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CARTA DE PRESENTACION

Estimados lectores: Me permito poner a su consideracion el primer nimero de la
Revista Mexicana de Investigacion Clinica de la UASLP, con el objetivo de poner a disposicion
de la sociedad en general y de los jovenes investigadores clinicos los conocimientos
generados a través de la investigacion clinica que realizan los estudiantes de posgrado de las

Ciencias de la Salud.

La investigacién debe estar presente en el actuar médico, y esto incluye a todos los
profesionales que conforman el equipo de salud, es por esto que durante la formacién de los
alumnos de posgrado larealizacién de porlo menos un trabajo de investigacion es obligatoria.
Consideramos importante contar con un medio de difusién de la informacion generada por
estos jovenes investigadores profesionales de la salud, de acceso abierto y gratuito, que
permita el intercambio de ideas entre los investigadores y sus lectores, asi como la formacién
de grupos multidisciplinarios y multicéntricos en diversas lineas de investigacién enfocados
en nuestra poblacién. Estamos convencidos de que el verdadero cambio debe ser generado
por cada uno de nosotros, y los que estamos inmersos en la formacién de recursos humanos

en salud debemos estar conscientes del compromiso que esto conlleva.

Por lo anterior la misién de nuestra revista es la de brindar un foro de difusién de la ciencia
para los estudiantes de los posgrados clinicos del area de ciencias médicas y de la salud,
con una visién a 5 afos de constituirse como el drgano mas importante de difusién de la
investigacion realizada por alumnos de los posgrados clinicos en el drea de las ciencias
médicas y de la salud.

Pretendemos publicar, inicialmente 2 nimeros por ano, los manuscritos publicados en sus

diversas modalidades serdn sometidos a la revisién por pares con estricto apego a la ética.

Adicionalmente se publicard un nimero con las memorias del Foro Interinstitucional de

Investigacidon de Médicos Residentes.

M. en C. Ma. del Pilar Fonseca Leal

Editora en Jefe
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ARTICULO ORIGINAL

Validation of Multidimensional Animal Pain
Scale (MAPS) for Odontological Pain in Children.

Juan Francisco Hernandez-Sierra MSc, MD1., Salinas-Tellez Josué MSD2, Tellez-Quijada Fernanda DS2,
Morales-Lara Michelle DS2, Herndndez-Gomez Sandra Maria PS3., Mariel-Cardenas Jairo PhD2.
Facultad de Medicina, Facultad de Odontologia, Universidad Auténoma de San Luis Potosi, San Luis

Potosi, S. L. P. México. Escuela de Psicologia, Universidad Marista, San Luis Potosi, S. L. P. México.

ABSTRACT

Purpouse: To develop and evaluate face,
consensus, convergent and disciminative
validity of a multidimensional pain scale
in the pediatric dental patient.

Methods: This was a cross sectional
study. Children of 5 to 11 years, both
genders was included. The final
instrument consisted of a cardboard with
the animal figures printed on one side
(butterfly, duck, dog, wolf, and dinosaur)
and on the other a scale of 1 to 10. Test-
retest reliability, correlation between
figures and circles of different sizes and
association between changes in the level
of pain before a nociceptive stimulus
prior to an odontological procedure were
evaluated.

Results: The intraclass coefficient

was 0.84 [0.69-0.89]. Multivariate
analysis showed significant association
independent of the sex or age, between
the animal figures of the MAPS and the
diameter of the circles (p <0.0001), and
painful stimulus (p<0.05). A correlation
of 0.95 between MAPS and the Visual
Analogue Scale was observed.
Conclusion: The scale proposed here
encompasses both the affective /
emotional and the somatosensory
dimensions. Its reproducibility and

easy application allow establishing
management strategies in both dimensions

of pain.

PALABRAS CLAVE
Pain,Multidimensional scale,Validity
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INTRODUCTION

Pain is considered a somatosensorial and emotional unpleasant experience
with a very complex physiopathology. It is related to a real or potential
tissue lesion, with visible or audible manifestations of behavior [1].

The dimensions of pain are mainly three: a) somatosensorial (nociception),
that refers to perception and detection of harmful stimulus , including
intensity, localization, duration, time and pain quality; b) affective-emotional,
the relationship between pain and emotional state of the individual like
depression, anxiety or fear and ¢) cognitive, related to awareness and

pain memory, which are interrelated psychologically and physiologically [2 -
4]. Pain is also related to idiosyncrasy, cultural and environmental factors,
such as race or sex, that explain variations in pain threshold [5,6] and
genetic factors that explain a variety of differences in psychophysiological
behavior towards pain [7-10].

Deeper comprehension of pain physiology intends to explain these variations
starting with the initial aggression, transmission and "filtering" in the posterior
horns of the spinal cord to the brain, specifically to the thalamus and the
cerebral cortex where perception and awareness of pain is integrated [11].

In order to evaluate pain, cardiac response, blood pressure, sweat, tearing,
temperature and lung volumes/capacities have been studied with

low correlation among those parameters and pain intensity [12]. Therefore,
verbal and written scales have been developed that evaluate one or more of
the pain dimensions previously described.

Unidimensional scales that evaluate intensity include the verbal ones, that
express intensity through adjectives (light- moderate, intense- agonizing,
reallyintense) and its response to analgesics [13], the number scales NRS
(requires the patient to rate their pain on a defined numeric scale ) [14],
the behavior scales just as FLACC (Face, Legs, Activity, Cry, Consolability
scale), Faces Rating Scales, Facial Image Scale and the visual analogue scales
VAS (faces expression different severity of pain) due to their greater correlation
and sensitivity are the most used at present [15].



In children, a very few studies have examined the
emotional aspect, anxiety or pain fear, since
younger  children are unable to complete
questionnaires like the CFSS-DS (Dental Subscale of
the Children’s Fear Survey Schedule ), being
necessary to frequently use the parent’s version of
the CFSS-DS [16,171].

In pediatric dentistry, pain is particularly distressing as
it arises from the cause and the treatment. They
both are often a source of severe pain [18,19]. It
has been reported as the most common complaint in
children [20]; therefore, treatment that considers both
somatosensory and  affective-emotional  aspects
should be considered as a priority in any dental
intervention in this age group.

Nevertheless, in daily clinical practice pain is evaluated
only through the VAS scale, which preferably
measures the intensity aspect, emphasizing the
need for the development of a multidimensional
scale in order to offer an integral management,
especially in young children. Then, the present work
focuses on the development and validation of both
somatosensory and affective-emotional pain scale
through  the association of the perceived
experience and an animal cartoon scale in the
pediatric dental patient.

Subjects and methods:

A multi-phase validation of a diagnostic test
were performed in 4 to 11 years old, any gender
children, that assent to participate were included. The
study was approved by the ethical committee of the
stomatology school of the Autonomous University of
San Luis Potosi, México. Informed and signed
consent was obtained from the parents.

Face and consensus validation:

Initially for the construction of the Multidimensional
Animal Pain Scale (MAPS), 10 figures were chosen by
an expert consensus on the subject (one pediatrician,
two pediatric dentist and one psychologist), in order
for the animal features to be chosen, that represent
different emotions symbolically associated to pain,
resulting in a scale of 5 figures that allowed the
evaluation of different degrees of emotions
associated with the painful experience (duck,
chicken, dog, wolf and lion). They were printed
individually in 10 x 10 cm cartons. Then Eighty
children (forty girls) who denied phobia or previous
negative experience from these animals were asked
to place in ascending order the figures that

represent the affection of the "softest’, "pleasant" or
"beautiful" to the most "ugly”, "annoying" or "painful"
An independent evaluator blinded to the hypothesis
of the study recorded the order in which each child
accommodated the figures, on a numerical scale
marked from 1 to 10. The results showed a high degree
of confusion between duck and chicken to symbolize
the less emotion and between wolf and lion at the
upper end of the spectrum, so again the consensus of
experts decided to change duck for butterfly and lion
for dinosaur. The final ascending order was: butterfly,
duck, dog, wolf and dinosaur (figure 1).

Figure 1. Multidimensional Animal Pain Scale (MAPS)

12345678910

28

Figure 1. Multidimensional Animal Pain Scale (MAPS)

The final instrument consisted of a cardboard with the
figures printed in color on one side and on the other
a scale of 1 to 10, covering the numbers 1 and 2 the
butterfly, 3 and 4 the duck, 5 to 6 the dog, 7 and 8 wolf,
and 9 to 10 dinosaur.

Then another 80 children evaluated the placement
order of the figures from least to greatest. According to
the above there is a theoretical total of 4 possible swaps
of one degree on the scale (one place substitution or
exchange of a figure from left to right or right to left) per
child gives the possibility of 320 permutations in the 80
children evaluated ( Forty girls). In this validation phase a
total of only 18 permutations of one degree (5.6%) were
found: 8 of them between butterfly and duck, 3 between
duck and dog, 3 between dog and wolf and, 4 between
wolf and dinosaur. In addition, there is the possibility of
three second-degree swaps (substitutions of two places
left or right) per child, resulting in a total of 240 possible
second-degree swaps. We found 5 swaps only (2.08%):
1 between duck and wolf, 3 between butterfly and dog
and 1 between dog and dinosaur. No exchanges of third
or fourth grade were recorded. All the swaps happened
in children below 5 years old.

Reliability is not a validity measurement but is a
prerequisite for a scale to be considered rational.
Reliability describes the overall consistency of a measure

REMIC. 2020:1(1) 3



under similar conditions and across time. Test-retest
reliability evaluates the degree at which pain scores are
consistent from one assessment to the next and was
determined in 20 children with painful conditions in
the general office of pediatric dentistry. The intraclass
coefficient between two separate measures for 5
minutes with MAPS scale was 0.84 [0.69-0.89].
Psychometric properties of the test: a sample of fifty
healthy children between 5and 11 years were included
to determine the correlation between the animal
figures of the scale and five printed circles of different
diameter: circle a) 8 mm of diameter, b) 17 mm, c) 23
mm, d) 33 mm and e) 53 mm. They were asked to join
the figures with the circles, all mounted on a letter
sheet. It was explained that both animals and circles
means intensity of the stimuli: the small circle means
the least stimuli and the biggest and the largest the
biggest stimulus; on the other hand butterfly means
the smallest or pleasant sensation, almost without
discomfort or pain; duck means a little annoyance,
something unpleasant or a little pain; wolf displeased
or annoying pain; lion a great annoyance or a great pain
and the dinosaur the greatest displeasure, fear or pain
that could be imagined.

