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INTRODUCTION

Tongue entrapment in a bottle is a rare 
phenomenon in the scientific literature .1. It 
is a very uncommon childhood mishap that 
can lead to tongue edema and associated 
vascular complications. Threatened airway is 
the most dreaded complication of tongue 
entrapment. The management of this emer-
gency includes airway safety and an innovati-
ve approach to safely release the tongue form 
the compressing site without exacerbating or 
injuring the patient. 2 We report a case of a 
young boy, who presented to the Pediatric 
emergency department with history of 
tongue entrapment in a plastic bottle.

CASE REPORT

An 8 years old boy, student of class II with no 
known co-morbid who was received in Pedi-
atric Emergency Department with history of 
entrapment of tongue in a plastic bottle, 
while playing with it one hour back at school. 
Parents initially took him to a local hospital 
where plastic bottle was cut from the center 
to visualize the tongue and an attempt was 
made to remove the bottle, but that resulted 
in little bleeding from patient’s tongue 
without any success of removal of the bottle, 
therefore he was referred to our Pediatric 
Emergency Department. On arrival in Emer-
gency department child was anxious, in 
discomfort as the plastic bottle was encasing 
the anterior part of his tongue, well oriented, 
sitting with his mother. Child’s mouth was 
open with tongue protruding outside and 
bottle opening was encasing the middle third 
of the tongue which was not visible and ante-

rior part of the tongue was swollen/edema-
tous, pale with drooling of saliva and no 
active bleeding.

At the time of arrival to the Emergency 
Department, child was vitally stable. Syste-
mic examination was unremarkable. Imme-
diately, an emergency response was genera-
ted, although airway was secure, preparati-
ons were made for possible emergency 
tracheostomy or naso-tracheal intubation as 
ENT team and Anesthesia teams were taken 
on board. Child was provided supportive 
oxygen via nasal prong. As plastic bottle was 
already cut from the center, when we recei-
ved the boy in our Emergency Department, it 
was easy for us to visualize the tongue and 
take the necessary steps. Xylocaine gel was 
applied to the anterior third of the tongue 
and then, by twisting method after 15 minu-

During the pandemic, an effective triage is one of the 
duties that fall on to the shoulders of the emergency 
departments but sometimes the symptoms can lead you 
to a number of different diagnoses. It has been reported in 
studies that mortality with Covid-19 is higher in advanced 
age, male patients, patients with additional diseases such 
as hypertension, diabetes mellitus, and coronary disease 
(2). The data and symptoms from China are listed in order 
of frequency; pneumonia, sore throat, fever, myalgia, 
nausea, vomiting, nasal congestion, diarrhea, chest pain 

tes the plastic bottle was removed (Fig 1). After removal of 
the bottle, it was noticed that tongue had swelling and 
little bleeding from the anterolateral side. Normal saline 
was used to irrigate the edematous tongue. Bleeding was 
stopped by application of pressure with sterilized gauze. 
Intra venous analgesics and dexamethasone was adminis-
tered. Child was kept under observation as there was 
tongue edema, however, intubation was not required and 
during the stay in the Emergency Department. Family 
was counselled that tongue swelling will subside in a few 
days and danger signs were explained such as recurrence 
of bleeding, difficulty in breathing, in which case the child 
should be brought back to the Pediatric Emergency 
department. Patient was discharged on analgesics, antibi-
otic and local application of xylocaine gel. Follow up in 
Emergency clinic was given after 48 hours. After 48 
hours, patient had regained normal tongue motion, 
edema had settled, there was minimal pain on eating.

DICUSSION

Tongue entrapment is a rare cause of injury to the tongue. 
To date, some cases have been reported previously in the 
literature.1-10 To the best of our knowledge, only few cases 
have been reported of tongue entrapment in a plastic 
bottle. Anterior third part of the tongue is the most affec-
ted part of the tongue that is commonly injured.3 Various 
methods have been applied for the removal of the bottle, 
and relieving the pressure effects on the tongue. 1-6 But in 
most of the cases, it was seen that application of lubricant 
and traction only led to unsuccessful attempts of remo-
val.4-5,9 This was possibly because in our patient, the bottle 
was made of plastic, where as in most of the cases, tongue 
entrapment was mainly in a bottle with a metal body.4-5 In 
one case report the bottle had a brass ring at its mouth for 
which procedural sedation was required and ring cutters 
and retractors were used.7 It was also noted that this 
accidental injury was mainly in children from school 
going ages 7 to 10 years 5, similarly the age of our patient 
was 8 years. Chad W et al. and Vinay T. Fernandes et al. 
reports that possible cause of this accidental trauma 
could be mainly because the child would be trying to 
drink the last drop, as a result putting his/her tongue 
inside the bottle and sucking out air, which in turn creates 
a vacuum.5,9 Otolaryngologist should always be present to 
assess the airway of the patient, as tongue edema, pain or 
oral secretion could easily compromise the airway and 
emergency tracheostomy could be required.5 In our case, 
the child presented early to the ED and he was immedia-
tely assessed and management was started, the use of 
general anesthesia was avoided, in contrast to operating 
room settings, as discussed by Chad W et al. 5 As the 
plastic bottle was already cut from the proximal half, as 
demonstrated in Fig 1 the anterior third of the tongue was 
visualized. Operating room should always be ready in 
case of worsening of symptoms especially if there is a high 

suspicion of airway compromise. Although, in our 
patient, only the use of lubricant and twisting and traction 
forces was enough for the removal of the bottle and fortu-
nately it took us minimum time to achieve the desired 
management, it is mentioned in different case reports 
that additional services were required, such as the use of 
a catheter, drilling of holes in the bottle to overcome the 
negative pressure. 3,4,5 Different cutting tools/drills were 
also used in some cases.4,5,9 In such situations, prompt 
treatment is important because management delay could 
exacerbate patients’ symptoms and cause extreme 
distress. Also, the sooner the patient comes to you, the 
better, as it prevents complications such as lingual ische-
mia as reported.2 While close monitoring might not be 
required once the patient is discharged home, as reported 

in other cases.3,5,9, family should be counselled regarding 
signs of distress in the child, and the need to visit Emer-
gency Department immediately in such circumstances. 
Once the bottle is removed, edema might persist and the 
child may not regain full motion of the tongue for some 
time, in some cases for about a week.6,10

CONCLUSİON

It is essential that, the Emergency Department should 
have the appropriate resources and equipment available 
to deal with such rare presentations. Urgent consult 
should be given to Otolaryngologist/anesthesiologist and 
close observation should be done if compromised airway 
is suspected. Adequate analgesia should be provided in 
the Emergency Department and the use of steroid should 
be considered as it helps to alleviate the pain and edema. 
Finally, we recommend that parents purchase a 
wide-mouthed bottle for their children to avoid such 
accidents.
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(3). Reduction in smell and taste (4), headache, cloudi-
ness, neurological symptoms (5) accompanied by develo-
ping the cerebrovascular disease, (5) dermatological 
symptoms accompanied by rash or paleness (6) and, of 
course, psychiatric disorders, (7)were reported with case 
reports and studies. Symptoms of all branches of medici-
ne, alongwith surgical symptoms, were visible (8). Since 
our patient had a complaint of cough and back pain, it was 
considered that the patient at high risk in terms of covid 
19, and required investigations were requested. Since a 
large number of tomography reports iscussed bilateral 
appearance of interstitial infilterates specific to COVID, 
our tomography finding increased the suspicion that 
made us think of the possibility of covid 19 (9). In additi-
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ABSTRACT 

INTRODUCTION

Vaccination can be one of the most effective 
primary preventive measure against COVID-19. 
The only viable solution for the current 
COVID-19 pandemic is developing the herd 
immunity. This statement is correct, especially 
for developing countries like Pakistan, which 
have very limited healthcare resources. The 
perceptions of healthcare providers can 
influence the success of vaccination campaign. 
The aim of this study is to assess the perception 
of doctors towards COVID-19 vaccination.

METHODS
A cross-sectional study was conducted 
amongst practicing doctors of tertiary level 
healthcare facilities of Rawalpindi and 
Islamabad. The study participants were 
provided an online questionnaire containing 
questions regarding their perceptions towards 
COVID-19vaccine.

RESULTS
A total of 471 doctors returned and filled the 
questionnaire out of the 563 questionnaires 
distributed (response rate 74.7%).  
About 41% participants believed that there was

no association between vaccination and 
development of chronic illnesses. Almost 
35% of the participants felt that popular 
belief of vaccines being associated with 
chronic illnesses has created doubts in their 
minds. Majority (73.16%) participants 
believed that COVID-19 vaccine is safe to 
use, while 6.65% believed that the vaccine 
is not safe. Around two third of 
participants (75.3%) plan to get vaccinated, 
while 16.15% participants were hesitant to 
get vaccinated. Almost 87% of the 
participants felt that the vaccine was safe 
enough to be recommended to others.

CONCLUSION 

Most of the doctors have a positive perception 
regarding vaccination for COVID-19, but some 
healthcare professionals continue to have 
doubts. More studies are required to 
understand the reasons behind such beliefs 
and educational interventions can be planned 
accordingly

KEYWORDS

COVID-19; vaccination; mRNA vaccine; 
perceptions; hesitancy

INTRODUCTION

Induction of labour is a relatively common procedure 
which was first described by Hippocrates by using breast 
stimulation and manual dilatation of cervix. (1) Doctors 
throughout the 18th and 19th centuries developed a variety 
of instrument for mechanical dilatation of cervix like 
Frommer’s cervical dilator and Champetier de Ribs which 
were very much similar to the balloon catheter (BC) used 
today. (2) It was followed by pharmacological oxytocin in 
1955 and then prostaglandins in 1960. (3) Foley’s catheter 
has evolved since 1856 for the use of mechanical induc-
tion of labour (MIOL). The first report describing it’s use 
for this purpose was published in British Journal of 
Obstetrics and Gynecology in 1967. (2) According to NICE 
guideline it is estimated that one out of five deliveries in 
UK was induced either by pharmacological methods or 
mechanical methods. (1) 

The 2015 WHO statement on surgical delivery described 
the optimal CSR as between 10% and 15% by international 
healthcare consensus. (4,5) Most common indications for 
C-section are postdate pregnancy, pregnancy with medi-
cal disorder (diabetes in pregnancy) or intrauterine 
growth restriction for fetus where continuation of preg-
nancy may be associated with poor fetal outcome (4,5).
The steady increase in caesarean section rates (CSR) and 
the associated rise in surgical and obstetric morbidity and 
healthcare costs are of growing concern globally (5), partic-
ularly in United Arab Emirates (UAE), Middle East where 
people like to have extended families. In the local popula-
tion there is a vast majority of women who are grand 
multiparous (Parity 4 and above). The desire to have an 
extended family puts women at a great risk to multiparity 
as well as increases their risk related to multiple repeated 
lower segment caesarean section (LSCS).
In an effort to reduce CSR, we need to allow more vaginal 
birth after caesarean section (VBAC) by inducing them by 
using safe methods that should not increase the risk of 
uterine rupture, hyperstimulation or tachysystole (5,6,7)

Induction of labour of any kind can have significant effect 
on women health and their babies and need to be clearly 
clinically justified.(8) It is important that we have an 
understanding of various possible aspects and type of 
induction of labour with minimal harmful effects to 
mother and newborn. One should be aware of possible 
available existing research, their level of evidence, the 
cost effectiveness and comparison for the purpose of its 
use and counseling before offering any advice to support 
an informed choice.
Use of foleys catheter for cervical ripening is allowed 
according to World Health Organization (WHO)(4) criteria 
for IOL and Society of Obstetrics & Gynaecology Canada 
(SOGC) but contraindicated according to NICE guideline 
as it is not included in manufacture guidelines for induc-

tion purpose.(1)

The aim of the study is to determine the success of 
mechanical induction of labour (MIOL) by using a Foley 
catheter in grand-multiparous women with previous 
uterine scar in our labour unit. This descriptive study may 
add to our knowledge for efficacy, safety for its use in 
grand-multiparous women and women with previous one 
(LSCS) specially in Middle East. 
MATERIALS AND METHODS

This study was carried out at labour unit in Al-Corniche 
hospital, Abu Dhabi, UAE. The study design was retro-
spective chart review and duration was 1 year from 1st Jan 
-31st December 2017. Following were the inclusion crite-
ria: All women with singleton pregnancy after 37 weeks, 
Parity 5 and above suitable for vaginal birth with intact 
membrane, previous one uncomplicated Lower segment 
Caesarean section (LSCS), Bishop score less than 6 and 
reactive fetal cardiotocographic trace (CTG). Exclusion 
criteria for our study was the following: multiple pregnan-
cy, any contraindication to vaginal birth (placenta previa, 
previous multiple uterine scars etc.), complicated previ-
ous 1 LSCS, pre labour rupture of membranes and abnor-
mal fetal heart tracing on CTG.
Patients medical record was used for data collection. 
Medical record number was collected from booking regis-
ter from the antenatal ward and labour ward. Data had 
been collected through electronic medical record review. 
On admission consent was taken from each patient for 
treatment with explanation that data can be used for 
research purposes. Ethical approval was taken from the 
hospital ethics committee.
Bishop Score is a pre labour scoring system use in obstet-
rics to assist the likelihood spontaneous delivery. (9)

Bishop score of 8 or more shows better chances of vaginal 
delivery and cervix is said to be ripe while less than 6 is 
called to be unfavorable or unripe cervix.
HOSPITAL PROTOCOL

Protocol used in our hospital for insertion of transcervical 
balloon includes insertion of the transcervical single 
balloon (which is a 16-gauge Foley’s catheter (filled with 
30-50 mls of sterile water) under aseptic technique in 
labour ward in lithotomy position by a trained obstetri-
cian after discussion and verbal consent. Patients were 
monitored for 12 hours in the ward till further review with 
once daily fetal monitoring and maternal observation and 

they were encouraged to mobilize. 
The review after 12 hours in cases where foleys remain in 
situ required a decision to either remove it, do a cervical 

assessment with stretch and sweep and decide to book for 
artificial rupture of membrane (ARM), or to leave it for 
another 12 hours. Cases were discussed with the consul-

tant if foley catheter (FC) was left for another 12 hours 
(total of 24 hours). This was mainly for those who were 
keen on not to go for oxytocin augmentation or those who 
did not agree for ARM. Those who had a Bishop score of 6 
and above were treated with (ARM) with or without 
oxytocin augmentation. In cases of spontaneous rupture 
of membrane, foleys was removed and women were taken 
to Labour and delivery suite (LDS) for oxytocin augmen-
tation.
RESULTS

Total number of vaginal deliveries in this period was 5, 
756 (total births), out of which 3974 were vaginal (3600 

spontaneous vaginal deliveries, 374 were instrumental 
deliveries), while 791 were LSCS. Looking into the details 
of this study, 56 women fulfilled the inclusion criteria and 
had been offered and decided for MIOL but eight women 
defaulted from follow up and did not deliver in Corniche 
Hospital, so the actual number of women were 48 who 
received MIOL.
The targeted group were aged between 27- 44years (mean 
age 35.5± 3.5) and the parity was ranging between 4-9 
(mean 4.6 3.5) Figure 2.
Success rate to achieve vaginal delivery were quite prom-
ising that was 37 (77%) while rate of LSCS in our study 

group were 11 (22.8%). Main results are shown in table 1.
SD-STANDARD DEVIATION

There was a wide range of gestational age at which MIOL 
has been used from preterm till postdates pregnancies 
that is from 32 weeks till 41+6 weeks (mean 39.8+/- 9.8) 
(Fig- 5). Bishop score found to be between 2-8, ±2.8). Any 
bishop score less than 6 proceeded for CRB and any score 
6 or above dealt with (ARM).
Out of 65 women ,22 had a combination of indication for 
CRB for example grand multipara, with other morbidity 
mainly gestational diabetes or type 2 diabetes, essential 
hypertension, fetal growth restriction or previous LSCS 
who are not in labour and needs early intervention 
instead of waiting for spontaneous labour. Other reasons 
found out to have induction of labour are shown in Figure 
3.
It was found that induction to delivery interval was rang-
ing 10-120 hours ± 33 hours. The length of hospital stay 
was different from 2-9 days (mean 3.4 ± 1.8days). 
Furthermore, estimated blood loss was150-2100mls 
mean 900mls. Those with previous vaginal deliveries all 
of them delivered vaginally while 58% of those who had 
previous LSCS delivered vaginally.
Out of all these women who received CRB, only 4 of them 
needed oxytocin for augmentation with previous (CS) and 
7 others. This estimates to 22.2% who needed oxytocin 
augmentation.
There was no scar rupture in this study and only one 
developed fever and signs of sepsis in labour but no 
culture positive to confirm sepsis. None of the women 
required blood transfusions, while only 1 needed high 
dependency unit care for medical reasons, there was no 
case of tachysystole, or hyperstimulation.
Maternal satisfaction rate was inconclusive as 20 were 
satisfied with treatment process but 15 was not in favor of 
waiting time in the ward prior to artificial rupture of 
membrane and they stayed 1 day extra to the hospital 

prior to delivery. In contrast majority went home on day 2 
of their delivery
DISCUSSION

