of the 
patients had uncomplicated UTI. These findings were 
consistent with a study by a Stefaniuk E et al. in 
Poland  reported 37.8% of patients with 
uncomplicated UTI and 62.2% had a complicated 
infection18.

In the present study, the most common clinical 
presentation was fever noted in 55%of the patients 
followed by loin pain which was present in 37% of 
the patients. The other presentations were increased 
frequency of urine and burning during micturition 

32%, vomiting 28%, urgency of urine 23%, 
incontinence 18%, and delirium 15%. A study from 
north Indian tertiary care center reported that most of 
the patients with symptomatic UTI complained of 
mild fever, increased frequency, and burning during 
micturition along with urgency11, while another study 
by Eshwarappa M et al. demonstrated fever and 
dysuria being the most common clinical 
presentation19. Our study only included admitted 
patients which may explain the dominance of fever in 
the clinical presentation.

60% of the patients have at least one risk factors, 
while 40% having no risk factors to develop UTI. 
The most common risk factor was loss of host 
defense 38% (diabetes mellitus/ use of 
immunosuppressive drugs) followed foreign body 
(17%) like urethral catheter or stone anywhere in 
urinary pathway, 9% have bladder outflow 
obstruction like BEP or urethral stricture, 4% have 
neurological problem like Stroke, and 4% have 
anatomical abnormality like uterine prolapse. Similar 
study from South India reported that diabetes was the 
most common factor associated with complicated 
UTI which is consistent with the present study19. 
Nicolle LE et al. also demonstrated that the risk of 
developing UTI in diabetic patients is higher and 
urinary tracts the most common site for infection20.

Raval R et al. in his bacteriological study  revealed  
the involvement of gram negative enteric organisms 
as commonly causing urinary tract infections, such as 
E. coli, the Klebsiella species, and the Proteus 
species.17.Findings in our study also coincide with the 
previous studies,  gram negative bacilli was more 
common and Escherichia coli constituted the largest 
group with a prevalence of 68.3 %, followed by 
Klebsiellasp21.6%,Pseudomonas sp5%, Proteus 
sp3.3% and Staph Aureus sp 1.6%.Similar finding is 
also reported in a recent study in Dhaka city of 

Bangladesh where E coli was most frequent (69%).21 
Other investigators also reported higher association 
of E. coli (66.67% and 77.8% cases respectively) in 
UTI patients19, 20.

Overall antimicrobial sensitivity and resistance of 
isolated uropathogens in this study showed relatively 
high resistance to Amoxicillin (52%), Cotrimoxazole 
(66.90%) Cefixime (83.30%), Cefuroxime (81.40%) 
and Ceftriaxone (68.90%) which correlates with a 
previous study done by Haque et al in Bangladesh.22 

Meropenem 93.1%, Nitrofurantoin 86.20%, 
Amikacin 77.20 %, and Gentamycin 64.90% were 
found to be sensitive to identified uropathogens. 
These   findings are quite consistent to the findings of 
another study done in King Fahad Hospital Saudi 
Arabia23.

Limitations of our study were small sample size, 
inclusion of only admitted patients which is not 
representative of total community. As we enrolled 
the patients of indoor setting of a Govt. Hospital, so 
poor educational status as well as low socioeconomic 
status were in background information. 

Conclusion:
Based on the findings of this study, it may be 
concluded that, the most of the UTI patients   present   
with fever, Loin pain, burning micturition and 
increased frequency of micturition. Vomiting, 
urgency of micturition, incontinence and delirium are 
less common as clinical presentation. Diabetes 
mellitus is the most important risk factor of UTI. 
Most frequent isolated bacteria was E-coli.
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Introduction:
Thoracolumbar fracture is the commonest injury of 
the axial skeleton and accounts for around 90% ofall 
spinal fractures. Due of the rigid costotransverse 
joints of the dorsal spine, it acts as a fulcrum of 
movement in dorsolumbar spine at the time of 
injury1.

Thoracolumbar fractures are frequent in men and 
peak incidence is observed between 20 and 40 years. 

