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Editorial 

 

Bullying in schools: Epidemiology and prevention 

 

Citation: Gorea RK. Bullying in schools: epidemiology and prevention.Int J Eth Trauma Victimology 2016; 2(2):6-9. 

doi: 10.18099/ijetv.v2i02.6853 

Abstract 

Bullying is seen in different spheres of life but is more worrisome in schools because deleterious effects are more 

pronounced in victims of bullying at schools due to the young age of the victims. Different forms of bullying are 

observed but their effects are mostly similar though their severity varies depending on the attitude of the bullied 

student. Some places in any school are more prone to incidences of bullying and these areas should be specially 

taken care of to prevent bullying. Various strategies are adopted depending upon research in a particular 

institution or state but the involvement of all stakeholders is important to reduce the incidences of bullying. 

 

Keywords: Bullying, schools, victimology, prevention 

©IJETV. All rights reserved 

 

Introduction 

“Bullying is repeated verbal, physical, social or psychological behavior that is harmful and involves the misuse of 

power by an individual or group towards one or more persons (1).”  This definition describes that the act has to be 

repetitive and be harmful, to be called as bullying and if did just once is not included in the bullying. This 

harassment can lead to a variety of consequences which is harmful and deleterious for the development of a 

student. This bullying involves different ways to torment a student but all leads to degradation and loss of self-

respect. 

 

It is an international problem and not confined to a few nations (2) and is a critical issue for the youth 

internationally (3). It is important to know about the different ways by which a student can be bullied, where the 

students are bullied, why they are bullied, what the consequences of bullying are and what we can do to prevent 

the bullying. 

 

Review of literature 

Bullying is one variety of violence and abuse of human rights (4) which can lead to physical or psychological 

damage (1),(4), impair the social, moral, psychological and physical development (4). and also hampers relaxation 

and enjoying (4). Psychological symptoms are reported 7.5 times higher in bullied children as compared to non-

bullied children (5).  

 

A single act of intimidation or aggressiveness or mutual conflict cannot be called bullying (1). Usually, there is a 

power imbalance between the victim and the offender and this power imbalance may be physical, in popularity or 

in the knowledge of embarrassing information (6). It looks apparently that power imbalance will be more in males 

but it is astonishing that females are bullied more as compared to males (7),(8). 

 

Bullying is observed in various places like workplaces and schools (9). In schools usually, it occurs in playgrounds, 

school buses and in the buildings (6). The largest number of cases of bullying were seen in staircases or hallways 

45.6% followed by bullying in classes-rooms 33.6%, school grounds 22.9%, cafeteria 18.9%, followed by bathroom 

9.1% and school bus 7.8% and other places of school were just 0.8% (7). 

 

Racial differences were seen in the victims of bullying (7),(8). It was seen more in native American and African 

American students (10). Bullying goes on increasing with increase in the standard of study; seen least in standard 

6
th

 (72.2%) and maximum in standard 12
th

 (85.9%) but no difference was observed due to the income of the victim 

or their families (7). Those students who did not have fathers were more likely to bully others (11). 
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Incidence in one survey in the US is reported as 20.2% (8). The incidence of bullying in the US as per another survey 

is 21.5% in the age group of 12-18 years out of which insult, making fun or calling names constituted the biggest 

group (13.6%) closely followed by making students subject of rumours (13.2%); pushed, shoved, tripped or spit on 

in 6.0% or threatened with harm in 3.9%; excluded from activities in 4.5%  or asked students to do things which 

they did not like in 2.2%  or purposefully destroyed the properties of other students in 1.6% cases (7). It may be in 

the form of forced confinement also (5). 

 

The majority of cases of bullying involves students 98% as compared to bullying by sibling 17%, teacher and their 

guardian and parents 8% in a survey done in the UK of bullied persons. A big group of the bullied persons did not 

report bullying (45%) because 32% considered nobody will take it seriously and a similar number felt embarrassed 

to report and good number thought that the situation will get worse26%. There was the maximum satisfaction of 

82% when reported to a family member (86%) as compared to 72% when reported to a friend (69%) and 49% 

when incidence was reported to the teacher (92%) (12). 

 

The incidence of cyber bullying becomes more when children are away from supervision by adults and are more 

vulnerable to consequences of cyber-bullying (13). In a survey in USA 6.9% students were cyberbullied and 

unwanted text messaging topped in cyberbullying at a rate of 3.2% followed by putting hurtful information on net 

2.8%, unwanted contact via online, unwanted contact via instant messaging in 2.1%, gaming 1.5% sharing private 

information purposefully or  unwanted contact via email or purposeful exclusion from an online community in 

0.9% each (7). Cyber-bullying is also known as electronic bullying (5). 

 

Though some people argue that bullying is part of growing up and is an experience (4) yet it can never be justified 

because it is a breach of the right to education (4). It leads to various bad outcomes in the form of low self-esteem, 

insecurity, withdrawal from the society, aggressive behavior,drug and alcohol abuse and various mental disorders 

(5). Offenders were mostly suffering from poor academic achievements (3), aggression, and substance abuse while 

victims were associated with depression (10) and bullying is associated with poor psychosocial adjustment (3). 

There are defenders of victims of bullying and passive onlookers. Pro-bullying behavior is associated with tobacco 

and alcohol use and even defenders behavior is related to tobacco use and alcohol use (14). There is a relationship 

between victimization of bullying and direct self-injuriousbehavior(15). The most serious repercussions of the 

bullying come in the form of deaths of the victims of bullying (10),(16). 

 

Discussion  

Bullying is a big problem in the world but this is preventable. To be successful in prevention it is very important to 

define bullying and this definition should be a consistent definition. Another important aspect is to know the 

accurate prevalence rates of bullying,  anti-bullying laws, and their implementation which should be reviewed 

annually to find out their efficacy. Evidence-based anti-bullying programs should be developed and efforts should 

be made to remove the stigma associated with it. Therefore evaluation of anti-bullying programs should be done 

regularly and social media companies should actively work towards this programs (17).  

 

Incidences of bullying should be reported to the authorities In the institution and in turn, they should support the 

victims and send them to the health departments for their treatment and also counsel the offenders making them 

understand what harm they are causing to the growth of the children and this will help in reduction of dropout 

rate due to bullying (9). Usually, offenders and victims are different students and need different preventive 

approaches (10). 

 

In a Canadian study, prevention study was done based upon 5 categories of bullying behaviors: establishing 

positive school climate, disseminating monitoring and reviewing policy, reporting and responding to bullying and 

involving the community and opined that that any strategy which may be good for one institution may not yield 

similar results in another institution due to different implementation (18). There is a need to make the whole 

community aware of the nature and effects of the bullying and only then prevention is possible (19). 

 

Some skills if learned by students can be very useful for the prevention and stopping of bullying in schools. Acting 

with awareness and confidence, leaving the unsafe position, saying at once to stop this, seeking adult guidance if 
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some unkind or disrespectful remark is given, yelling stop, positive self-talking, speaking for inclusion if excluded 

from some activity, getting help from busy adults and using physical self-defense but as a last resort, are the skills 

which can help to reduce the incidences and severity of bullying (20). 

 

Safe Schools in USA and Olweus Bullying Prevention Program (OBPP) in Norway and Canada are well-recognized 

programs to prevent bullying in schools (5) and are reported to have produced a significant reduction in the 

victimization due to bullying (21). 

 

School-basedanti-bullying programs can effectively reduce the verbal bullying behavior(11). Early interventions 

reduce the negative effects of victimization and increase mindfulness and resilience (22). Arousing the empathy for 

the victim and condemning the behavior of the offenders by the teacher was a better method to reduce bullying 

than only condemning the offender, therefore the teachers should use this strategy (23). Teachers should always 

be involved in the implementation of antibullying programs and there should be rewards for correct use of skills by 

teachers and there should be positive behavioralchange interventions (24). 

 

Conclusions 

Schools must provide a safe environment free from bullying so that every child can grow and learn peacefully. 

Schools have a moral and legal duty to provide a bullying-free environment. Various governments of different 

countries are signatories to the International Human rights declarations and are duty bound to protect the society 

from violation of human rights in the form of bullying. A combination of different strategies may be adopted, 

implemented and assessed to find out what is working best in a particular institution and modified after assessing 

to make it working to produce the best results. 

 

Comments 

The problem of bullying is not a  well-recognized problem in all the schools in spite of its being very common. 

Many institutions remain in a denial mode due to the stigma associated with it. It is important to recognize this 

problem and make teachers, students and parents well aware of the problem and its consequences. There is 

urgent need to detect and act immediately after it is reported by the student. For early detection, Closed Circuit 

Television Cameras should be installed at places which have been reported to be frequently misused in bullying 

incidences. Prevention can save harmful effects of bullying and make the schools safe places where the rights of 

students for safe education, will never be violated. 
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Abstract 

Suicidal deaths have been reported from across the 

world in different communities, religion, and socio-

economic groups. In the developing countries, 

irrespective of the reason for such deaths the manners 

of suicide are usually by means of poisoning, hanging, 

burn or drowning. Rarely gunshot injuries or fall from 

height are resorted to. The present study aims to 

determine the different methods opted for suicide in a 

rural setting in West Bengal. Out of the 134 cases 

studied over a period of 2 years, hanging was the most 

common method among both sexes followed by 

poisoning. In the majority of the cases of hanging food 

was detected in the stomach while in cases of poisoning 

it was found only in 39.1% cases. This indicated the 

knowledge of the victims that food might interfere with 

the actions of poison and hence to avoid it before 

consumption of the toxic substance. The presence or 

absence of the gastric contents also points out towards 

the predetermined mindset of the deceased with 

regards to the choice of the method of suicide. 
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Introduction 

Suicidal deaths are a common mode of unnatural 

death in the present society. Irrespective of age, sex, 

and socio-economic status, such incidents have been 

reported throughout the globe. The reasons for 

suicide may vary depending on the age, sex, and 

society. Suicidal attempts may be committed in the 

heat of the moment as an impulsive act resulting 

from a sudden emotional instability due to an 

untoward incident(1). Psychological stress due to 

familial disharmony, failure in love, financial 

hardship or torture may also lead to such 

deaths(2),(3),(4). Aliamo et.al.were of the opinion 

that family food insufficiency and not family income 

was positively associated with suicides(5). The 

choice of the manner of suicide e.g. hanging, 

poisoning, burn etc. is difficult to predict in such 

victims. Prolonged depressive episodes affect the 

appetite of the subjects and usually, they reduce 

their food intake or remain starved prior to the 

incident(6). The present study aims to determine the 

different manners of suicide in a rural population in 

west Bengal, India and whether the choice of the 

manner is predetermined by the victims or not. 

 

Methods 

The present study was conducted between January 

2014 and December 2015. A total of 134 cases of 

suicidal deaths were included in the study. Only 

those suicidal cases which were declared brought 

dead at the hospital or expired within a very short 

period of admission without any medical 



 

 

Int J Eth Trauma Victimology 2016; 2(2):11. 