This study helped us to determine the percentage of use of 
cervical ripening balloon (CRB) i.e., single balloon foley 
catheter and its success in achieving vaginal delivery in 
our hospital, which is relatively newly introduced 
technique in 2017. Secondly to find out its common 
indications and related complications and maternal and 
fetal outcome. Moreover, to find out safety profile as well 
as use of analgesia and patient satisfaction. This study 
showed that successful labour was induced in 77% of our 
study group in achieving vaginal delivery. There was no 
scar rupture in this group, no maternal death and only 
one case of massive postpartum hemorrhage in our study 
group who needed high dependency unit care for close 
observation but needed no blood transfusion.
In our hospital key performance indicator is 20% for 
induction of labour and LSCS below 30%. This new policy 
in our hospital was introduced for mechanical induction 
of labour by the use of foley’s catheter, which needed to be 
assessed and monitored. Percentage of LSCS in our hospi-
tal is around 30-34% because of its referral from outside 
as we are a tertiary referral center for Obstetrics.
Most of the available publications for related literature 
have been done in comparison with other form of (IOL) 
like prostaglandins, misoprostol, double balloon but only 
one of them had similar criteria and objectives (15). There 
is little data available for patient reported outcome such 
as satisfaction, patient related concerns.
Gestational diabetes is common with an incidence of 20% 
in UAE, which indicates delivery between 39-40 weeks or 
even earlier than 38 weeks if blood sugars are poorly 
controlled. Second most common group who needed 
(IOL) were those with previous one (LSCS) and wished 
for Trial of Labour After Caesarean (TOLAC). It is there-
fore important to be aware of (MIOL) techniques and its 
related risks and benefits.
A randomized controlled trial comparing single CRB and 
PGE2 in those with previous one LSCS found that CRB is 
associated with reduced risk of scar rupture (10,11), which 
was similar to our study group as there was no scar dehis-
cence.
The Cochrane Database of Systematic in 2012 review on 
MIOL by (FC) conclude it as effective for IOL as prosta-
glandin (PGE2) and are safer than PGE2 which is 
supported by our study. (2) A comparative study on dino-
prost (prostaglandin) and MIOL also proved that double 
CRB is associated with rapid cervical ripening, short 
induction delivery interval and showed more vaginal 
deliveries in both nulliparous and multiparous women 
within 24 hours and showed a 20% caesarean section rate 
(11, 12). However, in our study we only use single Balloon in 

grand-multiparous with or without previous LSCS so real 
comparison is not possible.
Another study showed similar patient experience, accep-
tance and low pain score with CRB with similar accep-
tance by women. (13) It resulted in high patient comfort 
and low cost which is evident in our study. Hyperstimula-
tion rate was increased but showed no difference in CSR 
rate and 80% of women did not like PGE2, IOL.(13) We also 
found that CSR is similar but there was no hyperstimula-
tion in our study. Moreover, patient likeliness has not 
been addressed in our study. Various other studies have 
also concluded that there is low risk of CSR if compared 
with oxytocin use but similar rate as PGE use (14,15)

It is also evident that cervical ripening balloon adds to the 
obstetrician’s technique and provides reasonable alterna-
tive to other forms of IOL in women with high risk of 
uterine rupture, with low hyperstimulation, low maternal 
infection and low scar dehiscence and supports our study 
hence appeal to be use. (16,17,18) A cohort study found CRB a 
safe and effective method achieving vaginal birth after 
LSCS in women refusing of use of ecbolic (15)

The out-patient management has not been considered in 
our study because it is not our practice but its use in 
selected in low-risk cases may further reduce the burden 
on health care services but needs more robust trials for 
safety and efficacy.
CONCLUSION

In summary our study shows that (MIOL) with the use of 
foleys catheter has been shown a greater safety profile as 
there is no scar rupture, no uterine hyperstimulation and 
no tachysystole in our study sample and it found to be as 
effective as prostaglandins. Foley’s catheter use for MIOL, 
can reduce the incidence of multiple repeat LSCS and its 
related morbidity and mortality like placenta previa, 
accrete, percreta, blood transfusion, hysterectomy and 
even death. To sum up our results and the literature 
review demonstrates foley catheter is an effective, cheap 
and safe method for MIOL with no increase in hyperstim-
ulation, CSR and scar dehiscence. However, as an ideal 
method of cervical ripening and IOL has yet to be identi-
fied due to our small sample size and need more robust 
trails before any definitive answer to our practice.  
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in various countries. (6) Although, there is availability of 
effective vaccines against COVID-19, it solves a very 
small part of the problem. As experienced in the past with 
universal immunization against vaccine preventable 
diseases, acceptance of vaccine by the community plays a 
major role. The acceptance of the vaccine depends upon 
the confidence, complacency and convenience factors. (7)

The healthcare providers are the most exposed group 
against this virus. They are fighting in the frontlines of 
the pandemics. Because of these reasons they have been 
given priority in vaccination against COVID-19 in many 
countries including in Pakistan. (8) The perceptions of 
people, especially the ones who are directly involved in 
the vaccination process are of utmost importance. These 
people include healthcare providers. They can play a 
major role in generating positive perception about 
COVID-19 vaccine in the general population as well. 
Therefore, it is essential that the perceptions of doctors 
are assessed regarding vaccine of COVID-19.
In order to develop herd immunity using widespread 
vaccination, it is imperative to assess the perceptions of 
healthcare workers (especially doctors). Very few 
researches have been done in the European countries to 
assess the perception of healthcare workers about 
COVID-19 vaccine. They have revealed that vaccine 
hesitancy has been increasing among healthcare work-
ers. There is lack of such research in South Asian coun-
tries. Till date no similar study has been conducted in 
Pakistan. Current study is an effort to fill in the vacuum 
of information in this region. The objective is to assess 
the perception of doctors towards COVID-19 vaccination
METHODOLOGY

Current cross section study was conducted at eleven 
hospitals of Rawalpindi and Islamabad in Pakistan. The 
study lasted from November 2020 to April 2021. It was 
conducted by a survey of 421doctors (medical officers). 
The study participants were sent a pre-structured and 
validated questionnaire, which contained 6 questions 
regarding perceptions towards COVID-19 vaccine. Origi-
nally, 563 medical officers were given offer to participate 
in the study. However, only 421 of them could return the 
completely filled questionnaires. That constituted a 
response rate of 74.77%. The investigators ensured 
anonymity of the participants and prior approval of Insti-
tutional Ethics Committee was obtained. The data was 
entered in MS Excel and analyzed using SPSS v21. The 
results were presented as frequencies and percentages.
RESULTS

As seen in table 1, maximum participant doctors were 
from the age group of 25 to 30 years (52.0%). Majority of 
the participants were female (88.4%). Maximum partici-
pants were having an experience of 1 to 5 years (77.2%).
As seen in figure 1, about 41% participants believed that 

there was no association between vaccine and chronic 
illnesses. About 50% had no information regarding said 
association.

It shows that about 35% of the participants felt that 
popular belief on vaccine’s association with chronic 
illnesses had created doubts in their minds.
All the participants believed that it was important to 
vaccinate general population to control the COVID-19 
infection.

As per figure 3, majority (73.16%) participants believed 
that COVID-19 vaccine is safe to use, while 6.65% of them 
believed that the vaccine is not safe.

It was observed that two third (75.3%) participants were 
willing to take the vaccine, while 16.15% participants 
were hesitant to take vaccine. (Figure 4)

As evident in figure 5, around 87% of the participants felt 
that it is vaccine is reliable enough to recommend to 
others, while about 7% participants responded that they 
would not recommend vaccine to others.
DISCUSSION

COVID-19 has been an unprecedented challenge for all 
the countries in the world. However, overcrowding, large 
population, limited health infrastructure and lack of 
awareness pose even harder challenges for developing or 
developed countries. The situation in Pakistan also 
suggests that if the disease is not controlled, the country 
will face a great burden of cases, which may overcome the 

capacity of its health system. For example, the total bed 
capacity in health institutes of Pakistan is about 14000, 
while the estimates suggest that only two provinces of 
Punjab and Sindh will make up about 70000 cases. (9)

One of the effective solutions for control of COVID-19 is 
development of “heard immunity”. (10) The herd immuni-
ty can develop by active infection or by vaccination. How-
ever, the first option is not a being the practical one, the 
only option remained for herd immunity is wide spread 
vaccination. 
The first priority for vaccination has been given to 
healthcare workers. However, just like general popula-
tion, healthcare workers can also be hesitant regarding 
this new vaccine. These workers will play a great role in 
vaccine advocacy among general population. Therefore, 
their perceptions will have great effect on the success of 
vaccination drive in Pakistan. Vaccine hesitancy among 
healthcare worker is not a rare phenomenon. Many 
researches in the past have revealed condition of vaccine 
hesitancy among healthcare workers.(11–13) This success is 
challenged by individuals and groups who delay or refuse 
vaccines. The aim of this article is to review studies on 
vaccine hesitancy among healthcare providers (HCPs
One of the study conducted on Indonesia suggested that 
the vaccine hesitancy was between 7 to 33% among 
general population. It depended on the vaccine efficacy. 
(14) Current study shows that around 17% of the doctors 
showed vaccine hesitancy (not willing to be vaccinated). 
Similar perceptions have been observed in different 
countries and for different vaccines. (11)this success is 
challenged by individuals and groups who delay or refuse 
vaccines. The aim of this article is to review studies on 
vaccine hesitancy among healthcare providers (HCPs 
Although current study has not assessed the reasons or 
factors responsible for vaccine hesitancy, previous stud-
ies conducted in Pakistan have suggested that the main 
reason for hesitancy is “concern for safety”. (15) In the 
current study also, about 6.67% of the doctors believed 
that the vaccine was not safe. Media has been a major 
influencer of perception of community amongst health 
care workers. However, current study found that the 
majority of the doctors’ perceptions regarding vaccine 
was not influenced by the media.(14)

The strength of the current study is its large sample size. 
However, the current study was conducted only in two of 
the major cities of Pakistan due to availability of limited 
resources. Therefore, the results cannot be generalised 
for whole Pakistan. The study could not assess the factor 
affecting the perceptions of the doctors regarding 
COVID-19 vaccine.
CONCLUSION

Overall, the perceptions of doctors towards COVID-19 
vaccine have been positive with majority of them willing 

to recommend vaccine to others. Almost two third of 
them were willing to get vaccinated. Their perceptions are 
not influenced by allegations of media or other factors. 
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reported.(4) In absence of definitive 
treatment, primary prevention remains the 
main stay for control of this pandemic. The 
primary prevention against COVID-19 
includes hand hygiene, use of mask, social 
distancing and vaccination. 

At present, a number of countries have 
developed and are still working on vaccine 
development against COVID-19. In 2020, 
more than 50 vaccines for COVID-19 were 
undergoing trials. (5) At present, 14 vaccines 
are under use in various countries. (6) 
Although, there is availability of effective 
vaccines against COVID-19, it solves a very 
small part of the problem. As experienced in 
the past with universal immunization 
against vaccine preventable diseases, 
acceptance of vaccine by the community 
plays a major role.  

INTRODUCTION

  COVID-19 has emerged as a major 
catastrophe of this century. It has become a 
pandemic, and no country has been spared 
from its impact. It is an infection caused by 
SARS-CoV-2 virus, which is constantly 
mutating to change its strain. Being a 
droplet infection, it has a high secondary 
attack rate.(1) Although around 80% of cases 
are asymptomatic or mild, certain high-risk 
groups like elderly (aged over 65 years), 
people with co-morbidities (like 
cardiovascular disease, diabetes) have 
shown higher morbidity and mortality. (2) At 
present, around 157 million cases of 
COVID-19 have been confirmed worldwide 
and 3.2 million deaths have been recorded. 
(3) In Pakistan, 8.5 lac confirmed cases and
18,797 deaths of Covid-19 have been
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INTRODUCTION

Tongue entrapment in a bottle is a rare 
phenomenon in the scientific literature .1. It 
is a very uncommon childhood mishap that 
can lead to tongue edema and associated 
vascular complications. Threatened airway is 
the most dreaded complication of tongue 
entrapment. The management of this emer-
gency includes airway safety and an innovati-
ve approach to safely release the tongue form 
the compressing site without exacerbating or 
injuring the patient. 2 We report a case of a 
young boy, who presented to the Pediatric 
emergency department with history of 
tongue entrapment in a plastic bottle.

CASE REPORT

An 8 years old boy, student of class II with no 
known co-morbid who was received in Pedi-
atric Emergency Department with history of 
entrapment of tongue in a plastic bottle, 
while playing with it one hour back at school. 
Parents initially took him to a local hospital 
where plastic bottle was cut from the center 
to visualize the tongue and an attempt was 
made to remove the bottle, but that resulted 
in little bleeding from patient’s tongue 
without any success of removal of the bottle, 
therefore he was referred to our Pediatric 
Emergency Department. On arrival in Emer-
gency department child was anxious, in 
discomfort as the plastic bottle was encasing 
the anterior part of his tongue, well oriented, 
sitting with his mother. Child’s mouth was 
open with tongue protruding outside and 
bottle opening was encasing the middle third 
of the tongue which was not visible and ante-

rior part of the tongue was swollen/edema-
tous, pale with drooling of saliva and no 
active bleeding.

At the time of arrival to the Emergency 
Department, child was vitally stable. Syste-
mic examination was unremarkable. Imme-
diately, an emergency response was genera-
ted, although airway was secure, preparati-
ons were made for possible emergency 
tracheostomy or naso-tracheal intubation as 
ENT team and Anesthesia teams were taken 
on board. Child was provided supportive 
oxygen via nasal prong. As plastic bottle was 
already cut from the center, when we recei-
ved the boy in our Emergency Department, it 
was easy for us to visualize the tongue and 
take the necessary steps. Xylocaine gel was 
applied to the anterior third of the tongue 
and then, by twisting method after 15 minu-

During the pandemic, an effective triage is one of the 
duties that fall on to the shoulders of the emergency 
departments but sometimes the symptoms can lead you 
to a number of different diagnoses. It has been reported in 
studies that mortality with Covid-19 is higher in advanced 
age, male patients, patients with additional diseases such 
as hypertension, diabetes mellitus, and coronary disease 
(2). The data and symptoms from China are listed in order 
of frequency; pneumonia, sore throat, fever, myalgia, 
nausea, vomiting, nasal congestion, diarrhea, chest pain 

tes the plastic bottle was removed (Fig 1). After removal of 
the bottle, it was noticed that tongue had swelling and 
little bleeding from the anterolateral side. Normal saline 
was used to irrigate the edematous tongue. Bleeding was 
stopped by application of pressure with sterilized gauze. 
Intra venous analgesics and dexamethasone was adminis-
tered. Child was kept under observation as there was 
tongue edema, however, intubation was not required and 
during the stay in the Emergency Department. Family 
was counselled that tongue swelling will subside in a few 
days and danger signs were explained such as recurrence 
of bleeding, difficulty in breathing, in which case the child 
should be brought back to the Pediatric Emergency 
department. Patient was discharged on analgesics, antibi-
otic and local application of xylocaine gel. Follow up in 
Emergency clinic was given after 48 hours. After 48 
hours, patient had regained normal tongue motion, 
edema had settled, there was minimal pain on eating.

DICUSSION

Tongue entrapment is a rare cause of injury to the tongue. 
To date, some cases have been reported previously in the 
literature.1-10 To the best of our knowledge, only few cases 
have been reported of tongue entrapment in a plastic 
bottle. Anterior third part of the tongue is the most affec-
ted part of the tongue that is commonly injured.3 Various 
methods have been applied for the removal of the bottle, 
and relieving the pressure effects on the tongue. 1-6 But in 
most of the cases, it was seen that application of lubricant 
and traction only led to unsuccessful attempts of remo-
val.4-5,9 This was possibly because in our patient, the bottle 
was made of plastic, where as in most of the cases, tongue 
entrapment was mainly in a bottle with a metal body.4-5 In 
one case report the bottle had a brass ring at its mouth for 
which procedural sedation was required and ring cutters 
and retractors were used.7 It was also noted that this 
accidental injury was mainly in children from school 
going ages 7 to 10 years 5, similarly the age of our patient 
was 8 years. Chad W et al. and Vinay T. Fernandes et al. 
reports that possible cause of this accidental trauma 
could be mainly because the child would be trying to 
drink the last drop, as a result putting his/her tongue 
inside the bottle and sucking out air, which in turn creates 
a vacuum.5,9 Otolaryngologist should always be present to 
assess the airway of the patient, as tongue edema, pain or 
oral secretion could easily compromise the airway and 
emergency tracheostomy could be required.5 In our case, 
the child presented early to the ED and he was immedia-
tely assessed and management was started, the use of 
general anesthesia was avoided, in contrast to operating 
room settings, as discussed by Chad W et al. 5 As the 
plastic bottle was already cut from the proximal half, as 
demonstrated in Fig 1 the anterior third of the tongue was 
visualized. Operating room should always be ready in 
case of worsening of symptoms especially if there is a high 

suspicion of airway compromise. Although, in our 
patient, only the use of lubricant and twisting and traction 
forces was enough for the removal of the bottle and fortu-
nately it took us minimum time to achieve the desired 
management, it is mentioned in different case reports 
that additional services were required, such as the use of 
a catheter, drilling of holes in the bottle to overcome the 
negative pressure. 3,4,5 Different cutting tools/drills were 
also used in some cases.4,5,9 In such situations, prompt 
treatment is important because management delay could 
exacerbate patients’ symptoms and cause extreme 
distress. Also, the sooner the patient comes to you, the 
better, as it prevents complications such as lingual ische-
mia as reported.2 While close monitoring might not be 
required once the patient is discharged home, as reported 

in other cases.3,5,9, family should be counselled regarding 
signs of distress in the child, and the need to visit Emer-
gency Department immediately in such circumstances. 
Once the bottle is removed, edema might persist and the 
child may not regain full motion of the tongue for some 
time, in some cases for about a week.6,10

CONCLUSİON

It is essential that, the Emergency Department should 
have the appropriate resources and equipment available 
to deal with such rare presentations. Urgent consult 
should be given to Otolaryngologist/anesthesiologist and 
close observation should be done if compromised airway 
is suspected. Adequate analgesia should be provided in 
the Emergency Department and the use of steroid should 
be considered as it helps to alleviate the pain and edema. 
Finally, we recommend that parents purchase a 
wide-mouthed bottle for their children to avoid such 
accidents.
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(3). Reduction in smell and taste (4), headache, cloudi-
ness, neurological symptoms (5) accompanied by develo-
ping the cerebrovascular disease, (5) dermatological 
symptoms accompanied by rash or paleness (6) and, of 
course, psychiatric disorders, (7)were reported with case 
reports and studies. Symptoms of all branches of medici-
ne, alongwith surgical symptoms, were visible (8). Since 
our patient had a complaint of cough and back pain, it was 
considered that the patient at high risk in terms of covid 
19, and required investigations were requested. Since a 
large number of tomography reports iscussed bilateral 
appearance of interstitial infilterates specific to COVID, 
our tomography finding increased the suspicion that 
made us think of the possibility of covid 19 (9). In additi-

INTRODUCTION

Induction of labour is a relatively common procedure 
which was first described by Hippocrates by using breast 
stimulation and manual dilatation of cervix. (1) Doctors 
throughout the 18th and 19th centuries developed a variety 
of instrument for mechanical dilatation of cervix like 
Frommer’s cervical dilator and Champetier de Ribs which 
were very much similar to the balloon catheter (BC) used 
today. (2) It was followed by pharmacological oxytocin in 
1955 and then prostaglandins in 1960. (3) Foley’s catheter 
has evolved since 1856 for the use of mechanical induc-
tion of labour (MIOL). The first report describing it’s use 
for this purpose was published in British Journal of 
Obstetrics and Gynecology in 1967. (2) According to NICE 
guideline it is estimated that one out of five deliveries in 
UK was induced either by pharmacological methods or 
mechanical methods. (1) 