65% of thoracolumbar fractures occur due to motor 
vehicle injuries and fall from height, with reminder 
contributed by sports injury and violence2.

Due to the fulcrum of increased motion at 
dorsolumbar junction, collapse of the vertebral body 
with associated kyphotic deformity usually occurs. 
This vertebral collapse usually invades the spinal 
canal, which may cause neurological Deficit3.

Unstable fracture defined as failure of any two 
column injury including middle column which 
account for 25%-50% of all fractures in this region. 
They are very common in younger patients and 
could have a great impact on their daily physical 
activities4.

There are standard classification systems based on 
fracture pattern, mechanism of injury, neuro-deficit 
and posterior ligamentous complex (PLC) injury. 
Xrays are the main investigation while computed 
tomography (CT) scan delineates the extent on bony 
injury and magnetic resonance imaging (MRI) scan 
detects the spinal cord and soft tissue injury5.

The assessment of neurological function is done by 
using the American Spinal Injury Association 
(ASIA) method and graded according to the ASIA 
Impairment scale. Examination of anal sensation and 
sphincter autonomic contraction should be 
performed to identify complete or incomplete 
neurological deficit as a standard protocol6.

The management of unstable thoracolumbar 
fractures remains challenging. Effective correction 
of the deformity, neurological recovery, early 
mobilization and return to work are the fundamentals 
of the management, and also minimize complication.

Absolute indication of early surgery is progressive 
neurological deficit7. Other indication for surgical 
intervention are incomplete neurological deficit, 
>25-300 angle of kyphotic deformity, >50% of loss 
of vertebral body height, and >40-50% of canal 
narrowing8.

The surgical treatment of unstable fracture and 
fracture-dislocations of thoracolumber spine are still 
in debate. Conservative treatment might be an 
option, but surgery is the modern way of treatment. 
The goals of surgery are to restore the stability of the 
vertebral column and decompression of spinal canal 
(9). Posterior transpedicular fixation has been the 
choice for stabilizing acute unstable thoracolumbar 
fractures among all other methods10.

Either anterior or posterior or both approaches can 
be used to stabilize and achieve fusion but the 
efficacy of either approach is somewhat similar11,12. 
Due to less extensile and hazardous approach, most 
of the spine surgeons advocate posterior fusion as 
the treatment of choice13-15.

Long-segment pedicle screw fixation (LSPF) usually 
involves inserting eight screws: two level above & 
below the fracture. Short- segment pedicle fixation 
(SSPF) involves inserting four screws: one level 
above & below the fracture16.

SSPF is the most common and simple treatment. It 
offers the advantage of incorporating fewer motion 
segments in the fusion17,18. but may lead to implant 
failure and re-kyphosis (9-54%) and 
moderate-to-severe (50%) pain9,17. To prevent this 
and augment the anterior column, placement of body 
augmente,19 polymethylmethacrylate injection3, 
transpedicular bone grafting20, anterior 
instrumentation and strut grafting12 or long-segment 
posterior fixation (LSPF)21 could be done.

The use of transpedicular fixation two levels above 
and below the fractured vertebra reduce the 
kyphosis, instrument failure and collapse of the 
vertebrae22. LSPF has gained popularity in the last 
decade as it has the aforementioned advantages as 
well as relieve pain sufficiently23.

Methods:
146 patients (age range 15-60, mean 31.5±9.58 
years) with thoracolumbar fracture (T10– L2) with 
incomplete neurological deficit from January2014 to 
December 2018, studied in NITOR and private 
settings were included in this study. Inclusions 
criteria were: a) single-level fracture; b) neurologic 
function limited to ASIA Grades B, C, or D; c) 
limited involvement of T10–L2; d) <3 weeks from 
the time of injury, Exclusion criteria were: a) 
Complete spinal cord injury (ASIA Grades A) b) 
Associated cervical spine & head injury; c) 
Pathological fracture of spine. This was a 
prospective case series and cases were selected by 
purposive sampling.

