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PRESCRIBING PRACTICES 
FOR PAINFUL DIABETIC 

NEUROPATHY 

Sir,
Diabetic neuropathy represents a major 
health problem worldwide. Along with 
measures for glycemic control, most patients 
require pharmacological treatment for painful 
symptoms. The efÞ cacy of many agents has 
been confirmed in randomized controlled 
trials.[1] We administered a questionnaire to the 
M.D.-qualiÞ ed general physicians practicing in 
the locality, inquiring about their prescribing 
preferences among the drug options that were 
provided, to treat painful diabetic neuropathy 
(PDN). Respondents could add to their choice 
the names of drugs they prescribed but 
were  missing in the questionnaire. This 
cross-sectional survey, which was approved 
by the institutional ethics committee, was 
conducted after obtaining verbal informed 
consent of the participants. Eighty-nine (out of 
90) anonymous questionnaires were returned, 
and the prescribing preferences were tabulated 
[Table 1].

Survey response reflects a lack of majority 

consensus for a single first-choice drug for 
symptomatic treatment of PDN. Tricyclic 
antidepressants (TCAs like amitriptyline, 
imipramine, doxepin, and nortriptyline), 
carbamazepine, gabapentin, pregabalin, and 
duloxetine have undergone clinical trials for use 
in PDN, but only the latter two are approved 
by the US FDA for the same.[1,2] Even though 
92% prescribed TCAs, only 40% preferred 
them as the Þ rst-choice drugs. Cardiovascular 
adverse effects and weight gain associated with 
TCAs, which can further aggravate the existing 
problems in diabetic patients,[2] may add to 
the physicians� concern to prescribe them 
initially, despite their low cost. Gabapentin and 
carbamazepine, the two antiepileptic agents, 
were the next most frequently prescribed drugs 
and shared similar ranks even in the order 
of preference. Carbamazepine, an age-old 
drug, carries with it the potential to produce 
serious adverse events; whereas gabapentin 
is thought to have fewer adverse effects but is 
expensive.[2] Pregabalin, a newer antiepileptic 
drug, was rarely (3%) used, probably because 
of its novelty, cost factor, and potential for 
serious, although rare, adverse effects.[2] 

A recent article concludes that TCAs and 
traditional anticonvulsants are better for 

short-term pain relief than newer-generation 
anticonvulsants.[3] Duloxetine is devoid of 
cardiovascular adverse effects of TCAs and 
less expensive compared to gabapentin, yet 
less frequently prescribed (66%) compared 
to both. Long-term experience with the use of 
this serotonin-norepinephrine uptake inhibitor 
is lacking, which may explain its limited use by 
the study group. Nonsteroidal anti-inß ammatory 
drugs (NSAIDs) Þ gured lower in the preference 
list, with overall 30% prescribing them. NSAIDs 
have been used in the treatment of PDN; 
however, very little research exists about their 
effectiveness for the same.[2,4] The role of 
vitamins B1, B6, and B12 in the treatment of 
diabetic neuropathy has not been established; 
therefore, supplementing diet with B vitamins 
is not recommended as a standard or routine 
therapeutic option.[5] SigniÞ cant proportion of 
survey participants (80%) still prescribed B 
vitamins for PDN.

PDN is associated with increased morbidity 
and is difÞ cult to treat. Availability of diverse 
treatment modalities facilitates the physician to 
tailor the treatment to individual circumstances 
and provide cost-effective care. It is essential 
that the physicians stay abreast with the 
advances in medical therapies available for 
PDN.
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Table 1: The number (%) of respondents opting for each drug and the order of preference for each drug, for 
treating painful diabetic neuropathy (n = 89)
Order of Tricyclic Duloxetine Carbamazepine Gabapentin Pregabalin NSAIDs B Vitamins
preference antidepressants

1st 36(40) 06(07) 11(12) 13(15) 02 (02) 00 24 (27)
2nd 19(21) 06(07) 26(29) 26(29) 01 (01) 02(02) 09(10)
3rd 17(19) 09(10) 23(26) 21(24) 00 01(01) 08(09)
4th 08(09) 14(14) 17(19) 17(19) 00 02(02) 10(11)
5th 02(02) 23(26) 03(03) 03(03) 00 04(04) 17(19)
6th 01(01) 02(02) 00 01(01) 00 19(21) 04(04)
Total 83(92) 60(66) 80(89) 81(91) 03(03) 28(30) 72(80)

Figures in parentheses are in percentage, NSAIDs - Nonsteroidal anti-inß ammatory drugs 

PRACTICE OF STANDARD 
PRECAUTIONS AMONG HEALTH 

CARE WORKERS IN A LARGE 
TEACHING HOSPITAL 

Sir,

Although Iran has expanded the preventive 
services through the primary health care 
network over the last two decades, it is facing 
a double burden, viz., communicable and 
noncommunicable diseases.[1] Iran is an 
endemic country for hepatitis B.[1] On the other 
hand, the prevalence of hepatitis C in Iran  is 
about 1%, which is lower than that in other 
regional countries of the world.[2] In addition, 
HIV infection is currently on the rise in Iran.[1] 
In this context, the implementation of standard 
precautions (Ups) must be widely promoted for 
health care workers (HCWs) who are frequently 
exposed to blood-borne infections.