 

intervention being possible were included in the 

study. Details regarding the victims were obtained 

from the family members and inquest report. 

Standard autopsy procedures were followed for 

dissection. The stomach contents were carefully 

examined for the presence of food and any 

suspicious or poisonous substance. Only those 

poisoning cases with definitive findings on autopsy 

were included in the study. The data collected were 

analyzed using SPSS 16. 

 

Results 

A total of 134 suicidal cases were studied during the 

2 year period out of which 68 were males and 66 

females. 

 

Table 1: The different manners of suicide and its 

gender distribution 

Manner of 

suicide 

Gender Chi-square 

at df 2,  

p-value Male Female 

Hanging 

(n1 =77) 

41(53.25%) 36(46.75%)  

2.66,       

0.265 Poisoning 

(n2=46) 

24(52.17%) 22(47.82%) 

Burn 

(n3=11) 

3(27.27%) 8(72.72%) 

Total 

(N=134) 

68(50.75%) 66(49.25%) 

Table 1. Hanging was the most common manner of 

suicide (n=77, 57.5%) among both sex (males -53.2%, 

females-46.7%) followed by poisoning (males52.1%, 

females47.8%). The manner of suicide was found to 

have no variations across the gender of the 

deceased. 

 

Table 2:Stomach contents in cases of suicide 

Manner of 

suicide 

Stomach contents Chi-square 

at df 2,  

p-value 

Food 

particles 

Empty 

Hanging 

(n1 =77) 

47(61.04%) 30(38.9%)  

5.56,       

0.062 Poisoning 

(n2=46) 

18(39.13%) 28(60.9%) 

Burn 

(n3=11) 

6(54.55%) 5(45.5%) 

Total 

(N=134) 

71(52.99%) 63(47.1%) 

 

Table 2.in nearly 53% cases the food was detected in 

the stomach of the deceased. In the case of hanging 

majority (61.1%) of the victims had food in their 

stomach while in poisoning it was found only in 

39.1% cases. In the case of burns also the presence 

of food was detected in more than half of the 

victims. 

 

 

Table 3:Comparison of stomach contents among hanging and poisoning cases 

Manner of 

suicide 

Stomach contents Chi-square at df 1, 

p-value 

OR (95% CI) 

Food particles Empty 

Hanging  

(n1 =77) 

47 (61.04%) 30(38.9%)  

 

5.55,    0.0185 

 

 

2.44 

(1.08-5.53) 

Poisoning 

(n2=46) 

18(39.13%) 28(60.9%) 

Total  

(N=123) 

65(52.85%) 58(47.1%) 

 

Table 3. Considering the suicidal cases of poisoning and hanging which consisted majority of the cases in our study, 

it can be said that higher number of deceased of hanging were found to contain food particles in their stomach 

compared to that of poisoning group and the difference was statistically significant.  

 

The weight of the stomach contents in those cases 

where it was detected varied between 120 grams to 

480 grams. 

 

Discussion 

A number of studies throughout the world have 

shown that under consumption of fruits, vegetables 

and meat(7), low level of cholesterol(8) and low 

antioxidant vitamins (9)are associated with 

increased risk of a suicidal attempt. 

 

In our study, there was no variation in the manner of 

suicide among both sexes. Hanging was the 

preferred manner than poisoning or burns. Though 

the study population in the present study was from a 

rural background yet hanging was the preferred 
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mode than poisoning. This may be due to the fact 

hanging causes early death and is less painful 

compared to poisoning. It also shows that the 

victims were determined to terminate their life and 

did not want to take any chances as the possibility of 

survival following medical intervention in poisoning 

might not fulfill their purpose. Soman etal.in a 

community-based study in Kerala also reported 

hanging (64%) to be the commonest mode of suicide 

followed by poisoning (10%), drowning (9.3%)  and 

burns (6.4%)(10). 

 

In the majority of the cases of hanging (61.1%) and 

burns (54.5%), the food was detected in the stomach 

on autopsy whereas in poisoning only 39.1% cases 

had food. This shows that most of the victims who 

committed suicide by poisoning avoided food before 

the attempt as they might be having the knowledge 

that the presence of food in the stomach would 

make the poison less effective. 

 

When the two common groups in our study – 

hanging and poisoning were compared regarding the 

presence of food in the stomach, the difference was 

found to be significant. Thus those individuals who 

opted for hanging as the mode of suicide can be said 

to be having a predetermined idea regarding the 

choice of manner as they consumed food and knew 

that it would not affect in the process of hanging. 

The same holds true also for those who opted for 

poisoning. As they were predetermined to commit 

suicide by poisoning hence majority of them avoided 

food prior to the attempt. The time of incidence 

among the two groups was also studied but did not 

show any significant variation. Kibayashi(11) in their 

study reported that food was detected in the 

stomach in 41.1% cases of suicidal drowning.  

 

Hence the present study shows that even in the rural 

areas with poor educational level people have the 

knowledge that food might interfere with the poison 

and so it was mostly consumed in empty stomach or 

mixed with some liquid. It can also be opined that 

the choice of the method for committing suicide is 

predetermined to some extent. Those who opt for 

poisoning usually avoid food before the attempt 

while those who opt for other methods like hanging 

or burn do not. Thus contrary to the common belief 

that most of the suicides are committed suddenly at 

the heat of the moment in a sudden outburst of 

emotional stress, it can be said beyond any doubt 

that most such incidents are predetermined with 

regards to their choice of the manner of suicide. 

Conclusion 

Hanging was the most common manner of suicide 

among both sexes in spite of the victims being from 

rural areas. The earlier and less painful death in 

hanging made it the preferred choice. On 

examination of the stomach contents and the 

method of suicide, it was evident that the individuals 

had the knowledge that food might interfere with 

the effects of the poison. Presence or absence of 

food in the stomach on autopsy proved that the 

manner of suicide was predetermined in most cases 

regarding whether it would be by poisoning or by 

other means. 
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Abstract 

The range of variation in epiphyseal fusion for the distal 

end of fibula epiphysis in Punjab, India populations has 

been studied in the present study. This study evaluates 

epiphyseal fusion of the distal fibula in 100 young 

individuals, 50 males, and 50 females with age range 

from 16-17 years to 24-25 years. Radiographs were 

performed at Rajindra Hospital, Patiala, Punjab, India 

with 10 cases from each age group in both males and 

females. Both AP and lateral views of X-ray were taken. 

Results indicate that complete fusion in males occur at 

the age of 18-19 age group and in females occurs at 16-

17 year age group in the distal end of the fibula. Earliest 

union for males and females occur at 16 years.  
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Introduction  

Determination of age in Indian population is very 

important now a day due to changes in age for 

various crimes. Epiphysis of the bones unites at the 

particular age which is remarkably constant for a 

Particular epiphysis and this is helpful in age 

determination (1). Age is helpful in identification of 

an individual which in turn is helpful in both civil and 

criminal cases as per Sangma (2). Study of the 

epiphyseal union of bones is considered a 

reasonably accurate and accepted method for age 

determination by the law courts all over the world 

(3). According to Modi’s textbook, due to variation in 

climatic, dietetic, hereditary and other factors 

affecting the people of the different states of India, 

it cannot be reasonably expected to formulate a 

uniform standard for the determination of the age of 

the union of epiphyses for the whole of India (4). 

Union of epiphysis in cartilaginous Bones takes place 

earlier in the females by about 2 years than in males 

except in the case of skull Sutures where obliteration 

sets in little later and proceeds more slowly in 

females than in males and Under tropical conditions 

ossification is observed earlier than in temperate 

areas (5). With the onset of decomposition, the 

identification becomes difficult and so one has to 

rely more and more on the scientific methods 

available (6). While There are a number of studies on 

morphological and metrical variation in the tibia 

(Wood 1920; Hanihara 1958; Steel 1972; Iscan and 

Miller Shaivitz 1984; Iscan et al. the fibula has been 

largely ignored (7). 

 

In an American study, complete fusion of distal end 

of fibula occurred as early as 12 years in females and 

completed by 16 years, and as early as 14 years in 

females and completed in 19 years (8). This fusion 

can also be observed by ultrasonography as this 

process is radiation free and by this method, 

complete fusion was observed by 18 years (9). 

 

To narrow the wide age range union of the epiphysis 

of bones in the present study is done with the help 

of fusion of epiphysis in the distal end of the fibula. 

Age of each individual studied was confirmed from 
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the birth certificate, service record, driving license, 

passport, ration card or voter’s card etc. 

 

Material and Methods 

In the present study, 100 cases were studied 

including male and female differently. The cases 

studied were between the age group of 16-25 years 

that were exposed to x-ray at Rajindra Hospital 

Patiala. Male and female individuals were studied 

with age interval of two years and ten cases from 

each age interval were taken. The cases were 

studied with the help of X-ray Ankle joint- 

anteroposterior view for the distal end of the fibula. 

Status of epiphyseal union was divided into following 

four stages: 

 

Stage Grade Appearance and fusion 

I A Centre not appeared 

II + Centre appeared but no union 

III ++ Union started but incomplete 

IV +++ Complete union 

 

 

Method for X- Ray examination 

The study has been carried out by Roentgenographic 

technique.  

The technique included standardization of - 

1. Time of exposure, 2. Positioning of the part, 

3.Distance of film from X- Ray tube and    

4. Processing and time of developing the films. 

The positioning of the epiphysis during X- ray 

examination- Clark’s radiographic technique has 

been followed in this investigation.  

AP view for Ankle joint -Positioning of Patient and 

Film 

The patient should be lying supine or seated with 

support and with a small sandbag under the knees to 

allow slight flexion for comfort. A non-opaque pad 

under the tendo-calcaneus serves to prevent 

discomfort due to the pressure of the heels on the 

couch. The ankle is supported in dorsiflexion and the 

limb rotated medially until the medial and lateral 

malleoli are equidistant from the film thus ensuring 

a clear joint space on the radiograph between tibia 

fibula and talus. A 90-degree angle block supported 

by sandbags is used to maintain the foot in position. 

The film size should be large enough to include the 

lower third of the leg. The foot is placed so that its 

plantar aspect is at level with the lower edge of the 

cassette. Direction and Centering of the X- ray Beam; 

Centre midway between the malleoli with the 

central ray at right angles to an imaginary line joining 

the malleoli. 

 

Results 

The incidence and extent of fusion of the distal end 

of the fibula in different age groups studied in the 

present investigation was as follows: 

 

Table 1: Extent of fusion in different age groups in males 

Extent of 

fusion 

Age Group  

16-17 years 

Age Group  

18-19 years 

Age Group  

20-21 years 

Age Group  

22-23 years 

Age Group  

24-25 years 

Cases %age Cases % age Cases % age Cases % age Cases % age 

Centre not 

appeared 
0 0 0 0 0 0 0 0 0 0 

Centre 

appeared but 

no union 

3 30 0 0 0 0 0 0 0 0 

Union started 

but 

incomplete 

2 20 0 0 0 0 0 0 0 0 

Complete 

union 
5 50 10 100 10 100 10 100 10 100 

 

The above table show in the age group 16—17 years, in three cases (30 %) center appeared but no union occurred,  

in 2 cases (20 %) c union started but incomplete & in five cases (50%) complete union occurred. 
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In the age group 18—19 years, 20—21 years, 22—23 years & 24-25 years, in ten cases (100 %) complete union 

occurred. 