Radiographic outcome was evaluated by measuring 
Cobb angle, kyphotic deformation and beck index 
(24). Figure 2 shows measurement of Cobb Angle 
and kyphotic deformation. Pain status was evaluated 
by a 100-point VAS scale. The functional outcome 
was assessed by Owestry Disability Index (ODI). 
Neurological recovery was evaluated by ASIA 
grading. The investigation included X-ray, 
computed tomography (CT) scanning of the spine 
and magnetic resonance imaging (MRI).

Informed written consent was taken from all the 
patients mentioning the details of the procedure as 
well as modalities of treatment. An expert 
technologist was responsible for gathering the 
required information who is unaware of the 
objectives and surgical procedures of this study.

Long segment posterior fixation (LSPF) was done in 
every cases and performed by the same surgeon. 
Patients were placed in a prone position under 
general anesthesia with modified kneeling with two 
sand bags under each side of trunk which allowed the 
abdomen to hang free, minimizing epidural venous 
dilation and bleeding. Pedicle screw fixation and 
reduction were performed under C-arm guidance. 
Laminectomy to decompress spinal cord was carried 
out at the involved level and bone was saved to be 
used as bone graft. Screws were 40 or 45 mm long, 
depending on the level and size of the vertebra. At 
the10th and 11th thoracic levels, 5.5 or 6.5- 
mmdiameter multiaxial screws and at the12th 

thoracic level and caudally 6.5 mm diameter 
multiaxial screws were used. The instrumentation 
was applied bilaterally. Fracture reduction and 
indirect spinal canal decompression both could be 
accomplished by contouring the rod and applying 
compression-distraction forces before tightening the 
screws. Long segment posterior fixation was done 
with autogenous bone grafting from the spinous 
process and lamina in all patients and applied 
thoracolumbosacral orthosis (Taylor brace) 
postoperatively for 3 months. Figure 1 shows Burst # 
L2 in a 28 years’ male, fixed with LSPF.

A fracture severity score was constructed using 
Thoracolumbar Injury Classification and Severity 
Score (TLICS). A comprehensive severity score of 3 
or less suggests a non-operative injury, while a score 
of 5 or more suggests that surgical intervention may 
be considered. Injuries assigned a total score of 4 
might be handled conservatively or surgically25.

Correction loss was defined as progressive loss of 
Cobb angle in the latest follow-up radiographs 
compared to the initial post-operative radiographs. 
The fusion status of the patients was determined 
primarily with use of plain radiographs according to 
the classification system of Christensen et al. 200126 
by two independent observers and finally by 
Bridwell fusion grading27. The presence of screw 
breakage, screw pullout, peri-implant loosening, and 
rod breakage were considered as criteria for implant 
failure.

Data were collected concerning the age, sex, 
localization, type of injury, presence of neurological 
deficits, pain, work status, complications and 
radiologic parameters (Cobb angle, kyphotic 
deformation of vertebral body, vertebral height and 
posterolateral fusion). Clinical and radiographic 
follow-up were done immediately after the operation 
and at 2nd, 6th, 12th, 24th week & then 12 monthly. 
Statistical analysis was done using SPSS version 
25.0 software. The level of statistical significance 
was set at P < 0.05.

Results:
There were 126 men and 20 women with male to 
female ratio were 6.3:1. Mean age was 31.5 years 
within the range of 31–45 years. Maximum 64 
patients were manual worker. The majority of 
fractures were due to falls (106 cases). The 
remaining cases were due to car accidents (40 cases). 
The fractured vertebra body level was L1, L2, and 

T12 in 82, 24, and 40 cases respectively. In this 
series maximum number of patients (92) operated 
within 15 to 21 days (63%) and maximum fractures 
were unstable burst in nature 102 (70%).

All the patients were decompressed posteriorly and 
long segment stabilization was done in each case by 
titanium pedicle screws and rods. Post-operative 
Xray showed good hardware position in all patients. 
Adequate decompression was achieved in all the 
cases.

The mean duration of surgery was 150 ± 21 min 
whereas the mean blood loss was 392.47 ml. The 
mean length of hospital stay was 28 days and all the 
patients were mobilized in the 1st or 2nd 
postoperative day. Radiological parameters are listed 
in Table-1.