At every instance the number scale was referred,
considering the emotional and painful aspect, with
the purpose of covering the dimensions explained
previously. Once they selected the image that better
describe their emotion, the number scale was shown
and they had to for pick one out of the 2 numbers that
held each figure; for example, a kid that picked dog, it
had to be distinguished from 5 dog or 6 dog.

The best agreement was considered when the smallest
circle was associated with the butterfly and the biggest
one with the dinosaur, as well as the intermediate one
with the figure of the dog. To determine the proportion
of the variability in the perceived intensity explained by
the metric magnitude of the circles, it was analyzed by
multiple linear regression, taking into account sex and
age, to evaluate if the metric properties are consistent
between the subgroups.

Discriminative validity: a form of content validity, which

is the degree to which a test is actually measuring only
the construct it is meant to measure (v.gr,, pain), and
not something else. In order to assess the discriminative
validity of MAPS test it was applied to a odonatological
process by a pediatric dentistry in three different times:
before dental anesthesia infiltration using lidocaine

(painful stimulus), during and 5 minutes before the
puncture, but before the odonatological process. The
test was made by blinded evaluators. We calculate
ANOVA to compare the mean MAPS in three times,
and in two different age and in 2 different age groups:
children from 5 to 8 years old and from 9 to 11 years old.
Children below 5 years old were excluded because of
their inability to distinguish pain in any scale.
Convergent validity: it refers to the degree to which 2
different scales that are supposed to measure the same
thing (eg, pain) produce similar results. We assessed
convergent validity by determining correlation between
VAS and MAPS by spearman Rho Test in different times
of measurement. Previously it was explained to them
that the VAS line is like a ruler whose left end where the
number one is placed symbolizes the least pain or "most
pleasant” sensation and at the other end, the number
10 is the greatest pain that can be imagined or the most
"unpleasant”. Among these, are the sensations that
increase from almost nothing to the maximum pain.
The sample size (n=50) was determined to detect a
difference of 0.05 (alfa= 0.05, beta=0.90) in an expected
R2=0.90, between the two pain measures. The analysis
was performed with STATA, Ver. 13.0

RESULTS:

Psychometric properties of the test

Fifty children between 5 and 11 years of age, of both
sexes ( 25 girls) were included, in order to evaluate the
correlation between the emotion evoked by MAPS
figures (its numerical value behind the cardboard) and
the size of the circle selected. The results showed for the
butterfly figure an average size of the associated circles
of 0.52 mm (CI95% = 18.8- 26.4 mm), for the duck figure
and average of 18.05 mm (C195% = 14.2-21.8mm), for
dog 22.6 mm (IC95% = 18.8-26.4 mm), wolf 31.1 mm
(IC 95% = 27.2-34.9 mm) and for dinosaur 50.64 (IC 95%
= 46.9-54-4 mm). This suggests, the greater emotion
evoked of one animal figure at MAPS scale, the bigger
the selected circle’s dimension, which corroborates the
proposed order of the images in the face and consensus
validation.

The multiple regression analysis showed significant
association independent of the sex or age, between
the animal figures of the MAPS and the diameter of
the circles (p=0.0001). Adjusted R2 of the model = 0.71
(table 1).

REMIC. 2020:1(1) 4



Discriminative validity

The aim was to evaluate the MAPS scale capacity to
detect or discriminate changes in pain perception. the
pain was evaluated with the MAPS scale before, during
and at the end of the painful stimulation in children.
subsequently, we calculate independent ANOVA test to
compare the mean MAPS and VAS scores at three times.

Variable b 5t. Error t =]
Intercept -885.6 -14-14 0.000001
Age 0 o] ] NS
Sex 0 o] ] NS
MAPS (animal 0.85 a9.729 14.5 0.0001
figures)

MAPS and the diameter of the circles {p=0.0001). Adjusted R® of the
model = 0.71 (table 1).

Table 1. Multivariable analysis of the association between circle dimension

and an emotional stimulus by figures found MAPS scale in children.

Table 1. Multivariable analysis of the association between circle
dimension and an emotional stimulus by figures found MAPS scale

in children.

The children were divided into into two age groups.
Table 2 shows these results: there was a statistically
significant difference between the three times, in the two
age groups. The baseline measurement showed a lower
mean before the puncture in both scales, increasing
significantly during the painful stimulus and decreasing
again at 5 minutes when the effect of lidocaine was
considered present and the emotion anticipated to the
stimulus had passed.

Convergent validity

In order to determine if the scale also measure the
nociceptive dimension of pain, correlation between
the MAPS and VAS scales were evaluated by Spearman
Rho correlation test, showed values of r = 0.96
before infiltration, r = 0.95 during and r = 0.96 after i,
corroborating this proposal.

DISCUSSION:

Hippocrates said “Divine is the work of relieving pain’,
this quote synthesizes the importance that man granted
to physical and emotional pain from its very origin, and
to be able to establish a treatment first it is necessary to
make a proper diagnose.

Our study presents the results of the validation of a novel

multidimensional scale of pain assessment in
children aged 5 to 11 years, that can be used easily
in a dental care clinic, which emphasizes the
affective / emotional aspect of pain, through its
correlation of caricatures of animals that due to their
projective content are easier to establish association
for children [21].

The convergent validity did not find

differences between sex and age, and could then

be applied in a general way, even in children from 5
to 8 years of age. In addition, the agreement
between the original VAS scale and MAPS, in the
face of a real painful stimulus, indicates its ability to
evaluate also the somatosensory dimension and
degree of pain, which makes it possible to classify it as
a multi-scale tool. Until recently the pain had been
considered as a mere somatic sensation produced by a
nervous stimulation, in which the emotional aspects
only constituted areactionto the presence of the
pain-causing agents (physical or chemical). That is,
pain = nociception. Therefore, only aspects such as
pain intensity and location were taken into account
for its management. At present, the motivational /
affective dimension is considered as one of the most
important components [22], understanding pain as a
global and multidimensional experience,
susceptible of study and intervention by diverse
scientific disciplines [23].

The sensory-discriminative dimension is directly
related to the anatomo-physiological

mechanisms. It is responsible for the transmission
of nociceptive stimulation from the region where
there has been tissue damage, infection or any
other organic or functional alteration to the
higher nervous centers. This dimension is
responsible for the detection of the spatial and
temporal characteristics of pain, as well as the
intensity and certain aspects of pain quality (eg, the
distinction between burning, oppressive pain).
The affective dimension implies the subject quality
of pain experience, specific in suffering aspects, such
as disgust, dislike or when emotional changes are
produced. Because of the aversive component of
pain, the answer includes evasive actions, that will
have a special meaning in future pain behavioral
patterns. On the other hand the cognitive
dimension is linked to the affective motivational one,
and refers to the beliefs, cultural values and cognitive
variables, such as auto efficacy, control perception
and the consequences of pain experience [24].

REMIC. 2020:1(1) 5



Advances in the field of neurophysiology have
allowed us to support the previously mentioned
notions. It is well known that the main implied
tracts in pain transmission are the spinothalamic tract
(STT) and the spinoparabrachial hypothalamus tract.
At the level of the thalamus, the STT establishes
a connection with the ventral posterolateral nucleus
(VPL) and the posteromedial ventral nucleus (VPM);
then, the neurons of these nuclei project their axons
towards the primary sensory cortex (somatosensory
component of pain as intensity and location) and on
the cortex of the insula and anterior cingulate cortex
(affective component) respectively, in addition to its
connection with the amygdala, involved in fear,
memory and emotional behaviors; Therefore the
primary affective responses related to pain are
generated at least initially without the intervention of
more complex processes and the aference of the
painful stimulus is modulated by the nuclei described
modifying the nociceptive perception before reaching
the cerebral cortex. It is very important to recognize
that the STT is directly and indirectly connected to
insula cortex , which allows the brain to elaborate a
global sensory representation that includes all sensory
input elements, including memory and the subcortical
emotional component, which had been initially
activated by the SPA and SPH direct routes The insula
and the posterior parietal cortex stimulate the CCA, a
structure that is part of the emotional and
motivational network of the brain, related to the
limbic system that could have a integrative function
of emotional elements, allowing the establishment of
an "emotional evaluation" that defines the priorities of
action, completing the action of the frontal multimodal
cortex.

Although many neurotransmitters and the intervention
of different neural pathways are involved in the process
of the affective component of pain, dopamine, in
particular, seems to play an important role, especially in
the affective experience of pain [25,26].

Most current scales only partially explore dental pain,
requiring a more comprehensive approach at least in
children. The scale proposed here encompasses both
the affective / emotional aspect and the somatosensory
aspect, through the correlation of affect between figures
and the magnitude of pain, based on the premise of
psychophysics that establishes that different sensory
stimulus produce similar psychological experiences
that can be useful specially in young children where
other scales fail to be used [27-30].

In the end, how much of a pain is emotional, how much
is somatic and how much cognitive? Definitely, the
proportion in which each one influences the perception
of pain is personal and changes from patient to patient;
However, given that the emotional part modulates
both somato / sensory and cognitive perception, it is
very convenient to evaluate all of them in any dental
procedure, by means of a reproducible somatosensory
and affective scale such unique instrument, as the one
presented here, in order to improve and individualize
therapy options, including implementing basic
cognitive behavioral techniques, especially in small
patients, to reduce anxiety and affective pain emotions
to potentially buffer against the development of
negatively biased pain memories.

More studies are needed in different populations to
establish whether the same figures are applicable, as
well as controlled clinical trials that evaluate multimodal
therapies in pain management.

