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stratospheric ozone vs Tropospheric ozone -

Their lmpacts on Health
Sarker MAA', Moniruddin ABM'

We are hardly aware of living in the ever exposed

continuous radiation from a huge nuclear fusion

bomb that probably exploded just at the beginning

of nature, several hundred billions of years ago in
our solar system. The harmful radiations from this

ever-burning exploded nuclear bomb-like reactor

(i.e., the sun) usualy fail to penetrate all the

barriers & the Earth's atmosphere to reach the
Earth's surface, so that the origination, the

existence & the evolution of life were possible.

However still some harmful radiations reach the

Earlh's surface owing to human acts, causing

substantial morbidiiy & mortality of human beings

that is intimately related to ever-feared global

warming & global climate crisis.

The natural stratospheric ozone is at about 15 to

50 kilometer above the Earth,s surface and plays

the key-role in protecting life on the Earth from the

harmful non-ionizing ultraviolet rays of the sun. The

major environmental problems we are facing now

1. Professor Md. Akkas Ali Sarker

Professor of Surgery,

Prime Medical College, Rangpur.

2. ProfessorA I M Moniruddin

Professor of Surgery

Prime Medical College, Rangpur.

Editorial

is its decreasing level in the stratosphere and the

increasing level in the troposphere due to human

actions. Ozone molecules are constantly created

by chemical reactions when the ultraviolet racliation

from the suniight strikes the stratosphere. As a

rule, the average amount of o2one in the

stratosphere should remain fairly constant when

the creative and destructive f orces occurs

naturallyl. But this natural ozone has gradually

been depleted in the stratoshphere and increased

in the troposphere by varied anthropogenic

activities that release ozone-destroying chemicals

into the atmosphere. These destructive chemicals

released into the atmosphere by industrial activities

include chlorocrbon compounds (CCla and CH3C13)

Chlorofluorocarbon Compounds or CFCs (CFCI3

and CF2C|2) and other halogen compounds (CF3Br

and CF2ClBr)2. Most of these chemical substances

remain unchanged long enough to flow up to the

stratosphere because they are chemically stable

compounds containing halogen atoms, i.e. chlorine

or bromine3.

CFCs are used for a wide variety of industrial

purposes, e.g. in ref rigeration systems, air

conditioners, aerosols, solvents and in the

production of some types of packaging, because
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they are relatively inexpensive, highly effective,

stable in the atmosphere and non-toxic to humans.

But once CFCs reach the stratosphere, the solar

ultraviolet radiation strikes them and release

chlorine (Cl) atoms, which act as a catalyst. The

chlorine atoms repeatedly interact with and break

ozone molecules f orming the singlet oxygen

molecule and one chlorine monoxide molecule

(ClO). Then, the chlorine monoxide molecule can

combine with an oxygen atom to form an oxygen

molecule and release the chlorine to begin the

process ali over again. Through this cycle, one

chlorine atom can destroy up to 100,000 ozone

molecules and deplete ozone much faster than

nature can replace ita. Normally ozone effectively

absorbs the Sun's harm{ul ultravtolet radiations

(i.e. UV-C and UV-B). The protective role of the

ozone layer is so vital that life on land probably

would not have evolved, could not exist today

without it. As the stratospheric ozone layer is

depleted, higher ultraviolet radiations reach the

Earth's surface and harms human health,

freshwater and marine ecosystems, reduces crop

yields, and affects forestss. The impacts of the

increased UV leveLs include the increasing cases

of skin cancers, cataracts, and impaired immune

systems; decreasing growth and yields of some

crops, such as corn, rice, cotton, beans, wheat,

canola, barley, oats and soybeans; decreasing

amount of single-celled plants, known as

phytoplankton in the ocean, which could ultimately

Prime Medical Journal 2012;2(2): 1-4

a{tect fish populations; reducing the construction

materials used outdoor.6

The ground-level tropospheric ozone (located at 0-

15 km above the Earth) has two major sources, i.e.

intrusion f rom the stratosphere and production

from photochemical reactions. The tropospheric

ozone plays several key roles in the atmosphere

but it is a dangerous greenhouse gas (GHG)

because it absorbs outgoing long wave radiation

contributing to the global warming that lead to

global climate crisisT. Tropospheric ozone is

formed by the interaction of sunlight, particularly

ultraviolet light, with volatile organic compounds

(VOCs) and nrtrogen oxrdes (NOx), which are

emitted by automobiles, gasoline vapors, fossil fuel

power piants, ref ineries, and certain other

industries. VOCs are organic compounds that

contain carbon and hydrogen and can evaporate

easily, e.g. octane, butane and sugars, which are

mostly emitted by rnotor vehicles, industry,

commerce, dry cleaners, and paints. Nitrogen

oxides like nitric oxide (NO) and nitrogen dioxide

(N02) are released into the atmosphere when

fossil f uels like oil, coal and natural gas are burned.

It is mostly emitted by motor vehicles, power

plants, industrial facilities, biomass burning and

lightnings. When released into the atmosphere,

both VOCs and NOx can produce ozone and other

harmful pollutants that lead to smog, which is

sometimes termed as photochemical smog or

photochemical air pollution.



Prime Medical Journal 2012;2(2)'. 1-a

The increased ground-level ozone causes harm{ul

impacts on humans, plants and materials too. lt

can cause human health problems, e.g. eye

irritation, breathing problems, lung damage, chest

pain, headache, nausea, asthma and increased

cardio-respiratory distresses & even deaths. This

ozone causes harm to plants, trees, and crops by

preventing the plant from being able to use the

sun's energy by reacting rvith the molecular links

between the carbcn atoms (ca led the carbon-

carbon bonds) in the piant's photosynthetic

mechanism. Furthermore, this powerfui oxidant

ozone also affects materials by deteriorating and

reducing the strength of products made of rubber

and certain fabrics. Moreover, the dangerous

green house effect of this ground-level

tropospheric ozone is causing giobal warming &

melting of ice in poles & over mountains to raise

the sea level inviting natural calamities like

cyclones & floods, submerging vast area of land &

reducing the al,a labre lancj for ruman hab tation &

agrrcu lture.e

As the problems of stratospheric ozone depletion

and tropospheric ozone production are mostly due

to human acts that release man-made chemicals

containing millions of tons of ozone depleting

substances. The use of CFCs have been banned

in many countries and replaced by HCFCs, which

do deplete the ozone layer but not as quickly as

CFCs. A series of international agreements to

reduce the pace of ozone depletion in stratosphere

and ozone production in troposphere have been

held. ln 1985 Vienna Convention on the Protection

of the Ozone Layer and the 1987 Montreal

Protocol on Substances that Deplete the Ozone

Layer, which are arranged to freeze and decrease

the production CFC to certain levels. This treaty

entered into force on January 1 , 1989. lt is

believed that if the international agreement is

adhered to, the ozone layer is expected to recover

by 2050. But the scientif ic consensus of

researchers is that it should immediately stopped

producing ozone-depleting chemicals. Even with

immediate action, models indicate that it will take

50-60 years f or the ozone layer to return to 1975

levels and another 100-200 years for f ull recovery

to pre-'l 950-levelsl o.

Finally, the problem of both stratospheric and

tropospheric ozone is not easy to solve. lts

'banning will surely be more dif{icult. Global

awareness & prompt action are urgently sought by

conscious scientists & humanitarian stake-holders.
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Original Article

PATTERN, RISK FACTORS AND

COMPLICATIONS OF CEREBRAL PALSY
Wahed M A

Abstract:

Background: Cerel'a ra s., l= s a:erm that describes a group of disorders of muscle tone & posture.

This causes moveTe': I s:rle' t-u :3 carage or faulty developmeni in a part of the developing brain

which usua ly ccc-:s ='.-': c :^ c'c;ess The pre'i'a ence of CP ls increasing day by day as many of the

dying ne',';corn 3ao es s-r',/',,,e dre to improved or lntenslve care, lt is an important cause of disability in

under-five cnt,iren t';ith loss of working hours, mental and physical exertion as well as anxiety of the

parents,

Methodology: A retrospective and cross-sectional study was conducted on 480 children attending at

Chiid Neurology Center of Prime Medical College Hospital from 1.5.2009 to 30.06.2012. All the chitdren

were clinically diagnosed as Cerebral Palsy by using an lnterview Schedule. The samples were selected

by non-random sampling from the list of register book. Relevant investigations were also done.