A paired sample T-test was conducted to compare 
the means of radiological parameters which was 
found statically significant (p-value <0.05)

The mean Pre and post op VAS is 57.57±9.08 and 
16.4±8.9 (mild) respectively, 90% (131) of which 
end up with mild pain (p-value <0.05). The mean 
ODI at final follow up was 25.27 ± 8.49 which was 
67.68±13.20 pre operatively with a p-value<0.05. 
Maximum patients (87) 59.6% end up with mild 
disability at final follow-up.

In our series, pre-operative ASIA grade B was 30 
(20.5 %), C was 48 (36.9%) and D was 68 (46.6%). 
After final follow up1 grade improvement occurred 
in 116(79.5%) patients and 2 grade improvement in 
36 (20.5%) patients. A cross-tab analysis was 
conducted to see the significance of status in 
Pre-operative and Post-operative ASIA grading with 
grade impro vemen t . A Pe ar so n ch i-square v alu 
e <0.05 indicates significant improvement in terms 
of neurology post-operatively.

48% of cases (70) showed thick fusion mass on one 
side i.e. bridwell grade II, 60 patients (41%) showed 
grade I fusion and rest of patients’ had doubtful 
fusion with lucency.

A non-parametric Spearman correlation test was 
conducted among Bridwell fusion grade, Final ODI 
and ASIA grading. There is a significant positive 
strong correlation between Bridwell fusion gradeand 
Final ODI exist (r= 0.694, p-value <0.05, n=146). 
But final ASIA grading was not correlated with 
Bridwell fusion grade (p-value=0.394). Also 
magnitude of curve correction is not related with 
Bridwell fusion grade, Final ODI and ASIA grading 

with a p-value of 0.150, 0.819 and 0.204 
respectively.

During the follow-up hardware failure was detected 
in 3 cases. There were 9 cases of superficial wound 
infection and bed sore each which were responded to 
conservative treatment.

References:
Among all spinal injury thoracolumbar junction is 
the commonest and comprises > 50% of the cases of 
all spinal fractures (28).

Holdsworth, F. (1963) first described the burst 
fracture (29). The existence of the unstable burst 
fracture, with complete disruption of the posterior 
elements and increased potential for neural injury 
was described in whitesides, 1977(30). It is 
estimated that approximately 75% of patients with 

thoracolumbar injuries sustain some degree of 
neurological deficit. These types of injuries are best 
treated by vertebral column decompression and 
stabilization (31). The management plans differ 
among many of the researchers regarding operative 
(32) and non-operative approaches (33,34).

According to literature review the result of our study 
is almost similar to internationally published studies. 
It is observed that active age group was mostly 
affected with a male 126 (86.3%) dominancy. RA 
raja, (31) showed 86% male patients in his series. In 
this study, most common level injured was L1 
(56.2%) and followed by D12 (27.4%). Altay (16) 
showed 51.6% involvement of L1 and 29% 
involvement of D12. Muralidhar (35) observed that 
70% were at L1 level and 3 cases at D12 (10%).

Maximum injuries were due to fall from height 106 
(72.6%) in this study which was 92% and 59.25% 
cases observed in some studies (31,36). But other 
study showed road traffic accident is the common 
cause of injury (37). Maximum fractures were burst 
in nature 102 (70%) which were reported 44% and 
83.3%(31, 35) in other studies.

In our series, at final follow up1 grade improvement 
occurred in 116(79.5%) patients and 2 grade 
improvement in 36 (20.5%). Butt et al., 2006 showed 
two grades of improvement in 40% (7/17) of the 
patients and one grade of improvement in 60%(38).

The mean Cobb angle at pre-operative was 21.5 ±8.9 
and at final follow-up was 11±4.57 in this study. 
There was no correlation found between the final 
amount of Cobb angle and the degree of pain 
reported. Altay reported Cobb angle at preoperative 
and final follow up was 18.9 and 8.1 (39) which were 
near about my result. Similar results 11.9±2.67 and 
11.4 at final follow up showed by some studies 
(40,41). But Sapkas, 2010 (15) showed preoperative 
Cobb angle was 17.5±6.8 which became 6.0±4.0 
degree at final follow up.