CONCLUSION:

The pain evaluation with the scale validated here, will
allow strategies of multidisciplinary pain control to be
incorporated in conventional dental procedures that
actually only focus on treating the somatosensory
dimension of pain.
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ABSTRACT

Purpose:The aim of the study is to
comparepostoperative inguinal pain using
thelnguinal Pain Questionnaire (IPQ) and
numerical pain scale, in post-operative
patients of Lichtenstein and Onstep
technique at one week, 1 month, 3 and 6
months. We used a validated the Inguinal
Pain Questionnaire was translated to
Spanish. Methods: This is a randomized,
doubleblinded, clinical trial. It was included
40 patients with unilateral inguinal hernia
and were randomized in the group of
Lichtenstein and Onstep.

Results :There is no difference in inguinal
pain between both techniques using the
IPQ and numeric pain scale. The score IPQ
was 11.35 £+ 5.1 at the first week, 7.3 + 4.4
at one month, 7.5 + 6.2 at 3 months in the
Lichtenstein group and 10.35 £+ 5.5 at first
week, 745+ 5.5 atone month, 7+ 49at 3
months in the Onstep group. The numeric
pain scale at 1 weekis 1.9 + 1.8, at T month
0.8 +0.89,at 3 months 0.9 + 1.8 and at

6 months 0.10 + 0.3 in the Lichtenstein
technique and 2.85 + 2 at first week, 1.4 +
1.6 at one month, 0.9 +

1.7 at 3 months and 0.6 + 1.5 at 6 months
in the Onstep technique (p =0.013,0.15,
0.9 and 0.1). For the validation of the IPQ in
Spanish the Cronbach’s alfa was 0.753
(0.696-0.816 95%Cl) and Spearman’s rho
of 0.597 (p=0.004). Conclusions: There

is no difference in inguinal pain between
both techniques using the Inguinal Pain
Questionnaire and numeric pain scale after
a follow up of 3 months.
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INTRODUCTION

Since the routine use of meshes for inguinal repair, the problem of
recurrence has diminished and more attention has been paid to affect
the quality of life and the incidence of postoperative inguinal pain. [1-8]
Different techniques are currently performed trying to achieve it, while
maintaining a recurrence rate and acceptable costs. [7-12] The recurrence
of inguinal hernias with mesh is 1.1% to 6.6% with an average of 1.9%
in the Lichtenstein technique and 0.6% in the Onstep technique. [13-16]
Pre-peritoneal techniques, such as the Onstep technique, try to avoid
manipulating nerves to reduce chronic post-surgical inguinal pain. [18-22]
Chronic inguinal pain is defined by the "International Association for the
Study of Pain" as one that occurs for more than 3 months after surgery,
and may affect daily activities. Post-surgical chronic inguinal pain occurs
frequently in a wide range of 0.7 - 43.3%, with an average of 7.2% and a
higher frequency in women of 8.8% versus 0.5% in men. [3,9,10,15] There is
an incidence of severe chronic pain of 2 to 9%, this reflects a
socioeconomic problem considering the number of plasties performed. (3)
As age increases, chronic inguinal pain occurs less frequently, it has
been described that the patient who has inguinal pain prior to surgery
will develop pain after it in up to 88% of cases. Preoperative and early
postoperative pain are independent risk factors for developing chronic
pain. [20]

There are a large number of tools reported in the literature to evaluate
the outcome after inguinal plasty, however, there is no standardization,
since most studies are retrospective and there are no preoperative data
available. [3] The inguinal pain questionnaire (IPQ) was developed by U.
Franneby et al. And published in 2008 as a tool to measure the behavior of
pain afteringuinal plasty. Evaluate the currentinguinal pain, the worst pain
experienced in the last week and interference of daily activities for pain,
there are a total of 18 questions with a duration of less than 10 minutes to
complete it. The questionnaire produces valid and reliable information on
the frequency and severity of inguinal pain. [11]

The main objective of this study is to compare postoperative inguinal
pain using the Inguinal Pain Questionnaire (IPQ) validated in Spanish
and numerical pain scale, in post-operative patients of Lichtenstein and



Onstep technique at week, month, at 3 and 6 months.
The secondary objective was the validation of the IPQ
questionnaire in Spanish.

MATERIAL AND METHODS:

The sample size was calculated using the Browne RH
method ©?. Simple randomization of 40 patients older
than 16 years was performed, with unilateral inguinal
hernia, in two groups of 20 patients, the first group
were performed Lichtenstein technique and the second
Onstep technique. Patients with COPD, chronic cough,
obesity, diabetes mellitus, cirrhosis, collagen diseases
and previous surgeries in the inguinal region were
excluded. The study was carried out in the General
Surgery service of the Central Hospital Dr. Ignacio
Morones Prieto, considered a second level care center of
the Ministry of Health.

The Lichtenstein technique was performed by different
surgeons and polypropylene mesh was used for repair.
The Onstep procedure was performed by a surgeon
skilled in the technique as described in the original article
by Rosenberg © and Bard 3DMAXTM mesh was used. The
Onstep technique is simple, the duration of the surgery
is short and consists of a series of standardized steps.
It combines an anterior approach with a preperitoneal
approach. It consists of making a lateral incision to the
rectus abdominis muscle and above the inguinal canal,
dissecting to a plane between the fascia of the external
and internal oblique, dissecting spermatic cord and
reducing the sac, either directly or indirectly. It affects
the transversalis fascia towards the preperitoneal space.
The preformed mesh is placed laterally to reinforce
the deep inguinal ring and medially accommodates in
the pre-dissected preperitoneal space. The mesh was
attached to Cooper's ligament, pubic tubercle and
rectus abdominis muscle with 2-0 polypropylene suture.
6.13)

The validated questionnaire in Spanish (Fig1) and visual
pain scale were applied at the first consultation a week
and by telephone a month, 3 and 6 months after surgery
by two evaluators who did not know the surgical
technique used. Statistical analysis of the results of the
questionnaire and visual pain scale in patients operated
with Onstep and Lichtenstein technique was performed
with Student's t and Fisher's exact tests.

Forthe validation of the survey in Spanish, the translation
of the IPQ questionnaire from English to Spanish
was made'”, then the retranslation from Spanish to
English by a person proficient in the English language

and the translation from English to Spanish was made
again making adjustments to the initial translation.
The survey in Spanish (Fig 1) and numerical pain scale
was applied to 21 postoperative patients of unilateral
inguinal plasty, older than 16 years, with Lichtenstein
or laparoscopic technique (PET and TAPP), performed
by different surgeons. The first survey was conducted in
the consultation at the first week of surgery, the second
was applied by telephone at 4 weeks, both conducted
by evaluators familiar with the survey and outside the
knowledge of the surgical technique used. The survey
data analysis was performed using Cronbach's Alpha for
internal validation, Re-test with the Spearman’s rho test
to compare the variability of the responses over time
and finally the survey responses were compared with
the score of the numerical pain scale.

The study was carried out under the guidelines
established by the Ethics Committee of the Central
Hospital Dr. Ignacio Morones Prieto, with approval
numberofprotocol48-18andregistration CONBIOETICA-
24CEI-001-20160427. All patients included in the study
accepted and signed written informed consent.

RESULTS:

40 patients were included in the study from March 2018
to March 2019, in the Onstep group there were 2 women
and 18 men and in the Lichtenstein group 5 women and
15 men. The average age was X years in the Lichtenstein
group and 42.23 + 13.2 years in the Onstep group (p
= 04). In the Lichtenstein group 5 (20%) patients were
Nyhus IlIB, 4 (16%) type Il and 3 (12%) type I. In the
Onstep group there were 2 (8%) Nyhus |, 5 (20 %) Nyhus
I, 3 (12%) of type IIIA and 3 (12%) of type llIB. (Table 2)
The visual scale of basal pain (1 week) is 1.7,0.8 at the first
month and 0.6 al 3 months in Lichtenstein technique
and 3.5 at the first week, 1.9 at the first month and 1.3
at 3 months in the Onstep technique (p =0.01, 0.06 and
0.34). (Figure 4) In the Lichtenstein group there is no
significant difference between the baseline pain score
and the 1-month score, there is a significant difference
between the baseline score and the 3-month score
(p = 0.043). In the Onstep group there is a significant
difference between the baseline pain score and the 1
and 3 month score (p = 0.027 and 0.003). The score in
the inguinal pain survey (EDI) was 20.0 a week, 169 a
month and 14.6 at 3 months in the Lichtenstein group
and 22.1 a week, 18.2 a month and 16.6 at 3 months
in the group of Onstep (p = 0.3, 0.52, 0.34). (Table 3,
Figure 5) In the Lichtenstein group there is no significant
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difference between baseline and 1 month EDI score.
There is a significant difference between the baseline
EDI score and the 3-month score (p = 0.0028). In the
Onstep group there is a significant difference between
the baseline and 3-month EDI score (p = 0.029), there
is no difference between the baseline and 1 month, as
well as between 1T month and 3 months.

In the group for the validation of the Inguinal Pain
Questionnaire (IPQ), a survey was conducted on 21
patients, of which 17 are men and 4 women, the average
age is 47 years. The Nyhus classification was used for the
type of inguinal hernia, 6 of the patients were type |, 5
were type I, 5 of type A, 4 of llIB and 1 type IV (table
1). 100% of the patients answered the survey a week
and 4 weeks. Cronbach's alpha analysis for internal
validation had a result of 0.753 (0.696-0.816 95% ClI).
Re-test to compare the variability of the responses with
time reflects Spearman's rho 0.597 (p = 0.004), there
was a decrease in the survey score over time, which is
expected (fig2). An analysis of the correlation between
the numerical pain scale data and the survey score was
performed, for each point in the survey increases 0.05
points on the pain scale with a p = 0.044 (ig3).

DISCUSSION:

In this study we found that there is no significant
differencein the results of chronic inguinal pain between
the Lichtenstein technique and the Onstep technique
at 6 months of follow-up. In the study published by
Andresen and collaborators in 2016, they reported
similar results, they used three questionnaires to assess
the presence of pain and the quality of life in which
they found no difference between the two techniques.