Result: The male and female ratio was 3:2 and average age was 3+1.5 years. Maximum number (BB.g%)

o{ cases were suffering from spastic type of Cerebral Palsy followed by ataxic type (3.4%). Among

spastics, quadriplegia was present in 76.5% of cases. Perinatal asphyxia was a risk factor in 85.0% of

cases and who had perinatai asphyxia 78.24% cases were delivered in home with untrained personnel

with some practical experience andTB% were primigravidae. The other risk factors were low birth weight,

severe jaundice, mentngitis and toxoplasmosis. All the children was mentalty retarded o{ various grades.

Epilepsy was the frequent associated complication (35.0%) followed by drooling (ZS.O%).

Conclusion: Perinatal asphyxia is the most common risk factor in CP in our country and home delivery

predisposes perinatal asphyxia. (prime med. j. V-2, No-2, p- S-fi)
Key words: Perinatal asphyxia, cerebral palsy, home delivery.

lntroduction:
Cerebral Palsy (CP) is a term that includes a causes movement disorder due to damage or
heterogeneou group of neurological deficits. This

Prof. M. A. Wahed

Head, Dept. of Paediatrics
Prime Medical College Hospital, Rangpur

faulty development in the brain which usually

occurs around birth processl. The incidence of Cp

is 1-3/1000 live births and there has been no



change in the prevalence over the last few

decades rather it is increasing day by day as many

of the dying newborn babies survive due to

improved perinatal care'. lt is an important cause

of disability rn under-frve chrldren in our country

with loss of working hours, mental and physicai

exertion as well as anxiety of ihe parents3'4.

There are many risk factors of CP. The important

ones are perinatal ,asphyxia and LBW2'5 
u. Both of

these are very common in neonatal/perinatal

period in our country. Because only about '18%

deliveries are conducted by trained birth

attendants and 88% deliveries take place in home

by untrained birth attendantsT'8. The maternal risk

factors are not always detected during pregnancy.

As a result, there is difficult labor and newborn

babies suffer form perinatal asphyxia. Again almost

70% child bearing women suffer from various types

of malnutrition and give birth to LBW babiese. ln a

tertiary care hospital, two-third of all admitted

cases of neonates were suffering from these two

conditions which is an indirect magnitude of the

above scenariol0. The other risk f actors are

intrauterine infection, severe jaundice etc which

are modifiable and preventable by improving the

socio-medical factors, maternal education, political

commitment, target based well run programme and

involvement of NGOs and civil societies.

There are various types of CP but the most

common in spastic type. Here the muscles are rigid

and stiff in one or more limbs and the child cannot

walk, move, talk, eat or play like normal peers".
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Then the parents seek medical advice.

Paediatricians advise mothers for physiotherapy.

After attending several times, many of the children

do not irnprove according to their expectation of

parents, then the parents loose confidence to the

therapy and they discontinue attending the therapy

center. Again many of the mothers discontinue

therapy due to inability to bear the cost of the

treatment as this is still a costly therapyl2. This

attitude of parents poses the child to become more

crippled. Moreover, many of the patients suffering

f rom CP have associated problems such as

learning, hearing and visual problems as well as

epilepsf '1. ln CP, most of the epilepsies are

multidrug resistant and difficult to cure. Parents

become economically exhausted by bearing the

cost of the treatment.

One article was published in this journal by the

authorl3 on CP which contained several

inf ormations. This article is published as a

continuation of that study protocol providing more

information on CP in the children of Rangpur

Division so that preventive measures become

easier.

Materials and Methods:

Child Neurology Center attached to Child

Outpatient Department of Prime Medical Collage

Hospital provides preventive and curAtive services

to children suffering f rom various types of

neurological diseases. This center maintains a

register of CP. From 1" M"y 2009 to 30th June

2012 a total of 480 children suffering from CP



Prime Medical Journal 2012;2(2): S-11

attended this center. This descriptive and

retrospective study was conducted on these

children. An lnterview Schedule was prepared from

the very beginning to record the patient,s

information. This research rnstrument contained

family history, soc o-econcrnlc h story and birth

history. It also con:a:e.i c n:ca examination,

developmental assessr-e^i a^c -,. est gat ons, A
child having the cr'te. a ccscr-ce. 3 j, ,qs,,,'a S el a/

was regarded as ^a,.,^c CP'', A c- c iot starting

spontaneous resp,:a:,o:l v;ttntn 5 minutes of birlh

was regarCed as having birth asphyxia'5,16.

Conventionally a baby having birth weight of < 2.5

kg was regarded as low birth weight and

gestational age less than 37 completed weeks

were regarded as preterm. As all the children came

to the center for treatment and were agree to do all

the investigations after counseling, a separate

consent form was not fulfilled for ethical clearance

but permission was taken from the authority of the

nospital to conduct the study. Developmental

assessment was , done by modified Denver

Developmental Screening Test. Computed

Tomography scanning was done from the

Radiology and lmaging Dept. of the Hospitat.

Routine and special investigations were done from

the academic laboratories of the attached Medical

College. Children having the complaints of visual

defect were examined by an Ophthalmologist of

the Hospital and hearing defects were examined

from a nearby private audiological center. All the

children are being followed up by personal contact

with parents. All the children had mild to moderate

mental retardation and this was not included in the

analysis.

The results were computed by SPSS+pC and

presented by simple Tables and descriptive

statistical analysis was done in appropriate cases.

Results:

The male and female ratio was 3:2 and average

age u/as 3t1.5 years. Maximum numQer (g8.g%) of

cases ,,vere suffering from spastic type of Cerebral

Palsy follorved by ataxrc type (6.1%) (Tabte t).
Among spastics, quadriplegia was present in

76.5% of cases (Tabie 2). Perinatal asphyxia was

a risk factor in 85.0% of cases (Table 3) and who

had perinatal asphyxia 78.24% cases were

delivered in home with untrained personnel with

some practical experience (Table 4) and 7B/o were
primigravidae. The other risk factors were low birth

weight, severe jaundice, meningitis and

toxoplasmosis. Cerebral plasy was present in all

the districs of the administrative division (Table 5).

All the children was mentally retarded of various

grades. Epilepsy was the frequent associated

complication (35.0%) fottowed by drooting (Tabte-

6).

Table-1. Types of cerebral patsy (N=480)

Type No (%)

Spastic 427 (88.e)

Ataxic 29 (6.1)

Athetoid e (2.0)

Unclasssified 15 (3.0)

Total 480 (100.0)



Table-2. Types of spastic palsy (N=427)

Type of spaticity No (%)

Quadriplegia 327 (76.5)

Hemiplegia 66 (15.5)

Diplegia 11 (2.6)

Momoplegia 23 (5.4)

Total 427 (100.0)

Table-S. District addresses of patients (480)

District No (%)

Rangpur 100 (20.8)

Thakurgaon 100 (20.8)

Gaibandha 91 (18.8)

Dinajpur 70 (14.6)

Nilphamari 40 (8.3)

Kurigram 3e (8.0)

Lalmonirhat 30 (6.3)

Panchaghar 10 (2.1)

Total 480 (100.0)
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Discussion:

This study shows that 88.9% of the attending

children at Child Neurology Center had spastic

type of CP. This is the commonest type of CP ever

studiedl6. Hoimond describes that three-fourths of

the cases of CP are spastic type which is

consistent with the results of this study17. Several

Table-3. Risk factors of cerebral palsy (480)

Factors No (%)

Perinatal asphyxia 408 (85 0)

LBW 48 (10.0)

Miningitis 14 (3.0)

Severe jaundice 5 (1.0)

Others 5 (1.0)

Total 480 (100.0)

Table-6. Associated complications (N=480)

Complications No (%)

Epilepsy 168 (35.0.0)

Drooling 120 (25.0)

Deafness 24 (5.0)

Defective vision 24 (5.0)

Others 144 (30.0)

Total 480 (100.0)

Table-4. Place of deliveiies (408)

Place No (%)

Home 320 (78.24)

Upazilla and Dist Hospitals 47 (11.76)

District MCWC 34 (8.24)

Private clinics 7 (1.75)

Total 408 (100.0)
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law agencies have also described that the

commonest sign of CP they face are those with the

spasticity of voluntary musclesls. Another study in

a series of patients has shown that 83.3% children

in that series had spastic type of Cpls. The study

shows that 76.5% of the spastics had quadriplegia.