Gertzbein (2) noted that, more severe the canal 
compromise and kyphotic deformity, worse the 
neurological deficit. But Mumford and Cantor 
(33,34) stated that the relationship between these 
two is unclear. In this study the mean preoperative 
kyphotic deformation of vertebral body was around 
21.80and 14.50 at final follow-up. kyphotic 
deformation was observed 200 pre-operatively and 
30 at final follow-up (42). Mean beck index was 
found 0.68 pre operatively and 0.80 at final follow 
up in this study. Sapkas (15) showed similar results 
where preoperative Beck index was 0.60 and 0.92 at 
final follow up.

According to functional outcome ODI was 67.68% 
(Crippled) pre operatively which became 25.6% 
(moderately disabled) at final follow up Aly (43) 
showed in a meta-analysis that Kim 2009, Canbeck 
2014 and Azmiri (44) found similar result which 
were 30%, 29% and 25% at last follow up 
respectively (moderately disabled). In this series, 
Mean Pre op VAS (pain intensity) was 57mm 
(moderate) and at final follow up it was 17 mm 
(mild) Pain intensity according to VAS was pre op 
40mm post op 4 mm observed by Yang (45).

Fusion rate with pedicular fixation (99%) were 
significantly higher than those for anterior 
instrumentation (46) In this series, 48% of cases 

showed thick fusion mass on one side i.e. bridwell 
grade II and 41% shows solid fusion in both sides 
(grade I).

Regarding the postoperative complication, bed sore 
and wound infection was found in 9 (6.67%) patients 
each who were responded to antibiotic later. But 
Modi (47) reported 1 (3.22%) screw breakage, 2 
(6.45%) screw loosening and 1(3.22%) superficial 
wound infection.

It was observed that, fusion rate was highest in 
minimally disabled group. There is a significant 
positive strong correlation between Bridwell fusion 
grade and Final ODI exist (r= 0.694, p-value <0.05, 
n=146). But final ASIA grading was not correlated 
with Bridwell fusion grade (p-value=0.394). Also 
magnitude of curve correction is not related with 
Bridwell fusion grade, Final ODI and ASIA grading 
with a p-value of 0.150, 0.819 and 0.204 
respectively.

Conclusion
In countries like Bangladesh fractures of the 
thoracolumbar spine are increasing in frequency. As 
seen from the result of this study, Long segment 
transpedicular screw fixation in unstable 
thoracolumbar spine injury with incomplete 
neurological deficit is an effective method of 
treatment. This method markedly reduce the hospital 
stay and enhances neurological and functional 
recovery with an acceptable fusion rate.
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Discussion:
UTI is a common clinical problem in both the 
community and health care associated settings. 
Epidemiologically urinary tract infections account 
for seven million office visits and one million 
emergency department visits, resulting in 100,000 
hospitalizations yearly, making them the most 
common bacterial infections in outpatient and 
emergency department setting. Financially, the 
estimated annual cost of UTI is significant, at 
approximately $1.6 billion14.

In the present study, 67% of the patients were 
females and 33% of the patients were females with 
male female ratio of 0.49: 1. Similar finding had been 
observed by another study by Kibret at el in Ethiopia  
which reported UTIs in 66 % of the females and 34 % 
of males15. The reason behind this high prevalence of 
UTI in females is due to proximity of the urethral 
meatus to the anus, shorter and wider urethra, sexual 
intercourse, incontinence, and less acidic pH of 
vaginal surface and poor hygienic conditions11-13.

The incidence of UTI increases with age16. In the 
present study, age ranged between 17 and 100 years. 
The most common age group was 46–60 years 
comprised of 34 % of the patients and the mean age 

was 54.19 (±3.94 SD) years. A study from Vadodara, 
India showed maximum UTI patients in the age 
group of 50 to 69 (41.25%)17.