 

Table 2: Extent of fusion in different age groups in females 

Extent of fusion 

Age Group  

16-17 years 

Age Group  

18-19 years 

Age Group  

20-21 years 

Age Group  

22-23 years 

Age Group  

24-25 years 

Cases %age Cases 
% 

age 
Cases 

% 

age 
Cases 

% 

age 
Cases % age 

Centre not 

appeared 
0 0 0 0 0 0 0 0 0 0 

Centre 

appeared but 

no union 

0 0 0 0 0 0 0 0 0 0 

Union started 

but incomplete 
0 0 0 0 0 0 1 10 0 0 

Complete 

union 
10 100 10 100 10 100 9 90 10 100 

 

Table no. 2 shows in the age group 16—17 years, 18—19 years, 20—21 years & 24-25 years, in ten cases (100 %) 

complete union occurred. 

 

In the age group 22—23 years, in one case (10 %) union started but incomplete & in nine cases (90%) complete 

union occurred. 

 

Discussion 

 

Table 3: Comparison of time of fusion findings (in years) shown by different authors 

Author Year Race Sex Earliest Union(years)  

   Male Female Mixed Male/Female 

Hepworth (10) 1929 Punjab (India) - - 17-18  

Pillay (11) 1936 Madrassies 

(Indian) 

- - 14-17 - 

Galstaun (12) 1937 Bengalis 

(Indians) 

14-16 13-15 - - 

Basu & Basu (13) 1938 Bengalis 

(Indians) 

- - 15  

Krogman (7) 1962 U.S.A. - - 15.6-16.6 - 

Parikh (14) 1990 Indian - - 16-18 - 

Krishan Vij (15) 2001 Indian - - 16-17 - 

Dr.S.Patond et al 

(16) 

2012 Indian  15-16 15-16   

Present 2004 Punjab (Indian ) 18-19 16-17 - M = 16 

F = 16 

 

 

Time of fusion of distal end of fibula: Findings are in 

confirmatory with Krishan Vij for females only. 

Findings are not in confirmatory with anyone for 

males.  

 

Age of earliest Union: Stevenson gave 17 years for 

the earliest union, which was not in confirmatory 
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with the present study.  

The Findings in the present study are closer to 

Hepworth (10) and Krogman (7). 

Hepworth (10) and Vij (15) used male and female 

individuals (mixed). 

 

 

Table 4: Age of incidence of complete union found to be as follows 

Age Group 

(Years) 

Total No. 

of cases 

examined 

For Males 

No. of  cases 

showing complete 

union                           %age 

For Females 

No. of cases 

showing complete 

union                               %age 

16-17 20 5 50 10 100 

18-19 20 10 100 10 100 

20-21 20 10 100 10 100 

22-23 20 10 100 9 90 

24-25 20 10 100 10 100 

 

Table no. 4 shows for males in 16-17 years age group five cases (50%) show complete union, in 18-19, 20-21, 22-23 

and in 24-25 years age group all ten cases (100%) show complete union. 

 

Conclusions  

Epiphysis of the distal end of fibula fused in the 

majority of cases at 18-19 years in males and 16-17 

years for females. Earliest union occurred at 16 years 

in both male and female. Findings are in 

confirmatory with Vij (15) for females only. 

Stevenson gave 17 years for the earliest union, 

which was not in confirmatory with the present 

study.  
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Abstract 

When treating a patient in an orthodontic clinic, 

significant ethical issues may arise unfolding to the best 

interests of the patient and decision making for them. 

The case of a patient with a cleft lip and palate whose 

parents failed to bring her in for medically indicated 

orthodontic care is offered. Ethical features of the case 

are discussed, including the need to benefit the patient, 

avoid harm, and respect the preferences of the parents. 

Ethical codes of the American Dental Association and 

American Medical Association are referenced. Ethical 

dilemmas include the variance between the 

orthodontist's commitment to the patient and the need 

to value the parental autonomy. Parental independence 

is respected up until the point at which significant harm 

to a patient may result. The orthodontist's primary 

ethical responsibility is to the patient and not to 

anybody else. The orthodontist providing medically 

indicated care should involve the craniofacial team or 

hospital social worker when parental decision making is 

in the query. 
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Introduction 

Most experienced ethical dentists are attuned to 

their own patient’s reasonable aesthetic desires and 

aspirations. Many have invested in further 

appropriate training and are more than capable, 

willing and able to help with improving patient’s 

dental appearance by using sensible, biologically 

sound, minimally destructive, ethical means if 

allowed to do so. solving aesthetic problems 

ethically requires very detailed individual discussions 

and careful evaluation of the various options 

available (including the ones that other disciplines or 

skills could possibly provide) coupled with 

appropriate training and skills before there can be 

any real hope of achieving appropriate solutions to 

those problems (1). The number of adolescents 

receiving orthodontic treatment worldwide has 

increased considerably, and as a consequence, 

different techniques and morphological treatment 

results have frequently been studied. Nonetheless, 

exceptionally few research projects have looked at 

patient satisfaction with treatment outcome and the 

factors contributing to satisfaction (2). Continued 

existence as a dental specialty requires orthodontics’ 

commitment to innovation and hinges on 

orthodontics’ ability to adapt to the evolving needs 

of the patients being cared for, to the aspirations of 

new entrants in the field and to the privations of 

veteran practitioners entrenched in practice (3).  The 

literature reports that 20% to 50% of all orthodontic 
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treatment is performed by general dentists with no 

certificate of specialization in orthodontics 

(3),(4),(5). While there is no legal basis for impeding 

general dentists from providing orthodontic 

treatment, society needs scientific parameters that 

allow the choice of oral healthcare professionals 

who are capable of providing the best care in terms 

of quality orthodontic treatment. Thus, knowledge 

of the experience of orthodontic communities in 

different countries can favor the proper political and 

administrative conduct of institutions involved in 

orthodontics as a science (4). Although there are 

ethical dimensions to all medical and dental care, 

orthodontic interventions were rarely been the 

subject of specific ethical inquiry. Orthodontists do 

encounter ethical dilemmas at many levels. Although 

orthodontist rarely deals with life or deathdecisions, 

important human values are at stake in the course of 

treatment. These include:Preventing pain, 

preserving and restoring oral function for normal 

speech and eating, andpreserving and restoring 

patient’s physical appearance and promoting a sense 

of control over and responsibility for his or her own 

health (5). Due to the complexities of the human 

body, dental surgeons (DDS) are increasingly 

specializing in different professional areas, as already 

happens in the field of medicine. Dental surgeons 

have come to understand and internalize the need to 
specialize in a given field, as performing too many 

different procedures leaves them subject to more 

frequent errors, facing disgruntled patients and 

occasional lawsuits. Another problem currently faced 

by DDS is the lack of professional ethics. Unhappy 

with their treatment, patients seek a different 

professional, who due to fierce and unfair 

competition, seeking more clients seeking only 

profits makes depreciative comments regarding their 

“colleague” Added to all of this, the improve access 

to information, as the result of globalization, led 
people to become more aware of their rights (6) . To 

improve the ethical decisions in a given circumstance 

evidence-based ethics should be preferred over 

subjective ethical decisions (7). 

 

Points to be considered to maintain orthodontics  a 

sustainable  dental  specialty  we  have  to  consider  

5  keys, namely: 

 

Key 1: Applied craniofacial biology must change to 

dentofacial enhancement  

Orthodontics must expand from applied craniofacial 

biology with questionable utility in a large 

proportion of cases to a socio-economic realm along 

with other enhancement services now performed 

and accepted by other health professionals such as 

plastic surgeons, dermatologists, and mental health 

professionals (8),(9). Orthodontists need to come to 

grips with the fact that we are performing quality of 

life enhancements and not really curing a disease. 

 

Key 2: Handicapping malocclusion must change to 

classification of dentofacial traits consistent with 

wellness 

A century after the introduction of Angle’s concept 

of ideal occlusion as the central tenet of 

orthodontics and the benchmark for assessing a 

patient’s orthodontic need, there is significant 

evidence in the literature challenging the validity of 

this hypothesis (10).The National Institute for Dental 

Research and the National Research Council of the 

National Academy of Sciences organized three 

independent panels to examine the research 

regarding the definition of malocclusion, variation in 

dental occlusion and handicapping orthodontic 

conditions(11),(12),(13).
 

 

Orthodontic conditions are a continuum of normal 

biological variation to developmental anomalies and 

by defining orthodontics as the specialized branch of 

dentistry concerned with variations in dentofacial 

traits, which may affect an individual’s overall well-

being, occlusion no longer becomes the sine qua non 

of the specialty (14).
 

 

Key 3: Duration of orthodontic residency must 

change from 3 years to 2 years 

There is no scientific data to suggest that 

orthodontic residency programs greater than 24 

months duration produce more capable graduates 

(15). As well, based on the number of unpublished 

versus published master’s thesis in the orthodontic 

literature, the specialty should seriously consider the 

significance of this exercise in orthodontic training 

programs (16). 

 

Key 4: Encouraging debt must change to requiring 

fiscal responsibility 

It is completely irresponsible and unethical for our 

specialty to encourage students to incur 

handicapping levels of debt en route to becoming 

orthodontists (17),(18). 
 

Key 5: Funding consumer marketing must change to 

endowing scholarships 

General dentists and pediatric dentists are not the 

enemies. The Commission on Dental Accreditation 

requires teaching orthodontics didactically and 



 

 

Int J Eth Trauma Victimology 2016; 2(2):20. 

 

clinically in both the undergraduate dental 

curriculum and post-doctoral pediatric dental 

residency training program. Many non-orthodontists 

perform valuable orthodontic services to patients 

and to portray them to the public as ‘‘under’’ 

educated does not redound to our best interests as 

an ethical and respected dental specialty (19),(20).
 

 

Conclusion 

 Orthodontists need to come to grips with the 

actuality that we are performing quality of life 

enhancements and not really curing a disease and 

awareness of the experience of orthodontic 

communities in different countries can support the 

proper political and administrative conduct of 

institutions concerned in orthodontics as a 

science.Times change and the specialty of 

orthodontics is facing different challenges than it 

was 25 years ago. Perchance it is time to look at this 

predicament once again. Take a good, hard look. 