This is the commonest type of spastic Cp whcih

has also been shown by Center f or Disease

Control and Prevention lCDC;:0.

Perinatal asphyxia was the commonest risk factor

in this series of children. ln our country, almost

82.0% % deliveries take place in home and only

1B% deliveries are conducted by trained birth

attendants. The risk factors are usually not

detected. As a result, there is difficult labor and

newborn babies suffer form perinatal asphyxia.

The home management of asphyxia is also

primitive12l. As a result, there is persistent hypoxic

state leading to insult of the brain. ln the neonatal

ward of this hospital in 2OO9 the highest

percentage (37.88%) of neonates were admitted

with perinatal asphyxia which is a reflection of the

scinerio22. One studfl in UK has shown that only

2.0% of the chitdren with Cp had perlnatal

asphyxia which is in contrast to our finding. This is

probably due to the fact that ante-natal check up is
mandatory in that country and the incidence of

perinatal asphyxia is very low.

LBW was the second common risk factor of Cp.

LBW is an important neonatal health problem in
our country. Almost 70% child bearing women

suffer from various types of malnutrition with other

co-morbidities and give birth to LBW babies. LBW

babies suffer from cerebral palsy, intellectual

deficits and other short-term and long-term

morbidities23. ln UK in a series of patients, a

retrospective study showed that about 22%

children suffering from CP were LBW with delivery

within 32-37th week2a. ln a series of studies rn

Europe, it has been shown that LBW was

associated with 6 times increased risk of

developing Cp2s. LBW with IUGR is also

associated with increased risk of Cp26'27'28.

This study shows that patients attended at the

center for from all districts of the administrative

division but mostly from Rangpur, Thakurgaon and

Gaibandha. Cerebral palsy is present in all districts

as the child birth practices are almost similar in this

division. On study in Northen Bangladesh on

married women regarding delivery practrice has

shown that 97.6% of study population said that

pregnancy is a period of risk and 80.6 said that

home delivery is risky. Stilt 66.8% of that

population delivered at home taking the risk of

complication'n. The difference is due to the fact

thai the gi.iardians of the Rangpur district are a bit

more aware due to the presence of different

medical institutes as well as a Child Development

Center in nearby Public Medical College Hospital

and two other Paediatric Consultants from

Thakurgaon and Gaibandha referred many cases

to this center.

Epilepsy was the commonest associated

complication (35.0%) in this series of patients. This
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may seem a high p,revalence but as many as 50%

of children suffering from CP may have epilepsy
30'31. Another study has shown that one-third of

children suffering from CP can develop epilepsy

which is also in concordance with our study32.

Even there may be high prevalence of epilepsy in

CP and one retrospectlve study has the

prevalence as high as 62.0./" in Brazil33. One

observation in our study was that epilepsy was

present mostly in children with spastic Cp which is

in consistent with the finding of another study3a.

Conclusion:

Perinatal asphyxia and LBW are the two marn risk

factors leading to CP and home delivery is the

main underlying factor. As case-control study is
appropriate to determine a risk factor, further

studies will be required.
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USEFULNESS OF INTRA-PARTUM

BIOPHYSICAL PROFILE IN PREDICTING

FOETAL WELLBEING
Akhter S

Abstract :

Objective : This study was conducted to assess the role of lntra-partum Biophysical profile (BPP) in

monitoring foetal wellbeing, to find out influence of BPP on mode of delivery and neonatal outcome &

influence of different components of BPP on mode of delivery & neonatal outcome.

Study Design : This cross sectional study was conducted in the Department of Obstetrics &

Gynaecology of Prime Medical College Hospital, Rangpur during the period from January to December

2010. A total of 100 low risk pregnant women were taken as study population. Samples were divided into

two groups. One group had BPP score >8 & another group had BPP score <6.

Result: The result showed lhal75"h had spontaneous labour & the rest needed induction with oxytocin.

75%had normal vdginal delivery while the rest 25% needed caesarean section (CS). The main cause of

caesarean section was foetal distress (94%) followed by prolonged labour (6%). Out of 100 neonates

delivered, 28 needed resuscitation & one had to be admitted in NICU. None of the neonates died or

developed complications like neonatal seizure or hypoxic encephalopathy.

Conclusion : The findings of this study suggest that BPP could be a clinically useful tool for fetal

monitoring during labour provided the emphasis is given not only on total score but the individual

component that made this score. (Prime med. j. V-2, No-2, P 12-20)

Key words : BPP, APGAR score, Amniotic fluid index, lntrapartum, EFHRM, CTG.
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lntroduction :

Despite major advancement in the field of medical

science, a major problem remains for the

obstetrician in making assessment of the condition

of the fetus in intrauterine life. The development of
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ultrasound, however, has largely overcome the

difficulties & allowed close observation of the fetus

& its activity, so that now considerable informations

concerning fetal copdition can be obtained from a

single examinationl.

The biophysical pro{ile (BPP) was developed as a

method of real-time observation of the fetus in an

intrauterine environnrent, l,,4anning introduced the

BPP in 1980 and since then it has been widely

used as a comprehensive assessment tool for both

acute and chronic f etal conditions in the

antepartum period2. Kim demonstrated that the

biophysical prof ile aiso can be used for the

assessment of foetal well being during labour3.

BPP entails the observation by ultrasound of foetal

breathing movement, foetal body movement, foetal

tone, amniotic fluid volume and fetal heart rate

(FHB) reactivity in CTG. There are different

methods for assessnreni of foetal r.relibeing during

labour. One of the popuiar method is e ectronic

foetal hearl rate monrtoring (EFHRM) or CTG. But

false positive & false negative rates of EFHRM are

very high, thereby increasing the rate of casarean

delivery in tertiary level hospitaiwithout maternalor

neonatal benefita. BPP can significantly reduce the

false positive and false negative rate of EFHHM.

More over, this test is non-invasive, easy to

perform, requires no immedlate supervision by a

physician, can be quickly done in the physicians

office, has no contraindications & involves no risk

for the mother or the foetus. Thus it is not

surprising that the BPP has gained popularity & is

used with increasing f requency in the United

States5.

The main problem with the BPP is the structure of

the test in which each of the five criterions is

assigned in a score of either zero or two points

(Table-l). despite the possibility that each of those

variables may have drfferent importance in

assessing the foetal situation. The BPP variables

become functional at different gestational age.

Fetal tone & movement appear between 7 & I
weeks & require activity of the brain cortex. Fetal

breathing movement begins at 20 to 21 weeks and

depends on centre in the ventral surface of the

fourth ventrlcles. FHR reactivity appears between

28 & 30 weeks & probably siems from function of

the posterior hypothalamus & nucieus in the upper

medulla. The sensitivity of each of these centers to

hypoxia is different & those that become functional

earlier in fetal development are morb resistant to

acute changes in fetal oxygenation6.

Each fetal function evaluation in the BPP has a

different predictive values indicating foetal hypoxia,

an assumption that was investigated by ManningT.
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These investigators found that BPP scores 4 & 6
with an abnormal NST & decreased fluid volume

have higher positive predictive values than does

foetal movement & foetal tone, with fetal breathing

having an intermediate value. They concluded that

not all abnormal biophysical profile scores are

equal. The serious consequences may ensure

from improper management decision based on the

total BPP score rather than on careful evaluation of

Prime Medical Journal 2012;2(2)'. 12-20

the individual test components. This problem will

be lessened by a recent change made by the

investigators who originally developed this test: ' A

normal BPP' corresponds to a score 8 or greater

but this value must include a normai amniotic fluid

volumeT. The new definition oi a normal BPP will

prevent the potential error associated with a score

of eight when only two points are taken off in case

of markedly decreased amniotic fluid volume. A

Table'l: BPP scoring technique & interpretation (Manning 1987)

Biophysical

variable
Normal(Score-2) Abnormal (Score-0)

FBM (Foetal

breathing

movement)

At least one episode of FBM of at least 30

seconds duraiion in 30 minutes obscei'vation

Absent FBM or no episode of

>30 seconds in 30 minutes.