UTI usually develops in the lower urinary tract 
(urethra and bladder), and if not properly treated, 
they ascend to the upper urinary tract (ureters and 
kidneys)and cause severe damaged to the kidneys16. 
In the present study, 66% of the patients had 
complicated type of UTI ( Remaining 6  UTI patients 
had been labeled as  complicated UTI upon their 
pregnancy as because pregnancy with UTI is 
complicated. Pregnancy was not encountered as risk 

factor for UTI in Data collection tool but history of 
pregnancy is documented in data). while 34% of the 
patients had uncomplicated UTI. These findings were 
consistent with a study by a Stefaniuk E et al. in 
Poland  reported 37.8% of patients with 
uncomplicated UTI and 62.2% had a complicated 
infection18.

In the present study, the most common clinical 
presentation was fever noted in 55%of the patients 
followed by loin pain which was present in 37% of 
the patients. The other presentations were increased 
frequency of urine and burning during micturition 

32%, vomiting 28%, urgency of urine 23%, 
incontinence 18%, and delirium 15%. A study from 
north Indian tertiary care center reported that most of 
the patients with symptomatic UTI complained of 
mild fever, increased frequency, and burning during 
micturition along with urgency11, while another study 
by Eshwarappa M et al. demonstrated fever and 
dysuria being the most common clinical 
presentation19. Our study only included admitted 
patients which may explain the dominance of fever in 
the clinical presentation.

60% of the patients have at least one risk factors, 
while 40% having no risk factors to develop UTI. 
The most common risk factor was loss of host 
defense 38% (diabetes mellitus/ use of 
immunosuppressive drugs) followed foreign body 
(17%) like urethral catheter or stone anywhere in 
urinary pathway, 9% have bladder outflow 
obstruction like BEP or urethral stricture, 4% have 
neurological problem like Stroke, and 4% have 
anatomical abnormality like uterine prolapse. Similar 
study from South India reported that diabetes was the 
most common factor associated with complicated 
UTI which is consistent with the present study19. 
Nicolle LE et al. also demonstrated that the risk of 
developing UTI in diabetic patients is higher and 
urinary tracts the most common site for infection20.

Raval R et al. in his bacteriological study  revealed  
the involvement of gram negative enteric organisms 
as commonly causing urinary tract infections, such as 
E. coli, the Klebsiella species, and the Proteus 
species.17.Findings in our study also coincide with the 
previous studies,  gram negative bacilli was more 
common and Escherichia coli constituted the largest 
group with a prevalence of 68.3 %, followed by 
Klebsiellasp21.6%,Pseudomonas sp5%, Proteus 
sp3.3% and Staph Aureus sp 1.6%.Similar finding is 
also reported in a recent study in Dhaka city of 

Bangladesh where E coli was most frequent (69%).21 
Other investigators also reported higher association 
of E. coli (66.67% and 77.8% cases respectively) in 
UTI patients19, 20.

Overall antimicrobial sensitivity and resistance of 
isolated uropathogens in this study showed relatively 
high resistance to Amoxicillin (52%), Cotrimoxazole 
(66.90%) Cefixime (83.30%), Cefuroxime (81.40%) 
and Ceftriaxone (68.90%) which correlates with a 
previous study done by Haque et al in Bangladesh.22 

Meropenem 93.1%, Nitrofurantoin 86.20%, 
Amikacin 77.20 %, and Gentamycin 64.90% were 
found to be sensitive to identified uropathogens. 
These   findings are quite consistent to the findings of 
another study done in King Fahad Hospital Saudi 
Arabia23.

Limitations of our study were small sample size, 
inclusion of only admitted patients which is not 
representative of total community. As we enrolled 
the patients of indoor setting of a Govt. Hospital, so 
poor educational status as well as low socioeconomic 
status were in background information. 

Conclusion:
Based on the findings of this study, it may be 
concluded that, the most of the UTI patients   present   
with fever, Loin pain, burning micturition and 
increased frequency of micturition. Vomiting, 
urgency of micturition, incontinence and delirium are 
less common as clinical presentation. Diabetes 
mellitus is the most important risk factor of UTI. 
Most frequent isolated bacteria was E-coli.

Acknowledgement: UTI patients of Sylhet MAG 
Osmani Medical College Hospital
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