“ In the study by Lourenco et al [13], they reported
an

incidence of chronic inguinal pain after the Onstep
technique of 0%, which is different in our study, finding
even results in the postoperative pain scale greater
than week and similar to the Lichtenstein technique at
3 and 6 months using both measurement tools. In the
visual pain scale there is a greater difference between
the two groups at week and month, being smaller at 3
and 6 months, however, this difference is not statistically
significant. In both groups there tends to be a decrease
over time in the value of the numerical pain scale, which
is significant between 1 week and 3 months. There is no
significant difference in the results of the inguinal pain
survey between the Lichtenstein and Onstep group, in
the same way there is a decrease in the score over time,
being statistically significant between the week and 3

months in both groups.

The survey to evaluate postoperative chronic inguinal
pain originally performed and validated by U. Franneby
has proven effective in detecting the degree of pain
the patient suffers and the impact on his daily life. In
this study we have shown that the survey can be used
safely in Spanish, it is simple to apply with patients, with
adequate internal validity and reliability. It is a tool to
assess the postoperated patient of inguinal plasty in a
comprehensive and useful way to detect those patients
who have chronic inguinal pain and impairment of their
quality of life.

This study demonstrates no inferiority of the Onstep
technique against the Lichtenstein technique, which is
currently considered the gold standard for the previous
approach, in relation to postoperative inguinal pain.
Several retrospective series have reported a higher risk
of femoral hernia after inguinal hernia repair with a risk
up to 15 times higher compared to the incidence of
spontaneous femoral hernia. Bay-Nielsen et al. reported
13% femoral recurrence after Lichtenstein plasty.
Nishiwada et al. They found that 17% of 35 patients

with femoral hernia had had a previous inguinal
repair. [24] Therefore, the Onstep technique may be
an adequate proposal for the previous repair since it
combines the benefits of a preperitoneal approach
with the coverage of the femoral ring, with a technique
that requires lower cost and supplies and a lower
learning curve compared to laparoscopic techniques.
As strengths of the study is that it is a controlled study,
with adequately randomized patients, the sample was
homogeneous, both the patients and the evaluators
were unaware of the technique used, so there was no
bias in obtaining the pain results, two tools were used
of different evaluation one of which was validated in
our environment with a different group of patients and
both were compared proving to be efficient or pain
measurement.

The limitations of the study are the small number of
patients, the follow-up was only 6 months, Lichtenstein
plasties were performed by several surgeons and the
Onstep technique by a single surgeon.

A prospective study is needed that compares the Onstep
technique with the laparoscopic technique, and assesses
the impact on cost and benefit that demonstrates the
superiority and simplicity of the Onstep technique over
other approaches.
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CONCLUSION:

The Lichtenstein technique and the Onstep technique
are effective foringuinal repair since it was demonstrated
that they are similarin the effectiveness of inguinal repair,
however, superiority in the decrease of chronic pain
of the Onstep over the conventional technique is not
demonstrated, only offering the technical advantage
of the Onstep for the quality in the dissection of the
anatomical elements.
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ABSTRACT

En la especialidad de anestesiologia es
imprescindible conocer las horas de
ayuno con las que cuenta el paciente
para calcular empiricamente el volumen
gastrico, ya que la principal causa de
mortalidad relacionada con la via aérea es
precisamente la aspiracidon de contenido
gastrico alcanzando cifras de hasta 70%.
La medicién del volumen gastrico por
ultrasonografia se realiza por un corte
transversal del antro gastrico, trazando
una linea recta anteroposterior y latero
media Existe una cantidad mayor de
volumen en voluntarios con ayunos
prolongados. El ultrasonido es un
método fiable, Gtil y no invasivo para
detectar un posible estomago de riesgo
previo al inicio de la anestesia, junto a la
cama del paciente.
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El volumen gastrico estd determinado por distintos factores ligados a la
edad, padecimientos, horas de ayuno, peso y sexo. En la especialidad de
anestesiologia es imprescindible conocer las horas de ayuno con las que
cuenta el paciente para calcular empiricamente el volumen gastrico, ya que la
principal causa de mortalidad relacionada con la via aérea es precisamente la
aspiracion de contenido gastrico alcanzando cifras de hasta 70%. En nuestro
pais se reporta una incidencia de 2-10 casos por cada 10, 000 durante la
induccion de la anestesia general en pacientes de bajo riesgo,
alcanzando cifras del 38% en politraumatizados.

Se reclutaron 60 participantes ASA |, voluntarios, se aleatorizaron en dos grupos
de 30 pacientes cada uno, el grupo A con ayuno de 12 horas y el grupo B con
ayuno de 2 horas de liquidos claros.

Medicion del contenido gastrico: Se calculd el drea transversal gdstrica y
mediante la férmula validada por Anahi Perlas volumen =27.0 + (146 x ATG en
cm2- (1.28 x edad en anos) se determind el volumen gastrico. Con lo cual
se identificaron estémagos de riesgo. La medicion del volumen gastrico
por ultrasonografia se realiza por un corte transversal del antro gastrico,
trazando una linea recta anteroposterior y latero media (Figura 1).

Figura 1. Medicion del volumen géstrico por ultrasonografia
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Del modelo se observa que la variabilidad del volumen
gastrico calculado se puede explicar en un 98.4%, del
cual el 97.7% por ATG, por cada cm” que incrementa
aumenta 14.1 mly en un 0.7% la edad, por cada afio que
incrementa disminuye 1.1 ml, con una p<0.001.

Variable A B Intervalos p
de confianza

-0.95 - 4.69 0.191+%

Edad [aflos)  29.5£6.1(18-40) 27.744.8(21-39)

Sexo (F/M) 18/12 [60/40%) 19/11(63.3/36.7) 0.790§
Peso (ke) 66.6£11.7(46-50) 68+10.7{43-85) -7.16-4.43 0.638%
Talla (m) 11.65£0.1(1.47- 1.6910.1(1.54- -0.07-0.01 0.113+%

1,85) 1.82)
IMC (kgfm?}  24.442 8(18-29.5) 237+2.7(17.2-
28.7)
ATG 9.8-5.3-(4.2-3.2) 7.9-2.3(3.7-1,2) 0.003¥
Caracteristicas basales de la poblacidn. *Media + DE {minimo — maxima), **Mediana [IQR] (minimo —
mdxima), Tt de student. § chi cuadrada, ¥ U de Mann Whitney.

-0.75-2.11 0.347%

Tabla 1. Datos demogréficos.

Variable B estimada IC al 95% Valor de p Eta?
ATG 141 13.64, 14.61 <0.001 0.977
Edad -1.1 -1.5,-0.66 <0.001 0.007

RZ: 0.984, R? ajustada: 0.984, p<0.001

Tabla 2. Volumen gastrico calculado ATG + EDAD

Se encontré una mayor variabilidad de volumen gastrico
en el grupo A . Existe una cantidad mayor de volumen
en voluntarios con ayunos prolongados (grupo A). El
ultrasonido es un método fiable, Util y no invasivo para
detectar un posible estomago de riesgo previo al inicio
de la anestesia, junto a la cama del paciente.
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ABSTRACT
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Carta a la editora: Tuberculosis, jsera que hemos
dejado de diagnosticar un mal que aun nos acecha?

Dra. Mercedes Eleri Yanes-Lane'
Masters of Science in Public Health candidate, Faculty of Medicine, Department of Epidemiology
and Biostatistics, McGill University!

Tuberculosis, esa enfermedad que todo médico ha diagnosticado alguna vez en una de sus
muchas formas. La causante de probablemente algunos de los cuadros clinicos mas extrafos
y complejos que hemos visto, y que a pesar de todo tiene cura con un tratamiento eficaz
y gratuito. Hoy en dia la incidencia de esta enfermedad en nuestro pais va en declive, sin
embargo, jserd que hemos dejado de diagnosticar un mal que alin nos acecha?

Estando a casi mediados del afno en curso no contamos con un plan nacional sexenal para
el combate contra la tuberculosis, ya que el plan anterior concluyo en el 2018 y a pesar de
qgue contamos con un eficiente programa nacional es necesario actualizar la vision con la
que hacemos frente a una de las enfermedades con mayor mortalidad en el mundo y que
empecemos a hacer un esfuerzo activo contra la fuente del problema, la tuberculosis latente
(TBL).

Las estadisticas indican que un tercio de la poblacién mundial padece TBL, del cual 10%
desarrollara TB activa a lo largo de su vidal. En nuestro pais las Unicas indicaciones para
tratamiento de TBL sefaladas por la NOM 006-SSA2-2013 son: nifos menores de 5 afos, niNos
de 5 a 14 anos sin antecedente de vacunacion con BCG o pacientes mayores de 15 afos
inmunocomprometidos2. A pesar de que brevemente se menciona el estudio de contactos
en la norma, es imperativo dirigir mas recursos hacia la busqueda activa de contactos
intradomiciliarios de pacientes con TB activa y realizar deteccion de TBL por medio de PPD
o IGRA y radiografia de térax. Anteriormente se pudo justificar no realizar estos esfuerzos ya
que los recursos estaban dirigidos hacia la identificacion de pacientes con TB activa, pero
actualmente con una menor incidencia tenemos que buscar erradicar la enfermedad desde la
fuente. Esta propuesta ha surgido a partir del plan de la Organizacion Mundial de la Salud de
terminar con la tuberculosis “End TB strategy” que tiene como uno de sus pilares principales la
prevencion junto con el cuidado centrado en el paciente y que busca tener 90% de pacientes
con VIH y contactos menores de 5 afios con tratamiento profilactico.