Gross body

movement

At least three discrete bod.v/limb movements in

30 minutes (episodes of active continuing

movement) is considered as single movement.

Two or fewer episodes of

body/limb movements in 30

minutes.

Fetal tone At least one episode of active extension with

return to flexion of fetal limb(s) or trunk. Opening

and closing of hand considered normaltone.

Extension slow with return to

partial flexion or movement of

limb in full extension or absent

fetalmovement.

Reactive FHR At least two episode of FHFI acceleration of >'15

beats /minute and of at least 15 seconds

duration associated with fetal movement in 30

minutes.

Less then tv,lo episodes of

acceleration of FHR or

acceleration of <15

beats/minute in 30 minutes.

AFV At least one pocket of AF that measlres at 1cm

in two perpendicular planes.

Either no AF pockets or a

pocket < l cm in two

perpendicular planes.
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fetus with a BPP of four consists of two points for

reactive non-stresq test & two points because

normal amniotic fluid volume is most likely perfectly

normale. Another problem with the BPP is that

alteration in some of the test criterion occur

relatively late in the process of foetal asphyxia.

Decreased foetal movement & decreased foetal

tone are found only when the foetal condition is

severe & by the time of discovery, the value of

intervention is sub-optimallo.

Materials and Methods:

This cross-sectional study was conducted on a

total 100 of low risk pregnant women (with labour

pain either spontaneous or induced, at the early

first stage of labour, gestational age between 37

and 42 weeks, cephalic presentation, singletone

uncomplicated pregnancy) attending the labour

ward of Prime Medical College Hospital. Sample

were divided into two groups.

One group had BPP score >8 & another group had

score <6. All malpresentation, multiple pregnancy,

mentally retarded or spastic child resulting from

previous delivery, previous perinatal death,

pregnancy with hypertension, diabetes or any

other medical disease, intrauterine growth

retardation, preterm premature rupture of

membrane, previous caesarean section were not

included in this study. Demographic variables were

maternal age, gravidity, gestational age. Obstetric

& clinical variables were duration of labour at BPP,

membrane status at BPP, cervical dilatation at

BPP, rneconium staining of amniotic fluid, type of

labour. BPP variables were breathing movements,

gross body movement, tone, amniotic fluid volume,

nonstress test. Outcome variables are mode of

delivery, APGAR score at 1 minute, necrnatal

resuscitation & NICU admission.& neonatal

complicaiions. Data were collected with the help of

a structured questionnaire which addressed all the

variables of interest. Data were analyzed using

SPSS version 11.5 (Statistical package for social

sciences). The tests of statistics used to analyze

the data were descriptive statistics, Chi-square

test, Student's t-test, Z test, Sensitivity, Specificity,

Positive predictive value (PPV), Negative

prediciive value (NPV) and Relative Risk (RR). The

descriptive statistics were frequency, mean median

and standard deviation. Continuous daia were

presented as mean and standard deviation (SD)

and compared using Students ltest. Categorical

data were evaluated using Chi-square or Fisher's

Exact probability test. Sensitivity, Specificity and

predictive value of BPP for mode of delivery (like

caesarean delivery) were determinbd at cut-off

value of -<6. Diagnostic accuracy of BPP were

compared between two groups, one group with

BPP -<6 and other group with BPP ->8. The level

of signif icance was 0.05 and p<0.05 was

considered significant. Confidential interval was

95%. The summarized information's were

presented in the form of tables and charts.

Result:

The result showed that majority (95%) ol the cases

presented with intact membrane when doing BPP
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(Fig.-1). Over three quarter (76%) had

spontaneous labour and the rest needed induction

with oxytocin (Table-ll). Seventy five percent cases

had normal vaginal delivery while the rest 25

needed caesarean section (Fig.-2).

The main cause of CS was foetal distress (94oo)

followed by prolonged labour (6%) (Fig.-3) Out of

100 neonates delivered, 28- needed resuscitatron

and '1 had to be admitted in NICU. None of the

neonates died or developed complications like

neonatal seizure or hypoxic encephalopathy

(Table-lll).

The need of caesarean deiivery was observed to

be significantly less in cases with BPP > 8 (15.9%)

than that in cases with BPP < 6(40.5%, P <0.05).

Neonatal resuscitation needed was also lound to

much less in cases having BPP > B(19.0%) than

that having BPP < 6(43.2%, p< 0,05).

Approximately 75% of the cases with BPP > 8

demonstrated APGAR score >7 at ''l minute

compared to 45.9% of the cases with BPP <

6(p<0.05) (Table-lV).

When combined NST & AFV score was 4, need of

caesarean delivery was considerably lower (B.B%)

than that needed when the combined score is <

2(59.4%, p< 0.001). The sensitivity of BPP in

predicting caesarean delivery increases steadily

f rom 16% at BPP score < 2lo 80% at BPP score <

B, while the specificity declines gradually from

Prime Medical Journal 2012;2(2)'. 12-2A

98.7% at BPP score < 21o 56% at BPP score < 8.

Similarly NPV increases insidiously {rom 77.9"/" al

BPP < 2 to 89.4% at BPP < B and PPV decreases

f rom B0% to 37.7% at BPP < 2 and < 8

respectively, False +ve and false -ve also followed

a similar patlern (Table-V).

The present strdy den'onstrated that incrdence of

Caesarean deiivery and neonatal resuscitation

were more than double in women with AFV 0 than

those in women with AFV 2(P < 0.05) emphasizing

that a BPP of score B with AFV 0 can no longer be

considered as normal because AFV 0 alone carries

a higher risk perinatal outcome. A foetus with a

BPP score of 4 consisted of 2 points for NST and 2

points for AFV is considered perfectiy normal.

lntacl, 95%

Fig-1 : Showing Status of membrane at BPP (N= 100)

Table- ll. Distribution of the case by type of labor (n=100)

Type of Labor No o//o

SpontaneoUs 76 76.0

Oxytocin induced 24 24.0

Total 100 100.0
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31%

Normalwith episiotorny r Normalwithout

Fig-2 Distribution of case by mode of delivery (N=100)

Fig.- 3: Distribution caesarean cases by their causes
(N= 2s)

Table- lll. Detailed particular of newbom babies

tt

Table- lV. Association between PBB and outcome

variables (n = 100)

Table -V. Inf luence of NST & AFV on outcome

variables (N=100)

Outcome

variables

BPP Score P

values4 (n=68) S 2 (n=32)

Caesarian delivery 6(B.B) 1e(5e.4) <0.001

Resuscitation 16(23.5) 12(37.5) 0.147

APGAR score at

1 minute > 7

47(6e.1) 17(53.1) 0.1 20

Discussion:

The findings derived from data analysis found that

condition of amniotic membrane (ruptured or intact)

and type of labour (spontaneous or induced)

demonstrated significant association with BPP. A

Cutcome variables
BPP Score P

values28 (n=63) S 6 (n=t7)

Caesarian delivery

Needed 10(15.e). 15(40.5)
<0.05

Nct needed s3(84.1) 22(5e.5)

Resuscitation

Needed 12(1e.0) 16(43.2)
0.0'18

Not needed 51(81.0) 21(56.8)

APGAR score at 1 minute

<7 16(25.4) 20(54.1)
0.008>7 47(74.6) 17(45.e)

NICU Admission

Needed 1(1.6) c0
0.441

Not needed 62(eB 4) 37(100.0)

(N = 100)

Neonatal profile No O//o

Sex

Male 54.0

Female 44 44.4

Resuscitation

Needed 28 28

Not needed 72 72.0

NICU admission

Needed 0'l 1.0

Not needed 99 99
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statistically significant decrease of BPP (< 6) was

observed with rupture of membrane (p < 0.05).