The 2015 WHO statement on surgical delivery described 
the optimal CSR as between 10% and 15% by international 
healthcare consensus. (4,5) Most common indications for 
C-section are postdate pregnancy, pregnancy with medi-
cal disorder (diabetes in pregnancy) or intrauterine 
growth restriction for fetus where continuation of preg-
nancy may be associated with poor fetal outcome (4,5).
The steady increase in caesarean section rates (CSR) and 
the associated rise in surgical and obstetric morbidity and 
healthcare costs are of growing concern globally (5), partic-
ularly in United Arab Emirates (UAE), Middle East where 
people like to have extended families. In the local popula-
tion there is a vast majority of women who are grand 
multiparous (Parity 4 and above). The desire to have an 
extended family puts women at a great risk to multiparity 
as well as increases their risk related to multiple repeated 
lower segment caesarean section (LSCS).
In an effort to reduce CSR, we need to allow more vaginal 
birth after caesarean section (VBAC) by inducing them by 
using safe methods that should not increase the risk of 
uterine rupture, hyperstimulation or tachysystole (5,6,7)

Induction of labour of any kind can have significant effect 
on women health and their babies and need to be clearly 
clinically justified.(8) It is important that we have an 
understanding of various possible aspects and type of 
induction of labour with minimal harmful effects to 
mother and newborn. One should be aware of possible 
available existing research, their level of evidence, the 
cost effectiveness and comparison for the purpose of its 
use and counseling before offering any advice to support 
an informed choice.
Use of foleys catheter for cervical ripening is allowed 
according to World Health Organization (WHO)(4) criteria 
for IOL and Society of Obstetrics & Gynaecology Canada 
(SOGC) but contraindicated according to NICE guideline 
as it is not included in manufacture guidelines for induc-

tion purpose.(1)

The aim of the study is to determine the success of 
mechanical induction of labour (MIOL) by using a Foley 
catheter in grand-multiparous women with previous 
uterine scar in our labour unit. This descriptive study may 
add to our knowledge for efficacy, safety for its use in 
grand-multiparous women and women with previous one 
(LSCS) specially in Middle East. 
MATERIALS AND METHODS

This study was carried out at labour unit in Al-Corniche 
hospital, Abu Dhabi, UAE. The study design was retro-
spective chart review and duration was 1 year from 1st Jan 
-31st December 2017. Following were the inclusion crite-
ria: All women with singleton pregnancy after 37 weeks, 
Parity 5 and above suitable for vaginal birth with intact 
membrane, previous one uncomplicated Lower segment 
Caesarean section (LSCS), Bishop score less than 6 and 
reactive fetal cardiotocographic trace (CTG). Exclusion 
criteria for our study was the following: multiple pregnan-
cy, any contraindication to vaginal birth (placenta previa, 
previous multiple uterine scars etc.), complicated previ-
ous 1 LSCS, pre labour rupture of membranes and abnor-
mal fetal heart tracing on CTG.
Patients medical record was used for data collection. 
Medical record number was collected from booking regis-
ter from the antenatal ward and labour ward. Data had 
been collected through electronic medical record review. 
On admission consent was taken from each patient for 
treatment with explanation that data can be used for 
research purposes. Ethical approval was taken from the 
hospital ethics committee.
Bishop Score is a pre labour scoring system use in obstet-
rics to assist the likelihood spontaneous delivery. (9)

Bishop score of 8 or more shows better chances of vaginal 
delivery and cervix is said to be ripe while less than 6 is 
called to be unfavorable or unripe cervix.
HOSPITAL PROTOCOL

Protocol used in our hospital for insertion of transcervical 
balloon includes insertion of the transcervical single 
balloon (which is a 16-gauge Foley’s catheter (filled with 
30-50 mls of sterile water) under aseptic technique in 
labour ward in lithotomy position by a trained obstetri-
cian after discussion and verbal consent. Patients were 
monitored for 12 hours in the ward till further review with 
once daily fetal monitoring and maternal observation and 

they were encouraged to mobilize. 
The review after 12 hours in cases where foleys remain in 
situ required a decision to either remove it, do a cervical 

assessment with stretch and sweep and decide to book for 
artificial rupture of membrane (ARM), or to leave it for 
another 12 hours. Cases were discussed with the consul-

tant if foley catheter (FC) was left for another 12 hours 
(total of 24 hours). This was mainly for those who were 
keen on not to go for oxytocin augmentation or those who 
did not agree for ARM. Those who had a Bishop score of 6 
and above were treated with (ARM) with or without 
oxytocin augmentation. In cases of spontaneous rupture 
of membrane, foleys was removed and women were taken 
to Labour and delivery suite (LDS) for oxytocin augmen-
tation.
RESULTS

Total number of vaginal deliveries in this period was 5, 
756 (total births), out of which 3974 were vaginal (3600 

spontaneous vaginal deliveries, 374 were instrumental 
deliveries), while 791 were LSCS. Looking into the details 
of this study, 56 women fulfilled the inclusion criteria and 
had been offered and decided for MIOL but eight women 
defaulted from follow up and did not deliver in Corniche 
Hospital, so the actual number of women were 48 who 
received MIOL.
The targeted group were aged between 27- 44years (mean 
age 35.5± 3.5) and the parity was ranging between 4-9 
(mean 4.6 3.5) Figure 2.
Success rate to achieve vaginal delivery were quite prom-
ising that was 37 (77%) while rate of LSCS in our study 

group were 11 (22.8%). Main results are shown in table 1.
SD-STANDARD DEVIATION

There was a wide range of gestational age at which MIOL 
has been used from preterm till postdates pregnancies 
that is from 32 weeks till 41+6 weeks (mean 39.8+/- 9.8) 
(Fig- 5). Bishop score found to be between 2-8, ±2.8). Any 
bishop score less than 6 proceeded for CRB and any score 
6 or above dealt with (ARM).
Out of 65 women ,22 had a combination of indication for 
CRB for example grand multipara, with other morbidity 
mainly gestational diabetes or type 2 diabetes, essential 
hypertension, fetal growth restriction or previous LSCS 
who are not in labour and needs early intervention 
instead of waiting for spontaneous labour. Other reasons 
found out to have induction of labour are shown in Figure 
3.
It was found that induction to delivery interval was rang-
ing 10-120 hours ± 33 hours. The length of hospital stay 
was different from 2-9 days (mean 3.4 ± 1.8days). 
Furthermore, estimated blood loss was150-2100mls 
mean 900mls. Those with previous vaginal deliveries all 
of them delivered vaginally while 58% of those who had 
previous LSCS delivered vaginally.
Out of all these women who received CRB, only 4 of them 
needed oxytocin for augmentation with previous (CS) and 
7 others. This estimates to 22.2% who needed oxytocin 
augmentation.
There was no scar rupture in this study and only one 
developed fever and signs of sepsis in labour but no 
culture positive to confirm sepsis. None of the women 
required blood transfusions, while only 1 needed high 
dependency unit care for medical reasons, there was no 
case of tachysystole, or hyperstimulation.
Maternal satisfaction rate was inconclusive as 20 were 
satisfied with treatment process but 15 was not in favor of 
waiting time in the ward prior to artificial rupture of 
membrane and they stayed 1 day extra to the hospital 

prior to delivery. In contrast majority went home on day 2 
of their delivery
DISCUSSION

This study helped us to determine the percentage of use of 
cervical ripening balloon (CRB) i.e., single balloon foley 
catheter and its success in achieving vaginal delivery in 
our hospital, which is relatively newly introduced 
technique in 2017. Secondly to find out its common 
indications and related complications and maternal and 
fetal outcome. Moreover, to find out safety profile as well 
as use of analgesia and patient satisfaction. This study 
showed that successful labour was induced in 77% of our 
study group in achieving vaginal delivery. There was no 
scar rupture in this group, no maternal death and only 
one case of massive postpartum hemorrhage in our study 
group who needed high dependency unit care for close 
observation but needed no blood transfusion.
In our hospital key performance indicator is 20% for 
induction of labour and LSCS below 30%. This new policy 
in our hospital was introduced for mechanical induction 
of labour by the use of foley’s catheter, which needed to be 
assessed and monitored. Percentage of LSCS in our hospi-
tal is around 30-34% because of its referral from outside 
as we are a tertiary referral center for Obstetrics.
Most of the available publications for related literature 
have been done in comparison with other form of (IOL) 
like prostaglandins, misoprostol, double balloon but only 
one of them had similar criteria and objectives (15). There 
is little data available for patient reported outcome such 
as satisfaction, patient related concerns.
Gestational diabetes is common with an incidence of 20% 
in UAE, which indicates delivery between 39-40 weeks or 
even earlier than 38 weeks if blood sugars are poorly 
controlled. Second most common group who needed 
(IOL) were those with previous one (LSCS) and wished 
for Trial of Labour After Caesarean (TOLAC). It is there-
fore important to be aware of (MIOL) techniques and its 
related risks and benefits.
A randomized controlled trial comparing single CRB and 
PGE2 in those with previous one LSCS found that CRB is 
associated with reduced risk of scar rupture (10,11), which 
was similar to our study group as there was no scar dehis-
cence.
The Cochrane Database of Systematic in 2012 review on 
MIOL by (FC) conclude it as effective for IOL as prosta-
glandin (PGE2) and are safer than PGE2 which is 
supported by our study. (2) A comparative study on dino-
prost (prostaglandin) and MIOL also proved that double 
CRB is associated with rapid cervical ripening, short 
induction delivery interval and showed more vaginal 
deliveries in both nulliparous and multiparous women 
within 24 hours and showed a 20% caesarean section rate 
(11, 12). However, in our study we only use single Balloon in 

grand-multiparous with or without previous LSCS so real 
comparison is not possible.
Another study showed similar patient experience, accep-
tance and low pain score with CRB with similar accep-
tance by women. (13) It resulted in high patient comfort 
and low cost which is evident in our study. Hyperstimula-
tion rate was increased but showed no difference in CSR 
rate and 80% of women did not like PGE2, IOL.(13) We also 
found that CSR is similar but there was no hyperstimula-
tion in our study. Moreover, patient likeliness has not 
been addressed in our study. Various other studies have 
also concluded that there is low risk of CSR if compared 
with oxytocin use but similar rate as PGE use (14,15)

It is also evident that cervical ripening balloon adds to the 
obstetrician’s technique and provides reasonable alterna-
tive to other forms of IOL in women with high risk of 
uterine rupture, with low hyperstimulation, low maternal 
infection and low scar dehiscence and supports our study 
hence appeal to be use. (16,17,18) A cohort study found CRB a 
safe and effective method achieving vaginal birth after 
LSCS in women refusing of use of ecbolic (15)

The out-patient management has not been considered in 
our study because it is not our practice but its use in 
selected in low-risk cases may further reduce the burden 
on health care services but needs more robust trials for 
safety and efficacy.
CONCLUSION

In summary our study shows that (MIOL) with the use of 
foleys catheter has been shown a greater safety profile as 
there is no scar rupture, no uterine hyperstimulation and 
no tachysystole in our study sample and it found to be as 
effective as prostaglandins. Foley’s catheter use for MIOL, 
can reduce the incidence of multiple repeat LSCS and its 
related morbidity and mortality like placenta previa, 
accrete, percreta, blood transfusion, hysterectomy and 
even death. To sum up our results and the literature 
review demonstrates foley catheter is an effective, cheap 
and safe method for MIOL with no increase in hyperstim-
ulation, CSR and scar dehiscence. However, as an ideal 
method of cervical ripening and IOL has yet to be identi-
fied due to our small sample size and need more robust 
trails before any definitive answer to our practice.  
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INTRODUCTION

COVID-19 has emerged as a major catastro-
phe of this century. It has taken a form of 
pandemic and no country has been spared 
from its impact. It is an infection caused by 
SARS-CoV-2 virus, which is constantly 
mutating to change its strain. It is a droplet 
infection with high secondary attack 
rate.(1)though scientific knowledge regarding 
household transmission of the COVID-19 
through contact of positive case is sparse. 
Current systematic review was planned to 
assess global statistics and characteristics of 
household secondary attack rate (SAR 
Although, around 80% cases are asymptom-
atic or mild in nature, certain high risk 
groups like elderly (aged more than 60 
years), people with co-morbidities (like 
cardio vascular disease, diabetes) have 

shown higher morbidity and mortality. (2)an 
infectious respiratory illness caused by the 
severe acute respiratory syndrome–corona 
virus 2 (SARS-CoV2 At present, around 157 
million cases of COVID-19 have been 
confirmed worldwide and 3.2 million deaths 
have been recorded. (3) In Pakistan, 8.5 lac 
confirmed cases and 18,797 deaths of 
Covid-19 have been reported. (4)

In absence of definitive treatment, primary 
prevention remains the main stay for control 
of this pandemic. The primary prevention 
against COVID-19 includes hand hygiene, 
use of mask, social distancing and vaccina-
tion. At present, number of countries have 
developed and still working on vaccine 
against COVID-19. In 2020, more than 50 
vaccines for COVID-19 were undergoing 
trials. (5) At present, 14 vaccines are under use 

The acceptance of the vaccine depends upon the 
confidence, effectiveness and convenience factors. (7)

The healthcare providers are one of the most high risk 
group as they deal with patients on daily basis. They 
have been given priority in vaccination drives against 
COVID-19 in many countries including in Pakistan. (8) 

The perceptions of healthcare workers, especially the 
ones who are directly involved in the vaccination 
process, are of utmost importance. They can play a 
major role in generating positive perception about 
COVID-19 vaccine in the general population as well. 
Therefore, it is essential that the perceptions of doctors 
are assessed regarding vaccination for COVID-19.
In order to develop herd immunity using widespread 
vaccination, it is imperative to assess the perceptions of 
healthcare workers especially doctors. Very few 
researches have been done in the European countries to 
assess the perception of healthcare workers about 
COVID-19 vaccine. They have revealed that vaccine 
hesitancy has been increasing among healthcare 
workers. There is lack of such research in South Asian 
countries.  Till date no similar study has been conducted 
in Pakistan.  Current study is an effort to fill in the 
vacuum of information in this region. The objective is to 
assess the perception of doctors towards COVID-19 
vaccination

METHODS
    Current cross-sectional study was conducted at 

eleven hospitals of Rawalpindi and Islamabad in 
Pakistan. The study lasted from November 2020 to 
April 2021.  The study participants were sent a pre-
structured and validated questionnaire, which contained 
6 questions regarding perceptions towards COVID-19 
vaccine. The investigators ensured anonymity of the 
participants and prior approval of Institutional Ethics 
Committee was obtained. The data was entered in MS 
Excel and analyzed using SPSS v21. The results were 
presented as frequencies and percentages.

RESULTS

    A total of 563 questionnaires were distributed 
amongst medical officers out of which 421 were 
completely filled and returned constituting a response 
rate of 74.77%.
As seen in table 1, most doctors were from the age 
group of 25 to 30 years (52.0%). Majority of the 
participants were female (88.4%). Most participants had 
experience ranging from  1 to 5 years (77.2%).
As seen in figure 1, about 41% of the  participants 
believed that there was no association between vaccine 
and chronic illnesses. About 50% had no information 
regarding the said association.

there was no association between vaccine and chronic 
illnesses. About 50% had no information regarding said 
association.

Characteristic Frequency Percentage 

Age (Years) 

20 to 25 195 46.3 

25 to 30 219 52.0 

30 to 35 7 1.7 

Gender 

Male 49 11.6 

Female 372 88.4 

Experience 

< 1 year 82 19.5 

1 to 5 year 
experience 

325 77.2 

15 to 20 
year 

14 3.3 

It shows that about 35% of the participants felt that 
popular belief on vaccine’s association with chronic 
illnesses had created doubts in their minds.
All the participants believed that it was important to 
vaccinate general population to control the COVID-19 
infection.

As per figure 3, majority (73.16%) participants believed 
that COVID-19 vaccine is safe to use, while 6.65% of them 
believed that the vaccine is not safe.