What is the ethical instance we are trying to set? Can 

we afford NOT to take a position? There is a way to 

make the treatment process convenient and just. 
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Abstract 

We all have seen/ experienced incidences of corporal 

punishment, but most of us don’t see them as 

something strange/ to question, and yet it makes us 

feel uncomfortable. In other words; corporal 

punishment is just one of the wrong ways to discipline a 

child. In our society, it is a trend that children in school 

as well as at home are physically punished if they do 

not conform to the set social behavior. The punishment 

varies from physical abuse to psychological abuse. A 

child responds differently to the menace of corporal 

punishment and the uncontrolled anger of the parent/ 

teacher, may result in injuries or even death of the 

child. 

 

Children respect and admire adults whether parents/ 

teachers but these punishments may lead to anger and 

frustration which diminish the intimacy which the child 

has towards them and to cope up with the persistent 

abuse, the child indulges in self-destructive activities 

like alcohol abuse etc and even suicidal attempts. 

Chronic abuse of the child leads to abreachof the trust 

between the child and the parent/ teacher causing 

effects beyond physical/ mental trauma, there is 

anerosion of the self-esteem, fear of closeness and ill-

conceived attempts to avoid unpleasant reminders of 

child abuse. The use of corporal punishment is strongly 

rooted in our society and is passed on through 

generations. However, this doesn’t mean that corporal 

punishment is justified. So, putting an end to corporal 

punishment is our ethical duty. 
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Introduction 

Corporal punishment is defined 

as “Any punishment in which physical force is used 

and intended to cause some degree of pain or 

discomfort, however, light” by the UN Committee on 

the Rights of the Child(1).  

 

Corporal punishment to many people means “the 

use of physical pain, but not wounds, as a means of 

discipline” (2), or in other words; corporal 

punishment is just one of the wrong ways to 

discipline a child. Most of us don’t see these 

punishments as something strange, something to be 

questioned, and yet it does make us feel 

uncomfortable. 

 

We justify that Corporal punishment may be 

distinguished from physical abuse via two factors; 

Intensity of violence and Intention of the 

individual(2). But does that mean if a person slaps or 
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hits you with good intentions then you won’t feel 

the pain or feel bad about it? 

 

We all have seen/ experienced incidences of 

corporal punishment because its use is strongly 

rooted in our society and is passed on through 

generations. However, this doesn’t mean corporal 

punishment is justified. 

 

Why punish child 

Child discipline is very important – without it, society 

would have many problems. So, in order to discipline 

children, we use corporal punishment. However, 

there are several reasons which come into light as to 

why to use corporal punishment; few of them may 

be; 

• ‘Spare the rod and spoil the child’, ‘Children 

need to be molded’ ‘Children Are Empty 

Vessels’; this is the kind of thinking which 

still persist in our society. We think it is 

appropriate to child education and also it 

will give achild a bright future. But it is on a 

contrary the other way round(2). 

• The person lacks sufficient resource to 

tackle a situation/ don’t have strategies for 

achieving what they want to achieve. So it is 

that frustration which the child has to pay 

in the name of education/ discipline(3). 

• People are not skilled at interpreting the 

social situations, so out of confusion and 

irritation, they indulge in corporal 

punishment(3). 

• Some can’t control their emotions and as a 

consequence children become their victims 

of their anger/ rage/ even frustration(4). 

• To some, it is pleasure as it relieves 

them(2). 

 

Effects of corporal punishment 

In our society, there are a set of social rules/ 

behavior which a child has to abide and if he/ she do 

not conform to the set social behavior, he/she is 

subjected to punishment. The punishment may vary 

from physical abuse to psychological abuse 

depending upon the adult.  

 

As we all know every child is different so, every child 

responds differently to the menace of corporal 

punishment. It has also been seen that the 

uncontrolled anger of the adult, may result in 

injuries or even death of the child(4). 

Effects of corporal punishment on children(5):  

• It lowers the self-esteem of the child. 

• It teaches them to be victims in future as 

well. 

• It interferes with the learning process, 

intellectual, sensory and emotional 

development. 

• It hampers the capacity to understand the 

relationship between behavior and its 

consequences. 

• It promotes anegative view. 

• It creates abarrier between child and adults, 

be it teach/ parent(6). 

• It stimulates anger and desire to run away 

from home/ school. 

• It teaches achild that violence is an 

accepted and the best way to tackle a 

problem. 

• Such children experience difficulties with 

social integration. 

• It teaches achild to comply with rules/ to 

infringe them. 

• As is evident, many children suffer from 

accidental physical injuries. 

Effects of corporal punishment on adults(2):  

• It produces a feeling of anxiety and guilt. 

• The use of corporal punishment increases 

the probability that parents will show 

aggressive behavior in the future with 

growing frequency and intensity and also in 

other contexts (4).  

• Inhibits communication and damages the 

relationship between parents/ teachers and 

their children (5).  

Children respect and admire adults whether 

parents/ teachers but these punishments may lead 

to anger and frustration which diminish the intimacy 

which the child has towards them and to cope up 

with the persistent abuse, the child indulges in self-

destructive activities like alcohol abuse etc and even 

suicidal attempts (6),(7). 

 

Chronic abuse of the child leads to abreachof the 

trust between the child and the parent/ teacher 

causing effects beyond physical/ mental trauma, 



 

 

Int J Eth Trauma Victimology 2016; 2(2):23. 

 

there is anerosion of the self-esteem, fear of 

closeness and ill-conceived attempts to avoid 

unpleasant reminders of child abuse(5). 

 

News/ articles/facts 

UNICEF statistics collected in 62 countries between 

2005 and 2013 found that on average about four in 

five children aged 2-14 had experienced violent 

“discipline" (physical punishment and/or 

psychological aggression) at home.On average, 17% 

of children experienced severe physical punishment 

(being hit on the head, face or ears or hit hard and 

repeatedly) at home(8). 

 

”A girl child who tried to commit suicide by jumping 

into a river as she couldn’t tolerate the 

punishment(9).”
 

 

“Even parents asked teachers to be stern with them 

and put them into discipline by way of slapping 

children if they did not behave properly or do their 

work(10).” 

 

“According to the Raghavancommittee,corporal 

punishment in schools was a contributory factor in 

thedevelopment of bullying tactics and ragging 

tendencies in students as per the observation of the 

supreme court of India(11).” 

 

”In Medhanpalli village of Ranga Reddy district of 

Andhra Pradesh state in India, one teacher named 

Rose Merry poured molten wax from burning candle 

over groin region of a girl student of UKG and 

burned her skin. The teacher wanted the child to 

confess that she had stolen themoney of a fellow 

student. A case was registered against the 

teacher(12).”  

 

“11year old girl of MCD School was punished for not 

doing the homework, was asked to stand in sun for 

>1hr (13). ”  

 

As is evidenced by the ‘voices’ profiled above 

corporal punishment does not mean physical 

violence on the child, but also verbal insults, 

humiliation, and loss of self-esteem. Self-perception 

of children gets altered if not wholly destroyed even 

before it emerges by such inhuman acts on tender 

minds. 

 

Rights That Are Affected By Corporal Punishment(5): 

• Right not to be subjected to torture or 

cruel, inhuman or degrading treatment or 

punishment 

• Right to be protected from violence and 

abuse 

• Right to development, including the right to 

the highest attainable standard of physical 

and mental health 

• Right to dignity and bodily integrity. 

 

How to prevent & control 

Corporal punishment is exacerbated through social 

acceptance; as themajority of us believe smacking to 

be indispensable sometimes.For this reason, a 

nationwide social awareness campaign against 

corporal punish should be initiated, with objectives 

as follows(2),(14): 

• Raising public awareness; about 

consequences. 

• Encouraging positive and non-violent 

methods of child education and care in 

families and schools. 

• Informing children about their rights. 

It involves actions in schools, universities, different 

childhood associations and the media, and to 

provide training in different autonomous 

communities between parents and professionals 

involved in child care. 

 

We should organize public debates, conferences and 

seminars on the Rights of the Child to make them 

aware (15). 

 

Alternatives to corporal punishment are the best 

solution. The Legal Assistance Centre has also 

produced a movie on alternatives to corporal 

punishment “A Betta Way” which shows many other 

ways that children can be punished.(5) Here are four 

examples (15): 

1. Explain the problem. 

2. Make children take responsibility for their 

actions. 
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3. “Timeout”: Sometimes children become 

overexcited and this can lead to bad 

behavior. It can be effective to take the 

child out of the room to calm down, sit 

quietly and think about what he or she has 

done wrong. 

4. Take away privileges. 

National commission for protection of child rights 

(NCPCR) has included slapping, beating with a scale, 

pinching, locking student alone in the room, making 

student sit like a chair or kneeling down and making 

a child run in the school as corporal punishment so 

as to give a direction to the teachers to forbid them 

from these practices. They have issued a set of 

guidelines on corporal punishment(16). 

 

Parents should be particularly careful about the 

incidences inschool and should promote 

communication with their children to detect and 

avoid cases of corporal punishment and should not 

hesitate to reportcases of corporal punishment in 

schools to the school authorities so that repetition 

does not occur (17).   

 

There is a growing appreciation for addressing the 

issue of corporal punishment as an act of 

violence(18). High Courts of Delhi (19), Chandigarh 

(20) as well as various other states, have banned 

corporal punishment for school children. There are 

many provisions through which the State can 

intervene on banning corporal punishment (16): 

• The Juvenile Justice (Care and Protection) 

Act, 2006 

• The Juvenile Justice (Care and Protection of 

Children) Rules, 2007 

• The National Policy on Education (1986) 

• The National Charter for Children (2003) 

• National Plan of Action for Children 2005 

(NPA) 

• United Nations Convention on Rights of the 

Child, 1989 (India acceded to this 

convention in 1992) 

• Constitution of India: Article 3, 19, 21, 28, 

37, 39, 40, 42 

 

Conclusion 

Corporal punishment is just one of the wrong ways 

to discipline a child leading to erosion of the self-

esteem, fear of closeness and ill-conceived attempts 

to avoid unpleasant reminders of child abuse.As 

theuse of corporal punishment is strongly rooted in 

our society and is passed on through generations, 

this doesn’t mean that corporal punishment is 

justified. So, putting an end to corporal punishment 

is our ethical duty. 

 

There are rules and judgments by the courts which 

admonish corporal punishment but still the corporal 

punishment is being practiced in various parts of the 

country; reason being the lack of awareness about 

the laws and fallouts of corporal punishment on the 

future life of children. 

 

Child discipline is very important so, alternatives to 

corporal punishment should be chosen to educate/ 

discipline them. 

“Your hands should nurture not punish them.” 

 

References 
1.  United Nations Committee on the Rights of the 

Child, U.N. Doc. CRC/C/GC/8. 2 March 2007, 

Editor, 42nd Sess., U.N.Doc. CRC/C/GC/8. General 

comment No. 8 (2006): The right of the child to 

protection from corporal punishment and/ cruel 

or degrading forms of punishment (articles 1, 

28(2), and 37, inter alia. 2007.  

2.  Educate, Don’t punish: Awareness campaign 

against corporal punishment of children in 

families. First session. Save the Children. UNICEF, 

CEAPA, CONCAPA; 1999 Oct.  