The use of oxytocin to induce labour also resulted

in higher rates of lower BPP (< 6). Kim et al. (2003)

also found that oxytocin induced labour were

associated with the higher rates of abnormal FHR

tracings and that the rupture of membrane was

associated with signif icant decrease in fetal

breathing movements and gross fetal movement

bearing consistency with findings ol the present

study3.

ln the present investigation we found 16 women

with BPP 8 , althoulh 4 e5"/.) of them did not fulfill

the criterion for normal AFV with 1(25%) women

needing caesarean delivery. However, the

proportion of caesarean delivery among the rest

12(75%) with BPP B & AFV 2 was a bit higher

(33.3%). As this crosstab analysis was performed

with a sub sample of 16 patients, caution is

advised to interpret the result. The present study

already demonstrated that incidence of Caesarean

delivery and neonatal resuscitation were more than

double in women with AFV 0 than those in women

with AFV 2 (p <0.005). A foetus with a BPP score

of 4 consisted of 2 points for NST and 2 points for

AFV is considered perfectly normal. In our study

we found a signif icantly higher incidence of

caesarean section .in women with combined NST

and AVF scores 2 or below (59.4%) than that

found in women with combined scores 4 (8.8%)

(p<0.001). Manning et al (1987) also are of the

Prime Medical Journal 2012;2(2): 12-20

opinion that any method of risk assessment using

NST alone or dynamic ultrasound variables

such as fetal breathing movement and tone,

also requires consideration AFV to achieve

maximal predictive accuracy".

Decreased fetal movement and decreased {etal

tone are concomitantly found only when the foetus

is severely compromised and by the time a foetus

is discovered so, the value of intervention becomes

sub-optimal (Manning et al., 1999). ln the present

study, a significantly higher frequency of neonates

with combined FT and FM 0 had APGAR < 7

(61.5%) compared to those who had a combined

score 4 (32.2,'"), Although, such a condition occur

relatively late in the process of fetal asphyxia, none

of the neonates exhibited any grave complications.

Rather all of the improved with institution of simple

resuscitative measures.

The study observes that caesarean delivery was

higher (84.2%) among cases with a non-reactive

NST (score 0) compared to only 11.1% in cases

with NST score 2 (p< 0.001). The resuscitation

need was two times higher in cases with

noncreative NST than that in cases with reactive

NST (p< 0.05). Neonatal Apgar Score was >7 al1

minute was less in nonreactive NST test than

reactive NST.

The present study revealed an inverse relationship

between MPP score and the likelihood of

caesarean delivery (p. 0.05). The RR of

caesarean delivery was lound to be 3.62, and 2.55
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at BPP < 2, 3 4 and < 6 respectively. Kim (2033)

also demonstrated a risk of caesarean of 5.57 in

the group with BPP scores of = 4 and 8.0 in the

group with BPP score of < 63.

Hughey determined the effect of fetal monitoring

on the incidence of cesarean section. At Evanston

Hospital, the primary cesarean section rate had

increased from 2.6"/o in 1968-1969 to 6.9% in

1974-1975. Only 19.2"/" of this increase was due to

increased fetal distress; the magnitude of the

increased was due to changes in other factors,

notably, breech deliveries (29.5% of the increase)

& dystocia (60.2%of the increase)12.

The frequency of caesarean delivery at tertiary

level hospitals, recently, has gone up beyond the

manageable Iimita. Reasons attribute to the

increase might be false -positive result associated

with intrapartum FHR monitoringr2 increasing use

of spinal anesthesial3 and changing perspective of

medical community as well as service usersn.

Some investigators have tried to reduce the false-

positive rate of intrapartum FHR by using fetal

scalp blood pH or even fetal scalp oxygen

saturation monitoring. Both of these methods

although help improving the prediction of

caesarean delivery and reducing false- positive

yield, the methods, cannot apply on routine basis

because of their invasive nature. As fetal heart rate

monitoring alone cannot predict the need of

caesarean delivery, the biophysical profile, a non-

invasive, easily performed test, came forward to fill

in the gap.

Comments:

This study was conducted in a teaching institute

(PIMCH) where all facilities are available in labour

room for doing intrapafium BPP but this facilities

are not available in all institute or hospital in

Bangladesh. So, it cannot possible to do BPP in all

iabour ward, lf it is possible to provide this facilities,

it can significantly influence . on labour

management and decrease the rate of caesarean

delivery.

Conclusion:

Since its introduction of BPP into the obstetric field

in 1980 by Manning et al, debate has been

continuing whether BPP is a better tool than

nonstress test of assessment of fetal well-being.

The iindings of the study thus suggest that BPP

could be a clinically useful tool for fetal monitoring

during labour provided the emphasia is given not

only on total BPP score but the individual

components that made this score. More ever,

additional advantage of doing intrapartum BPP is

to see presentation & position of f oetal head,

placental location etc.
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LIPIDEMIC STATUS AND NONALCOHOLIC
FATTY LIVER DISEASE IN TYPE2

DIABETES MELLITUS
Alam A1, Arifin MS 2, lsrat 53, Sharif MM1, Rahman MMs

Abstract:

Background: Nonalcoholic fatty liver disease (NAFLD) is emerging as the most common chronic liver

condition in the world and it is commonly associated with type 2 diabetes mellitus (DM). The aim of this

study was to determine the lipidemic status of NAFLD and identify the predisposing factors in Type 2 DM

patients with NAFLD.

Material/Methods: A total of 256 patients of type 2 DM were included in this prospective study in a
tertiary referral hospital. Patients with characteristic findings on ultrasonography were considered as

having fatty Livers. They were divided into fatty liver (Group l) and non fatty liver group (Group ll) and

were {urther evaluated by measurement of body mass index, liver lunction tests and lipid prof ile.

Results: Out of 256 type 2 diabetic patients, 127 patients had fatty liver and other 129 had no fatty liver

on ultrasonography. BMl, serum insulin level and lipid profile level in the Group lwas significantly higher

than Group ll. But in logistic regression analysis lipid profile did not show any association with the

presence NAFLD

Conclusions: Phys cian should be made a\i'are of NAFLD. They should be encouraged to advise
patients regarding NAFLD so that prei,entive measures llke reduction of weight & life style modification

can be undertaken. (Prime med. 1. V-2, No-2, P 2i-2q)

Key words: Iype-2 diabetes mellitus, NAFLD, LFT, lipid profile
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and inflammation: referred to as non-alcholic

steatohepatitis (NASH)0. NAFLD is becoming a

major public health problem due to rising incidence

of obesity and type 2 DM. Most of the patients with

NAFLD have minor symptoms at presentation.

They may have fatigue, malaise or sensation of

fullness or discomfort in right upper quadrant of

abdomen. However, hepatomegaly is the only

finding in the majoritys. The definrtive diagnosis of

NAFLD is based on the histologic examination of

liver biopsy samples. However, it is an invasive

and costly procedure and is associated with many

complication. The overall prevalence of NAFLD is

9-40% in Asian countries6,7. The aim of the study

was to find out the association of NAFLD with

lipidemic status in type 2 DM subjects.

Materialand Methods:

The study was conducted by the Biomedical

Research Group and Department of Radiology

of the Bangladesh lnstitute of Research and

Rehabilitation in Diabetes, Endocrine and

Metabolic Disorders (BlRDEl/), Dhaka during

the period of July 2008 to June 2009. lt was an

observational analytic study with a case control

design. Thidy to Fiity five aged and BMt matched

healthy subjects without family history of

diabetes were recruited. T2DM with Fatty Liver:
'127 subjects T2DM without Fatty Liver: 129

subjects. Data were managed and statistical

analyses were performed using Statistical package

for Social Science (SPSS) for Windows version

Prime Medical Journal 2012; Z(2):21-24

'11.1. A p value <0.05 was taken as level of

signif icance.

Results:

A total of 256 patients of type 2 drabetes mellitus

were studied. Comparison of anthropometric, liver

enzyrnes, lipid proflle between fatty liver and non

fatty liver groups is presented in Table-1 . The f re_

quency of NAFLD within different age groups was

not signif icant (p<0.54). None of the.patients had

histories of alcohol consumption. One hundred

twenty seven patients had fatty liver whereas 129

had no fatty liver on ultrasound. The 
"average liver

size was 17.2t3.1 cm in Group land .13-12.4 cm in

(Group ll). Serum SGPT and lipid profile were also

significantly higher in (Group l) patients. But in
logistic regression analysis lipid profile, BMI did not

show any association with the presence NAFLD.