It was observed that two third (75.3%) participants were 
willing to take the vaccine, while 16.15% participants 
were hesitant to take vaccine. (Figure 4)

As evident in figure 5, around 87% of the participants felt 
that it is vaccine is reliable enough to recommend to 
others, while about 7% participants responded that they 
would not recommend vaccine to others.
DISCUSSION

COVID-19 has been an unprecedented challenge for all 
the countries in the world. However, overcrowding, large 
population, limited health infrastructure and lack of 
awareness pose even harder challenges for developing or 
developed countries. The situation in Pakistan also 
suggests that if the disease is not controlled, the country 
will face a great burden of cases, which may overcome the 

capacity of its health system. For example, the total bed 
capacity in health institutes of Pakistan is about 14000, 
while the estimates suggest that only two provinces of 
Punjab and Sindh will make up about 70000 cases. (9)

One of the effective solutions for control of COVID-19 is 
development of “heard immunity”. (10) The herd immuni-
ty can develop by active infection or by vaccination. How-
ever, the first option is not a being the practical one, the 
only option remained for herd immunity is wide spread 
vaccination. 
The first priority for vaccination has been given to 
healthcare workers. However, just like general popula-
tion, healthcare workers can also be hesitant regarding 
this new vaccine. These workers will play a great role in 
vaccine advocacy among general population. Therefore, 
their perceptions will have great effect on the success of 
vaccination drive in Pakistan. Vaccine hesitancy among 
healthcare worker is not a rare phenomenon. Many 
researches in the past have revealed condition of vaccine 
hesitancy among healthcare workers.(11–13) This success is 
challenged by individuals and groups who delay or refuse 
vaccines. The aim of this article is to review studies on 
vaccine hesitancy among healthcare providers (HCPs
One of the study conducted on Indonesia suggested that 
the vaccine hesitancy was between 7 to 33% among 
general population. It depended on the vaccine efficacy. 
(14) Current study shows that around 17% of the doctors 
showed vaccine hesitancy (not willing to be vaccinated). 
Similar perceptions have been observed in different 
countries and for different vaccines. (11)this success is 
challenged by individuals and groups who delay or refuse 
vaccines. The aim of this article is to review studies on 
vaccine hesitancy among healthcare providers (HCPs 
Although current study has not assessed the reasons or 
factors responsible for vaccine hesitancy, previous stud-
ies conducted in Pakistan have suggested that the main 
reason for hesitancy is “concern for safety”. (15) In the 
current study also, about 6.67% of the doctors believed 
that the vaccine was not safe. Media has been a major 
influencer of perception of community amongst health 
care workers. However, current study found that the 
majority of the doctors’ perceptions regarding vaccine 
was not influenced by the media.(14)

The strength of the current study is its large sample size. 
However, the current study was conducted only in two of 
the major cities of Pakistan due to availability of limited 
resources. Therefore, the results cannot be generalised 
for whole Pakistan. The study could not assess the factor 
affecting the perceptions of the doctors regarding 
COVID-19 vaccine.
CONCLUSION

Overall, the perceptions of doctors towards COVID-19 
vaccine have been positive with majority of them willing 

to recommend vaccine to others. Almost two third of 
them were willing to get vaccinated. Their perceptions are 
not influenced by allegations of media or other factors. 
REFERENCES

1.  Shah K, Saxena D, Mavalankar D. Secondary 
attack rate of COVID-19 in household contacts: a system-
atic review. QJM Mon J Assoc Physicians. 2020 Dec 
1;113(12):841–50. 
2. Dhar Chowdhury S, Oommen AM. Epidemiology 
of COVID-19. J Dig Endosc. 2020 Mar;11(1):3–7. 
3. WHO Coronavirus (COVID-19) Dashboard 
[Internet]. [cited 2021 May 10]. Available from: https://-
covid19.who.int
4. Pakistan: WHO Coronavirus Disease 
(COVID-19) Dashboard With Vaccination Data [Inter-
net]. [cited 2021 May 10]. Available from: https://-
covid19.who.int
5.  COVID-19 vaccines [Internet]. [cited 2021 Jan 
3]. Available from: 
https://www.who.int/emergencies/diseases/novel-coro
navirus-2019/covid-19-vaccines
6.  Draft landscape and tracker of COVID-19 
candidate vaccines [Internet]. [cited 2021 May 10]. 
Availablefrom: 
https://www.who.int/publications/m/item/draft-landsc
ape-of-covid-19-candidate-vaccines
7. Chew NWS, Cheong C, Kong G, Phua K, Ngiam 
JN, Tan BYQ, et al. An Asia-Pacific study on healthcare 
workers’ perceptions of, and willingness to receive, the 
COVID-19 vaccination. Int J Infect Dis. 2021 May 
1;106:52–60. 
8.  Pakistan healthcare workers to begin receiving 
Chinese-made vaccine, World News | wionews.com 
[Internet]. [cited 2021 May 10]. Available from: 
https://www.wionews.com/world/pakistan-healthcare-
workers-to-begin-receiving-chinese-made-vaccine-3610
39
9.  Pakistan’s health system braces for COVID-19 
peak [Internet]. [cited 2021 May 14]. Available from: 
https://www.aa.com.tr/en/asia-pacific/pakistans-health
-system-braces-for-covid-19-peak/1867396
10.  After Pakistan’s lockdown gamble, COVID-19 
cases surge | Reuters [Internet]. [cited 2021 May 14]. 
Available from: 
https://www.reuters.com/article/us-health-coronavirus
-pakistan-lockdown/after-pakistans-lockdown-gamble-c
ovid-19-cases-surge-idUSKBN23C0NW
11. Paterson P, Meurice F, Stanberry LR, Glismann 
S, Rosenthal SL, Larson HJ. Vaccine hesitancy and 
healthcare providers. Vaccine. 2016 Dec 

20;34(52):6700–6. 
12. Exploring vaccine hesitancy among healthcare 
providers in the United Arab Emirates: a qualitative study 
- PubMed [Internet]. [cited 2021 May 14]. Available from: 
https://pubmed.ncbi.nlm.nih.gov/33369524/
13. Frontiers | Acceptance of a COVID-19 Vaccine in 
Southeast Asia: A Cross-Sectional Study in Indonesia | 
Public Health [Internet]. [cited 2021 May 14]. Available 
from: https://www.frontiersin.org/articles/10.3389/f-
pubh.2020.00381/full

14. Harapan H, Wagner AL, Yufika A, Winardi W, 
Anwar S, Gan AK, et al. Acceptance of a COVID-19 Vaccine 
in Southeast Asia: A Cross-Sectional Study in Indonesia. 
Front Public Health [Internet]. 2020 [cited 2021 May 
14];8. Available from: https://www.frontiersin.org/arti-
cles/10.3389/fpubh.2020.00381/full
15. Hashim A. Vaccine hesitancy in Pakistan height-
ens risk of COVID resurgence [Internet]. [cited 2021 May 
14]. Available from: https://www.alja-
z e e r a . c o m / n e w s / 2 0 2 1 / 3 / 5 / i n - p a k i s t a n - v a c -
cine-hesitancy-heightens-risk-of-covid-19-resurge



6- Siegel RL, Speiser AM, Bikofsky VM. Tongue 
ischemia from a soft-drink can: report of case. J Am Dent 
Assoc. 1990;121(5):607-608.
7- Fernandes VT, Ng E, Campisi P. Metal water 
bottle causing tongue entrapment in a child. CMAJ. 
2014;186(14):1091.

INTRODUCTION

Tongue entrapment in a bottle is a rare 
phenomenon in the scientific literature .1. It 
is a very uncommon childhood mishap that 
can lead to tongue edema and associated 
vascular complications. Threatened airway is 
the most dreaded complication of tongue 
entrapment. The management of this emer-
gency includes airway safety and an innovati-
ve approach to safely release the tongue form 
the compressing site without exacerbating or 
injuring the patient. 2 We report a case of a 
young boy, who presented to the Pediatric 
emergency department with history of 
tongue entrapment in a plastic bottle.

CASE REPORT

An 8 years old boy, student of class II with no 
known co-morbid who was received in Pedi-
atric Emergency Department with history of 
entrapment of tongue in a plastic bottle, 
while playing with it one hour back at school. 
Parents initially took him to a local hospital 
where plastic bottle was cut from the center 
to visualize the tongue and an attempt was 
made to remove the bottle, but that resulted 
in little bleeding from patient’s tongue 
without any success of removal of the bottle, 
therefore he was referred to our Pediatric 
Emergency Department. On arrival in Emer-
gency department child was anxious, in 
discomfort as the plastic bottle was encasing 
the anterior part of his tongue, well oriented, 
sitting with his mother. Child’s mouth was 
open with tongue protruding outside and 
bottle opening was encasing the middle third 
of the tongue which was not visible and ante-

rior part of the tongue was swollen/edema-
tous, pale with drooling of saliva and no 
active bleeding.

At the time of arrival to the Emergency 
Department, child was vitally stable. Syste-
mic examination was unremarkable. Imme-
diately, an emergency response was genera-
ted, although airway was secure, preparati-
ons were made for possible emergency 
tracheostomy or naso-tracheal intubation as 
ENT team and Anesthesia teams were taken 
on board. Child was provided supportive 
oxygen via nasal prong. As plastic bottle was 
already cut from the center, when we recei-
ved the boy in our Emergency Department, it 
was easy for us to visualize the tongue and 
take the necessary steps. Xylocaine gel was 
applied to the anterior third of the tongue 
and then, by twisting method after 15 minu-

During the pandemic, an effective triage is one of the 
duties that fall on to the shoulders of the emergency 
departments but sometimes the symptoms can lead you 
to a number of different diagnoses. It has been reported in 
studies that mortality with Covid-19 is higher in advanced 
age, male patients, patients with additional diseases such 
as hypertension, diabetes mellitus, and coronary disease 
(2). The data and symptoms from China are listed in order 
of frequency; pneumonia, sore throat, fever, myalgia, 
nausea, vomiting, nasal congestion, diarrhea, chest pain 

tes the plastic bottle was removed (Fig 1). After removal of 
the bottle, it was noticed that tongue had swelling and 
little bleeding from the anterolateral side. Normal saline 
was used to irrigate the edematous tongue. Bleeding was 
stopped by application of pressure with sterilized gauze. 
Intra venous analgesics and dexamethasone was adminis-
tered. Child was kept under observation as there was 
tongue edema, however, intubation was not required and 
during the stay in the Emergency Department. Family 
was counselled that tongue swelling will subside in a few 
days and danger signs were explained such as recurrence 
of bleeding, difficulty in breathing, in which case the child 
should be brought back to the Pediatric Emergency 
department. Patient was discharged on analgesics, antibi-
otic and local application of xylocaine gel. Follow up in 
Emergency clinic was given after 48 hours. After 48 
hours, patient had regained normal tongue motion, 
edema had settled, there was minimal pain on eating.

DICUSSION

Tongue entrapment is a rare cause of injury to the tongue. 
To date, some cases have been reported previously in the 
literature.1-10 To the best of our knowledge, only few cases 
have been reported of tongue entrapment in a plastic 
bottle. Anterior third part of the tongue is the most affec-
ted part of the tongue that is commonly injured.3 Various 
methods have been applied for the removal of the bottle, 
and relieving the pressure effects on the tongue. 1-6 But in 
most of the cases, it was seen that application of lubricant 
and traction only led to unsuccessful attempts of remo-
val.4-5,9 This was possibly because in our patient, the bottle 
was made of plastic, where as in most of the cases, tongue 
entrapment was mainly in a bottle with a metal body.4-5 In 
one case report the bottle had a brass ring at its mouth for 
which procedural sedation was required and ring cutters 
and retractors were used.7 It was also noted that this 
accidental injury was mainly in children from school 
going ages 7 to 10 years 5, similarly the age of our patient 
was 8 years. Chad W et al. and Vinay T. Fernandes et al. 
reports that possible cause of this accidental trauma 
could be mainly because the child would be trying to 
drink the last drop, as a result putting his/her tongue 
inside the bottle and sucking out air, which in turn creates 
a vacuum.5,9 Otolaryngologist should always be present to 
assess the airway of the patient, as tongue edema, pain or 
oral secretion could easily compromise the airway and 
emergency tracheostomy could be required.5 In our case, 
the child presented early to the ED and he was immedia-
tely assessed and management was started, the use of 
general anesthesia was avoided, in contrast to operating 
room settings, as discussed by Chad W et al. 5 As the 
plastic bottle was already cut from the proximal half, as 
demonstrated in Fig 1 the anterior third of the tongue was 
visualized. Operating room should always be ready in 
case of worsening of symptoms especially if there is a high 

suspicion of airway compromise. Although, in our 
patient, only the use of lubricant and twisting and traction 
forces was enough for the removal of the bottle and fortu-
nately it took us minimum time to achieve the desired 
management, it is mentioned in different case reports 
that additional services were required, such as the use of 
a catheter, drilling of holes in the bottle to overcome the 
negative pressure. 3,4,5 Different cutting tools/drills were 
also used in some cases.4,5,9 In such situations, prompt 
treatment is important because management delay could 
exacerbate patients’ symptoms and cause extreme 
distress. Also, the sooner the patient comes to you, the 
better, as it prevents complications such as lingual ische-
mia as reported.2 While close monitoring might not be 
required once the patient is discharged home, as reported 

in other cases.3,5,9, family should be counselled regarding 
signs of distress in the child, and the need to visit Emer-
gency Department immediately in such circumstances. 
Once the bottle is removed, edema might persist and the 
child may not regain full motion of the tongue for some 
time, in some cases for about a week.6,10

CONCLUSİON

It is essential that, the Emergency Department should 
have the appropriate resources and equipment available 
to deal with such rare presentations. Urgent consult 
should be given to Otolaryngologist/anesthesiologist and 
close observation should be done if compromised airway 
is suspected. Adequate analgesia should be provided in 
the Emergency Department and the use of steroid should 
be considered as it helps to alleviate the pain and edema. 
Finally, we recommend that parents purchase a 
wide-mouthed bottle for their children to avoid such 
accidents.

REFERENCES

1- Shah G, Sciarrino J, Barth P, Cook S, O’Reilly R. 
Tongue entrapment in aluminum water bottle: discussion 
of removal and airway management. Int J Pediatr Otorhi-
nolaryngol. 2012;76(5):757-760.
2- Guha SJ, Catz ND. Lingual ischemia following 
tongue entrapment in a glass bottle. J Emerg Med. 
1997;15(5):637-638.
3- Goldman N, Green D. Bottleneck entrapment of 
the tongue. Otolaryngol Head Neck Surg. 
1995;113(4):508-509.
4- Bank DE, Diaz L, Behrman DA, Delaney J, 
Bizzocco S. Tongue entrapment in an aluminum juice can. 
Pediatr Emerg Care. 2004;20(4):242-243.
5- Whited CW, Rocke DJ, Lee WT. Tongue entrap-
ment in metal drinking bottle. Arch Otolaryngol Head 
Neck Surg. 2011;137(6):625-627.

Vol. 04, Issue. 01 Page 24South Asian Journal of Emergency Medicine

(3). Reduction in smell and taste (4), headache, cloudi-
ness, neurological symptoms (5) accompanied by develo-
ping the cerebrovascular disease, (5) dermatological 
symptoms accompanied by rash or paleness (6) and, of 
course, psychiatric disorders, (7)were reported with case 
reports and studies. Symptoms of all branches of medici-
ne, alongwith surgical symptoms, were visible (8). Since 
our patient had a complaint of cough and back pain, it was 
considered that the patient at high risk in terms of covid 
19, and required investigations were requested. Since a 
large number of tomography reports iscussed bilateral 
appearance of interstitial infilterates specific to COVID, 
our tomography finding increased the suspicion that 
made us think of the possibility of covid 19 (9). In additi-

INTRODUCTION

Induction of labour is a relatively common procedure 
which was first described by Hippocrates by using breast 
stimulation and manual dilatation of cervix. (1) Doctors 
throughout the 18th and 19th centuries developed a variety 
of instrument for mechanical dilatation of cervix like 
Frommer’s cervical dilator and Champetier de Ribs which 
were very much similar to the balloon catheter (BC) used 
today. (2) It was followed by pharmacological oxytocin in 
1955 and then prostaglandins in 1960. (3) Foley’s catheter 
has evolved since 1856 for the use of mechanical induc-
tion of labour (MIOL). The first report describing it’s use 
for this purpose was published in British Journal of 
Obstetrics and Gynecology in 1967. (2) According to NICE 
guideline it is estimated that one out of five deliveries in 
UK was induced either by pharmacological methods or 
mechanical methods. (1) 

The 2015 WHO statement on surgical delivery described 
the optimal CSR as between 10% and 15% by international 
healthcare consensus. (4,5) Most common indications for 
C-section are postdate pregnancy, pregnancy with medi-
cal disorder (diabetes in pregnancy) or intrauterine 
growth restriction for fetus where continuation of preg-
nancy may be associated with poor fetal outcome (4,5).
The steady increase in caesarean section rates (CSR) and 
the associated rise in surgical and obstetric morbidity and 
healthcare costs are of growing concern globally (5), partic-
ularly in United Arab Emirates (UAE), Middle East where 
people like to have extended families. In the local popula-
tion there is a vast majority of women who are grand 
multiparous (Parity 4 and above). The desire to have an 
extended family puts women at a great risk to multiparity 
as well as increases their risk related to multiple repeated 
lower segment caesarean section (LSCS).
In an effort to reduce CSR, we need to allow more vaginal 
birth after caesarean section (VBAC) by inducing them by 
using safe methods that should not increase the risk of 
uterine rupture, hyperstimulation or tachysystole (5,6,7)

Induction of labour of any kind can have significant effect 
on women health and their babies and need to be clearly 
clinically justified.(8) It is important that we have an 
understanding of various possible aspects and type of 
induction of labour with minimal harmful effects to 
mother and newborn. One should be aware of possible 
available existing research, their level of evidence, the 
cost effectiveness and comparison for the purpose of its 
use and counseling before offering any advice to support 
an informed choice.
Use of foleys catheter for cervical ripening is allowed 
according to World Health Organization (WHO)(4) criteria 
for IOL and Society of Obstetrics & Gynaecology Canada 
(SOGC) but contraindicated according to NICE guideline 
as it is not included in manufacture guidelines for induc-

tion purpose.(1)

The aim of the study is to determine the success of 
mechanical induction of labour (MIOL) by using a Foley 
catheter in grand-multiparous women with previous 
uterine scar in our labour unit. This descriptive study may 
add to our knowledge for efficacy, safety for its use in 
grand-multiparous women and women with previous one 
(LSCS) specially in Middle East. 
MATERIALS AND METHODS

This study was carried out at labour unit in Al-Corniche 
hospital, Abu Dhabi, UAE. The study design was retro-
spective chart review and duration was 1 year from 1st Jan 
-31st December 2017. Following were the inclusion crite-
ria: All women with singleton pregnancy after 37 weeks, 
Parity 5 and above suitable for vaginal birth with intact 
membrane, previous one uncomplicated Lower segment 
Caesarean section (LSCS), Bishop score less than 6 and 
reactive fetal cardiotocographic trace (CTG). Exclusion 
criteria for our study was the following: multiple pregnan-
cy, any contraindication to vaginal birth (placenta previa, 
previous multiple uterine scars etc.), complicated previ-
ous 1 LSCS, pre labour rupture of membranes and abnor-
mal fetal heart tracing on CTG.
Patients medical record was used for data collection. 
Medical record number was collected from booking regis-
ter from the antenatal ward and labour ward. Data had 
been collected through electronic medical record review. 
On admission consent was taken from each patient for 
treatment with explanation that data can be used for 
research purposes. Ethical approval was taken from the 
hospital ethics committee.
Bishop Score is a pre labour scoring system use in obstet-
rics to assist the likelihood spontaneous delivery. (9)

Bishop score of 8 or more shows better chances of vaginal 
delivery and cervix is said to be ripe while less than 6 is 
called to be unfavorable or unripe cervix.
HOSPITAL PROTOCOL

Protocol used in our hospital for insertion of transcervical 
balloon includes insertion of the transcervical single 
balloon (which is a 16-gauge Foley’s catheter (filled with 
30-50 mls of sterile water) under aseptic technique in 
labour ward in lithotomy position by a trained obstetri-
cian after discussion and verbal consent. Patients were 
monitored for 12 hours in the ward till further review with 
once daily fetal monitoring and maternal observation and 

they were encouraged to mobilize. 
The review after 12 hours in cases where foleys remain in 
situ required a decision to either remove it, do a cervical 

assessment with stretch and sweep and decide to book for 
artificial rupture of membrane (ARM), or to leave it for 
another 12 hours. Cases were discussed with the consul-

tant if foley catheter (FC) was left for another 12 hours 
(total of 24 hours). This was mainly for those who were 
keen on not to go for oxytocin augmentation or those who 
did not agree for ARM. Those who had a Bishop score of 6 
and above were treated with (ARM) with or without 
oxytocin augmentation. In cases of spontaneous rupture 
of membrane, foleys was removed and women were taken 
to Labour and delivery suite (LDS) for oxytocin augmen-
tation.
RESULTS