292

MedknowPC
Rectangle

MedknowPC
Rectangle



Indian J Med Sci, Vol. 62, No. 7, July 2008 Indian J Med Sci, Vol. 62, No. 7, July 2008

In order to investigate the professionals� 
adherence to  measures  o f  s tandard 
precautions, we conducted a study at the 
550-bed Imam Reza Teaching Hospital, 
Kermanshah, in September 2007. A total of 120 
health care workers (nurses and paramedical 
staff) from different departments were surveyed 
using a standardized questionnaire. Data were 
analyzed using the EpiInfo version 6 statistical 
package.

Within the area of assessing the use of 
protective devices, although the Þ gure (94.5%) 
for correct transport of safe containers was 
acceptable, for some others, the Þ gures were 
disappointing. Use of disposable face masks 
whenever there was a possibility of splash 
or splatter was 0.0%. Wearing eye shields 
to prevent exposure to splashing of body 
discharge was 6.7%, with the recap of needles 
after injections at only 8.3%. As for the use 
of gloves, the practice was not found to be 
promising; only 57.5% wore fresh gloves for 
the next patient, and 65.6% wore gloves when 
they were exposed to deep body ß uid or blood 
product. The respondents� practice regarding 
the other measures were far from ideal, with 
the disposal of sharps coming at 74.3% and the 
safe method for breaking the vials accounting 
for 73.2%. Only in 78.4% of the cases, the 
heavily bloodstained materials were packed in 
plastic bags irrespective of patients� infectious 
status. Covering one�s own wounds or lesions 
in waterproof dressing before providing care 
to patients was at 85.5%. The Þ gures for use 
of standard measures after needling, washing 
hands after providing care to patients, and 
washing hands after removing the gloves were 
85.6%, 58.2%, and 31.5% respectively. Among 
the last Þ gures were for decontamination of 

surfaces and devices at 86.3%, cleaning up of 
blood spills immediately by using disinfectant at 
74.7%, and wearing a gown/apron when soiling 
with blood or deep ß uid at a likely 67.1%.

In line with some other reports from Iran and 
other developing countries,[3-5] the compliance of 
HCWs with regard to the standard precautions 
was less than optimal. The partial practice of 
such measures in the Iranian health system 
contributes to the exposure of HCWs to the risk 
of blood-borne infections. Although we did not 
investigate the reasons for the prevalence of 
the observed Þ gures, it might be due to different 
factors ranging from lack of information to lack 
of necessary facilities available in different 
wards. In developing countries where there is 
insufÞ cient funding for health care resources, 
practicing standard precautions is much more 
cost-effective as compared to laboratory tests 
for diagnosis of patients infected with blood-
borne diseases. Future studies are needed to 
investigate the training of personnel with regard 
to such measures and to see if the protective 
barriers are readily available. 
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CONSERVATIVE MANAGEMENT 
OF PLACENTA INVADING INTO 

LEIOMYOMA 

Sir,
Leiomyoma uteri with pregnancy may lead 
to spontaneous abortion, preterm delivery, 
obstructed labor, or malpresentation.[1] We report 
an unusual case of leiomyoma with pregnancy, 
resulting in preterm delivery, followed by retained 
placenta which was invading into the leiomyoma. 
Placenta was left inside and treated successfully 
with methotrexate.

A 25-year-old primigravida with 25-week 
pregnancy presented with complaints of pain 
abdomen off and on for 1 month and leaking per 
vaginum. Obstetrical examination revealed a 32-
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week size uterus. The fetal parts were felt in the 
upper part of uterus, and a hard mass (13×10 
cm) was found arising from the outer surface 
of lower uterine segment. The cervix was 5 to 
6 cm dilated; the membranes were absent; 
and Þ broid was felt arising from lower uterine 
segment, which was projecting into the uterine 
cavity. The presenting part was high up and 
not felt because of the Þ broid. Ultrasonography 
revealed a 23-week single live fetus, reduced 
liquor; and a heterogeneous mass (117×85 
mm) suggestive of Þ broid anteriorly in uterus, 
extending in the lower segment. She delivered 
a fresh stillborn baby weighing 750 g. The 
placenta did not separate; therefore, manual 
removal of placenta was attempted. However, 
it was found to be embedded into the Þ broid 
without any plane of cleavage. Since the 
patient was not bleeding, the decision to leave 
the placenta inside was taken in consultation 
with her family, and the cord was cut as 
high as possible. The MRI scan on the 15th 
postpartum day revealed enlarged uterus 
with well-marginated heterogeneous mass 
(12.3×10.5×12 cm) without any interface with the 
endometrial stripe in posterior-inferior part and 
with thinning of anterior myometrium [Figure 1]. 
The patient had profuse vaginal discharge mixed 
with bits of tissue and membranes, histology of 
which revealed autolyzed tissue. Methotrexate 
was given in a dose of 50 mg intramuscularly 
on  7, 14 and 21 postpartum days. On the 21st 
postpartum day, the patient passed ß eshy mass, 
which histopathologically revealed autolysed 
Þ broid with decidual tissue. The patient had fever 
off and on till the 37th postpartum day; thereafter, 
she remained afebrile and was discharged 
on the 53rd day. No mass was palpable per 
abdomen at the 6-week follow-up, and the 
patient resumed normal menstrual period. 
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