El Unico indicador de TBL con el que contamos en nuestro pais es la proporcion de nifos
menores de 5 afos contactos de casos con TB pulmonar que inician tratamiento profilactico
con Isoniacida. En vista de que alin no contamos con un nuevo plan cabe la posibilidad de
abogar por un nuevo indicador mas incluyente y al mismo tiempo mas exigente, acorde
con las nuevas estrategias mundiales, tal indicador podria ser la proporcién de contactos
(sin importar rango de edad) que inician tratamiento con Isoniacida. Con esto se
pretende incrementar la busqueda de contactos y poco a poco empezar a eliminar la
fuente de esta enfermedad que nos ha acechado desde el principio de la humanidad.
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Hilio gigante de bazo.
Alfonso Labarthe-Rangel', Abel Carreén-Cepeda?

Departamento de Cirugia general, Hospital Central Dr. Ignacio Morones Prieto, San Luis Potost,
L. P! Jefe de Cirugia general Hospital Mar Charbel, San Luis Potosi, S. L. P

Paciente masculino de 27 afos de edad sin antecedentes de importancia quien acude al
servicio de urgencias por cuadro de dos dias de evolucion el cual inicia posterior a jugar
futbol americano, con dolor abdominal generalizado, con distension abdominal y nausea
sin vomito. El dia de suingreso con dolor abdominal intenso, hemodinamicamente inestable
con FCde 130 latidos por minuto, TA 80/60 mm/hg, FR 18, saturacion 90%, se da manejo en
sala de urgencias y se solicitan examenes de laboratorio donde destaca una hemoglobina
de 8 dI/ml, HTO 25, plaquetas 810 dl/ml. Se solicito ultrasonido FAST el cual es positivo
con liquido libre. Se decide pasar a laparotomia exploradora en donde se encuentra lesion
esplénica grado Ill, lesiéon de > 3 cm del parénquima esplénico y trombosis en mitad distal
de vasculatura esplénica, asi como lesion de 2 cm en el hilio esplénico. Se decide realizar
esplenectomia la cual se realiza sin complicaciones. Como hallazgo transquirdrgico se
encuentran vasos esplénicos con longitud de 25 cm por lo que se sospecha que esto haya
sido la causa del retraso en las manifestaciones clinicas en este padecimiento. El paciente
presento una evolucion favorable, con 4 dias de estancia hospitalaria.

Figura 1. Vasos esplénicos con longitud de 25 cm
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Ruptura contenida de pared lateral
del ventriculo izquierdo.

Trujillo-Martinez Aarén Ivan, Lépez-Quijano Juan Manuel, Leiva-Pons José Luis,
Reyes-Guzman Miguel Angel, Reyes-Mitre Alfonso, Zarate-Rodriguez José Ricardo.

Departamento de Cardiologia, Hospital Central Dr. Ignacio Morones Prieto, San Luis

Potosi, S. L. P.

Masculino de 83 anos, con cardiopatia isquémica desde 2009, lesion en descendente
anterior, obtusa marginal y coronaria derecha, con ruptura septal en ventriculografia. Cirugia
de revascularizacion coronaria y cierre de CIV postinfarto.

Refiere en agosto de 2017 angina de 2 meses, intensidad 6/10, de medianos esfuerzos,
disminuye con reposo, duracién 10 min, acompafnado de disnea, se exacerba hasta ser en
reposo. Ruidos cardiacos ritmicos, disminuidos en intensidad, sin agregados. ECG sinusal, FC
60 lpm, blogqueo de rama derecha e isquemia subepicérdica anterior. Troponina | 8.6, CPK
1062, MB 140. Al siguiente dia presenta angina postinfarto, con lesién subendocardica de
V1 a V4, alas 2 horas BAV completo por 30 segundos, remitiendo espontaneamente. ETT:
acinesia de pared inferior, pared lateral con pérdida de la continuidad miocardica, con flujo
doppler color a través de la misma que sugiere ruptura contenida del VI, FE 30%, derrame
pericardico moderado. Resonancia magnética cardiaca con ruptura de la pared lateral del
VI, con patron de reforzamiento tardio e imagen de 2 hematomas contenidos en misma
zona (figura 1). Se dio manejo médico con doble antiagregacién plaquetaria, estatina, IECA
y betabloqueador, evolucionando favorablemente y egresando a domicilio 5 dfas después.

Figura 1. Resonancia magnética cardiaca con ruptura de la pared lateral del
ventriculo izquierdo.
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Serie de casos de miocardiopatia dilatada
asociada a uso de metanfetaminas.

Reyes Guzmén Miguel Angel!, Lépez Quijano Juan Manuel’, Leiva Pons José Luis!, Carrillo
Calvillo Jorge!, Vidal Morales Gildardo', Escobedo Uribe Carlos?, Trujillo Martinez Aaron Ivin!,
Reyes Mitre Alfonso!, Zarate Rodriguez José Ricardo!, Diaz Torres Miguel Adrian!, Chi Pool

Sandral.

Servicio de Cardiologia, Hospital Central Dr. Ignacio Morones Prieto, San Luis Potosi, S. L. P.

La metanfetamina es un estimulante adictivo tiene pureza de 80%, uso mas comun es
fumada, las principales complicaciones por el abuso son cardiovasculares por toxicidad
cardiaca siendo la segunda causa de muerte entre los consumidores de metanfetaminas
padeciendo diseccion adrtica, hipertension maligna, infarto de miocardio, hipertension
pulmonar, miocardiopatia dilatada. Segun la Encuesta Nacional de Adicciones el consumo
de drogas aumento de 10.3% a 14.4% del ano 2011 al 2016.

Se revisaron los expedientes de 5 pacientes que ingresaron al servicio de cardiologia con
diagnostico de Insuficiencia Cardiaca y con el antecedente de uso de metanfetaminas
(consumo de cristal) del 1 marzode 2018 al 1 diciembre 2018.Se evalud eco transtroracico,
en todos ellos el ecocardiograma mostro alteraciones graves de la movilidad global y el
promedio de fraccién de expulsion del ventriculo izquierdo fue del 24 %, a todos ellos se
les dio tratamiento de acuerdo a las guias de practica clinica e iniciamos su seguimiento
para establecimiento de la cohorte

En esta serie de casos informamos 5 pacientes con MCD posiblemente relacionada a uso
de metanfetaminas con FEVI importantemente deteriorada, lo cual confiere un pobre
pronostico

Figura 1. Miocardiopatia dilatada
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Establishing Level of Amputation in Severe Burn
Wounds with Infrared Thermography.

JGibran Alejandro Delsol-Revueltal, MD1; Antony Morales, Ms22, Eleazar Samuel Kolosovas-
Machuca, PhD2; Mario A. Martinez-Jiménez, MD, MsC1,2; Francisco Alcocer-Gouyonnet, MD3.
Burn Unit, Surgery Department. Hospital Central “Dr. Ignacio Morones Prieto. Doctorado
Institucional en Ingenieria y Ciencia de Materiales (DICIM), Universidad Auténoma de San Luis

Potosi, San Luis Potosi, México. Vascular Surgery Department and Executive Director at Hospital
Central “Dr. Ignacio Morones Prieto”

ABSTRACT

Thermography can evaluate the depth of
the burn with a high degree of accuracy.
It can be used to assess the level of
amputation in a patient who suffered
severe burns in lower extremities. It
represents a non-invasive imaging
technique, with an interpretation in

real time that can result in an early
assessment in the need for surgery. A
21-year-old male patient was admitted
in our hospital 6 hours after suffering a
flame burn injury due to an explosion
caused by a gas pipeline. Involving 50%
TBSA, suffering 3rd and 4th -degree
burns, affecting lower abdomen

and extremities. Bilateral lower limb
amputation and debridement was
necessary. Before the amputation, an
evaluation with infrared thermography
was carried. finding significant decrease
in distal extremity temperature, 10
centimeters above both knees. Making
it possible to determine the level of
amputation based on the decreased
temperature of the lower limbs. Patients
who suffered severe burns showed
decrease in distal temperature (at least
6.2 °C) compared to healthy skin. It
represents advantages in terms of cost,
ease at use for clinicians, and because of
its non- invasive feature is well accepted
by patients. Thermography can inversely
correlate skin temperature with burn
depth, as well as reduced vascular
perfusion near the wound surface.

In conjunction with a proper clinical
assessment, it can be a powerful auxiliary
study, when trying to preserve viable
tissue, compared to clinical assessment
alone.

PALABRAS CLAVE
Amputation,Burn,Wounds,Thermography
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CASE REPORT

EA twenty-one-year-old male patient, admitted in ER 6 hours after suffering
direct flame burn injury caused by a gas pipeline explosion. Patient suffered
third and fourth degree burns involving 50% TBSA, affecting lower abdomen
and lower extremities (Fig 1) On admission, resuscitative measures according
to advanced trauma life support (ATLS) protocol were given, the patient was
kept under intensive care with monitoring of his vital signs. (Fig. 1) Bilateral
lower limb amputation and debridement were necessary. Prior to amputation,
an evaluation with infrared camera was carried. Thermography of the lower
limbs was assed using a FLIR T400 (FLIR Systems, Wilsonville, OR, USA) with
a 320 x 240 focal plane array of uncooled micro-bolometers with a spectral
detection range of 7.5-13 um and a thermal sensitivity of 50 mK at 30°C. The
patient showed a significant decrease in distal temperature 10 centimeters
above both knees. This way it was possible to determine the level of amputation
based on the decreased temperature of the lower limbs. (Fig. 2, 3).
Thermalimaging showed normal temperature in the right side of the abdomen
with average of 31. 4°C with standard deviation (SD) = 0.9, and a decreased
temperature distribution over the burned skin of the lower ipsilateral extremity
with an average temperature of 25. 2°C with standard deviation (SD) = 1.6,
and the contralateral side 31.1°C SD 2.6 and 24.9°C SD 2.5 respectively.

N

Figure 1. Burn affecting lower abdomen and lower extremities
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Figure 2. Bilateral lower limb amputation and debridement were
necessary

After surgery, tissues of the mangled lower extremities
wereassessed clinicallyand with the use of thermography
to measure the temperature and quality of soft tissue
and muscles, which were viable and had adequate
blood supply. (Fig. 4)

Figure 4. After surgery

DISCUSSION

Treatment consideration in a mangled lower extremity
are a challenge for the surgeon. In the presented case,
it was found that patients who suffered severe burns
showed decreased distal temperature (at least 6.2 °C)
compared to healthy skin. Our results correlate with
the method carried out by Spence et al, in which
above the knee amputation was performed when
thermograms with a severe knee-foot longitudinal
thermal gradient(LGT) was >6°C .