Total number of vaginal deliveries in this period was 5, 
756 (total births), out of which 3974 were vaginal (3600 

spontaneous vaginal deliveries, 374 were instrumental 
deliveries), while 791 were LSCS. Looking into the details 
of this study, 56 women fulfilled the inclusion criteria and 
had been offered and decided for MIOL but eight women 
defaulted from follow up and did not deliver in Corniche 
Hospital, so the actual number of women were 48 who 
received MIOL.
The targeted group were aged between 27- 44years (mean 
age 35.5± 3.5) and the parity was ranging between 4-9 
(mean 4.6 3.5) Figure 2.
Success rate to achieve vaginal delivery were quite prom-
ising that was 37 (77%) while rate of LSCS in our study 

group were 11 (22.8%). Main results are shown in table 1.
SD-STANDARD DEVIATION

There was a wide range of gestational age at which MIOL 
has been used from preterm till postdates pregnancies 
that is from 32 weeks till 41+6 weeks (mean 39.8+/- 9.8) 
(Fig- 5). Bishop score found to be between 2-8, ±2.8). Any 
bishop score less than 6 proceeded for CRB and any score 
6 or above dealt with (ARM).
Out of 65 women ,22 had a combination of indication for 
CRB for example grand multipara, with other morbidity 
mainly gestational diabetes or type 2 diabetes, essential 
hypertension, fetal growth restriction or previous LSCS 
who are not in labour and needs early intervention 
instead of waiting for spontaneous labour. Other reasons 
found out to have induction of labour are shown in Figure 
3.
It was found that induction to delivery interval was rang-
ing 10-120 hours ± 33 hours. The length of hospital stay 
was different from 2-9 days (mean 3.4 ± 1.8days). 
Furthermore, estimated blood loss was150-2100mls 
mean 900mls. Those with previous vaginal deliveries all 
of them delivered vaginally while 58% of those who had 
previous LSCS delivered vaginally.
Out of all these women who received CRB, only 4 of them 
needed oxytocin for augmentation with previous (CS) and 
7 others. This estimates to 22.2% who needed oxytocin 
augmentation.
There was no scar rupture in this study and only one 
developed fever and signs of sepsis in labour but no 
culture positive to confirm sepsis. None of the women 
required blood transfusions, while only 1 needed high 
dependency unit care for medical reasons, there was no 
case of tachysystole, or hyperstimulation.
Maternal satisfaction rate was inconclusive as 20 were 
satisfied with treatment process but 15 was not in favor of 
waiting time in the ward prior to artificial rupture of 
membrane and they stayed 1 day extra to the hospital 

prior to delivery. In contrast majority went home on day 2 
of their delivery
DISCUSSION

This study helped us to determine the percentage of use of 
cervical ripening balloon (CRB) i.e., single balloon foley 
catheter and its success in achieving vaginal delivery in 
our hospital, which is relatively newly introduced 
technique in 2017. Secondly to find out its common 
indications and related complications and maternal and 
fetal outcome. Moreover, to find out safety profile as well 
as use of analgesia and patient satisfaction. This study 
showed that successful labour was induced in 77% of our 
study group in achieving vaginal delivery. There was no 
scar rupture in this group, no maternal death and only 
one case of massive postpartum hemorrhage in our study 
group who needed high dependency unit care for close 
observation but needed no blood transfusion.
In our hospital key performance indicator is 20% for 
induction of labour and LSCS below 30%. This new policy 
in our hospital was introduced for mechanical induction 
of labour by the use of foley’s catheter, which needed to be 
assessed and monitored. Percentage of LSCS in our hospi-
tal is around 30-34% because of its referral from outside 
as we are a tertiary referral center for Obstetrics.
Most of the available publications for related literature 
have been done in comparison with other form of (IOL) 
like prostaglandins, misoprostol, double balloon but only 
one of them had similar criteria and objectives (15). There 
is little data available for patient reported outcome such 
as satisfaction, patient related concerns.
Gestational diabetes is common with an incidence of 20% 
in UAE, which indicates delivery between 39-40 weeks or 
even earlier than 38 weeks if blood sugars are poorly 
controlled. Second most common group who needed 
(IOL) were those with previous one (LSCS) and wished 
for Trial of Labour After Caesarean (TOLAC). It is there-
fore important to be aware of (MIOL) techniques and its 
related risks and benefits.
A randomized controlled trial comparing single CRB and 
PGE2 in those with previous one LSCS found that CRB is 
associated with reduced risk of scar rupture (10,11), which 
was similar to our study group as there was no scar dehis-
cence.
The Cochrane Database of Systematic in 2012 review on 
MIOL by (FC) conclude it as effective for IOL as prosta-
glandin (PGE2) and are safer than PGE2 which is 
supported by our study. (2) A comparative study on dino-
prost (prostaglandin) and MIOL also proved that double 
CRB is associated with rapid cervical ripening, short 
induction delivery interval and showed more vaginal 
deliveries in both nulliparous and multiparous women 
within 24 hours and showed a 20% caesarean section rate 
(11, 12). However, in our study we only use single Balloon in 

grand-multiparous with or without previous LSCS so real 
comparison is not possible.
Another study showed similar patient experience, accep-
tance and low pain score with CRB with similar accep-
tance by women. (13) It resulted in high patient comfort 
and low cost which is evident in our study. Hyperstimula-
tion rate was increased but showed no difference in CSR 
rate and 80% of women did not like PGE2, IOL.(13) We also 
found that CSR is similar but there was no hyperstimula-
tion in our study. Moreover, patient likeliness has not 
been addressed in our study. Various other studies have 
also concluded that there is low risk of CSR if compared 
with oxytocin use but similar rate as PGE use (14,15)

It is also evident that cervical ripening balloon adds to the 
obstetrician’s technique and provides reasonable alterna-
tive to other forms of IOL in women with high risk of 
uterine rupture, with low hyperstimulation, low maternal 
infection and low scar dehiscence and supports our study 
hence appeal to be use. (16,17,18) A cohort study found CRB a 
safe and effective method achieving vaginal birth after 
LSCS in women refusing of use of ecbolic (15)

The out-patient management has not been considered in 
our study because it is not our practice but its use in 
selected in low-risk cases may further reduce the burden 
on health care services but needs more robust trials for 
safety and efficacy.
CONCLUSION

In summary our study shows that (MIOL) with the use of 
foleys catheter has been shown a greater safety profile as 
there is no scar rupture, no uterine hyperstimulation and 
no tachysystole in our study sample and it found to be as 
effective as prostaglandins. Foley’s catheter use for MIOL, 
can reduce the incidence of multiple repeat LSCS and its 
related morbidity and mortality like placenta previa, 
accrete, percreta, blood transfusion, hysterectomy and 
even death. To sum up our results and the literature 
review demonstrates foley catheter is an effective, cheap 
and safe method for MIOL with no increase in hyperstim-
ulation, CSR and scar dehiscence. However, as an ideal 
method of cervical ripening and IOL has yet to be identi-
fied due to our small sample size and need more robust 
trails before any definitive answer to our practice.  
REFERENCES

1. National Institute for Health and Care Excellence 
(NICE), Induction of labour: NICE Guideline [NG70]. 
2017. Available from: https://www.nice.org.uk/guid-
ance/cg70. [Accessed 2 July 2020]
2. de Vaan MDT, ten Eikelder MLG, Jozwiak M, 
Palmer KR, Davies-Tuck M, Bloemenkamp KWM et al.
Mechanical methods for induction of labour. Available 
from: https://www.cochrane.org/CD001233/PREG_me-
chanical-methods-induction-labour. [Accessed 2 July 

2020]
3. The American College of Obstetrics and Gynae-
cologists. Induction of labour: Bulletin 107. 2009. Avail-
able from: https://www.acog.org/clinical/clinical-guid-
ance/practice bulletin/articles/2009/08/induc-
tion-of-labor. [Accessed 2 July 2020]
4. World Health Organization. WHO recommenda-
tions for induction of labour. 2018. Available from: 
https://www.who.int/reproductivehealth/publica-
tions/maternal_perinatal_health/9789241501156/en/ . 
[Accessed 2 July 2020]
5. Betrán AP, Ye J, Moller AB, Zhang J, Gülmezoglu 
AM, Torloni MR. The increasing trend in caesarean 
section rates: global, regional and national estimates: 
1990-2014. PloS one. 2016;11(2):e0148343.
6. Royal College of Obstetrics & Gynaecologists. 
Birth after previous caesarean birth (Green top guide-
line no.45). Available from https://ww-
w.rcog.org.uk/en/guidelines-research-services/guide-
lines/gtg45/. [Accessed 2 July 2020]
7. The American College of Obstetrics and Gynae-
cologists. Vaginal birth after caesarean delivery: Bulletin 
205. 2019. Available from: https://www.acog.org/clini-
c a l / c l i n i c a l - g u i d a n c e / p r a c t i c e - b u l -
letin/articles/2019/02/vaginal-birth-after-cesarean-deli
very. [Accessed 2 July 2020]
8. Penfield CA, Wing DA. Labor induction 
techniques: which is the best?. Obstetrics and Gynecolo-
gy Clinics. 2017;44(4):567-82.
9. Vrouenraets FP, Roumen FJ, Dehing CJ, Van den 
Akker ES, Aarts MJ, Scheve EJ. Bishop score and risk of 
cesarean delivery after induction of labor in nulliparous 
women. Obstetrics & Gynecology. 2005;105(4):690-7.
10. Choo SN, Kanneganti A, Aziz MN, Loh L, 
Hargreaves C, Gopal V et al. MEchanical DIlatation of the 
Cervix in a Scarred uterus (MEDICS): the study protocol 
of a randomised controlled trial comparing a single cervi-
cal catheter balloon and prostaglandin PGE2 for cervical 
ripening and labour induction following caesarean deliv-
ery. BMJ open. 2019;9(11).
11. Sayed Ahmed WA, Ibrahim ZM, Ashor OE, 
Mohamed ML, Ahmed MR, Elshahat AM. Use of the Foley 
catheter versus a double balloon cervical ripening cathe-
ter in pre-induction cervical ripening in postdate primi-
gravidae. Journal of Obstetrics and Gynaecology 
Research. 2016;42(11):1489-94.
12. Mathuriya G, Kushwaha SPS, Pradhan S. Com-
parative study of induction of labour with dinoprostone 
gel versus mechanical dilatation in unfavorable cervix 
(low Bishops Score). International Journal of Reproduc-
tion, Contraception, Obstetrics and Gynecology. 2017 
;(10):4363.

13. Lim SE-L, Tan TL, Ng GYH, Tagore S, Kyaw EEP, 
Yeo GSH. Patient satisfaction with the cervical ripening 
balloon as a method for induction of labour: a 
randomised controlled trial. Singapore Medical Journal. 
2018;59(8):419–24.
14. Acheson M. Using a transcervical Foley catheter 
to enhance normality for induction of labour. British 
Journal of Midwifery. 2019;27(7):443–52.

15. Atia H, Ellaithy M, Altraigey A, Kolkailah M, 
Alserehi A, Ashfaq S. Mechanical induction of labor and 
ecbolic-less vaginal birth after cesarean section: a cohort 
study. Taiwanese Journal of Obstetrics & Gynecology. 
2018;57(3):421–6.
16. Jozwiak M, Rengerink KO, Benthem M, van Beek 
E, Dijksterhuis MG, de Graaf IM, et al. Foley catheter 
versus vaginal prostaglandin E2 gel for induction of 

8- Long MT, Murray MP. Bottle tongue entrapment: 
Increasingly popular soda becomes airway emergency. 
Pediatr Emerg Care. 2018;34(9):e156-e158.
9- Samuel M, Tyers C, Davies H. Tongue trapped in 
lid. Br Dent J. 2019;227(8):647-648.
10- Gadiwalla Y, Bruzual L, Altieri D, Taylor J, Whear 
N. Tongue entrapment within the lid of a plastic bottle. Br 
J Oral Maxillofac Surg. 2016;54(8):967-968.

INTRODUCTION

COVID-19 has emerged as a major catastro-
phe of this century. It has taken a form of 
pandemic and no country has been spared 
from its impact. It is an infection caused by 
SARS-CoV-2 virus, which is constantly 
mutating to change its strain. It is a droplet 
infection with high secondary attack 
rate.(1)though scientific knowledge regarding 
household transmission of the COVID-19 
through contact of positive case is sparse. 
Current systematic review was planned to 
assess global statistics and characteristics of 
household secondary attack rate (SAR 
Although, around 80% cases are asymptom-
atic or mild in nature, certain high risk 
groups like elderly (aged more than 60 
years), people with co-morbidities (like 
cardio vascular disease, diabetes) have 

shown higher morbidity and mortality. (2)an 
infectious respiratory illness caused by the 
severe acute respiratory syndrome–corona 
virus 2 (SARS-CoV2 At present, around 157 
million cases of COVID-19 have been 
confirmed worldwide and 3.2 million deaths 
have been recorded. (3) In Pakistan, 8.5 lac 
confirmed cases and 18,797 deaths of 
Covid-19 have been reported. (4)

In absence of definitive treatment, primary 
prevention remains the main stay for control 
of this pandemic. The primary prevention 
against COVID-19 includes hand hygiene, 
use of mask, social distancing and vaccina-
tion. At present, number of countries have 
developed and still working on vaccine 
against COVID-19. In 2020, more than 50 
vaccines for COVID-19 were undergoing 
trials. (5) At present, 14 vaccines are under use 

in various countries. (6) Although, there is availability of 
effective vaccines against COVID-19, it solves a very 
small part of the problem. As experienced in the past with 
universal immunization against vaccine preventable 
diseases, acceptance of vaccine by the community plays a 
major role. The acceptance of the vaccine depends upon 
the confidence, complacency and convenience factors. (7)

The healthcare providers are the most exposed group 
against this virus. They are fighting in the frontlines of 
the pandemics. Because of these reasons they have been 
given priority in vaccination against COVID-19 in many 
countries including in Pakistan. (8) The perceptions of 
people, especially the ones who are directly involved in 
the vaccination process are of utmost importance. These 
people include healthcare providers. They can play a 
major role in generating positive perception about 
COVID-19 vaccine in the general population as well. 
Therefore, it is essential that the perceptions of doctors 
are assessed regarding vaccine of COVID-19.
In order to develop herd immunity using widespread 
vaccination, it is imperative to assess the perceptions of 
healthcare workers (especially doctors). Very few 
researches have been done in the European countries to 
assess the perception of healthcare workers about 
COVID-19 vaccine. They have revealed that vaccine 
hesitancy has been increasing among healthcare work-
ers. There is lack of such research in South Asian coun-
tries. Till date no similar study has been conducted in 
Pakistan. Current study is an effort to fill in the vacuum 
of information in this region. The objective is to assess 
the perception of doctors towards COVID-19 vaccination
METHODOLOGY

Current cross section study was conducted at eleven 
hospitals of Rawalpindi and Islamabad in Pakistan. The 
study lasted from November 2020 to April 2021. It was 
conducted by a survey of 421doctors (medical officers). 
The study participants were sent a pre-structured and 
validated questionnaire, which contained 6 questions 
regarding perceptions towards COVID-19 vaccine. Origi-
nally, 563 medical officers were given offer to participate 
in the study. However, only 421 of them could return the 
completely filled questionnaires. That constituted a 
response rate of 74.77%. The investigators ensured 
anonymity of the participants and prior approval of Insti-
tutional Ethics Committee was obtained. The data was 
entered in MS Excel and analyzed using SPSS v21. The 
results were presented as frequencies and percentages.
RESULTS

As seen in table 1, maximum participant doctors were 
from the age group of 25 to 30 years (52.0%). Majority of 
the participants were female (88.4%). Maximum partici-
pants were having an experience of 1 to 5 years (77.2%).
As seen in figure 1, about 41% participants believed that 

Figure 2: Does the popular belief about 
connection between vaccines with development 
of chronic diseases, such as autism and multiple 
sclerosis, affect your perception?

  It shows that about 35% of the participants felt 
that popular belief on vaccine’s association with 
chronic illnesses had created doubts in their minds.
All the participants believed that it was important to 
vaccinate general population to control the COVID-19 
infection.

Figure 3: Perception regarding safety of vaccine

As per figure 3, the majority (73.16%) participants 
believed that COVID-19 vaccine is safe to use, while 
6.65% of them believed that the vaccine is not safe..

We observed that two third (75.3%) participants were 
willing to get vaccinated, while 16.15% participants were 
hesitant to take the vaccine. (Figure 4)

Figure 4: Willingness of participants to get 
vaccinated

Figure 5: Willingness of participants 
to recommend getting vaccinated to others

As evident in figure 5, around 87% of the participants 
felt that vaccine is safe enough to recommend to others, 
while about 7% participants responded they would not 
recommend vaccination to others.
DISCUSSION

      COVID-19 has been an unprecedented challenge 
for all the countries in the world. However, 
overcrowding, large population, limited health 
infrastructure and lack of awareness pose even harder 
challenges for developing or developed countries. The 
situation in Pakistan also suggests that if the disease is 
not controlled, the country will face a significant burden 
of cases, which may overcome the capacity of its health 
system. For example, the total bed capacity in health 

capacity of its health system. For example, the total bed 
capacity in health institutes of Pakistan is about 14000, 
while the estimates suggest that only two provinces of 
Punjab and Sindh will make up about 70000 cases. (9)

One of the effective solutions for control of COVID-19 is 
development of “heard immunity”. (10) The herd immuni-
ty can develop by active infection or by vaccination. How-
ever, the first option is not a being the practical one, the 
only option remained for herd immunity is wide spread 
vaccination. 
The first priority for vaccination has been given to 
healthcare workers. However, just like general popula-
tion, healthcare workers can also be hesitant regarding 
this new vaccine. These workers will play a great role in 
vaccine advocacy among general population. Therefore, 
their perceptions will have great effect on the success of 
vaccination drive in Pakistan. Vaccine hesitancy among 
healthcare worker is not a rare phenomenon. Many 
researches in the past have revealed condition of vaccine 
hesitancy among healthcare workers.(11–13) This success is 
challenged by individuals and groups who delay or refuse 
vaccines. The aim of this article is to review studies on 
vaccine hesitancy among healthcare providers (HCPs
One of the study conducted on Indonesia suggested that 
the vaccine hesitancy was between 7 to 33% among 
general population. It depended on the vaccine efficacy. 
(14) Current study shows that around 17% of the doctors 
showed vaccine hesitancy (not willing to be vaccinated). 
Similar perceptions have been observed in different 
countries and for different vaccines. (11)this success is 
challenged by individuals and groups who delay or refuse 
vaccines. The aim of this article is to review studies on 
vaccine hesitancy among healthcare providers (HCPs 
Although current study has not assessed the reasons or 
factors responsible for vaccine hesitancy, previous stud-
ies conducted in Pakistan have suggested that the main 
reason for hesitancy is “concern for safety”. (15) In the 
current study also, about 6.67% of the doctors believed 
that the vaccine was not safe. Media has been a major 
influencer of perception of community amongst health 
care workers. However, current study found that the 
majority of the doctors’ perceptions regarding vaccine 
was not influenced by the media.(14)

The strength of the current study is its large sample size. 
However, the current study was conducted only in two of 
the major cities of Pakistan due to availability of limited 
resources. Therefore, the results cannot be generalised 
for whole Pakistan. The study could not assess the factor 
affecting the perceptions of the doctors regarding 
COVID-19 vaccine.
CONCLUSION

Overall, the perceptions of doctors towards COVID-19 
vaccine have been positive with majority of them willing 

to recommend vaccine to others. Almost two third of 
them were willing to get vaccinated. Their perceptions are 
not influenced by allegations of media or other factors. 
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INTRODUCTION

Tongue entrapment in a bottle is a rare 
phenomenon in the scientific literature .1. It 
is a very uncommon childhood mishap that 
can lead to tongue edema and associated 
vascular complications. Threatened airway is 
the most dreaded complication of tongue 
entrapment. The management of this emer-
gency includes airway safety and an innovati-
ve approach to safely release the tongue form 
the compressing site without exacerbating or 
injuring the patient. 2 We report a case of a 
young boy, who presented to the Pediatric 
emergency department with history of 
tongue entrapment in a plastic bottle.