3.  Lansford JE, Deater-Deckard K, Bornstein MH, 

Putnick DL, Bradley RH. Attitudes justifying 

domestic violence predict endorsement of 

corporal punishment and physical and 

psychological aggression towards children: A 

study in 25 low-and middle-income countries. J 

Pediatr. 2014;164(5):1208–13.  

4.  Taylor CA, Lee SJ, Guterman NB, Rice JC. Use of 

spanking for 3-year-old children and associated 

intimate partner aggression or violence. 

Pediatrics. 2010;peds – 2010.  

5.  Basic facts about corporal punishment. Fact sheet 

Gender Research & Advocacy Project. Legal 

Assistance Center, Windhoek, Namibi;  

6.  Corporal punishment to children: review of 

research on its impact and association, working 

paper. London: Global initiative to end all corporal 

punishment of children.; 2015.  

7.  Oliver M. Spanking: Questions & Answers about 

disciplinary violence. 2005;  

8.  Unicef, others. Hidden in plain sight: A statistical 

analysis of violence against children. 2014 [cited 

2016 Dec 17]; Available from: 

http://www.chimat.org.uk/resource/item.aspx?RI

D=212165 

9.  Amar Ujala 5(122). 2007;1.  



 

 

Int J Eth Trauma Victimology 2016; 2(2):25. 

 

10.  Singh R. Disciplining the child. The Tribune 

127(224). late city ed. 2007;14.  

11.  File criminal cases in ragging incidents: SC,. The 

Tribune 127(135). late city ed. 2007;1.  

12.  Press Trust of India. Be-rahamshikshaknegarm 

mom semassomchhatarkijanghjalai. Dainik Jagran 

2(45). 2009;8.  

13.  HT Correspondent. School girl sent to stand in 

sun, critical. Hindustan Times. 2009;1.  

14.  Jean D, Lormand D, Waxweiler R. Developing 

policies to prevent injuries and violence: 

guidelines for policy-makers and planners. World 

Health Organization; 2006.  

15.  Gorea A, Gorea L, Gorea RK, Arora A. Holistic 

approach to prevent injuries and corporal 

punishments in schools. Egypt J Forensic Sci. 

2011;1(1):25–9.  

16.  Protection of Children against Corporal 

Punishment In Schools and Institutions. National 

Commission for the Protection of  child rights; 

2008.  

17.  Gorea RK. Corporal punishment in schools: Global 

status and remedial measures. Int J Ethics Trauma 

Vict. 2015;1(2):6–8.  

18.  Indiana corporal punishment in public schools 

laws [Internet]. Available from: FindLaw.htm 

19.  Parents forum for meaningful education and 

another vs. Union of India and another. 1998.  

20.  The Tribune 120(33). City ed. 2000;1.  

 

 

  



 

 

Int J Eth Trauma Victimology 2016; 2(2):26. 

 

 

Rupture of mature cystic teratoma induced by a car accident 

 

Dr. A. Morgan, MD, PhD. Department of Trauma, St. George Hospital, Sydney, Australia. 

 

Citation:Morgan A. Rupture of mature cystic teratoma induced by a car accident. Int J Eth Trauma Victimology 

2016; 2(2):26-29. doi: 10.18099/ijetv.v2i02.6858 

Article history 

Received: August 23, 2016 

Received in revised form: Nov 10, 2016 

Accepted: Nov 18, 2016 

Available online: Dec 28, 2016 

Abstract 

Benign cystic tumors can originate from the 

retroperitoneum and are known to develop in adult 

males and females asymptomatically. Radiological 

diagnosis of teratomas in the retroperitoneal region is 

difficult and often confused with myelolipoma or 

other lipomatous tumors. This case report describes 

the incidental finding of mature cystic teratoma of 

the retroperitoneal region, which ruptured post 

motor vehicle accident (MVA) in 31years, old female 

patient. The patient present to the emergency 

department 24 hours post-accident with symptoms 

and signs of peritoneal inflammation. As a result of 

the seat belt injury, the cystic teratoma of the left 

retroperitoneum had ruptured. Due to anatomical 

location, the cyst was only partially removed. This 

case report has raised multiple clinical dilemmas and 

is the first of its kind in trauma patient management 

of mature cystic teratoma. 

Corresponding author  

 

Dr. A. Morgan, Department of Trauma, St. George 

Hospital, Sydney, Australia 

 

Phone:++966582346622 

Email: anatoly90@hotmail.com 

 

Keywords: Cystic teratoma, traumatic rupture, abdominal trauma, seat belt injury, aseptic peritonitis, 

diagnostic laparoscopy. 

© IJETV. All rights reserved 
 

Introduction 

Benign cystic teratomas, as well as other germs cell 

tumors, can originate not only from gonads but also 

from the retroperitoneum and are known to develop 

in adult males and females asymptomatically. Only a 

few cases of teratomas in the vicinity of the 

retroperitoneal space have been reported around 

the world, especially in adults 

(1),(2),(3),(4),(5),(6),(7),(8). Teratoma is a germ-cell 

tumor, which contains well-differentiated tissues 

from embryonic layers. As a result of this, they are 

encountered commonly in the gonads. Our report 

describes a mature cystic teratoma in the 

retroperitoneal region in a patient, which was 

incidentally discovered post-MVA trauma. 

 

Case Report 

A 31 year old female presented to emergency 

department (ED) post MVA with a minor laceration 

to her left forehead. She was a rear-seat passenger 

when the car was T-boned by another vehicle 

traveling at speed of 70 km/hr. The other passengers 

remained unharmed. When she presented, her only 

medical history was a large ovarian cyst, which had 

been removed in her 20’s. She also suffered 

intermittently from upper abdominal pain since the 

age of 10, which was not investigated previously and 

did not take any regular medications. On initial 

examination she was hemodynamically stable, 

Glasgow coma scale (GCS) was 15 and the computer 

tomography (CT) scan of head and neck was normal. 

Focused assessment with sonography for trauma 

(FAST) scan was negative. Tertiary survey did not 

reveal any other injuries. Her forehead laceration 

was managed and the patient was discharged home.  

 

However, 12 hours later the patient represented 

with upper abdominal pain. Examination showed a 

body temperature of 38.3
0
C, heart rate (HR) of 94, 

her blood pressure (BP) was 115/67 and blood 

oxygen saturation of 100% on room air. The 

abdomen on examination was soft, distended and 

tender in the left upper quadrant. FAST scan 

revealed free intra-abdominal fluid.  
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Fig 1A:  Axial abdominal CT with contrast showing 

large retroperitoneal cysticlesion with area of 

calcification. 

 

 
 

Fig. 1B:  Representative coronial view showing 

retroperitoneal calcificationwith surrounding high 

density cystic content. 

 

Provisional diagnosis was made as seat belt bowel 

injury or splenic injury at that stage. CT scan of 

abdomen performed to confirm initial diagnosis 

showed a large mixed density mass 10 x 9 cm in 

retroperitoneum. The finding location was focused 

around left adrenal gland and characterized by fat 

density with calcified rim and central coarse 

calcification. It also demonstrated soft tissue 

stranding and free fluid in the abdominal cavity with 

no free intra-abdominal gas. The liver, spleen, and 

kidneys were of normal appearance with no 

evidence of injury. In conclusion, a diagnosis of 

myelolipoma with post-traumatic hemorrhage was 

suggested (Fig 1A and B).  

 

 
 

Fig. 2:   Laparoscopic view of the patient’s peritoneal 

cavity after ruptured cystic teratoma. 

 

 
 

 

Fig. 3: Intra-operative view of the ruptured 

retroperitoneal cyst. 

 

Clinically, the patient’s condition was deteriorating 

rapidly with developing symptoms and signs of 

sepsis. Her full blood count (FBC) included white 

cells count (WCC) of 14, hemoglobin (Hb) of 144, 

hematocrit (Ht) of 0.42 and lactate 2.1, which 

suggested acute inflammatory reaction rather than 

intra-abdominal bleeding. Based on this a decision 



 

 

Int J Eth Trauma Victimology 2016; 2(2):28. 

 

for the emergency surgical procedure was made and 

the patient was taken to the operating theater for 

diagnostic laparoscopy. The finding at laparoscopy 

revealed a large amount of pale, not purulent fluid 

with fatty inclusions (Fig.2). The procedure was 

converted to laparotomy with approximately 1.5 L of 

pus like odor free fluid aspirated. No injuries to the 

liver, spleen, small and large bowel including right 

retroperitoneal space were identified. The fluid 

source was the left side retroperitoneal cyst which 

was located between the stomach, spleen and left 

kidney (Fig.3). The cyst contained a large volume of 

yellow pale mucous and packed hair (Fig.4). The cyst 

was intimately attached to the splenic hilum, greater 

curvature of stomach anteriorly and upper renal 

pole. During removal of the cyst preservation of the 

spleen was not possible, as the splenic vessels were 

adherent to the cyst wall. Also, the cyst wall 

contained the entire left adrenal gland. It was 

necessary to perform a splenectomy and left 

adrenalectomy. About 80% of the cyst was removed 

as the remainder of the wall was intimately adjacent 

to the left renal vein. The abdominal cavity was 

flushed with antiseptic solution and normal saline 

following by placement of a large Blake drain. The 

patient recovery was unremarkable and she was 

discharged 10 days post operation.  

 

 
 

Fig. 4: Content of the ruptured cystic teratoma with 

hair and adipose material. 

 

The sample of the cyst with adjacent structures was 

sent for histopathology analysis, which showed a 

mature cystic teratoma lined by skin with adnexal 

elements (fat and hair) including minor salivary gland 

tissue. The capsule of the cyst showed extensive 

fibrous tissue with dystrophic calcification. A portion 

of the adrenal gland was also intimately associated 

with the cyst capsule. There were no immature 

elements and no evidence of malignancy. 

Discussion 

Our experience with the mature cystic teratoma was 

due to a female patient presented post-MVA, 

causing rupture of the cyst as consequence of seat 

belt injury from the impact. 

 

The anatomical location of the teratoma was in the 

left retroperitoneal region involving left adrenal 

gland, which has a very rare presentation.  What 

makes this case also unique is that the patient was 

presenting to the hospital emergency with 

symptoms of peritonism similar to delayed 

presentation of a ruptured viscus or intra-abdominal 

bleeding. It was unexpected to find a large cystic 

teratoma in view of not conclusive preoperative 

radiological findings. 

 

During the management of this case, surgeons faced 

several issues. Firstly, difficult to distinguish 

teratoma from other lipomatous tumors of 

retroperitoneal space, such as myelolipoma or 

angiolipoma (2),(9),(10) by radiological findings and 

diagnosis of bleeding myelolipoma suggested by CT 

scan was misleading. Secondly, the anatomical 

location of the cyst with intimately adjusted wall to 

the major blood vessels and vital organs. Thus, 

presenting a surgical technical challenge to remove 

the cyst without complications, keeping in mind the 

possibility of the malignancy.   There are very few 

published cases of retroperitoneal teratoma in the 

English literature and all have demonstrated 

difficulties in the radiological diagnosis of the 

condition and management.  