Several scores have been developed to establish
guidelines when deciding to amputate or not, however
in literature there is no consensus. The most used score
in literature is the MESS with a sensitivity of 79 % and a
sensibility of 83 % in prediction of limb salvage. Although
NISSSA score is more sensitive than the MESS score (81,8
% and specificity 92,3 %)1. In another study, Kiran Kumar
et al. established that MESS could predict amputation
of severely injured lower limbs, having score of equal or
more than 7 with 91% sensitivity and 98% specificity .

But there is no scale or instrument that defines the level
of limb amputation.

New reconstructive techniques allow trying limb
salvage in complex lesions that could only be treated
by amputation in the past decades. As described by
Fodor et al. failed attempts at limb salvage result in
prolonged hospitalization, along with multiple surgical
procedures, pain and psychological trauma. Patients
who have undergone a lower extremity amputation
may develop an unstable soft tissue envelope of the
amputation stump. This envelope may result in pain
that prohibits prosthetic use or may become chronically
infected. Providing stable soft tissue coverage at the
amputation site may provide relief from pain and
prevent infections.

Additionally, a stable amputation soft tissue envelope
may assist with the ability of the patient to maintain
his or her existing level of ambulation, overall sense
of wellness, and ability to maintain social integration,
all which directly correlates with a better quality of
life . Salvage of a lower extremity amputation level
may significantly improve a patient's overall quality
of life. Attempts to salvage an amputation level that
is plagued by unstable wounds, pain, or infection are
warranted in those patients who have the physiologic
reserves to undergo salvage of their amputation level.

The use of thermography has proved to be consistently
reliable, and represent advantages in terms of cost,
ease at use for clinicians and because of its non-
invasive feature is also well accepted by patients.
Thermography can inversely correlate skin temperature
with burn depth, as well as reduced vascular perfusion
near the wound surface. The essential advantages of
this technique are its noninvasive nature, simplicity,
safety of examination and quickness. We consider this
diagnostictool could also be used for different traumatic
or inflammatory pathologies of the extremities.

To the authors' knowledge, this is a first case report in
which infrared thermography is used to assess and help
establishing a level of amputation in a burned patient.
Thermographic evaluation can be more accurate to
preserve more tissue than clinical assessment. This
study supports the surgical strategy of an early and
adequate procedure for lower limb amputations, to
avoid a late secondary closure and permit a good
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prosthetic limb.
CONCLUSIONS

Thermography in conjunction with a proper clinical
assessment can be more useful to preserve viable tissue
when compared to clinical assessment alone. The
presented results help stablish a clear and measurable
cut-off point when opting for an amputation surgery in
a burned patient. Therefore, thermographic imaging can
be used as a non-invasive procedure to evaluate tree
and fourth degree burn injury of accuracy.
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explicitamente por las autoridades responsables de la institucion donde el
trabajo fue llevado a cabo.

. De ser aceptado, no serd publicado en otro medio, incluyendo el
electrénico, en espanol, inglés o cualquier otro idioma.

Estas normas para los autores estan en conformidad con los Requerimientos
Uniformes para el Envio de Escritos a Revistas Biomédicas (“Uniform
Requirements for Manuscripts Submitted to Biomedical Journals”: http://www.
icmje.org/).

AUTORIA

Todos autores deben haber participado en la concepcion, disefio, obtencion
de datos, andlisis e interpretaciéon de la informacion, escritura del articulo
y/0 revision critica, lo que implica una importante contribucién intelectual al
mismo.

La version final del articulo debe ser aprobada por todos los autores antes de su
envio. Por correo electrénico debe enviarse en formato digital (pdf) la carta de
envio y sesion de derechos (anexo), con los archivos electronicos del articulo.
Los nombres de los autores pueden agregarse, borrarse o reacomodarse sélo
bajo solicitud explicita del autor de correspondencia, en caso de ser aceptado
el articulo.

Una vez publicado el articulo, cualquier cambio a la lista de autores sélo
sera posible mediante una carta de correccion publicada en un numero
subsecuente.
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ETICA

La investigacion que dio origen al articulo que
se pretende publicar debe estar apegado a las
regulaciones nacionales e internacionales en
materia de investigacion para la salud, y contar con
un dictamen positivo por los comités de ética en
investigacion y de investigacion de la unidad en que
se realizd el estudio, por lo que deberan adjuntar el
documento que lo acredite.

CONFLICTO DE INTERES

Se requiere que todos los autores declaren cualquier
potencial conflicto de interés, incluyendo cualquier
relacion financiera, personal o de otro tipo, con
alguna persona u organizacién que pudiera influir,
o percibirse como influyente en las contribuciones
cientificas enviadas.

En caso de que no exista conflicto de intereses, esta
circunstancia debe expresarse explicitamente. La
leyenda llamada “DECLARACION DE CONFLICTO DE
INTERES” debe ser parte de la estructura del articulo, y
se coloca después de la conclusiony antes de"FUENTE
DE FINANCIAMIENTO"

FINANCIAMIENTO

Se exhorta a los autores a declarar la fuente de
financiamiento econémico para el desarrollo de la
investigacion y/o la preparacion del escrito, y declarar
brevemente el papel del financiador, de existir, en el
diseno del estudio, en la obtencién de los datos, en
el andlisis e interpretacion de la informacién, en la
escritura del articulo o en la decision para envio.

La declaracién llamada“FUENTE DE FINANCIAMIENTO”
debe ser parte de la estructura del articulo, y se coloca
después de la "“DECLARACION DE CONFLICTO DE
INTERES"y antes de la lista de referencias bibliograficas,
en la escritura del articulo o en la decision para envio.

EVALUACION DEL ARTICULO

Le evaluacion de los articulos para publicacion
es anénima y por pares. Inicialmente los articulos
son evaluados por el Asistente Editorial respecto
a su formato y adecuacion del contenido a los
requerimientos de la revista. Una vez que la evaluacion
interna se ha completado, dos o tres revisores
independientes son invitados a evaluar el manuscrito.
Se solicita a los revisores que realicen una evaluacion
estandarizada y estructurada para emitir su decision

sobre el articulo. Este documento contiene ademas
un parrafo a estilo libre con los comentarios de cada
revisor y sus recomendaciones. La decisiéon final sobre
el articulo es una prerrogativa del Editor en Jefe.

PREPARACION Y FORMATO DE ARTICULO

Se recibirdn documentos para su revision en Microsoft
Word 2.0 o versiones posteriores, con paginas
numeradas, a doble espacio con tipo de letra Arial,
Times o Gill Sans tamano 11 o 12, texto alineado a
la izquierda (recomendamos consultar un articulo
reciente para seguir su estilo).

Idioma. Son bienvenidos los articulos escritos en
espafnol (el idioma oficial de la revista) o inglés
(aceptados los estilos americano o britanico). No se
cuenta con servicios profesionales de edicion de
lenguaje, por lo que la exactitud y adecuacion del
contenido escrito es completa responsabilidad de los
autores.

Abreviaciones. Excepto para las unidades de medida,
el uso exagerado de abreviaciones debe evitarse.
La primera vez que aparece una abreviacion debe
explicarse su significado.

Tablas. En hojas por separado y enumeradas
progresivamente con numeros arabigos, con titulos
breves; si fueran necesario, con notas y definiciéon de
los simbolos. Para el pie de cuadro se debe emplear
numeros arabigos en superindice. Es indispensable
que las tablas estén en formato editable de algun
procesador de textos (v. gr. Word). Las tablas en
formatos Excel, Database, SPSS, Access o similares
no seran admitidas. Su ndmero no deberd exceder el
indicado para el tipo de articulo.

Figuras. Deben disefarse profesionalmente. Las
fotografias deben presentarse sélo en formato
electréonico JPEGoTIFFy conunaresolucionequivalente
a 300 dpi. Si se envian fotografias de personas, éstas
deberan preservar su anonimato o en caso contrario
debera enviarse una carta de consentimiento para el
uso de la fotografia. En el texto deberd mencionarse
el lugar donde deben aparecer las figuras. Las graficas
estan incluidas en esta categoria. Se sugiere el uso de
graficos 2D para la representacion de dos variables y
3D para la representacion de tres variables. Su nimero
no debera exceder el indicado para el tipo de articulo.
Pies de figuras. Las figuras siempre se acompafnaran de
"pies descriptivos', en una hoja por separado, a doble
espacio, iniciando cada uno con numero arabigo.
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Este apartado debe describir en forma detallada la
figura, no sélo decir de qué tipo de imagen se trata. Si
aparecen flechas, indicar qué sefalan. En las graficas
serd necesario indicar el significado de cada uno de los
colores o patrones de las barras, asi como la significancia
estadistica, si aplica. En los articulos correspondientes
a la seccion Imagenes clinicas: el texto de cada pie de
figura no debe exceder de 15 lineas a renglén seguido
Las categorias de los manuscritos aceptados para su
revision y eventual publicacién son:

Contribuciones originales. Es la comunicacion de
los resultados de una investigacion que prueba una
hipotesis cientifica, con un maximo de 5,500 palabras
queincluyen:la carta de cubierta, pagina de informacion
de los autores, pagina del titulo, resumen, abstract, texto
principal, lista de referencias, tablas y leyendas de figura.
Un maximo de seis tablas y/o figuras y 40 referencias en
la lista bibliografica. El archivo electrénico del articulo
debe incluir la numeracion de las paginas y debe estar
compuesto, en estricto orden, de lo siguiente:

1. Carta de cubierta. Esta es una carta no firmada
a estilo libre al principio del articulo que declara que
éste no esta siendo considerado o evaluado para su
publicacion en otro medio, que todos los autores han
contribuido  significativamente al trabajo enviado vy
que todos los autores han aprobado la versién final del
escrito.