CASE REPORT

An 8 years old boy, student of class II with no 
known co-morbid who was received in Pedi-
atric Emergency Department with history of 
entrapment of tongue in a plastic bottle, 
while playing with it one hour back at school. 
Parents initially took him to a local hospital 
where plastic bottle was cut from the center 
to visualize the tongue and an attempt was 
made to remove the bottle, but that resulted 
in little bleeding from patient’s tongue 
without any success of removal of the bottle, 
therefore he was referred to our Pediatric 
Emergency Department. On arrival in Emer-
gency department child was anxious, in 
discomfort as the plastic bottle was encasing 
the anterior part of his tongue, well oriented, 
sitting with his mother. Child’s mouth was 
open with tongue protruding outside and 
bottle opening was encasing the middle third 
of the tongue which was not visible and ante-

rior part of the tongue was swollen/edema-
tous, pale with drooling of saliva and no 
active bleeding.

At the time of arrival to the Emergency 
Department, child was vitally stable. Syste-
mic examination was unremarkable. Imme-
diately, an emergency response was genera-
ted, although airway was secure, preparati-
ons were made for possible emergency 
tracheostomy or naso-tracheal intubation as 
ENT team and Anesthesia teams were taken 
on board. Child was provided supportive 
oxygen via nasal prong. As plastic bottle was 
already cut from the center, when we recei-
ved the boy in our Emergency Department, it 
was easy for us to visualize the tongue and 
take the necessary steps. Xylocaine gel was 
applied to the anterior third of the tongue 
and then, by twisting method after 15 minu-

During the pandemic, an effective triage is one of the 
duties that fall on to the shoulders of the emergency 
departments but sometimes the symptoms can lead you 
to a number of different diagnoses. It has been reported in 
studies that mortality with Covid-19 is higher in advanced 
age, male patients, patients with additional diseases such 
as hypertension, diabetes mellitus, and coronary disease 
(2). The data and symptoms from China are listed in order 
of frequency; pneumonia, sore throat, fever, myalgia, 
nausea, vomiting, nasal congestion, diarrhea, chest pain 

tes the plastic bottle was removed (Fig 1). After removal of 
the bottle, it was noticed that tongue had swelling and 
little bleeding from the anterolateral side. Normal saline 
was used to irrigate the edematous tongue. Bleeding was 
stopped by application of pressure with sterilized gauze. 
Intra venous analgesics and dexamethasone was adminis-
tered. Child was kept under observation as there was 
tongue edema, however, intubation was not required and 
during the stay in the Emergency Department. Family 
was counselled that tongue swelling will subside in a few 
days and danger signs were explained such as recurrence 
of bleeding, difficulty in breathing, in which case the child 
should be brought back to the Pediatric Emergency 
department. Patient was discharged on analgesics, antibi-
otic and local application of xylocaine gel. Follow up in 
Emergency clinic was given after 48 hours. After 48 
hours, patient had regained normal tongue motion, 
edema had settled, there was minimal pain on eating.

DICUSSION

Tongue entrapment is a rare cause of injury to the tongue. 
To date, some cases have been reported previously in the 
literature.1-10 To the best of our knowledge, only few cases 
have been reported of tongue entrapment in a plastic 
bottle. Anterior third part of the tongue is the most affec-
ted part of the tongue that is commonly injured.3 Various 
methods have been applied for the removal of the bottle, 
and relieving the pressure effects on the tongue. 1-6 But in 
most of the cases, it was seen that application of lubricant 
and traction only led to unsuccessful attempts of remo-
val.4-5,9 This was possibly because in our patient, the bottle 
was made of plastic, where as in most of the cases, tongue 
entrapment was mainly in a bottle with a metal body.4-5 In 
one case report the bottle had a brass ring at its mouth for 
which procedural sedation was required and ring cutters 
and retractors were used.7 It was also noted that this 
accidental injury was mainly in children from school 
going ages 7 to 10 years 5, similarly the age of our patient 
was 8 years. Chad W et al. and Vinay T. Fernandes et al. 
reports that possible cause of this accidental trauma 
could be mainly because the child would be trying to 
drink the last drop, as a result putting his/her tongue 
inside the bottle and sucking out air, which in turn creates 
a vacuum.5,9 Otolaryngologist should always be present to 
assess the airway of the patient, as tongue edema, pain or 
oral secretion could easily compromise the airway and 
emergency tracheostomy could be required.5 In our case, 
the child presented early to the ED and he was immedia-
tely assessed and management was started, the use of 
general anesthesia was avoided, in contrast to operating 
room settings, as discussed by Chad W et al. 5 As the 
plastic bottle was already cut from the proximal half, as 
demonstrated in Fig 1 the anterior third of the tongue was 
visualized. Operating room should always be ready in 
case of worsening of symptoms especially if there is a high 

suspicion of airway compromise. Although, in our 
patient, only the use of lubricant and twisting and traction 
forces was enough for the removal of the bottle and fortu-
nately it took us minimum time to achieve the desired 
management, it is mentioned in different case reports 
that additional services were required, such as the use of 
a catheter, drilling of holes in the bottle to overcome the 
negative pressure. 3,4,5 Different cutting tools/drills were 
also used in some cases.4,5,9 In such situations, prompt 
treatment is important because management delay could 
exacerbate patients’ symptoms and cause extreme 
distress. Also, the sooner the patient comes to you, the 
better, as it prevents complications such as lingual ische-
mia as reported.2 While close monitoring might not be 
required once the patient is discharged home, as reported 

in other cases.3,5,9, family should be counselled regarding 
signs of distress in the child, and the need to visit Emer-
gency Department immediately in such circumstances. 
Once the bottle is removed, edema might persist and the 
child may not regain full motion of the tongue for some 
time, in some cases for about a week.6,10

CONCLUSİON

It is essential that, the Emergency Department should 
have the appropriate resources and equipment available 
to deal with such rare presentations. Urgent consult 
should be given to Otolaryngologist/anesthesiologist and 
close observation should be done if compromised airway 
is suspected. Adequate analgesia should be provided in 
the Emergency Department and the use of steroid should 
be considered as it helps to alleviate the pain and edema. 
Finally, we recommend that parents purchase a 
wide-mouthed bottle for their children to avoid such 
accidents.
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(3). Reduction in smell and taste (4), headache, cloudi-
ness, neurological symptoms (5) accompanied by develo-
ping the cerebrovascular disease, (5) dermatological 
symptoms accompanied by rash or paleness (6) and, of 
course, psychiatric disorders, (7)were reported with case 
reports and studies. Symptoms of all branches of medici-
ne, alongwith surgical symptoms, were visible (8). Since 
our patient had a complaint of cough and back pain, it was 
considered that the patient at high risk in terms of covid 
19, and required investigations were requested. Since a 
large number of tomography reports iscussed bilateral 
appearance of interstitial infilterates specific to COVID, 
our tomography finding increased the suspicion that 
made us think of the possibility of covid 19 (9). In additi-

INTRODUCTION

Induction of labour is a relatively common procedure 
which was first described by Hippocrates by using breast 
stimulation and manual dilatation of cervix. (1) Doctors 
throughout the 18th and 19th centuries developed a variety 
of instrument for mechanical dilatation of cervix like 
Frommer’s cervical dilator and Champetier de Ribs which 
were very much similar to the balloon catheter (BC) used 
today. (2) It was followed by pharmacological oxytocin in 
1955 and then prostaglandins in 1960. (3) Foley’s catheter 
has evolved since 1856 for the use of mechanical induc-
tion of labour (MIOL). The first report describing it’s use 
for this purpose was published in British Journal of 
Obstetrics and Gynecology in 1967. (2) According to NICE 
guideline it is estimated that one out of five deliveries in 
UK was induced either by pharmacological methods or 
mechanical methods. (1) 

The 2015 WHO statement on surgical delivery described 
the optimal CSR as between 10% and 15% by international 
healthcare consensus. (4,5) Most common indications for 
C-section are postdate pregnancy, pregnancy with medi-
cal disorder (diabetes in pregnancy) or intrauterine 
growth restriction for fetus where continuation of preg-
nancy may be associated with poor fetal outcome (4,5).
The steady increase in caesarean section rates (CSR) and 
the associated rise in surgical and obstetric morbidity and 
healthcare costs are of growing concern globally (5), partic-
ularly in United Arab Emirates (UAE), Middle East where 
people like to have extended families. In the local popula-
tion there is a vast majority of women who are grand 
multiparous (Parity 4 and above). The desire to have an 
extended family puts women at a great risk to multiparity 
as well as increases their risk related to multiple repeated 
lower segment caesarean section (LSCS).
In an effort to reduce CSR, we need to allow more vaginal 
birth after caesarean section (VBAC) by inducing them by 
using safe methods that should not increase the risk of 
uterine rupture, hyperstimulation or tachysystole (5,6,7)

Induction of labour of any kind can have significant effect 
on women health and their babies and need to be clearly 
clinically justified.(8) It is important that we have an 
understanding of various possible aspects and type of 
induction of labour with minimal harmful effects to 
mother and newborn. One should be aware of possible 
available existing research, their level of evidence, the 
cost effectiveness and comparison for the purpose of its 
use and counseling before offering any advice to support 
an informed choice.
Use of foleys catheter for cervical ripening is allowed 
according to World Health Organization (WHO)(4) criteria 
for IOL and Society of Obstetrics & Gynaecology Canada 
(SOGC) but contraindicated according to NICE guideline 
as it is not included in manufacture guidelines for induc-

tion purpose.(1)

The aim of the study is to determine the success of 
mechanical induction of labour (MIOL) by using a Foley 
catheter in grand-multiparous women with previous 
uterine scar in our labour unit. This descriptive study may 
add to our knowledge for efficacy, safety for its use in 
grand-multiparous women and women with previous one 
(LSCS) specially in Middle East. 
MATERIALS AND METHODS

This study was carried out at labour unit in Al-Corniche 
hospital, Abu Dhabi, UAE. The study design was retro-
spective chart review and duration was 1 year from 1st Jan 
-31st December 2017. Following were the inclusion crite-
ria: All women with singleton pregnancy after 37 weeks, 
Parity 5 and above suitable for vaginal birth with intact 
membrane, previous one uncomplicated Lower segment 
Caesarean section (LSCS), Bishop score less than 6 and 
reactive fetal cardiotocographic trace (CTG). Exclusion 
criteria for our study was the following: multiple pregnan-
cy, any contraindication to vaginal birth (placenta previa, 
previous multiple uterine scars etc.), complicated previ-
ous 1 LSCS, pre labour rupture of membranes and abnor-
mal fetal heart tracing on CTG.
Patients medical record was used for data collection. 
Medical record number was collected from booking regis-
ter from the antenatal ward and labour ward. Data had 
been collected through electronic medical record review. 
On admission consent was taken from each patient for 
treatment with explanation that data can be used for 
research purposes. Ethical approval was taken from the 
hospital ethics committee.
Bishop Score is a pre labour scoring system use in obstet-
rics to assist the likelihood spontaneous delivery. (9)

Bishop score of 8 or more shows better chances of vaginal 
delivery and cervix is said to be ripe while less than 6 is 
called to be unfavorable or unripe cervix.
HOSPITAL PROTOCOL

Protocol used in our hospital for insertion of transcervical 
balloon includes insertion of the transcervical single 
balloon (which is a 16-gauge Foley’s catheter (filled with 
30-50 mls of sterile water) under aseptic technique in 
labour ward in lithotomy position by a trained obstetri-
cian after discussion and verbal consent. Patients were 
monitored for 12 hours in the ward till further review with 
once daily fetal monitoring and maternal observation and 

they were encouraged to mobilize. 
The review after 12 hours in cases where foleys remain in 
situ required a decision to either remove it, do a cervical 

assessment with stretch and sweep and decide to book for 
artificial rupture of membrane (ARM), or to leave it for 
another 12 hours. Cases were discussed with the consul-

tant if foley catheter (FC) was left for another 12 hours 
(total of 24 hours). This was mainly for those who were 
keen on not to go for oxytocin augmentation or those who 
did not agree for ARM. Those who had a Bishop score of 6 
and above were treated with (ARM) with or without 
oxytocin augmentation. In cases of spontaneous rupture 
of membrane, foleys was removed and women were taken 
to Labour and delivery suite (LDS) for oxytocin augmen-
tation.
RESULTS

Total number of vaginal deliveries in this period was 5, 
756 (total births), out of which 3974 were vaginal (3600 

spontaneous vaginal deliveries, 374 were instrumental 
deliveries), while 791 were LSCS. Looking into the details 
of this study, 56 women fulfilled the inclusion criteria and 
had been offered and decided for MIOL but eight women 
defaulted from follow up and did not deliver in Corniche 
Hospital, so the actual number of women were 48 who 
received MIOL.
The targeted group were aged between 27- 44years (mean 
age 35.5± 3.5) and the parity was ranging between 4-9 
(mean 4.6 3.5) Figure 2.
Success rate to achieve vaginal delivery were quite prom-
ising that was 37 (77%) while rate of LSCS in our study 

group were 11 (22.8%). Main results are shown in table 1.
SD-STANDARD DEVIATION

There was a wide range of gestational age at which MIOL 
has been used from preterm till postdates pregnancies 
that is from 32 weeks till 41+6 weeks (mean 39.8+/- 9.8) 
(Fig- 5). Bishop score found to be between 2-8, ±2.8). Any 
bishop score less than 6 proceeded for CRB and any score 
6 or above dealt with (ARM).
Out of 65 women ,22 had a combination of indication for 
CRB for example grand multipara, with other morbidity 
mainly gestational diabetes or type 2 diabetes, essential 
hypertension, fetal growth restriction or previous LSCS 
who are not in labour and needs early intervention 
instead of waiting for spontaneous labour. Other reasons 
found out to have induction of labour are shown in Figure 
3.
It was found that induction to delivery interval was rang-
ing 10-120 hours ± 33 hours. The length of hospital stay 
was different from 2-9 days (mean 3.4 ± 1.8days). 
Furthermore, estimated blood loss was150-2100mls 
mean 900mls. Those with previous vaginal deliveries all 
of them delivered vaginally while 58% of those who had 
previous LSCS delivered vaginally.
Out of all these women who received CRB, only 4 of them 
needed oxytocin for augmentation with previous (CS) and 
7 others. This estimates to 22.2% who needed oxytocin 
augmentation.
There was no scar rupture in this study and only one 
developed fever and signs of sepsis in labour but no 
culture positive to confirm sepsis. None of the women 
required blood transfusions, while only 1 needed high 
dependency unit care for medical reasons, there was no 
case of tachysystole, or hyperstimulation.
Maternal satisfaction rate was inconclusive as 20 were 
satisfied with treatment process but 15 was not in favor of 
waiting time in the ward prior to artificial rupture of 
membrane and they stayed 1 day extra to the hospital 

prior to delivery. In contrast majority went home on day 2 
of their delivery
DISCUSSION

This study helped us to determine the percentage of use of 
cervical ripening balloon (CRB) i.e., single balloon foley 
catheter and its success in achieving vaginal delivery in 
our hospital, which is relatively newly introduced 
technique in 2017. Secondly to find out its common 
indications and related complications and maternal and 
fetal outcome. Moreover, to find out safety profile as well 
as use of analgesia and patient satisfaction. This study 
showed that successful labour was induced in 77% of our 
study group in achieving vaginal delivery. There was no 
scar rupture in this group, no maternal death and only 
one case of massive postpartum hemorrhage in our study 
group who needed high dependency unit care for close 
observation but needed no blood transfusion.
In our hospital key performance indicator is 20% for 
induction of labour and LSCS below 30%. This new policy 
in our hospital was introduced for mechanical induction 
of labour by the use of foley’s catheter, which needed to be 
assessed and monitored. Percentage of LSCS in our hospi-
tal is around 30-34% because of its referral from outside 
as we are a tertiary referral center for Obstetrics.
Most of the available publications for related literature 
have been done in comparison with other form of (IOL) 
like prostaglandins, misoprostol, double balloon but only 
one of them had similar criteria and objectives (15). There 
is little data available for patient reported outcome such 
as satisfaction, patient related concerns.
Gestational diabetes is common with an incidence of 20% 
in UAE, which indicates delivery between 39-40 weeks or 
even earlier than 38 weeks if blood sugars are poorly 
controlled. Second most common group who needed 
(IOL) were those with previous one (LSCS) and wished 
for Trial of Labour After Caesarean (TOLAC). It is there-
fore important to be aware of (MIOL) techniques and its 
related risks and benefits.
A randomized controlled trial comparing single CRB and 
PGE2 in those with previous one LSCS found that CRB is 
associated with reduced risk of scar rupture (10,11), which 
was similar to our study group as there was no scar dehis-
cence.
The Cochrane Database of Systematic in 2012 review on 
MIOL by (FC) conclude it as effective for IOL as prosta-
glandin (PGE2) and are safer than PGE2 which is 
supported by our study. (2) A comparative study on dino-
prost (prostaglandin) and MIOL also proved that double 
CRB is associated with rapid cervical ripening, short 
induction delivery interval and showed more vaginal 
deliveries in both nulliparous and multiparous women 
within 24 hours and showed a 20% caesarean section rate 
(11, 12). However, in our study we only use single Balloon in 

grand-multiparous with or without previous LSCS so real 
comparison is not possible.
Another study showed similar patient experience, accep-
tance and low pain score with CRB with similar accep-
tance by women. (13) It resulted in high patient comfort 
and low cost which is evident in our study. Hyperstimula-
tion rate was increased but showed no difference in CSR 
rate and 80% of women did not like PGE2, IOL.(13) We also 
found that CSR is similar but there was no hyperstimula-
tion in our study. Moreover, patient likeliness has not 
been addressed in our study. Various other studies have 
also concluded that there is low risk of CSR if compared 
with oxytocin use but similar rate as PGE use (14,15)