 

Also, the management issue, in this case, was that 

cystic teratoma has a potential risk of malignancy. 

Our patient had a “benign” grade 0 teratoma, 

however, malignant endodermal sinus tumor has 

been reported previously (11),(12). This patient had 

incomplete removal of her cyst due to anatomy 

related technical difficulties, which leads to our 

tertiary issue of long-termfollow-up (13),(14). It has 

been reported, that risk factors for malignant 

transformation of mature cystic teratoma may 

include older age with postmenopausal status, large 

tumor mass and elevated CA-125 level (15). 

Adequate follow-up requires close observation, 

involving repeated physical examination, scanning 

(ultrasound, MRI, or CT), and measurement of AFP, 

βhCG, and CA-125. We decided the best course of 

action in this instance was to work in conjunction 

with the oncology team. 

 



 

 

Int J Eth Trauma Victimology 2016; 2(2):29. 

 

Conclusion 

This case report describes a rather unusual 

presentation of post-traumatic aseptic peritonitis 

caused by the rupture of large cystic teratoma which 

was initially misleading for clinicians, simulating 

intra-abdominal bleeding or traumatic perforated 

viscus. The absence of shock features with negative 

FAST was urging to perform diagnostic laparoscopy, 

which confirmed the present of the free fluid of 

cystic nature. Although this case is rare, it highlights 

the importance for surgeons to be aware of possible 

scenarios and enhancing the role of diagnostic 

laparoscopy for pathology clarification and surgical 

decision making. We believe this case report is the 

first to raise the issue of management of incomplete 

removal of the mature cystic teratoma and will 

contribute to detection and management of future 

cases. Another point of note is that the mature cystic 

teratoma should be considered as a differential 

diagnosis of adrenal lipomatous tumors, not only in 

children but also in adults. 
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Abstract 

As custodians of children’s hopes and aspirations, we 

must accept the responsibility for creating an 

environment that will help children thrive. Child 

abuse is a major public health problem all over the 

world. It can be in the form of physical, sexual, 

emotional or just neglect in providing for the child’s 

needs. These factors can leave the child with serious, 

long-lasting psychological damage. Violence against 

children, including corporal punishment, is a violation 

of the rights of the child. It conflicts with the child’s 

human dignity and the right of the child to physical 

integrity.As most of the abuse injuries occur in the 

head and neck, dentists can easily diagnose them and 

as health care professionals, it is our duty to detect 

such abuses at an early stage to prevent further harm 

to the child and counseling of the abusive caretaker. 

The management of child abuse can be complicated, 

and often require a multidisciplinary approach, 

encompass professionals who will identify the cause 

of the abuse or neglect, treatment of the immediate 

problems and referral of the child to the relevant 

child protection authority for action. The involvement 

of dentists in child protection teams would be 

beneficial in two ways, dentists would become aware 

of their role and would assist in the training of 

physicians and other professionals. 
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Introduction 

Human beings are one of the beautiful creatures of 

God and above all understanding, a child is the most 

important thing one should learn. It is very helpful in 

becoming effective in guiding and nurturing the child 

as they grow and mature. One need to bear in mind 

that the child has a unique personality trait that 

remains constant throughout his life (1).So, one 

should not hurt a child. Corporal punishment is 

forced pain intended to change a person‘s behavior 

or to punish them which may cause physical and 

mental injuries. Discipline is the training that 

corrects molds or perfects the mental facilities or 

moral character. Abuse means the improper or 

excessive use or treatment, mostly physical 

maltreatment (2). 
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Forms of child maltreatment 

Child maltreatment may occur either within or 

outside the family. The proportion of interfamilial to 

extrafamilial cases varies with the type of abuse as 

well as the gender and age of the child. Each of the 

following conditions may exist as separate or 

concurrent diagnoses (3). 

 

Physical abuse: It is most common inflicted by 

caregiver or family member. The most common 

manifestations include bruises, burns, fractures, 

head trauma, and abdominal injuries (4). 

 

Sexual abuse: Sexual abuse is defined as the 

engaging of dependent, developmentally immature 

children in sexual activities that they do not fully 

comprehend and to which they cannot give consent 

or activities that violate the laws and taboos of a 

society. It includes all forms of incest, sexual assault 

or rape, and pedophilia (5). 

 

Emotional abuse: Emotional or psychological abuse 

has been defined as the rejection, ignoring, 

criticizing, isolation, or terrorizing of children, all of 

which have the effect of eroding their self-esteem. 

The most common form is verbal abuse or 

denigration (6). 

 

Physical neglect: It is the failure to provide the 

necessary food, clothing, and shelter and a safe 

environment in which children can grow and develop 

(5). 

 

Emotional neglect: It is the absence of normal 

parent–child attachment and a subsequent inability 

to recognize and respond to an infant‘s or child‘s 

needs. A common manifestation of emotional 

neglect in infancy is a nutritional (nonorganic) failure 

to thrive. 

 

Medical care neglect: It is failure to provide the 

needed treatment to infants or children with life-

threatening illness or other serious or chronic 

medical conditions (6).
 

 

Munchausen syndrome by Proxy: It is a relatively 

unusual disorder in which a caregiver, usually the 

mother, either stimulates or creates the symptoms 

or signs of illness in a child (7). 

 

Corporal punishment may lead to lowered self-

esteem in children, teaches them to be victims 

throughout their lives, interferes in the learning 

process, they feel lonely and abandoned, develops a 

negative attitude in them, stimulates anger and may 

even cause accidental physical injuries in the 

children (8).
 

 

Detection of child abuse in the Dental Office 

Parents must pay attention to what is happening in 

schools and should maintain a good communication 

with children for early detection of corporal 

punishment (9).When a child presents for 

examination, particularly if there is an injury 

involved, the history may alert the dental team to 

the possibility of child abuse. Indeed, the history 

may be the single most important source of 

information (10). 

 

General Physical findings: The child’s nutritional 

status is poor and the growth is found subnormal. 

There are many of the extra oral injuries seen 

including bruises or abrasions, cigarette burns or 

friction burns and bite marks, bald patches, injuries 

to extremities or around the mouth (3).
 

 

Findings on Dental examination: Examination of 

dental injuries includes thorough visual observation, 

radiographic studies, manipulation of the jaws, pulp 

vitality tests, and percussion.Both oral and facial 

injuries of child abuse may occur alone or in 

conjunction with injuries to other parts of the body. 

The oral lesions associated with child abuse are 

usually bruises, lacerations, abrasions, or fractures. 

The scars, particularly on the lips, are evidence of 

previous trauma and should alert the investigator to 

the possibility of child abuse. Tears of the frenula, 

particularly the labial frenulum, are frequently seen 

in child abuse cases. These injuries may result from 

blunt force trauma. Blunt force trauma to the lower 

face may also cause the mucosal lining of the inner 

surface of the lip to be torn away from the 

gingiva(11). Severe trauma to the lower face may 

loosen teeth, completely displace them from their 

alveolar sockets, and/or cause dental fractures (12). 

It is not uncommon to find contusions, lacerations, 

burns, or scars on the lips of abused children. Bruises 

to the lip may result from forced feeding. Burns on 

the lip, as well as burns on the face or tongue, may 

be signs of physical punishment (11).The tongue of 

an abused child may exhibit abnormal anatomy or 

function due to scarring. Trauma to the mouth may 

also cause ulceration of the palate or uvula(13). 

Fractures of the maxilla, mandible, and other cranial 

bones may be found in cases of child abuse. If the 

radiologic study shows signs of old as well as new 
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fractures, a pattern of repeated trauma has been 

found and needs to be investigated with reference 

to possible child abuse. A child with rampant, 

untreated dental decay and poor oral hygiene are 

suffering from significant neglect. The consequences 

may be apain, infection, and a threat to the child‘s 

general health and well-being (3). Blain reports that 

a preliminary study supports the high correlation 

between dental neglect and CAN (child abuse and 

neglect) (14). 

 

Case Report 

A five-year-old male patient came to the department 

of Oral Medicine and Radiology, 

TeerthankerMahaveer Dental College and Research 

Center with a chief complaint of pain on upper right 

back tooth region since 4-5 months. On taking a 

detailed history, it was revealed that the child’s 

teacher had a habit of pinching his gingiva in that 

region. He does this whenever he feels lonely and 

abandoned and no one loves or cares for him at 

home. When the mother was asked a series of 

questions, it was noted that she belongs to a very 

poor family and is unable to take proper care of her 

children. She has to go out and work and earn the 

daily income to run the family with six kids. On 

clinical examination, there was a denuded area seen 

on the gingival surface in relation to 54, 55 region. 

The parent was informed about the situation and 

was educated to take proper care of the health and 

needs of her child. 

 

 
 

Fig. 1: Face of the victim child 

 
 

Fig. 2: Gingiva showing denuded area 

 

Discussion 

Becker et al found that in their series of facial 

injuries in abused children, 66% of the injuries were 

contusions and ecchymosis, 28% were abrasions and 

lacerations, 3% burned, 2% were fractured and 1% 

bit (15).Kessler and Hyden pointed out that after the 

injury occurs, the area is usually tender and swollen, 

but the bruise may not be visible as contusion or 

ecchymosis for 24 to 72 hours. A reddish blue or 

purple color may be visible immediately or within 

the first 5 days. This initial color may change to 

green in 5 to 7 days, then to yellow in 7 to 10 days, 

then to brown in 10 to 14+ days, before clearing in 2-

4 weeks (10).The present is a case of self-inflicted 

injury to the gingiva by a five-year-old child due to 

the lack of emotional support. Rajiv Subbaiah et al 

reported a case series of self-inflicted injuries of 

gingiva including fingernail trauma, acid burn, 

toothbrush irritation, chemical burn, toothbrush 

abrasion in different children (16).Arfin et al 

reported a case of self-inflicted palatal soft tissue 

injury in a 7-year-old child because of negligence and 

ill-treatment in school (17).
 

 

Conclusion  

The child needs emotional and supportive care, the 

lack of which may ruin his life. So everyone, 

especially the parents of the child must take proper 

care of their children and give them support. They 

should educate them, not harm them. 
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Abstract 

Occipitalization of the atlas or atlanto-occipital fusion 

is one of the osseous anomalies of the craniovertebral 

junction. This fusion may be partial or complete and 

can be due to failure in segmentation and separation 

of the most caudal occipital sclerotome and the first 

cervical sclerotome.We present a case report of 

complete occipitalization of the atlas which was 

observed during undergraduate teaching at Luxmi Bai 

Dental College, Patiala. Such an anomaly is of interest 

to anatomists, physicians, radiologists &neurologists 

as it can cause a variety of neurological symptoms. 