Table-1: Anthropometric measurement &

biochemical parameters of the study subjects T2DM

Variables Fatty Liver

(n= 127)

Non Fatty

Liver

(n= 129)

Vp values

Fatty Liver

vs Control

Age (yrs) 43.33t6.36 42.89t5.85 0.585/0.559

BMI (kg/mr) 26.1 9t3.69 25.32x3.47 1.945/0.053

W/H 0.923t.060 0.918t.074 0.540/0.589

FBG

(mmol/l)

6.70

(3.60-23.0)

7.1

(4.0-18.70)

1.1210.260

SGPT (U/L) 36 (10-150) 23 (10-324) 5.05/0.001
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Table- ll: Lipid profile of the study subjects

Variables Fatty

Liver(n=127)

Control

(n=1 29)

zlp

Fatty Liver

vs Control

Triglyceride

(mg/dl)

a:

, a:-9:8 l

170

(50-787)

0.003/0.998

T cholesterol

(ms/dl)

179

(80-350)

0.7610.440

HDL-c (mg/dl) .29
(1 1 -1 08)

30

(1 6-75)

1 .30/0.1 60

LDL-c (mg/dl) 115

(26-269)

109

(11-242)

1.03/0.299

Results were expressed as median (range).

Mann-Whitney U test was performed and the test

of significance at 0.05 significance level.

n=number of subjects, T2 DM=Type 2 Diabetes

Mellitus, TG =triglyceride, TC = Total Cholesterol,

HDL-C= High Density Lipoprotein Cholesterol,

LDL-C= Low Density Lipoprotein Cholesterol.

Logistic regression analysis taking NAFLD/without

NAFLD as a dependent variable and oiher

parameters as independent variables.

Table-lll: Variables.with values.

Discussion:

The spectrum o{ NAFLD ranges from simple

steatosis to nonalcoholic steatohepatitis (NASH),

which can progress io end-stage liver disease.

NAFLD is commonly associated with obesity, type

2 diabetes, dyslipidemia, and insulin resistance, all

of which are components of the metabolic

syndrome, strongly supporting the notion that

NAFLD is the hepatic manifestation of the

syndromet'n''0. There is a strong correlation

between LFTs and markers of the lRS, particularly

obesity and dyslipidemia, with evidence that one-

third of people with NASH have diabetes. ln the

present study no significant difference was found

regarding the lipid profile between type 2 DM with

NAFLD and type 2 DM without NAFLD. The study

subjects were not dyspilidemic except slightly

elevated LDL cholesterol level. ln logistic

regression analysis no correlation was observed

betl,,een any parameters of lipid prof ile and

presence of NAFLD in the study subjects. These

findings are in contrast with those reported in the

literaturell-16. Jin HB et atin a study conducted in

China found that fatty liver positively correlated

with plasma triglyceride levels and negatively with

plasma HDL-C Level, but total cholesterol did not

positively correlated with fatty liver diseaselT.

Conclusion:

From the present data it may be concluded that

dyslipidemia is not associated with NAFLD in

T2DM subjects.

23

Variables B value p value

Triglyceride (mgldl) 0.009 0.654

T cholesterol (mg/dl) 0.076 0.546

HDL-c (mg/dl) -0.010 0.147

LDL-o (mg/dl) 0.004 0.696
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HEALTH CARE SEEKING BEHAVIOUR AMONG

THE RURAL PEOPLE OF POLASBARI UPMILLA

OF GAIBANDHA DISTRICT
Masuma J1, Tazreen2, Asraf3, Samada, Wahed M As

Abstract: The ce,rvery of Primary Health Care (PHC) services to the rural masses is the main target of

the government s present health policy. The UHC is working as the essential unit of PHC system.

Utilization of heaitn services is a complex behavioral phenomenon. This descriptive and cross-sectional

study rn,as carried out on 380 systamaticaly selected house holds during the period of 26th February to '1 't

March 2a12 al the Palashbari Upazilla of Gaibandha District with the objective to determine the prevailing

disease pattern and health care seeking behaviour in rural Bangladesh. Among the study people majority

(44",".,) suffered from diarrhea, followed by respiratory diseases (33%), fever, common cold (B%) and heart

diseases (6%). Malority (71%) bought ORS from private shops. ln addition to public health facilities,

BRAC health centres was a pre{erable place for health service. EPI coverage were 92%, 66% used FP

methods, 61% pregnant mother visited for ANC and majority 60% delivered at home. During referral95%

follow and used that. Majority (60%) of death was due to aglng process, during death time 54% were kept

at home. This study concludes that it is important to impliment a need based health care delivery system

and actions should be taken to improve the overall scenerio to develop health system of rural

Bangladesh . (Prime med. j. V-2, No-2, P 25-30)
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lntroduction:

Bangladesh, with an area of 1,47,570 sq.km, is

inhabited by a population of 142.3 million and has

one of the highest population densities in the world

(964 persons per sq.km). Average annual growth

rate is 1.34Yo. Sex ration is 100.3 which indicates

equal number of males and females. The adult

literacy rate is 60%; and average life expectancy is

Original Article
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64 years. The majority of our population res des n

rura! areas (77%). There are 68,000 viilages, 4 45'i

Linions, 484 upazillas, 64 districts and 7 divisions:.

So the morbidity, mortality and disease pattern will

be dif{erent in our country than the prosperous

ones. Thus informaiion on the existing disease

pattern and health seeking behaviour is essential to

provide need based health care delivery to any

population. This information is not always available

in our couniry. Mainly hospital data are available

for ciisease pattern. Community based study can

only reflect the true picture of disease pattern in a

given community and uihat are their preferences in

seeking health services2.

The delivery of PHC services to the rural mass ts

the main target of the government's present health

poiicy. The UHC is working as the essential unit of

FHC system'. Des;iite the impressive improvement

is health sector over last 25 years, much remains

to be done in this sector. Quality and coverage of

PHC are not expected. About half of the population

is still out of the health care facilities. The oroblem

of communicable and nutritional diseases are

common, Maternal and child health service is

inadequate. Populaticn explosion is a continous

hazard. Basic sanitation is at its lowest level with

Iack of safe water supply. Besides these, non

communicable diseases like CHD, renai diseases,

cancers, DM are increasing. People involvement is

central to all aspects of human development of

which health is one. Health education and

behaviour change communication (BCC) is also

Prime Medical Journal 2012; 2(2): 25-30

important as people's knowledge and an attitude is

very essentialfor proper utilization of servicesa.

Health seeking behaviour means seeking of

individual's centers or institutes of the remedy of a
patient illnesss. lt involves a group of factors

releted to type of illness and severity, pre-exsiting

belips about illness position, the range and

accessibility of the therapeutic action available,

percived effecacy, convenance, oportunity costs

and quality of services, staff attitude aswell as age,

gender and social circulmastance of the

individual6.

In allmost all the developing countries, the public

and private sector co-exlst. There is also medical

pleuralism i,e. the existance of sevral distinct

therapeutic systems in a single cultural settings,

which is also an important feature of health care

system in Bangladesh. So, health care seeking

behaviour is also different varying from village to

village, town to village and locality to localityT.

So, monitoring of health service practice (specially

in rural area) should continue as renewed efforts to

know their current condition and improve the health

system thereby. This study may contribute in

knowing the overall picture of health seeking

practice of our rural people.

Method & Materials:

This community based descriptive and cross-

sectional study was carried out on a total number

of 380 subjects during the period of 26th February

to 1't March 2012 at Jalingi and Amlagasi village of

Mehedi Union of Pllashbari Upazilla of Gaibandha
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District. Sampling technique was purposive and

data ware culected face to face interview of the

selected respondence. Key variables were

morbidity pattern .& utilization of health care

facilities. Data were collected by a semi-structured

quesiionnaire through face to face interview of the

respondent after taken informed consent of head

of the house (male or female). This study was

carried out after approval of the institution, as a
part of course curriculum of 2"d professional

examination of Prime Medical College, Rangpur.

Daia were edited and entered into a master sheet.

All the statistical analysis was performed by

calculator.

Data on types of health care sought were obtained

by asking the respondent about the nature and

place of treatment measures undertaken. This

treatment places were subsquently grouped into

six categories. The category 'home treatment'

comprised traditional and modern lorms of self-

treatment such as analgesic and anti-pyretic

tablets, ORS, antacids etc. which are commonly

available in rural shops, and taken without

prescription. 'Traditional methods' included

treatment seeking yitnin t?j:n, healing and

traditional system of medicine, Tncluding, Kabiraji

Hakimi & Homeopathy.'Private Para-professional'

category of treatment seeking consisted

consultiations with palli chikitsoks (village

Practitioners), Medical Assistans & community

health workers. The category 'qualified private

practitioners' include graduate doctors, either

Government service holder who practice outside

office priod or private practitioners. 'Government

healih facility refers to all categories of health

facilities run by government. 'Private hospitals'

nclude NGO Hospitals, Private Clinics etc.