It is also evident that cervical ripening balloon adds to the 
obstetrician’s technique and provides reasonable alterna-
tive to other forms of IOL in women with high risk of 
uterine rupture, with low hyperstimulation, low maternal 
infection and low scar dehiscence and supports our study 
hence appeal to be use. (16,17,18) A cohort study found CRB a 
safe and effective method achieving vaginal birth after 
LSCS in women refusing of use of ecbolic (15)

The out-patient management has not been considered in 
our study because it is not our practice but its use in 
selected in low-risk cases may further reduce the burden 
on health care services but needs more robust trials for 
safety and efficacy.
CONCLUSION

In summary our study shows that (MIOL) with the use of 
foleys catheter has been shown a greater safety profile as 
there is no scar rupture, no uterine hyperstimulation and 
no tachysystole in our study sample and it found to be as 
effective as prostaglandins. Foley’s catheter use for MIOL, 
can reduce the incidence of multiple repeat LSCS and its 
related morbidity and mortality like placenta previa, 
accrete, percreta, blood transfusion, hysterectomy and 
even death. To sum up our results and the literature 
review demonstrates foley catheter is an effective, cheap 
and safe method for MIOL with no increase in hyperstim-
ulation, CSR and scar dehiscence. However, as an ideal 
method of cervical ripening and IOL has yet to be identi-
fied due to our small sample size and need more robust 
trails before any definitive answer to our practice.  
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INTRODUCTION

COVID-19 has emerged as a major catastro-
phe of this century. It has taken a form of 
pandemic and no country has been spared 
from its impact. It is an infection caused by 
SARS-CoV-2 virus, which is constantly 
mutating to change its strain. It is a droplet 
infection with high secondary attack 
rate.(1)though scientific knowledge regarding 
household transmission of the COVID-19 
through contact of positive case is sparse. 
Current systematic review was planned to 
assess global statistics and characteristics of 
household secondary attack rate (SAR 
Although, around 80% cases are asymptom-
atic or mild in nature, certain high risk 
groups like elderly (aged more than 60 
years), people with co-morbidities (like 
cardio vascular disease, diabetes) have 

shown higher morbidity and mortality. (2)an 
infectious respiratory illness caused by the 
severe acute respiratory syndrome–corona 
virus 2 (SARS-CoV2 At present, around 157 
million cases of COVID-19 have been 
confirmed worldwide and 3.2 million deaths 
have been recorded. (3) In Pakistan, 8.5 lac 
confirmed cases and 18,797 deaths of 
Covid-19 have been reported. (4)

In absence of definitive treatment, primary 
prevention remains the main stay for control 
of this pandemic. The primary prevention 
against COVID-19 includes hand hygiene, 
use of mask, social distancing and vaccina-
tion. At present, number of countries have 
developed and still working on vaccine 
against COVID-19. In 2020, more than 50 
vaccines for COVID-19 were undergoing 
trials. (5) At present, 14 vaccines are under use 

in various countries. (6) Although, there is availability of 
effective vaccines against COVID-19, it solves a very 
small part of the problem. As experienced in the past with 
universal immunization against vaccine preventable 
diseases, acceptance of vaccine by the community plays a 
major role. The acceptance of the vaccine depends upon 
the confidence, complacency and convenience factors. (7)

The healthcare providers are the most exposed group 
against this virus. They are fighting in the frontlines of 
the pandemics. Because of these reasons they have been 
given priority in vaccination against COVID-19 in many 
countries including in Pakistan. (8) The perceptions of 
people, especially the ones who are directly involved in 
the vaccination process are of utmost importance. These 
people include healthcare providers. They can play a 
major role in generating positive perception about 
COVID-19 vaccine in the general population as well. 
Therefore, it is essential that the perceptions of doctors 
are assessed regarding vaccine of COVID-19.
In order to develop herd immunity using widespread 
vaccination, it is imperative to assess the perceptions of 
healthcare workers (especially doctors). Very few 
researches have been done in the European countries to 
assess the perception of healthcare workers about 
COVID-19 vaccine. They have revealed that vaccine 
hesitancy has been increasing among healthcare work-
ers. There is lack of such research in South Asian coun-
tries. Till date no similar study has been conducted in 
Pakistan. Current study is an effort to fill in the vacuum 
of information in this region. The objective is to assess 
the perception of doctors towards COVID-19 vaccination
METHODOLOGY

Current cross section study was conducted at eleven 
hospitals of Rawalpindi and Islamabad in Pakistan. The 
study lasted from November 2020 to April 2021. It was 
conducted by a survey of 421doctors (medical officers). 
The study participants were sent a pre-structured and 
validated questionnaire, which contained 6 questions 
regarding perceptions towards COVID-19 vaccine. Origi-
nally, 563 medical officers were given offer to participate 
in the study. However, only 421 of them could return the 
completely filled questionnaires. That constituted a 
response rate of 74.77%. The investigators ensured 
anonymity of the participants and prior approval of Insti-
tutional Ethics Committee was obtained. The data was 
entered in MS Excel and analyzed using SPSS v21. The 
results were presented as frequencies and percentages.
RESULTS

As seen in table 1, maximum participant doctors were 
from the age group of 25 to 30 years (52.0%). Majority of 
the participants were female (88.4%). Maximum partici-
pants were having an experience of 1 to 5 years (77.2%).
As seen in figure 1, about 41% participants believed that 

there was no association between vaccine and chronic 
illnesses. About 50% had no information regarding said 
association.

It shows that about 35% of the participants felt that 
popular belief on vaccine’s association with chronic 
illnesses had created doubts in their minds.
All the participants believed that it was important to 
vaccinate general population to control the COVID-19 
infection.

As per figure 3, majority (73.16%) participants believed 
that COVID-19 vaccine is safe to use, while 6.65% of them 
believed that the vaccine is not safe.

It was observed that two third (75.3%) participants were 
willing to take the vaccine, while 16.15% participants 
were hesitant to take vaccine. (Figure 4)

As evident in figure 5, around 87% of the participants felt 
that it is vaccine is reliable enough to recommend to 
others, while about 7% participants responded that they 
would not recommend vaccine to others.
DISCUSSION

COVID-19 has been an unprecedented challenge for all 
the countries in the world. However, overcrowding, large 
population, limited health infrastructure and lack of 
awareness pose even harder challenges for developing or 
developed countries. The situation in Pakistan also 
suggests that if the disease is not controlled, the country 
will face a great burden of cases, which may overcome the 

institutes of Pakistan is about 14000, while the 
estimates suggest that only two provinces of Punjab 
and Sindh will make up about 70000 cases. (9) 

     One of the effective solutions for control of COVID-19 
is the development of “herd immunity”. (10) Herd 
immunity can develop by active infection or by 
vaccination. However, the first option is not a practical 
one as it might cause a significant loss in lives, residual 
complications of of the disease and cause an excessive 
burden on the healthcare system. Thus, the only option 
remains for herd immunity is wide spread vaccination.

   The priority for vaccination has been given to 
healthcare workers. However, just like general 
population, healthcare workers can also be hesitant 
regarding this new vaccine. These workers will play a 
dominant role in vaccine advocacy among the general 
population. Therefore, their perceptions will have an 
impressive effect on the success of vaccination drive in 
Pakistan. Vaccine hesitancy among healthcare worker is 
not a rare phenomenon. Many researches in the past 
have revealed vaccine hesitancy among healthcare 
workers.(11–13)

One of the study conducted on Indonesia suggested 
that the vaccine hesitancy was between 7 to 33% 
among general population.(14) Current study shows that 
around 17% of the doctors showed vaccine hesitancy. 
We have observed similar perceptions in different 
countries and for different vaccines. (11) Although the 
current study has not assessed the reasons or factors 
responsible for vaccine hesitancy, previous studies 
conducted in Pakistan have suggested that the main 
reason for hesitancy is “concern for safety”. (15) In the 
current study also, about 6.67% of the doctors believed 
that the vaccine was not safe. Media has been a major 
influence of perception of community amongst health 
care workers. However, current study found that most 
of the doctors’ perceptions regarding vaccine were not 
influenced by the media. 

   The strength of the current study is its large 
sample size. However, the current study was conducted 
only in two of the major cities of Pakistan due to 
availability of limited resources. Therefore, the results 
cannot be generalised to healthcare workers working in 
other cities of the country. The study could not assess 
the factor affecting the perceptions of the doctors 
regarding COVID-19 vaccine.

CONCLUSION

Overall, the perceptions of doctors towards 
COVID-19 vaccine have been positive with majority of 
them willing recommend vaccine to others. Almost two 
third of them were willing to get vaccinated.  Their 

 perceptions are not influenced by allegations of media 
or other factors. More studies are required to 
understand the reasons behind vaccine hesitancy and 
educational interventions can be planned accordingly.
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INTRODUCTION

Tongue entrapment in a bottle is a rare 
phenomenon in the scientific literature .1. It 
is a very uncommon childhood mishap that 
can lead to tongue edema and associated 
vascular complications. Threatened airway is 
the most dreaded complication of tongue 
entrapment. The management of this emer-
gency includes airway safety and an innovati-
ve approach to safely release the tongue form 
the compressing site without exacerbating or 
injuring the patient. 2 We report a case of a 
young boy, who presented to the Pediatric 
emergency department with history of 
tongue entrapment in a plastic bottle.

CASE REPORT

An 8 years old boy, student of class II with no 
known co-morbid who was received in Pedi-
atric Emergency Department with history of 
entrapment of tongue in a plastic bottle, 
while playing with it one hour back at school. 
Parents initially took him to a local hospital 
where plastic bottle was cut from the center 
to visualize the tongue and an attempt was 
made to remove the bottle, but that resulted 
in little bleeding from patient’s tongue 
without any success of removal of the bottle, 
therefore he was referred to our Pediatric 
Emergency Department. On arrival in Emer-
gency department child was anxious, in 
discomfort as the plastic bottle was encasing 
the anterior part of his tongue, well oriented, 
sitting with his mother. Child’s mouth was 
open with tongue protruding outside and 
bottle opening was encasing the middle third 
of the tongue which was not visible and ante-

rior part of the tongue was swollen/edema-
tous, pale with drooling of saliva and no 
active bleeding.

At the time of arrival to the Emergency 
Department, child was vitally stable. Syste-
mic examination was unremarkable. Imme-
diately, an emergency response was genera-
ted, although airway was secure, preparati-
ons were made for possible emergency 
tracheostomy or naso-tracheal intubation as 
ENT team and Anesthesia teams were taken 
on board. Child was provided supportive 
oxygen via nasal prong. As plastic bottle was 
already cut from the center, when we recei-
ved the boy in our Emergency Department, it 
was easy for us to visualize the tongue and 
take the necessary steps. Xylocaine gel was 
applied to the anterior third of the tongue 
and then, by twisting method after 15 minu-

During the pandemic, an effective triage is one of the 
duties that fall on to the shoulders of the emergency 
departments but sometimes the symptoms can lead you 
to a number of different diagnoses. It has been reported in 
studies that mortality with Covid-19 is higher in advanced 
age, male patients, patients with additional diseases such 
as hypertension, diabetes mellitus, and coronary disease 
(2). The data and symptoms from China are listed in order 
of frequency; pneumonia, sore throat, fever, myalgia, 
nausea, vomiting, nasal congestion, diarrhea, chest pain 

tes the plastic bottle was removed (Fig 1). After removal of 
the bottle, it was noticed that tongue had swelling and 
little bleeding from the anterolateral side. Normal saline 
was used to irrigate the edematous tongue. Bleeding was 
stopped by application of pressure with sterilized gauze. 
Intra venous analgesics and dexamethasone was adminis-
tered. Child was kept under observation as there was 
tongue edema, however, intubation was not required and 
during the stay in the Emergency Department. Family 
was counselled that tongue swelling will subside in a few 
days and danger signs were explained such as recurrence 
of bleeding, difficulty in breathing, in which case the child 
should be brought back to the Pediatric Emergency 
department. Patient was discharged on analgesics, antibi-
otic and local application of xylocaine gel. Follow up in 
Emergency clinic was given after 48 hours. After 48 
hours, patient had regained normal tongue motion, 
edema had settled, there was minimal pain on eating.

DICUSSION

Tongue entrapment is a rare cause of injury to the tongue. 
To date, some cases have been reported previously in the 
literature.1-10 To the best of our knowledge, only few cases 
have been reported of tongue entrapment in a plastic 
bottle. Anterior third part of the tongue is the most affec-
ted part of the tongue that is commonly injured.3 Various 
methods have been applied for the removal of the bottle, 
and relieving the pressure effects on the tongue. 1-6 But in 
most of the cases, it was seen that application of lubricant 
and traction only led to unsuccessful attempts of remo-
val.4-5,9 This was possibly because in our patient, the bottle 
was made of plastic, where as in most of the cases, tongue 
entrapment was mainly in a bottle with a metal body.4-5 In 
one case report the bottle had a brass ring at its mouth for 
which procedural sedation was required and ring cutters 
and retractors were used.7 It was also noted that this 
accidental injury was mainly in children from school 
going ages 7 to 10 years 5, similarly the age of our patient 
was 8 years. Chad W et al. and Vinay T. Fernandes et al. 
reports that possible cause of this accidental trauma 
could be mainly because the child would be trying to 
drink the last drop, as a result putting his/her tongue 
inside the bottle and sucking out air, which in turn creates 
a vacuum.5,9 Otolaryngologist should always be present to 
assess the airway of the patient, as tongue edema, pain or 
oral secretion could easily compromise the airway and 
emergency tracheostomy could be required.5 In our case, 
the child presented early to the ED and he was immedia-
tely assessed and management was started, the use of 
general anesthesia was avoided, in contrast to operating 
room settings, as discussed by Chad W et al. 5 As the 
plastic bottle was already cut from the proximal half, as 
demonstrated in Fig 1 the anterior third of the tongue was 
visualized. Operating room should always be ready in 
case of worsening of symptoms especially if there is a high 

suspicion of airway compromise. Although, in our 
patient, only the use of lubricant and twisting and traction 
forces was enough for the removal of the bottle and fortu-
nately it took us minimum time to achieve the desired 
management, it is mentioned in different case reports 
that additional services were required, such as the use of 
a catheter, drilling of holes in the bottle to overcome the 
negative pressure. 3,4,5 Different cutting tools/drills were 
also used in some cases.4,5,9 In such situations, prompt 
treatment is important because management delay could 
exacerbate patients’ symptoms and cause extreme 
distress. Also, the sooner the patient comes to you, the 
better, as it prevents complications such as lingual ische-
mia as reported.2 While close monitoring might not be 
required once the patient is discharged home, as reported 

in other cases.3,5,9, family should be counselled regarding 
signs of distress in the child, and the need to visit Emer-
gency Department immediately in such circumstances. 
Once the bottle is removed, edema might persist and the 
child may not regain full motion of the tongue for some 
time, in some cases for about a week.6,10

CONCLUSİON

It is essential that, the Emergency Department should 
have the appropriate resources and equipment available 
to deal with such rare presentations. Urgent consult 
should be given to Otolaryngologist/anesthesiologist and 
close observation should be done if compromised airway 
is suspected. Adequate analgesia should be provided in 
the Emergency Department and the use of steroid should 
be considered as it helps to alleviate the pain and edema. 
Finally, we recommend that parents purchase a 
wide-mouthed bottle for their children to avoid such 
accidents.
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(3). Reduction in smell and taste (4), headache, cloudi-
ness, neurological symptoms (5) accompanied by develo-
ping the cerebrovascular disease, (5) dermatological 
symptoms accompanied by rash or paleness (6) and, of 
course, psychiatric disorders, (7)were reported with case 
reports and studies. Symptoms of all branches of medici-
ne, alongwith surgical symptoms, were visible (8). Since 
our patient had a complaint of cough and back pain, it was 
considered that the patient at high risk in terms of covid 
19, and required investigations were requested. Since a 
large number of tomography reports iscussed bilateral 
appearance of interstitial infilterates specific to COVID, 
our tomography finding increased the suspicion that 
made us think of the possibility of covid 19 (9). In additi-

INTRODUCTION

Induction of labour is a relatively common procedure 
which was first described by Hippocrates by using breast 
stimulation and manual dilatation of cervix. (1) Doctors 
throughout the 18th and 19th centuries developed a variety 
of instrument for mechanical dilatation of cervix like 
Frommer’s cervical dilator and Champetier de Ribs which 
were very much similar to the balloon catheter (BC) used 
today. (2) It was followed by pharmacological oxytocin in 
1955 and then prostaglandins in 1960. (3) Foley’s catheter 
has evolved since 1856 for the use of mechanical induc-
tion of labour (MIOL). The first report describing it’s use 
for this purpose was published in British Journal of 
Obstetrics and Gynecology in 1967. (2) According to NICE 
guideline it is estimated that one out of five deliveries in 
UK was induced either by pharmacological methods or 
mechanical methods. (1) 