2. Pagina de informacién de los autores. Es una
pagina con los nombres de los autores y sus afiliaciones,
exactamente como desean que aparezcan en el
articulo impreso. No debe declarase el rango, puesto
o nivel profesional de los autores. Esta pagina debe,
ademas, contener el nombre y la direccion del autor de
correspondencia.

3. Pagina del titulo. Esta es una pagina que declara
el tipo de articulo (contribucion original, reporte de
caso o carta al editor), titulo completo del mismo, titulo
corto o de cornisas, titulo en inglés (o en espanol si el
articulo esta originalmente escrito en inglés), nombres
de los autores comenzando con el (los) apellido (s)
y sequido por el (los) nombre (s). No incluir los titulos
profesionales.

4, Resumen. Esta pagina esta dedicada al resumen
en espanol. Esta seccion del articulo tiene un maximo de
300 palabras, con los siguientes apartados: Introduccion,
Objetivo, Métodos, Resultados, Conclusiones. Se
requiere una lista de tres a cinco palabras clave en
espanol para propodsitos de indizacion.

5. Abstract. Esta pagina esta dedicada al resumen

en inglés. Esta seccion del articulo tiene un maximo de
250 palabras, con los siguientes apartados: Objective,
Methods, Results, Conclusions. Se requiere una lista de
tres a cinco palabras clave en inglés para propoésitos de
indizacion.

6. Introduccion. Esta pagina debe incluir sélo uno

a tres parrafos (no mas de 300 palabras en total) con
una introducciéon breve y enfocada sobre la esencia
y motivacion del estudio. De forma ideal debe ser
propiamente la justificacién, importancia, hipotesis y
objetivo de este. Si el articulo es un Reporte de Caso
0 Revision debe exponerse una clara justificacion
sobre el abordaje del tema en cuestion. Las citas a la
literatura comienzan aqui'y deben anotarse en nimeros
arabigos en super indice (ejemplo: ...son pobremente
reportados.21) después del signo de puntuacion, en
el orden en que las referencias son citadas en el texto
(orden de aparicion).

/. Métodos. Esta seccion debe incluir una oracion
que exprese el tipo de estudio, la aprobacion del Comité
de Etica y sobre el requerimiento del Consentimiento
bajo Informacion (de ser el caso). Deben definirse muy
claramente la poblacion de sujetos (humanos o no
humanos), periodo de realizacion del estudio, desenlaces
medidos  (variables  dependientes),  definiciones
operacionales, organizacion del estudio (o estrategia
experimental), medida de las variables y captura de los
datos. Después de esta informacion, el Ultimo parrafo
debe versar sobre el anélisis estadistico, declarando
claramente los métodos de descripcion basica de
datos, analisis de asociacion o inferencia, el nivel de
significancia (el nivel de significancia debe expresarse
siempre con una “p" mindscula no cursiva, siempre
considerado como significativo si p < 0.05) y el paquete
estadistico empleado (de ser el caso). Métodos exactos
deben usarse en el andlisis de variables categodricas. Los
resultados deben presentarse con tanta precision como
sea de valor cientifico (por ejemplo, las medidas de
asociacion como los odds ratios o razones de momios
deben ordinariamente reportarse a dos decimales).
Excepto cuando el disefo del articulo expresamente asi
lo requiera, como en estudios de no inferioridad, todos
los valores de "p” deben ser a dos colas. En general,
valores de “p" mayores a 0.01 deben reportarse a dos
decimales, aquéllos entre

0.01y0.001 a tres decimales, y los valores de “p"menores
a 0.001 deben reportarse como “p < 0.001" La seccién
de Métodos puede incluir citas a estudios previos.

8. Resultados. Esta seccion debe comenzar
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describiendo las caracteristicas generales de la
poblacion estudiada. Describir los resultados de lo
general a lo particular. Pueden usarse en esta seccion
Cuadros (tabulaciones de una sola columna, es decir,
listados), Tablas (tabulaciones con mas de una columna
y mas de una fila) o Figuras (ya sea ilustraciones solas o
compuestas, graficas o fotografias). Declarar en palabras
primero, si no es posible sélo con texto, usar Tablas, y si
esto no es posible usar Figuras. NO repetir la informacion
de Tablas o Figuras en el texto, sélo su interpretacion. Si
se requiere una Tabla o Figura, el texto sélo debe tratar
superficialmente los hallazgos incluidos en la Tabla
o Figura, NO repetir la misma informacion. NO cite a
estudios previos en esta seccion.

9. Discusion. Esta seccion debe ser primero
una interpretacion de los resultados que resuma los
principales hallazgos del informe cientifico, con una
comparacion con estudios previos similares, después.
No repetir cifras, porcentajes o datos crudos reportados
en la seccion de Resultados. Discutir los resultados y
expresar a la comunidad cientifica por qué son valiosos
y relevantes para la practica clinica. Declarar claramente
las limitaciones del estudio, como el estudio podria
hacerse mejor en el futuro y cudles son las perspectivas
y direcciones futuras. Esta seccion debe incluir citas a la
literatura precedente.

10. Conclusiones. Esta seccion debe declarar en
menos de 150 palabras la principal inferencia del estudio,
interpretacion o avance cientifico alcanzado.

11. Declaraciéon de conflictos de interés.
12. Fuentes de financiamiento.
13. Citas v referencias. Insertar dentro del texto en

numeros arabigos en super indice las citas a estudios
previos o referencias conceptuales, en el orden de
aparicion. NO citar en paréntesis o corchetes. Citar tantas
referencias como sean necesarias, pero no mas. Citar
solo articulos que realmente tienen el mérito. Después
de la seccion de Conclusion, debe incluirse una lista de
todas las referencias usadas en orden de aparicién y en
estricto estilo Vancouver. La exactitud de las referencias
son responsabilidad de los autores. No hacer la lista de
referencias en orden alfabético. Las referencias citadas en
una Tabla o Figura deben aparecer en orden numérico
con respecto a la primera referencia que se haga a
la Tabla o Figura en el texto. Por ejemplo, si la Ultima
referencia citada antes de la Tabla o Figura en cuestién
es la referencia 14, y la Tabla o Figura contiene cinco
referencias que alin no han sido mencionadas en el texto,
entonces las referencias contenidas en el Texto o Figura

deben ser numeradas de 15 a 19; en consecuencia, la
siguiente referencia alin no mencionada al regresar al
texto debe ser la 20. Si las referencias incluyen mas de
seis autores, enlistar los primeros seis en estilo MedLine
(ejemplo: Ramirez-Castro CS) seguido de et al."El estilo
de las referencias debe ser como sigue: « Articulo de
revista: Cantu-Brito C, Ruiz-Sandoval JL, Arauz- Géngora
A, Villarreal-Careaga J, Barinagarrementeria F, Murillo-
Bonilla LM, et al. Prevalencia de estenosis carotidea en
pacientes con isquemia cerebral transitoria en México.
Rev Mex Neuroci 2010; 11: 343-8. Resumen/abstract
de congreso: Martinez- Ramirez D, Martinez HR,
Armendariz- Betancourt |. Focalizacién motora como
signo predictive de tumor cerebral de alto grado. Rev
Mex Neuroci 2011; 12: 278. Abstract. Instrucciones para
autores 364 Rev Mex Neuroci Noviembre-Diciembre,
2013; 14(6): 361-365 - Libro: Silberstein SD, Lipton RB,
Dalessio DJ, eds. Wolff'sheadache and other head pain.
7th ed. Oxford, England: Oxford UniversityPress, 2001:
57-72.« Capitulo de libro: Goadsby PJ. Pathophysiology
of headache. In: Silberstein SD, Lipton RB, Dalessio
DJ, eds. Wolff'sheadache and other head pain. 7th
ed. Oxford, England: Oxford UniversityPress, 2001:
57-72.« Pagina web: U.S. positions
onselectedissues at thethirdnegotiatingsession
of the Framework ConventiononTobacco Control.
Washington, D.C. CommitteeonGovernmentReform,
2002. (AccessedMarch 4 2002, a t
http://www.house.gov/reform/  min/inves_tobacco/
index_accord.htm.)

14. Tablas. Las Tablas deben aparecer en el
archivo del articulo después de la lista de referencias,
comenzando con el titulo. Numerar las Tablas con
numeros arabigos en orden en que son citadas en
el texto. Usar titulos que describan concisamente el
contenido de la Tabla, de forma tal que el lector pueda
entender la Tabla aun sin haber leido el texto. Las Tablas
pueden contener abreviaciones, pero la Tabla debe
contener una nota al pie que describa el significado de
las abreviaciones. Proporcione las unidades de medida
para todos los datos numéricos en las columnas vy
filas de la Tabla. Colocar unidades de medida en el
encabezado de columna o alaextrema derecha de una
fila sélo si esa misma unidad de medida aplica a todos
los datos de esa columna o fila. Cuando se preparen
las Tablas, si se emplea un cuadriculado, usar un solo
cuadriculado para una sola Tabla, y no un cuadriculado
independiente para cada columna o fila.

15. Leyendas de figura. Una leyenda debe
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acompanar a cada figura en la parte superior y NUNCA
ser parte de esta.

16. Figuras. Figuras de alta resoluciéon (al menos
300 dpi/ppp) deben ser incluidas dentro del archivo
de texto, al final, en paginas separadas, y NUNCA entre
los parrafos de Métodos, Resultados o Discusion. No
incluir las leyendas de figura como parte de la propia
imagen. Un titulo breve debe identificar a cada Figura
(ej."Figura 1”0 “Figura 2" etc.).

Reportes de Caso. Fsta es una comunicacion sobre la
experiencia con uno o0 Unos cuantos casos clinicos, con
no mas de 3,000 palabras (cuenta que incluye a la carta
de cubierta, pagina de informacién de los autores,
pagina del titulo, resumen, abstract, texto principal,
lista de referencias, tablas y leyendas de figura), aun
si incluye revision de la literatura, con no mas de seis
tablas o figuras (cualquier combinacién se permite) y
no mas de 40 referencias en la lista bibliografica. Este
tipo especifico de articulo debe componerse de las
siguientes partes:

1.Carta de cubierta. Como se menciond previamente
para Contribuciones Originales.