Result:

ln our study population majority Suffered from

diarrhoeal diseases (44%), next were respiratory

diseases (33%), heart diseases (6%), Fever &

common cold (8%) (Table-1).

Table No-1: Common diseases among the study

population (n=380).

Type of Diseases Frequency o//o

Diarrhoeal disease 167 44

Respiratory disease 125 33

Fever and common cold 30 8

Heart diseases 23 6

Others 35 9

Total 380 '100

n = Number of responden

Among 380 respondents 71% people bought ORS

from private shops, 18% made at home"and only 11%

got from govt. supply. Regarding second common

problem respiratory diseases, 71% received

treatment from government facilities and 29% from

private places. Study revealed that only 4% were

identified as TB patient which occupies only 1.09% of

the total population, of them 2(50%) were diagonosed

and treated at BFIAC centre, 1(25%) at clinic and

1(25%) by private practitioners. Three hundred and

fifty-one (92%) had said that their children were under
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Table-2: Health Care Seeking Practices among the study population (% of subjects) n=380

Types of services Home
Treatment

Traditional
Methods

Private Para-
professional

Qualified Private
Practioners

Govt. Health
Facility

Private
Hospitals

Diarroea 18 71 11

Resp. diseases 29 tt

TB treatment 25 25 50

EPI 92

FP bb 34

ANC 60 40

Delivery 60 20 zv

Referralsystem 6 qq

n = Number of respondent

EPI coverage. & rest 8% unimmunized. Majority of

the total population i.e. 66% take family planning

method and 34% of the population takes no

contraceptive methods at all. The study shows

that, 6.1% of the female population visited for ANC

and 40'k pregnant women didn't visit for ANC. One

hundred fifty-six women take antenatal care, 60%

from publrc health centers and 40"/" from private

health centers. Tl're numbers of delivery in the

study area during last 5 years were 118. Among

them majority (60%) was placed in home, 20% in

public health centres and 20% in prrvate health

centres. Regarding utilization of referral system

95% took the facility and 5% stay at home (Table-

2).

The number of death in last 1 year was 46.

Majority (54%) stayed at home, 35% hospitalized,

B% admitted at clinic and 3 % at other places

(Table-3).

Table-3: Utilization of Health Care during death (last

year) in the families of the study population. n=46

Care During Death Frequency o//o

At home 25 54

Hospitalized 16 35

Private clinic 4 B

Other 1 'J

Total 46 100
n = Number of death

Discussion:

ln this study the three most frequently reported

diseases were diarrhoeal diseases, resprratory

tract infections and fever. Ahmed et alfound the

same disease pattern in their studys. Most of the

villagers know about ORS and treatment of

diarrhoea. Our study shows that 89% of the

subjects bought ORS from near by private shops &

only 11% got from govt. health facilities. Most of

the people of Bangladesh are aware the treatment
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of diarrhoea as diarrhoeal disease control

programm (CDD) and lMCl Programm are

continuing training programm for health care

providers to educate the parents of children about

the home management of diarrhoea. As shops are

frequently available within a short distance from

home, the parents prefer to buy ORS pakets from

these shops instead of govt. hospitals to save the

transport cost.

Regarding respiratory diseases 71% of patients

took treatment from govt. hospitals and only 2g"/.

appeared to qualified doctors. Most of the the

patients were children and of low socio-economic

status. Parents percieved that treatment of children

is a specialised mater and Gor,,t. Hospitais are

better place for there children. This is in contrast

with the f indings of the study conducted in

Pakistane.

Prevalence rate of TB was 1.09% which was

correspondent to the TB prevalence rate in

Bangladesh. The EPI coverage in our study

population was nearly 92% which was alsmost

semilar to national 
"EPl 

coveragel0. Majority of the

population that is 66% used different types of

family planning methods.The study showed that

61% ot the women visited for ANC. Among them

60% got the service from public health centres

40'/" lrom private centres.The results are higher

than the perspective of rural Bangladesh. This may

by due to the fact that this study area was visited

previously by sevaral groups of medical students

as this area is a residencial field side training

(RFST) area of Rangpur Medical Cottege. probably

those visits created awarness of mothers.

Sixty percent of the delivery took place at home,

20% at public health centres and 20"k at private

health centres. Percentage o{ home delivery in our

study population was much lesser than the

perspective of rural Bangladesh. lt may be due to

the health awareness of the area and avaibility of

health facilities.

Regarding referral system g5% cases utilized the

Upazilla health complex & district hospitals and 5%

were kept at home. Out of 46 deaths last year 50%

causes were due to aging process. Majority (54%)

of death kept at home during their end of life time

which need to improve by hospitalized, which was

only 35% in our study finding.

Conclusion:

Utilization of health care services is a complex

behavior phenomenon. The study concludes that it

is important to establish a need based health care

delivery system of rural Bangladesh.
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Special Article

ROLE AND CRITERIA OF SHORT ANSWER

QUESTIONS ON STUDENT'S ASSESSMENT

\\ BCgUM A A

Abstract:

At the aim of implementation of objective assessment system SAQ and MCQ are introduced in the written

examination of both undergraduate and post graduate courses of our country. ln order to avoid faulty use

of these questions we should have adequate knowledge about these types of questions. Our present

topic is to highlight SAQs. SAQs are those questions asking students for a definition, term, facts, figures

and can be answered by a word, phrase or numerals or a draw and label. The types of SAQS are

completion items, definitions, unique answers, Draw and label a diagram, numerical problems, problem

solving and t^rith some f reedom of answer the 'open ended' SAQs. The advantages of SAQs are that they
are less ilrne conslm ng to construct than tr,'lCQs, objective in nature, can cover much topic and syllabus
+l^- ^,rnan essay questions v,'itnin a shol trne anC can assess learning outcome of recall, understanding,

application and analysis. Dtsadvantages are thai they are less objective than MCQ and can cover fewer

topics and syllabus than MCQ. SAQs also cannot test knowledge of higher cognitive domains like essay
questions. For construction of SAQs, first we should choose the toplcs we want to cover and than

determine level of knowledge intended to test. As SAQs can test a wide variety of test item with relatively

short time, can tesf lower to mid level of knowledge and due to its objective nature can be marked with

high degree of reliability, they are more valid test. So, as a tool for assessment SAe is a good

compromise between MCQ and Essay questions. (Prime med. j. V-2, No-2, p g1-g6)

Key words: SAQ, Assessment
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lntroduction:

Medical education is changing in our country and

also all over the world, Like other educational

system, the aim of this change is to increase the

Prof. Dr. Anjum Ara Begum

Professor, Dept. of Anatomy

Prime Medical College, Rangpur.

level of cognitive domain. The prime need of which

is to shift the assessment system lrom subjective

to objective type. Because, we know the

assessment system is the 'Key' that regulate the

mode of learning. At the aim of implementation of

this'objectitze' type of assessment system MCes

and SAQs are introduced in the written
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examination of both undergraduate and

postgraduate course in our country. As these types

of questions are being used in the examinations, it

is obvious that we should have adequate

knowledge about MCQ and SAQ. Otherwise, faulty

use of these instruments would hamper our aim.

Our present topic isto high light SAQ.

SAQ is the abbreviation of 'Short Answer

Question'. Most of the people mean it'Short Essay

Questlon'. That is why they treat it as 'Short Essay

Question'. But this is fact that 'Short Answer

Question' and 'Short Essay Question' are

qualitatively two different types of question. The

basic difference is - SAQ is objective in type

whereas 'Short Essay Question' (not SEQ which

means 'Structured Essay Question') is subjective

in type. ln terms of subjectivity 'Short Essay

Question' is worse than Essay type questions. So,

it is alarming if people confuse it with SAQ.

Definition of SAQ:

Short answer questions are those which ask for

definitions, terms, facts, figures etc. The student is

expected to provide a word, phrase or numeral in

response to a question. lt may also ask the student

to draw and label a diagraml'2 .