The 2015 WHO statement on surgical delivery described 
the optimal CSR as between 10% and 15% by international 
healthcare consensus. (4,5) Most common indications for 
C-section are postdate pregnancy, pregnancy with medi-
cal disorder (diabetes in pregnancy) or intrauterine 
growth restriction for fetus where continuation of preg-
nancy may be associated with poor fetal outcome (4,5).
The steady increase in caesarean section rates (CSR) and 
the associated rise in surgical and obstetric morbidity and 
healthcare costs are of growing concern globally (5), partic-
ularly in United Arab Emirates (UAE), Middle East where 
people like to have extended families. In the local popula-
tion there is a vast majority of women who are grand 
multiparous (Parity 4 and above). The desire to have an 
extended family puts women at a great risk to multiparity 
as well as increases their risk related to multiple repeated 
lower segment caesarean section (LSCS).
In an effort to reduce CSR, we need to allow more vaginal 
birth after caesarean section (VBAC) by inducing them by 
using safe methods that should not increase the risk of 
uterine rupture, hyperstimulation or tachysystole (5,6,7)

Induction of labour of any kind can have significant effect 
on women health and their babies and need to be clearly 
clinically justified.(8) It is important that we have an 
understanding of various possible aspects and type of 
induction of labour with minimal harmful effects to 
mother and newborn. One should be aware of possible 
available existing research, their level of evidence, the 
cost effectiveness and comparison for the purpose of its 
use and counseling before offering any advice to support 
an informed choice.
Use of foleys catheter for cervical ripening is allowed 
according to World Health Organization (WHO)(4) criteria 
for IOL and Society of Obstetrics & Gynaecology Canada 
(SOGC) but contraindicated according to NICE guideline 
as it is not included in manufacture guidelines for induc-

tion purpose.(1)

The aim of the study is to determine the success of 
mechanical induction of labour (MIOL) by using a Foley 
catheter in grand-multiparous women with previous 
uterine scar in our labour unit. This descriptive study may 
add to our knowledge for efficacy, safety for its use in 
grand-multiparous women and women with previous one 
(LSCS) specially in Middle East. 
MATERIALS AND METHODS

This study was carried out at labour unit in Al-Corniche 
hospital, Abu Dhabi, UAE. The study design was retro-
spective chart review and duration was 1 year from 1st Jan 
-31st December 2017. Following were the inclusion crite-
ria: All women with singleton pregnancy after 37 weeks, 
Parity 5 and above suitable for vaginal birth with intact 
membrane, previous one uncomplicated Lower segment 
Caesarean section (LSCS), Bishop score less than 6 and 
reactive fetal cardiotocographic trace (CTG). Exclusion 
criteria for our study was the following: multiple pregnan-
cy, any contraindication to vaginal birth (placenta previa, 
previous multiple uterine scars etc.), complicated previ-
ous 1 LSCS, pre labour rupture of membranes and abnor-
mal fetal heart tracing on CTG.
Patients medical record was used for data collection. 
Medical record number was collected from booking regis-
ter from the antenatal ward and labour ward. Data had 
been collected through electronic medical record review. 
On admission consent was taken from each patient for 
treatment with explanation that data can be used for 
research purposes. Ethical approval was taken from the 
hospital ethics committee.
Bishop Score is a pre labour scoring system use in obstet-
rics to assist the likelihood spontaneous delivery. (9)

Bishop score of 8 or more shows better chances of vaginal 
delivery and cervix is said to be ripe while less than 6 is 
called to be unfavorable or unripe cervix.
HOSPITAL PROTOCOL

Protocol used in our hospital for insertion of transcervical 
balloon includes insertion of the transcervical single 
balloon (which is a 16-gauge Foley’s catheter (filled with 
30-50 mls of sterile water) under aseptic technique in 
labour ward in lithotomy position by a trained obstetri-
cian after discussion and verbal consent. Patients were 
monitored for 12 hours in the ward till further review with 
once daily fetal monitoring and maternal observation and 

they were encouraged to mobilize. 
The review after 12 hours in cases where foleys remain in 
situ required a decision to either remove it, do a cervical 

assessment with stretch and sweep and decide to book for 
artificial rupture of membrane (ARM), or to leave it for 
another 12 hours. Cases were discussed with the consul-

tant if foley catheter (FC) was left for another 12 hours 
(total of 24 hours). This was mainly for those who were 
keen on not to go for oxytocin augmentation or those who 
did not agree for ARM. Those who had a Bishop score of 6 
and above were treated with (ARM) with or without 
oxytocin augmentation. In cases of spontaneous rupture 
of membrane, foleys was removed and women were taken 
to Labour and delivery suite (LDS) for oxytocin augmen-
tation.
RESULTS

Total number of vaginal deliveries in this period was 5, 
756 (total births), out of which 3974 were vaginal (3600 

spontaneous vaginal deliveries, 374 were instrumental 
deliveries), while 791 were LSCS. Looking into the details 
of this study, 56 women fulfilled the inclusion criteria and 
had been offered and decided for MIOL but eight women 
defaulted from follow up and did not deliver in Corniche 
Hospital, so the actual number of women were 48 who 
received MIOL.
The targeted group were aged between 27- 44years (mean 
age 35.5± 3.5) and the parity was ranging between 4-9 
(mean 4.6 3.5) Figure 2.
Success rate to achieve vaginal delivery were quite prom-
ising that was 37 (77%) while rate of LSCS in our study 

group were 11 (22.8%). Main results are shown in table 1.
SD-STANDARD DEVIATION

There was a wide range of gestational age at which MIOL 
has been used from preterm till postdates pregnancies 
that is from 32 weeks till 41+6 weeks (mean 39.8+/- 9.8) 
(Fig- 5). Bishop score found to be between 2-8, ±2.8). Any 
bishop score less than 6 proceeded for CRB and any score 
6 or above dealt with (ARM).
Out of 65 women ,22 had a combination of indication for 
CRB for example grand multipara, with other morbidity 
mainly gestational diabetes or type 2 diabetes, essential 
hypertension, fetal growth restriction or previous LSCS 
who are not in labour and needs early intervention 
instead of waiting for spontaneous labour. Other reasons 
found out to have induction of labour are shown in Figure 
3.
It was found that induction to delivery interval was rang-
ing 10-120 hours ± 33 hours. The length of hospital stay 
was different from 2-9 days (mean 3.4 ± 1.8days). 
Furthermore, estimated blood loss was150-2100mls 
mean 900mls. Those with previous vaginal deliveries all 
of them delivered vaginally while 58% of those who had 
previous LSCS delivered vaginally.
Out of all these women who received CRB, only 4 of them 
needed oxytocin for augmentation with previous (CS) and 
7 others. This estimates to 22.2% who needed oxytocin 
augmentation.
There was no scar rupture in this study and only one 
developed fever and signs of sepsis in labour but no 
culture positive to confirm sepsis. None of the women 
required blood transfusions, while only 1 needed high 
dependency unit care for medical reasons, there was no 
case of tachysystole, or hyperstimulation.
Maternal satisfaction rate was inconclusive as 20 were 
satisfied with treatment process but 15 was not in favor of 
waiting time in the ward prior to artificial rupture of 
membrane and they stayed 1 day extra to the hospital 

prior to delivery. In contrast majority went home on day 2 
of their delivery
DISCUSSION

This study helped us to determine the percentage of use of 
cervical ripening balloon (CRB) i.e., single balloon foley 
catheter and its success in achieving vaginal delivery in 
our hospital, which is relatively newly introduced 
technique in 2017. Secondly to find out its common 
indications and related complications and maternal and 
fetal outcome. Moreover, to find out safety profile as well 
as use of analgesia and patient satisfaction. This study 
showed that successful labour was induced in 77% of our 
study group in achieving vaginal delivery. There was no 
scar rupture in this group, no maternal death and only 
one case of massive postpartum hemorrhage in our study 
group who needed high dependency unit care for close 
observation but needed no blood transfusion.
In our hospital key performance indicator is 20% for 
induction of labour and LSCS below 30%. This new policy 
in our hospital was introduced for mechanical induction 
of labour by the use of foley’s catheter, which needed to be 
assessed and monitored. Percentage of LSCS in our hospi-
tal is around 30-34% because of its referral from outside 
as we are a tertiary referral center for Obstetrics.
Most of the available publications for related literature 
have been done in comparison with other form of (IOL) 
like prostaglandins, misoprostol, double balloon but only 
one of them had similar criteria and objectives (15). There 
is little data available for patient reported outcome such 
as satisfaction, patient related concerns.
Gestational diabetes is common with an incidence of 20% 
in UAE, which indicates delivery between 39-40 weeks or 
even earlier than 38 weeks if blood sugars are poorly 
controlled. Second most common group who needed 
(IOL) were those with previous one (LSCS) and wished 
for Trial of Labour After Caesarean (TOLAC). It is there-
fore important to be aware of (MIOL) techniques and its 
related risks and benefits.
A randomized controlled trial comparing single CRB and 
PGE2 in those with previous one LSCS found that CRB is 
associated with reduced risk of scar rupture (10,11), which 
was similar to our study group as there was no scar dehis-
cence.
The Cochrane Database of Systematic in 2012 review on 
MIOL by (FC) conclude it as effective for IOL as prosta-
glandin (PGE2) and are safer than PGE2 which is 
supported by our study. (2) A comparative study on dino-
prost (prostaglandin) and MIOL also proved that double 
CRB is associated with rapid cervical ripening, short 
induction delivery interval and showed more vaginal 
deliveries in both nulliparous and multiparous women 
within 24 hours and showed a 20% caesarean section rate 
(11, 12). However, in our study we only use single Balloon in 

grand-multiparous with or without previous LSCS so real 
comparison is not possible.
Another study showed similar patient experience, accep-
tance and low pain score with CRB with similar accep-
tance by women. (13) It resulted in high patient comfort 
and low cost which is evident in our study. Hyperstimula-
tion rate was increased but showed no difference in CSR 
rate and 80% of women did not like PGE2, IOL.(13) We also 
found that CSR is similar but there was no hyperstimula-
tion in our study. Moreover, patient likeliness has not 
been addressed in our study. Various other studies have 
also concluded that there is low risk of CSR if compared 
with oxytocin use but similar rate as PGE use (14,15)

It is also evident that cervical ripening balloon adds to the 
obstetrician’s technique and provides reasonable alterna-
tive to other forms of IOL in women with high risk of 
uterine rupture, with low hyperstimulation, low maternal 
infection and low scar dehiscence and supports our study 
hence appeal to be use. (16,17,18) A cohort study found CRB a 
safe and effective method achieving vaginal birth after 
LSCS in women refusing of use of ecbolic (15)

The out-patient management has not been considered in 
our study because it is not our practice but its use in 
selected in low-risk cases may further reduce the burden 
on health care services but needs more robust trials for 
safety and efficacy.
CONCLUSION

In summary our study shows that (MIOL) with the use of 
foleys catheter has been shown a greater safety profile as 
there is no scar rupture, no uterine hyperstimulation and 
no tachysystole in our study sample and it found to be as 
effective as prostaglandins. Foley’s catheter use for MIOL, 
can reduce the incidence of multiple repeat LSCS and its 
related morbidity and mortality like placenta previa, 
accrete, percreta, blood transfusion, hysterectomy and 
even death. To sum up our results and the literature 
review demonstrates foley catheter is an effective, cheap 
and safe method for MIOL with no increase in hyperstim-
ulation, CSR and scar dehiscence. However, as an ideal 
method of cervical ripening and IOL has yet to be identi-
fied due to our small sample size and need more robust 
trails before any definitive answer to our practice.  
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INTRODUCTION

COVID-19 has emerged as a major catastro-
phe of this century. It has taken a form of 
pandemic and no country has been spared 
from its impact. It is an infection caused by 
SARS-CoV-2 virus, which is constantly 
mutating to change its strain. It is a droplet 
infection with high secondary attack 
rate.(1)though scientific knowledge regarding 
household transmission of the COVID-19 
through contact of positive case is sparse. 
Current systematic review was planned to 
assess global statistics and characteristics of 
household secondary attack rate (SAR 
Although, around 80% cases are asymptom-
atic or mild in nature, certain high risk 
groups like elderly (aged more than 60 
years), people with co-morbidities (like 
cardio vascular disease, diabetes) have 

shown higher morbidity and mortality. (2)an 
infectious respiratory illness caused by the 
severe acute respiratory syndrome–corona 
virus 2 (SARS-CoV2 At present, around 157 
million cases of COVID-19 have been 
confirmed worldwide and 3.2 million deaths 
have been recorded. (3) In Pakistan, 8.5 lac 
confirmed cases and 18,797 deaths of 
Covid-19 have been reported. (4)

In absence of definitive treatment, primary 
prevention remains the main stay for control 
of this pandemic. The primary prevention 
against COVID-19 includes hand hygiene, 
use of mask, social distancing and vaccina-
tion. At present, number of countries have 
developed and still working on vaccine 
against COVID-19. In 2020, more than 50 
vaccines for COVID-19 were undergoing 
trials. (5) At present, 14 vaccines are under use 

in various countries. (6) Although, there is availability of 
effective vaccines against COVID-19, it solves a very 
small part of the problem. As experienced in the past with 
universal immunization against vaccine preventable 
diseases, acceptance of vaccine by the community plays a 
major role. The acceptance of the vaccine depends upon 
the confidence, complacency and convenience factors. (7)

The healthcare providers are the most exposed group 
against this virus. They are fighting in the frontlines of 
the pandemics. Because of these reasons they have been 
given priority in vaccination against COVID-19 in many 
countries including in Pakistan. (8) The perceptions of 
people, especially the ones who are directly involved in 
the vaccination process are of utmost importance. These 
people include healthcare providers. They can play a 
major role in generating positive perception about 
COVID-19 vaccine in the general population as well. 
Therefore, it is essential that the perceptions of doctors 
are assessed regarding vaccine of COVID-19.
In order to develop herd immunity using widespread 
vaccination, it is imperative to assess the perceptions of 
healthcare workers (especially doctors). Very few 
researches have been done in the European countries to 
assess the perception of healthcare workers about 
COVID-19 vaccine. They have revealed that vaccine 
hesitancy has been increasing among healthcare work-
ers. There is lack of such research in South Asian coun-
tries. Till date no similar study has been conducted in 
Pakistan. Current study is an effort to fill in the vacuum 
of information in this region. The objective is to assess 
the perception of doctors towards COVID-19 vaccination
METHODOLOGY

Current cross section study was conducted at eleven 
hospitals of Rawalpindi and Islamabad in Pakistan. The 
study lasted from November 2020 to April 2021. It was 
conducted by a survey of 421doctors (medical officers). 
The study participants were sent a pre-structured and 
validated questionnaire, which contained 6 questions 
regarding perceptions towards COVID-19 vaccine. Origi-
nally, 563 medical officers were given offer to participate 
in the study. However, only 421 of them could return the 
completely filled questionnaires. That constituted a 
response rate of 74.77%. The investigators ensured 
anonymity of the participants and prior approval of Insti-
tutional Ethics Committee was obtained. The data was 
entered in MS Excel and analyzed using SPSS v21. The 
results were presented as frequencies and percentages.
RESULTS

As seen in table 1, maximum participant doctors were 
from the age group of 25 to 30 years (52.0%). Majority of 
the participants were female (88.4%). Maximum partici-
pants were having an experience of 1 to 5 years (77.2%).
As seen in figure 1, about 41% participants believed that 

there was no association between vaccine and chronic 
illnesses. About 50% had no information regarding said 
association.

It shows that about 35% of the participants felt that 
popular belief on vaccine’s association with chronic 
illnesses had created doubts in their minds.
All the participants believed that it was important to 
vaccinate general population to control the COVID-19 
infection.

As per figure 3, majority (73.16%) participants believed 
that COVID-19 vaccine is safe to use, while 6.65% of them 
believed that the vaccine is not safe.

It was observed that two third (75.3%) participants were 
willing to take the vaccine, while 16.15% participants 
were hesitant to take vaccine. (Figure 4)

As evident in figure 5, around 87% of the participants felt 
that it is vaccine is reliable enough to recommend to 
others, while about 7% participants responded that they 
would not recommend vaccine to others.
DISCUSSION

COVID-19 has been an unprecedented challenge for all 
the countries in the world. However, overcrowding, large 
population, limited health infrastructure and lack of 
awareness pose even harder challenges for developing or 
developed countries. The situation in Pakistan also 
suggests that if the disease is not controlled, the country 
will face a great burden of cases, which may overcome the 

capacity of its health system. For example, the total bed 
capacity in health institutes of Pakistan is about 14000, 
while the estimates suggest that only two provinces of 
Punjab and Sindh will make up about 70000 cases. (9)

One of the effective solutions for control of COVID-19 is 
development of “heard immunity”. (10) The herd immuni-
ty can develop by active infection or by vaccination. How-
ever, the first option is not a being the practical one, the 
only option remained for herd immunity is wide spread 
vaccination. 
The first priority for vaccination has been given to 
healthcare workers. However, just like general popula-
tion, healthcare workers can also be hesitant regarding 
this new vaccine. These workers will play a great role in 
vaccine advocacy among general population. Therefore, 
their perceptions will have great effect on the success of 
vaccination drive in Pakistan. Vaccine hesitancy among 
healthcare worker is not a rare phenomenon. Many 
researches in the past have revealed condition of vaccine 
hesitancy among healthcare workers.(11–13) This success is 
challenged by individuals and groups who delay or refuse 
vaccines. The aim of this article is to review studies on 
vaccine hesitancy among healthcare providers (HCPs
One of the study conducted on Indonesia suggested that 
the vaccine hesitancy was between 7 to 33% among 
general population. It depended on the vaccine efficacy. 
(14) Current study shows that around 17% of the doctors 
showed vaccine hesitancy (not willing to be vaccinated). 
Similar perceptions have been observed in different 
countries and for different vaccines. (11)this success is 
challenged by individuals and groups who delay or refuse 
vaccines. The aim of this article is to review studies on 
vaccine hesitancy among healthcare providers (HCPs 
Although current study has not assessed the reasons or 
factors responsible for vaccine hesitancy, previous stud-
ies conducted in Pakistan have suggested that the main 
reason for hesitancy is “concern for safety”. (15) In the 
current study also, about 6.67% of the doctors believed 
that the vaccine was not safe. Media has been a major 
influencer of perception of community amongst health 
care workers. However, current study found that the 
majority of the doctors’ perceptions regarding vaccine 
was not influenced by the media.(14)

The strength of the current study is its large sample size. 
However, the current study was conducted only in two of 
the major cities of Pakistan due to availability of limited 
resources. Therefore, the results cannot be generalised 
for whole Pakistan. The study could not assess the factor 
affecting the perceptions of the doctors regarding 
COVID-19 vaccine.
CONCLUSION

Overall, the perceptions of doctors towards COVID-19 
vaccine have been positive with majority of them willing 

to recommend vaccine to others. Almost two third of 
them were willing to get vaccinated. Their perceptions are 
not influenced by allegations of media or other factors. 
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