2.Pagina de informacion de los autores. Como se
menciond previamente para Contribuciones Originales.
3.P4gina del titulo. Como se menciond previamente
para Contribuciones Originales.

4 Resumen. Esta pagina esta dedicada al resumen en
espanol. Esta seccion del articulo debe estructurarse
y componerse, en no mas de 250 palabras, de las
siguientes subsecciones: Introduccion, Reporte de
Caso, Conclusion. Se requiere una lista de tres a cinco
palabras clave en espanol para propdsitos de indizacion.
5.Abstract. Esta pagina esta dedicada al resumen en
inglés. Esta seccion del articulo debe estructurarse
y componerse, en no mas de 200 palabras, de las
siguientes subsecciones: Objective, Case Report,
Conclusion. Se requiere unallistade tres a cinco palabras
clave en inglés para propositos de indizacion.
6.Introduccion. Aqui debe exponerse una clara
justificacion sobre la presentacion de un (o unos
cuantos) caso (s) que por su rareza, curso excepcional
0 manejo innovador merecen presentarse de forma
aislada y no como parte de una serie de pacientes
mas grande. Las citas comienzan aqui, siguiendo los
lineamientos antes mencionados.

7Reporte de Caso. Esta seccion estd dedicada a
la descripcion de la presentacion clinica, abordaje

diagnostico, intervenciones terapéuticas y curso
clinico de los casos presentados. No citar reportes de
Caso previos aqui.

8.Discusion. Esta seccion debe interpretar y resaltar
la relevancia clinica del caso presentado y comparar
los hallazgos con lo reportado antes en la literatura
cientifica. Se recomienda la construcciéon de una
Tabla que resuma reportes de caso previos sobre el
tema tratada, incluyendo el presente Reporte de Caso.
Puede presentarse en esta seccion una breve revision o
actualizacién clinica sobre la enfermedad o condicién
del caso presentado.

9. Conclusiones. Esta seccion debe declarar en menos
de 100 palabras la relevancia del caso o condicion/
enfermedad presentada. Si no se puede alcanzar una
clara y contundente conclusion del Reporte de Caso,
quiza sea porque el mismo no debiera publicarse, en
primera instancia.

10.Citas y referencias. Como se menciond previamente
para Contribuciones Originales.

11.Tablas. Como se menciond previamente para
Contribuciones Originales.

12 Legendasdefigura.Comose menciond previamente
para Contribuciones Originales.

13.Figuras. Como se mencion® previamente para
Contribuciones Originales.

Revisiones. Esta es una comunicacion sobre la revision
narrativa de un topico, con no mas de 7,000 palabras
(cuenta que incluye a la carta de cubierta, pagina de
informacion de los autores, pagina del titulo, resumen,
abstract, texto principal, lista de referencias, tablas y
leyendas de figura), con no mas de siete tablas o figuras
(cualquier combinaciéon se permite) y no mas de 50
referencias en la lista bibliografica. Este tipo especifico
de articulo debe componerse de las siguientes partes:
1. Carta de cubierta. Como se menciond previamente
para Contribuciones Originales.

2. Pagina de informacién de los autores. Como
se menciond previamente para Contribuciones
Originales.

3. Pagina del titulo. Como se menciond previamente
para Contribuciones Originales.

4. Resumen. Esta pagina estd dedicada al resumen
en espanol. Esta seccion para este tipo particular de
articulo debe ser no estructurada (no se compone de
subsecciones),y debeincluir,en nomasde 200 palabras,
una definiciéon del tema a tratar, su importancia, los
topicos o secciones a tratar y una breve conclusion
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sobre la relevancia de la Revision. Se requiere una lista
detresacinco palabras clave en espafiol para propdsitos
de indizacion.

5.Abstract. Esta pagina esta dedicada al resumen en
inglés. Esta seccion sigue las reglas del Resumen, pues
es una traduccion de este. Se requiere una lista de tres
a cinco palabras clave en inglés para propositos de
indizacion.

6. Introduccion. Aqui debe exponerse una clara
justificacion sobre la presentacion del topico. Las citas
comienzan aqui, siguiendo los lineamientos antes
mencionados.

7. Desarrollo. Esta seccion no necesariamente lleva el
titulo “Desarrollo”. En su lugar se recomiendan titulos y
subtitulos a estilo libre, segun se requieran.
8.Conclusiones. Esta seccion debe declarar en menos
de 100 palabras la relevancia del temay las direcciones
futuras.

9.Citas y referencias. Como se menciond previamente
para Contribuciones Originales.

10.Tablas. Como se menciond previamente para
Contribuciones Originales.

11.Legendas de figura. Como se menciond previamente
para Contribuciones Originales.

12.Figuras. Como se menciond previamente para
Contribuciones Originales.

Comunicaciones breves. Son trabajos que tienen
como objetivo publicar datos de interés sobre un
estudio limitado o de un informe de una investigacién
en desarrollo. Contienen los resultados preliminares de
una investigacion sobre un tema de impacto. Deben ser
estructurados en las siguientes secciones: Introduccion,
Métodos, Resultados, Discusion, Conclusiones vy
Referencias Bibliograficas (maximo 15 citas). No mas
de cinco cuartillas. Se aceptan hasta 5 tablas y 3 figuras
como maximo. Este tipo especifico dearticulo debe
componerse de las siguientes partes:

1. Carta de cubierta. Como se menciond previamente
para Contribuciones Originales.

2.Pagina de informacién de los autores. Como se
menciond previamente para Contribuciones Originales.
3.Pagina del titulo. Como se menciond previamente
para Contribuciones Originales.

4. Resumen. Esta pagina esta dedicada al resumen en
espanol. No mas de 250 palabras, con las siguientes
subsecciones:  Introduccion, Reporte de  Caso,
Conclusién. Se requiere una lista de tres a cinco palabras
clave en espafnol para propodsitos de indizacion.

5.Abstract. Esta pdagina estd dedicada al resumen
en inglés. No mas de 200 palabras, de las siguientes
subsecciones: Objective, Case Report, Conclusion. Se
requiere una lista de tres a cinco palabras clave en inglés
para propositos de indizacion.

6.Introduccion.  Aqui debe exponerse una clara
justificacién sobrela presentacion de un (o unos cuantos)
Caso (s) que por su rareza, Curso excepcional o manejo
innovador merecen presentarse de forma aislada. Las
citas comienzan aqui, siguiendo los lineamientos antes
mencionados.

7.Métodos. Esta seccion debe incluir una oracion que
exprese el tipo de estudio, la aprobacion del Comité
de Etica y sobre el requerimiento del Consentimiento
bajo Informacion (de ser el caso). Deben definirse muy
claramente la poblacion de sujetos (humanos o no
humanos), periodo de realizacion del estudio, desenlaces
medidos  (variables  dependientes),  definiciones
operacionales, organizacion del estudio (o estrategia
experimental), medida de las variables y captura de los
datos. Después de esta informacion, el ultimo parrafo
debe versar sobre el andlisis estadistico, declarando
claramente los métodos de descripcion basica de
datos, analisis de asociacion o inferencia, el nivel de
significancia (el nivel de significancia debe expresarse
siempre con una “p” minuscula no cursiva, siempre
considerado como significativo si p < 0.05) y el paquete
estadistico empleado (de ser el caso). Métodos exactos
deben usarse en el andlisis de variables categdricas. Los
resultados deben presentarse con tanta precision como
sea de valor cientifico (por ejemplo, las medidas de
asociacion como los odds ratios o razones de momios
deben ordinariamente reportarse a dos decimales).
Excepto cuando el disefio del articulo expresamente asi
lo requiera, como en estudios de no inferioridad, todos
los valores de “p” deben ser a dos colas. En general,
valores de “p" mayores a 0.01 deben reportarse a dos
decimales, aquéllos entre

0.01y0.001 a tres decimales, y los valores de“p"menores
a 0.001 deben reportarse como “p < 0.001" La seccién
de Métodos puede incluir citas a estudios previos.

8. Resultados. Esta seccion debe comenzar describiendo
las caracteristicas generales de la poblacion estudiada.
Describir los resultados de lo general a lo particular.
Pueden usarse en esta seccion cuadros (tabulaciones de
una sola columna, es decir, listados), tablas (tabulaciones
con mas de una columna y mas de una fila) o figuras
(ya sea ilustraciones solas o compuestas, graficas o
fotografias). Declararen palabras primero, sino es posible
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solo con texto, usar tablas, y si esto no es posible usar
figuras. NO repetir la informacion de tablas o figuras en
el texto, sélo su interpretacion. Si se requiere una tabla
o figura, el texto solo debe tratar superficialmente los
hallazgos incluidos en la tabla o figura, NO repetir la
misma informacion. NO cite a estudios previos en esta
seccion.

9.Discusion. Esta seccion debe ser primero una
interpretacion de los resultados que resuma los
principales hallazgos del informe cientifico, con una
comparacion con estudios previos similares, después.
No repetir cifras, porcentajes o datos crudos reportados
en la seccion de Resultados. Discutir los resultados y
expresar a la comunidad cientifica por qué son valiosos
y relevantes para la practica clinica. Declarar claramente
las limitaciones del estudio, cobmo el estudio podria
hacerse mejor en el futuro y cudles son las perspectivas
y direcciones futuras. Esta seccién debe incluir citasa la
literatura precedente.

10. Conclusiones. Esta seccion debe describir en menos
de 100 palabras la relevancia reporte presentado. Si no
se puede alcanzar una clara y contundente conclusion
del estudio, quiza sea porque el mismo no debiera
publicarse, en primera instancia.

11. Citas y referencias. Como se menciond previamente
para Contribuciones Originales.

12Tablas. Como se menciond previamente para
Contribuciones Originales.
13.Legendasdefigura. Como se menciond previamente
para Contribuciones Originales.

14.Figuras. Como se menciond previamente para
Contribuciones Originales.
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