Occipitalization can cause sudden death and an 

antemortem record of such an anomaly can help in 

identification of the deceased. Hence, occipitalization 

can be of interest to the forensic investigators in 

establishing the identity of the deceased.  
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Introduction 

Occipitalization or fusion of atlas with occipital bone 

is a rare congenital malformation at the 

craniovertebral junction known as occipitocervical 

synostosis, occipitalization of the atlas, or atlanto-

occipital fusion(1). During the fourth week of 

intrauterine life, the atlas partially or totally fuses 

with the occipital bone due to failure in 

segmentation and separation of the most caudal 

occipital sclerotome and the first cervical 

sclerotome(2). Such patients usually develop 

neurological symptoms after thesecond decade of 

life(3). Occipitalization of atlas may be partial or 

complete(4). Tubbs(5) stated that occipitocervical 

synostosis is usuallycongenital, but in rare cases, it 

may be a result of osteomyelitis, arthritis, syphilis or 

tuberculosis. Occipitalization of atlas can produce a 

wide range of neurological signs and symptoms 

varying from a transitory headache to full-blown 

neurological syndrome(6). This can even lead to 

sudden death(7). The knowledge of such an anomaly 

is important for anatomists, radiologists, 

orthopedists, neurosurgeons & forensic experts.   

 

Case Report 

During the osteology demonstration class for 

undergraduate students, a case of occipitalization of 

theatlas was observed (Fig 1). The skull of unknown 

origin and gender belonged to the archives of Luxmi 

Bai Dental College, Patiala. The following 

observations were made and the measurements 

were taken with Verniercalipers: 

• The anterior arch was completely fused 

with the occipital bone, near the margins of 

theforamen magnum (Fig 2). 

• The posterior arch was almost completely 

fused with the occipital bone, near the 

margins of theforamen magnum, leaving a 

small gap at the level of posterior tubercle 

of theatlas (Fig 3). This gap measured 

8.5mm transversely & 4.5mm vertically. 
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• The lateral masses were fused with the 

occipital condyles completely. 

• The transverse processes were fused to the 

occipital bone.  

• The foramen transversarium were normal. 

The anteroposterior& transverse diameters 

of the right foramen transversarium were 

6.45mmx6.68mm.  The anteroposterior& 

transverse diameters of the left foramen 

transversarium were 6.45mmx6.64mm.   

• The foramen magnum appeared normal. 

The dimensions of the foramen magnum 

were 30mm transversely and 32 mm 

anteroposterior. 

Discussion 

The bony anomalies at craniocervical junction have 

been studied previously by various authors(8), (9), 

(10),(11).Occipitalization of theatlas is a congenital 

synostosis of the atlas to the occiput, which is a 

result of thefailure of segmentation and separation 

of the most caudal occipital sclerotome and the first 

cervical sclerotome during the first few weeks of 

fetal life(12). There may be varying degrees of bony 

fusion between atlas and occiput; partial or 

complete(13). The complete fusion of the atlas is 

more common than the incomplete(14). In the 

present study, one skull was observed with complete 

occipitalization. Similar findings were observed in 

two skulls by Saini(15)and in three skulls by 

Walia(16). 

 

Foramen magnum normally measures about 30mm 

transversely and 35mm 

anteroposteriorly(17).Atlantooccipital fusion can 

reduce the foramen magnum dimension leading to 

neurological complications due to compression of 

thespinal cord, vertebral arteries, and first cervical 

nerve(18),(19),(20),(21). In the present study, 

dimensions the of the foramen magnum were 30mm 

transversely and 32 mm anteroposteriorly. In a study 

by Soni(22), the same diameters were reduced to 

25mm x 19mm due to the fusion. In another study 

by Skrzat  (23), the circumference of the foramen 

magnum was also diminished due to thefusion of 

atlas to the occipital bone. 

 

According to some studies(24),(25),(26), atlantoaxial 

dislocation occurs in about 60% of patients with the 

anomaly of occipitalization of theatlas and can  

 

 
Fig. 1: Fusion of atlas & occipital bone. 

 

 
Fig. 2: Anterior arch of Atlas fused completely with 

occipital bone. 
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Fig. 3: Posterior arch of Atlas fused almost 

completely with occipital bone, leaving a small gap at 

the level of posterior tubercle of the atlas. 

 

 

neurological symptoms. The neurological symptoms 

vary from a transitory headache to full-blown 

neurological syndrome. Skeletal abnormalities at the 

craniocervical junction may result in sudden 

death(7),(16),(27),(28),(29).  

 

The skeleton which is the most durable part of the 

body(30), furnishes information to the Forensic 

investigators who are primarily concerned with 

personal identification. Examination of the skeletal 

remains in comparison with the antemortem details 

like dental charts, medical records and x-rays of the 

suspected victim provide important means of 

comparative identification(31),(32),(33). 

 

Conclusion 

From the present study, we can conclude that 

occipitalization of the atlas is an anomaly where the 

atlas is fused with the occipital bone. Such a fusion 

can lead to narrowing of the foramen magnum. 

These anomalies are also more likely to have cause 

atlantoaxial dislocations. These conditions can cause 

neurological symptoms ranging from a headache to 

full-blown neurological syndrome to sudden death. 

The neurological complications can occur due to 

compression of thespinal cord, vertebral arteries, 

and first cervical nerve. The antemortem records of 

such an anomaly can help in the identification of the 

deceased. This study is therefore of interest to 

anatomists, radiologists, neurologists, orthopedists 

& forensic investigators. 
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Abstract 

Bullet embolism is a relatively uncommon complication 

of gunshot injuries. Migration of bullets through bodily 

vessels presents unique clinical challenges and can lead 

to infection, thrombosis, ischemia, hemorrhage, and 

death. Potential lack of early symptoms leads to 

delayed or missed diagnosis and often-inadequate early 

management can potentially result in the loss of 

extremities or life. In this paper is presented an unusual 

case in which a stray bullet to the posterior aspect of 

the left side of the chest penetrated the thoracic cavity 

and traveled to the left femoral artery through the left 

ventricle, embolizing the vessel. The bullet was 

surgically removed from the left common femoral 

artery.  
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Introduction 

Celebratory gunfire (also called aerial firing or happy 

fire) is the shooting of a firearm into the air in 

celebration. Although practiced illegally, celebratory 

gunfire is culturally accepted in Lebanon and is fairly 

common, especially on New Year's Eve, during 

wedding ceremonies, national occasions, political 

events, and even at funerals.  

 

Aerial firing may result in random death and injury. 

People can be injured, sometimes fatally when 

bullets discharged into the air fall back down to the 

ground. In Beirut, from March 30, 2016, to May 25, 

2016, five people were the victims of stray bullets. 

One of the victims, a seven-year-old girl, received 

head injury and instantly passed away. The other 

four victims received a serious chest and abdominal 

injuries and were treated successfully. One of them, 

the subject of this report, received an aerial shot to 

the posterior aspect of the left chest, entering the 

left ventricle and finally found lodged in the left 

common femoral artery.      

 

Bullet embolism after aerial firing is a rare yet 

fascinating phenomenon. The over growing 

incidence of aerial firing in civilian urban settings has 

increased the possibility of encountering strange and 

undefined types of bullet injuries. This is particularly 

applicable because bullets fired into the air usually 

fall back with terminal velocities much lower than 

their muzzle velocity,which is when they leave the 

barrel of a firearm. When such bullets enter the 

body, most of their kinetic energy has been 

dissipated, so when they enter a bodily vessel with 

no kinetic energy, the flow of the bloodstream 

sweeps the bullet away along with the blood current 

to a different site, usually a branch of the vessel 

where it first entered, resulting in embolism. Most of 

these emboli are asymptomatic and cannot be 

accurately evaluated at the emergency ward. If the 

entry wound of a bullet does not match with clinical 

findings, remote imaging is often required, provided 

the patient remains hemodynamically stable (1). 

 

Case report  

An active healthy 24-year-old male was walking 

down the street and bent to pick up his keychain 

after accidently dropping them. Suddenly he felt a 

severe sting under his left scapula. The patient asked 

his friend to examine his shoulder and was told that 

“it looks like a bullet injury, there is some blood”. 

The patient was then admitted to a nearby hospital 
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and upon arrival, he was dyspneic, tachypneic, with 

PR=140/min, BP=120/70 mmHg, RR=28, saturation 

99% on a face mask, and a temperature of 37.2
o
C. 

The patient suffered from chest pain and was 

conscious, alert, and oriented to person, place, and 

time. 

 

The primary survey revealed clear airways, with 

bilateral decreased breathing sounds (left side). All 

peripheral pulses were palpable and symmetrical 

except the left dorsalispedis, which was absent. Brief 

neurological examination showed GCS 15 moving all 

his extremities with gross intact sensory and motor 

functions. A large-bore intravenous access line was 

established on Ringer’s lactate. Examination of the 

torso revealed a solitary wound in the left upper 

back, under the left scapula. There was no obvious 

active bleeding; the wound was circular with an 

abrasion zone and an 8 mm diameter. Upon 

secondary survey, no other wounds were detected. 

A chest X-ray was ordered as an adjunct to the 

primary work up, revealing bilateral pleural effusion 

L>R, with minimal left side pneumothorax. There 

was an absence of any foreign bodies. A total body 

scan was ordered and revealed: 

 

- Left superior thoracic wall emphysema  

- Minimal pneumothorax in left thoracic apex  

- Mild bilateral pleural effusion (L > R) 

- Minimal pericardial effusion  

- Condensation at the base of the left lung with 

a linear tract from posterior of the left chest 

to posterior aspect of the left ventricle 

- Small air bubble in the pericardium (cardiac 

wound)  

- A bullet is detected in the left inguinal region 

adjacent to the left common femoral artery 

 

At the theater, a chest tube was inserted in the left 

chest cavity. By this time the patient’s lower left 

extremity became increasingly pale. Knowing that a 

bullet is lying in the left inguinal region, the surgeon 

immediately opened up the area to palpate the 

bullet inside the left common femoral artery and 

successfully removed it. 

 

Next day the victim was transferred to Beirut Cardiac 

Institute for the possibility of an open heart surgery, 

upon arrival, a chest CT scan was performed, a 

cardiac echography as will as a transesophageal 

echography was performed. The CT scan did not 

show any changes from the initial one and the 

echographies were both negative. The clinical 

evaluation found the patient in stable condition. A 

decision was made to observe him in the CCU and to 

treat him conservatively. 

 

The patient’s condition improved and he was 

discharged home, with normal breathing sounds, 

and normal heart sounds with no murmurs 

(BP=120/80 mmHg, PR=100/min). A chest X-ray on 

May 14, 2016, revealed clear lung fields, normal 

heart size and shape, and free pleural space. 

 

Discussion  

Historically, Thomas Davis reported the first bullet 

embolism in 1834. Between 1834 and 1996 only 160 

cases of bullet embolism were reported (1). 

Embolization of a bullet is very uncommon, with an 

incidence rate of about 0.3%. Out of the 7,500 

firearm injuries reported in the Vietnam war, only 22 

cases were complicated by foreign emboli, with 19 

arterial cases as reported by Rich and colleagues (2). 

