
developed. Moreover hospital guidelines on antibiotic use

among surgical patients should be developed and adhered to.

Studies for a longer period and among different surgical

departments are required. These could provide a better

estimate of incidence of SSI and associated risk factors.
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Letter to the Editor

Mastoiditis, subdural empyema and cortical venous thrombosis

Madam, Thrombosis of the cerebral veins is a

relatively uncommon but potentially a life-threatening

condition, accounting for 1-2% of strokes in young adults.1,2

Infective causes have declined and are responsible for only

8% of cases in recent reports.2 A 35 year old gentleman

presented with history of ear discharge of two months

duration, fever and headache for the last one week, altered

sensorium and right sided hemiplegia for last three days. He

was treated for meningitis at a peripheral hospital and once

he developed hemiplegia, a CT scan was performed. CT

scan showed left fronto-parietal subdural empyema and left

parietal venous infarct with diffuse cerebral oedema, mass

effect and midline shift (Figure 1).  He was continued on

broad spectrum antibiotics but did not respond and

continued to deteriorate. The patient required elective

ventilation but did not improve and expired. Cerebral

venous thrombosis (CVT) is an uncommon condition which

over the past 5 to 10 years has been diagnosed more

frequently due to greater awareness and the availability of

better non-invasive diagnostic techniques.3 The infective

causes of cortical venous thrombosis include abscess,

subdural empyema, meningitis, sinusitis, suppurative otitis

media, septicaemia and endocarditis.4 Out of these,

mastoidits is still the most common risk factor.5

Investigations should focus on establishing the diagnosis

and searching for underlying causes.6 CT scan is the initial

modality of choice and the diagnosis may be made or

suggested by CT before and after intravenous contrast

medium injection.3,6 On CT, infarctions in a non-arterial

distribution in the white matter and/or cortical white matter

junction, often associated with haemorrhage, should suggest

the possible diagnosis of CVT.6 Magnetic resonance

imaging (MRI) combined with magnetic resonance

venography (MRV) have largely replaced invasive cerebral
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angiography and conventional computed tomography

(CT).3,6 CT will, however, often remain the first imaging

modality to be used simply due to availability,

comparatively shorter scan times, lower cost and also to

exclude other conditions such as intracerebral haemorrhage

or abscess.3,6 CSF analysis may help to rule out infective

process i.e. meningitis.2 The prognosis of cerebral venous

sinus thrombosis is generally favourable. A high index of

clinical suspicion is needed to diagnose this uncommon

condition so that appropriate treatment can be initiated.3

Reported death rates range between 5% and 30%, but one

study of 49 patients showed a 48% mortality rate in

untreated patients.1,2 Mastoidits still remains a big challenge

in underprivileged areas and presents in an advanced stage

with intracranial complications. This is further compounded

by limited resources and delay in seeking medical advice.

Treating physicians in such circumstances should have a

high index of suspicion about these complications and low

threshold for investigations as the early diagnosis and

treatment are crucial.1

Amin Agrawal

Division of Surgery, Datta Meghe Institute of Medical Sciences, 

Maharashtra, India.
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Figure-1. CT scan plain (upper images) and contrast (lower images) showing this subdural

empyema left fronto-parietal region and large venous infarct involving left parietal lobe with

gyral enhancement. Also note the associated oedema and mass effect. 

Letter to the Editor

Independence of Psychiatry

Madam, I read with the interest A.A Gadit's article

"Psychiatry in Pakistan: 1947-2006: A new balance sheet,"

published in your journal (Sept, 2007). It was not surprising

to see that in a country were so little is spent on health there

have only been few studies in the prevalence of mental

health problems. 

The author has mentioned that the figures quoted in his

paper have been extrapolated from various sources and most

studies have been clinic based.1 Therefore I agree with him that

it would be difficult to truly represent the state of the mental

health in Pakistan. Even though there are some large mental

health set ups in Pakistan but there is no collaboration amongst

them and no major studies have been conducted whose results

can be published in international peer reviewed journals.

What we need is a multi-site national survey to

screen and identify the incidence of mental health morbidity

in our country. The National institute of mental health

conducted a multi-site epidemiological catchment area

(ECA) programme in the 80's gathering data from five

different US geographical regions. They had about 3500

clients per site and approximately 20,000 clients in total.2 It

was a longitudinal study and the patients were diagnosed by

Diagnostic Interview Schedule--defined DSM-III mental

disorders. This then became the backbone of any future

studies into the prevalence or incidence of mental illnesses.

We need studies of similar caliber and magnitude.

It was also really astonishing to notice that there

have been only 107 FCPS postgraduates in Psychiatry since

1963. It would be naïve of me to ignore the fact that

Psychiatry is an upcoming speciality in Pakistan and

progress is being made. Nevertheless it was further

Vol. 58, No. 3, March 2008 152