Slobodan and colleagues mentioned that more than 

70% of cases of missiles penetrate into the arterial 

circulation through either the thoracic or abdominal 

aorta or even through the heart (3). Bullet emboli 

are usually associated with a small caliber, low-

velocity missiles. Patel et al. reported an embolus 

incidence of 55% with a 0.22-caliber handgun 

compared to only 27% with a shotgun (4). The gun 

and ammunition used in the trauma play an 

important role in the diagnosis because bullet 

emboli are more common with smaller, blunt nose, 

and short length or low-velocity bullets. For a 

projectile to become an embolus, two major 

prerequisites need to be satisfied. First, the bullet 

should have little kinetic energy remaining at the 

precise instant it enters the blood vessel. Second, 

the diameter of the bullet must be less than the 

diameter of the blood vessel it penetrates. This 

explains why the incidence of bullet embolism is so 

low in war scenarios.  

 

In our present case, a stray bullet hit the victim 

under his left scapula, and the bullet was a 7.62 

caliber, which can easily penetrate the skin.  

 

Unfortunately, it did not hit the scapular bone or a 

rib or other solid tissues that could have halted its 

progression into the chest, causing pleural effusion. 

As was noticed, the bullet did not tumble, and 

instead went directly inside the chest nose ahead 
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and managed to cross forward to enter the left 

ventricle causing a little pericardial effusion. 

 

 

 

Fig. 1: (a) The bullet after removal (cartridge 

7.62x39mm).(b)the Inguinal surgical site where the 

bullet was removed, (c)External location of the entry 

wound. (d) Close view of the entry wound. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Fig. 2: Chest X-ray showing left chest tube and left 

pleural effusion. 

 

 

 

Fig. 3: CT scan of the chest showing left pleural  

effusion and left pneumothorax (left), and mild 

pneumopericardium (right). 

 

 

 

Fig.4: CT Scan of the chest, abdomen, and pelvis 

showing gunshot tract (left, red arrow) and a 

metallic bullet in the left inguinal region (right, red 

arrow). 

 

This did not increase in the following days because 

the inlet into the cardiac muscles of a young healthy 

adult had sealed. In the left ventricle, a foreign inert 

body was carried by the blood stream through the 

aortic valve to the aorta and was finally lodged in the 

left common femoral artery, causing the left lower 

extremity to become pale and painful. In 80% of 

cases, such emboli are symptomatic, causing 

claudication, and peripheral ischemia mainly in the 

lower extremity(5).       

 

Bullet embolism should be suspected if the victim 

sustains a firearm injury, with no exit wound, and no 

missile is found in the area of direct trauma. In this 

case, a whole body X-ray should be performed, as 

the bullet may have traveled with the blood flow. 

MRI should be avoided in case the projectile has a 

ferrous component (6). Instead, a total body scan 

was used in the presented case in addition to cardiac 

and trans-esophageal echographies. 
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Conclusion 

This case demonstrates how a bullet may migrate far 

from its entry wound. It is not always easy to predict 

the outcome of a stray bullet injury. The true path of 

a bullet or a pellet cannot be determined solely by 

considering the inlet wound site. Although the 

majority of stray bullet injuries to the body can be 

found lodged in the organ they were targeted at, 

they are rarely lethal. A bullet penetrating the chest 

is by itself a serious injury, however not finding the 

bullet anywhere around the chest area, complicates 

the case and presents the challenges brought about 

by arterial embolism. In this case, the single inlet 

with no exit wound and the fact that no bullet was 

identified around the target organ, were clear signs 

of bullet embolism. A thorough and meticulous 

search should be employed to save an organ or a 

life. 
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Letters to Editor 

 

Dear Sir 

Let me congratulate you on bringing out the first 

issue of Volume 2 of International Journal of Ethics, 

Trauma & Victimology. This sincere effort by you for 

such an academic activity is going to help society as 

well as an academician in updating their knowledge 

in ongoing developments in various scenarios.  

I have gone through contents of paper titled ‘Recent 

legal aspects of medical negligence’ contributed by 

Bala R and Chanana A. They have rightly pointed 

towards various legal aids and judgments given by 

Highest Court of India, Supreme Court, in various 

alleged negligence cases. These judgments and 

certain circulars by Senior Police officials are helpful 

for a Practitioners but here I want to emphasize that 

usually, theactual story is different (1). Usually, when 

we read about any news related to allege case of 

negligence by any doctor, either the police have 

arrested that doctor immediately or have issued an 

arrest warrant against that doctor and that too 

without taking opinion from any other doctor/ board 

of doctors. This is done even when there are clear 

instructions by the Honorable Supreme Court. 

Whenever asked for such an action, the police 

official always give the excuse that as mob 

supporting the victim or their family pressurized 

them by either blocking traffic or gheroing of the 

police station, even vandalizing the hospital (2),(3), 

so to maintain law & order, they had to register a 

case against the doctor. They may be right on their 

part but sometimes this laxity of police further 

encourages other people to harass medical fraternity 

and sometimes even exploit them over this fear. This 

is not only limited to India but almost reported many 

other parts of the world (4). 

I hope some changes in rules (criminal procedure 

adopted in investigating such cases) or exemplary 

actions against such harassment and exploitation 

will surely going to allay the fear and stress of which 

Medical Practitioners are treating their patient 

presently. 
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Dental Ethics 

 

“Man ultimately decides for himself, and in the end, 

education must be education toward the ability to 

decide.” Viktor Frankl 

 

The Principles of Ethics are the aspirational goals of 

the profession. They provide guidance and offer 

justification for the Code of Professional Conduct and 

the Advisory Opinions. 

“Dental Ethics deals with moral contact, duty, and 

judgment. It’s concerned with standards for 

determining wither actions are right or wrong. These 

are voluntary controls, not laws, and serve as a 

method of self-polishing within a profession.” The 

terminal objective is the dentist will choose to apply 

the principles of professional ethics to his or her 

practice of dentistry. 

 

Hippocratic Oath“I will use treatment to help the 

sick according to my ability and judgment, but I will 

never use it to injure or wrong them.” 
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Enabling Objectives are the student dentist will be 

able to: define the principle of beneficence and 

explain the dentist's role in applying the principle in 

caring for patients. To relate nonmaleficence to 

beneficence, to describe the principle of respect for 

autonomy, to describe the three ingredients of a 

valid or informed consent, to explain the relationship 

of gaining a valid consent from patients to the 

ethical principles of beneficence and respect for 

autonomy, to explain "paternalism,” to justify a 

dentist's ethical obligation to "lifelong learning," to 

apply the three aspects of Rawl's principle of justice 

to the practice of dentistry, to explain why there 

exists a societal expectation for self-regulation in the 

learned' professions generally, and dentistry 

specifically. 

 

American Dental Assistants Association Principals 

of Ethics states that this code of ethics functions as a 

standard of ethics for all practicing dental assistants. 

Each individual involved in the practice of dentistry 

assumes the obligation to maintain and enrich the 

profession. Each member may choose to meet this 

obligation according to the dictate of personal 

conscience based on the needs of the human beings 

the profession of dentistry is committed to serving. 

The spirit of the Golden Rule is the basic guiding 

principle of this concept. The member must strive to 

maintain confidentiality and to exhibit respect for 

the dentist. The member shall refrain from 

performing any professional service that is 

prohibited by state law and has obligation to prove 

competence prior to providing services to any 

patient. The member shall constantly strive to 

upgrade and expand technical skills for the benefit of 

the employer and the consumer public. The member 

should additionally seek to sustain and improve the 

local organization, state association, and the 

American Dental Assistants Association by active 

participation and personal 

 

Further, it is also very important to understand what 

is unethical in dental practice, by a dentist, dental 

assistants, and dental students. Practice by 

unregistered persons employed by the dentists; 

represent itself in a manner that is false or 

misleading and representing their fees in deceptive 

manner; issuing any certificate signed by the dentist 

which is untrue, misleading or improper; non-

referral, in case treatment beyond the dentist skill; 

performing unnecessary services for purpose of 

monetary gain; emerging consultation during 

temporary absence of  patient’s dentist, and patient 

is not sent back; dentist advertising whether directly 

or indirectly, for purposes of obtaining patients.    
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Instructions to authors 
 

Preparing a Manuscript for Submission to 

International Journal of Ethics, Trauma and 

Victimology 

Unpublished original manuscript written in English 

should be sent to: 

Dr. RK Gorea, Editor, International Journal of Ethics, 

Trauma & Victimology by email at 

editoretv@gmail.com  

 

The Publication Particulars 

The IJETV is the publication supported by 

SPIC, published since 2015. 

 

The Contents of the Journal 

The journal accepts a range of articles of 

interest, under several feature sections as follows: 

• Original Papers: Includes conventional 

observational and experimental research. 

• Commentary: Intended for Reviews, Case 

Reports, Preliminary Report and Scientific 

Correspondences. 

 

Letter to the Editor 

Designed to be an avenue for dialogue between the 

authors of the papers published in the journal and 

the readers restricted to the options expressing 

reviews, criticisms etc. It could also publish letters on 

behalf of the current affairs in the field of Ethics, 

Trauma & Victimology 

 

Editorial 

Intended as a platform, for the Editor-in-Chief and 

for others with a keen interest in Ethics, Trauma & 

Victimology that wished to comment on the current 

affairs. 

 

Special Features 

Book Review, Abstracts, Announcement etc, which 

appear frequently, but not necessarily in every issue 

related to Ethics, Trauma and Victimology. 

 

 

News and Notes 

Intended for providing information of members and 

activities of the Society and other such other 

organizations affiliated to the Society may appear 

frequently and not in every issue. 

 

General Principles 

The text of observational and experimental articles is 

usually (but not necessarily) divided into the 

following sections: Introduction, Methods, Results, 

and Discussion. 

 

This so-called “IMRAD” structure is not an arbitrary 

publication format but rather a direct reflection of 

the process of scientific discovery. Long articles may 

need subheadings within some sections (especially 

Results and Discussion) to clarify their content. 

Other types of articles, such as case reports, reviews, 

and editorials, probably need to be formatted 

differently. Electronic formats have created 

opportunities for adding details or whole sections, 

layering information, cross-linking or extracting 

portions of articles, and the like only in the 

electronic version. Double spacing all portions of the 

manuscript— including the title page, abstract, text, 

acknowledgments, references, individual tables, and 

legends—and generous margins make it possible for 

editors and reviewers to edit the text line by line and 

add comments and queries directly on the paper 

copy. If manuscripts are submitted electronically, the 

files should be double-spaced to facilitate printing 

for reviewing and editing. Authors should number all 

of the pages of the manuscript consecutively, 

beginning with the title page, to facilitate the 

editorial process. 

 

International Uniform Requirements 

Please visit http://www.icmje.org/ for detailed 

instructions for manuscript submission. 

  

Review process 
All the articles received are peer reviewed. It is double blind review process. Articles are only published after the 

completion of the review process. 
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