SAQ also allows some degree of variation in the

nature of the answer depending on the way in
which the answer is presented. lt can test a wide

variety of test item of relatively simple learning

outcomel. lt is preferably suitable for testing the

recall of knowledge. lt can also test understanding

Prime Medical Journal 2012;2(2): 31-36

and problem solving capacity of a student. 'Short

Answer Question' can act as a good compromise

between 'Multiple Choice Question' (MCQ) and

'Essay Type Question'3. This type of question is

less alfected by the gambling nature of MCQsa.

While both SAQ and MCQ essentially assess skill

of lower cognitive domain (recall, comprehension,

application and analysis) 3.

Type of SAQs:

1. Completion items: These consist o{

incomplete statements. The examinee having

to supply the missing words, terms, symbols

etc. These are also called fill in the blanks type

questions.

2. Definitions

3. Unique answers: These take the form of

actual question. The examinee has to supply a

specifrc answer.

4. Draw and label a diagram

5. Numerical problems

6. Open ended SAQs: They are similar to unique

answer unique answer questions. They allow

for some variation in the nature of the answer

either in terms of its intrinsic contents or in

terms of the way in which it is presented.

7. Probtem solving item2

Examoles: completion type

o The muscles of first pharyngeal arch are

supplied by _.
c The sign of lesion of abducent nerve is _.
o Parietalcells of gastric gland secrets _ .
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Examples: Definitions

o Def ine synovialjoint.

o Def ine bronchiole.

o What is decidua?

Examples: Unique answer

o Name the nerve supplying the muscles of {irst

pharyngeal arch?

r What is the sign of lesion of abducent nerve?

o What is the f unction of parietal ceil of

stomach?

Examp_bq; Draw and label a diagram.

o Draw and label a Graafian follicle

r Draw and label lumbar piexus of nerves.

o Drarv ano labei a p as^ia ce i

Exam pl es: N umerical problems

o To prepare .1 litre of home based oral saline,

the following are needed (mention in gram)

Water Sugar Salt_
o Calcu late mean pressure when systolic

pressure is 140 mmHg and diastolic pressure

is 80 mmHg.

Examples: Open ended SAQs

o Meniion the role of periosteum on bone growth

o Why radial artery is the artery of choice for
recording pulse?

r Why clavicle is called an atypical long bone?

Examples: Problems

o A medical student during a clinical examination

was asked to place a finger on patients back to

indicate the position of the lower level of

subarachnoid space within the vertebral

column. Where would you place your finger?

o A 45 years old woman having her yearly

physical examination was found to have a hard

painless lump on the upper outer quadrant of

the le{t breast. On examination with his arms at

her sides, the left nipple was seen to be higher

than the right and a small dimple of skin was

noted over the Iump. On examination of the left

axilla which group of lymph node could be

palpated as hard discrete nodule?

o A pregnant woman visited an antenatal clinic.

A vaginal examination revealed that the sacral

promontory could be easily palpated and that

ihe clagona conjugate measured less than 4
inches.

i) What is diagonal conjugate?

ii) Why anatomical conjugate is not

useful during treating patient?

iii) On the basis of your anatomical

knowledge, do you think that the

patient would have a normal labour?

Advantaaes of SAQs:

1. Reasonably easy to construct and less

time consuming as compared to MCQs.

2. Answers are more specific than essays

and thus more reliable.

3. They can test many test iterns in a

considerably short time as the answers are

quicker.

JJ
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4. lt does not alter the scoring significanily in

a reasonably well constructed SAQ which

increases its objectivity and reliability.

5. SAQs are less affected by the guessing

nature than MCQs.

6. SAQs are often an accepted compromise

between essay type questions and MCQs

which are extremely time consuming to
construct and often are not well accepted.

7. It is possible to construct a checklist for

responses to reduce inter exam iner

variation and thus make it more objective2.

Disadvantaqes of SAQs:

1 . Generally they are used to test only the

recall of knowledge and not the application

of knowledge.

2. Cannot cover as much syllabus as MCQs.

3. A well constructed SAQ take much longer

time to construct.

4. Taking significantly longer time to eltcit the

same information about the examinee's

knowledge than MCQ.

5. Specialist professionals are still required

for marking and some subjective
judgments for nearly correct answer.

6. SAQs cannot be used for measuring

higher cognitive skill like synthesis and

judgement2'3.

Methodology to construcf SAOs.'

Determining the overall purpose and content of the

item

i) ldentify the topic to be covered in the question

Prime Medical Journal 2012; 2(2): 31 -36

ii) ldentify the specific learning out come to be

assessed in the questions.

lnstructions for construction of SAOs;

It is obligatory that SAQs should be prepared with

care, if they are to serve as effective instrument for

assessment.
'1. Select the specific answer f irst and then frame

the question to which that answer is the only

appropriate response

2. The complet on items should be worded

carefully to require a single unique response

and try_ to put the blank at the end of the

sentence.

3. Preferably use direct question.

4. There should not be any clue to the intended

answer.

5. Word the question as brief ly as possible

without losing specif icity of response.

6. The question must be in positive form

7. Avoid using the conventional wording which

may trigger the memory.s

B. The weightage for each question in terms of

mark allocation should be given along with the

question.

SAQs as a toolfor assessment:

Validitv

A test is valid if it measures what we really want to

measure. Short answer question can test a wide

variety of test items of relatively simple learning out

come'. So, in term of content sampling as

compared to essay questions short answer

question are more valid. Essay questions can test

learning outcome of higher cognitive domain like
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synthesis and evaluation. But what actually

happened as we get f rom previous question

papers that traditional essay questions

conventionally used for recall of knowledge which

losses its validity in terms of content sampiing.

Well constructed SAQs are suitable for assessing

learning outcome of lower to middle part of

cognitive domain that ts it can tesi recall,

understanding, application and analysis of

knowledge which increases its validity"

When compared with MCQ, both of them

essentially assess skill of lower to middle part of

cognitive domain. But, short answer questions are

supposed to test recall rather than a mere

recognition and considered to be more demanding

and valid tesr of ac^reve-e^:

Rel iabilitv an d Ob ie cti vitv

Short answer QU€Sl:or1s are more specif ic

(objective) than essay and thus more reliable. Due

to its objective nature it can be marked with a high

degree of reliability. A well constructed SAQ is

equally objective like MCQ and does not alter the

scoring significantly and can reduce inter examiner

variation. So, the objectivity and reliability of

marking increases sharply6. Objectivity is inversely

proportional with the length of the answer, that is

shorter the answer greater the correlation and

marking efficiency between the examiners3.

Feasibilitv

It is easy to construct and less tlme consuming and

laborious than MCQ.

Conclusion:

Short answer question is useful if examiners do not

accept MCQ tests but still wish to sample widely

than essay questions. Short answer questions are

suitable for assessing learning out come of lower

to middle cognitive domain, which can test recall,

understanding, application and analysis of

knowledge. SAQs act as a compromise between

the traditional essay questions and multiple choice

questions. The questions are objective in nature

and can be marked with high degree of reliability.

Partial knowledge which might enable the students

to give the answer by guessing or to choose the

answer is not sufficrent to give the answer of

SAQs. Limitations of SAQ are that they cannot

juclge the knowledge of higher cognitive domain

r<e synthesis or evaiuation. lt lacks the ability to

judge the depth of knowledge, power of

presentation, writing ability and language of

students. Still, short answer questtons have a

place in our assessment system.
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Review Article

ANALGESIA FOR LABOUR
Maruf A A

Abstract:

Labour may be the most painful experience for women ever encountered and methods to relieve pain

depend upon the techniques available and the personal choice o{ the individuai. Different techniques, like

non-pharmacological, pharmacological and regional are available for labour analgesia. Non-

pharmacological methods have relative ease of admrnistration and minimal side effects, but they are not

effectlve enough and some may be costly. Systemic pharmacological techniques are the most frequently

employed methods. lnhalation oi nitrous oxide relives labour pain to signi{icant degree. Among opioid

analgesics pethidine is most frequently used agent but its limited efficacy and side effects are well

documented. Ftegional techniques represent the gold standard for labour analgesia. Low-dose epidural

analgesia, walking epidurals and combined spinal epidural (CSE) have being practiced all over the globe

with great success when compared with other methods. None of the existing methods can give absohte

analgesia wrthout side effects. A sound knowledge of problem, cautious approach and careful monitoring

are the basics of effective labour analgesia. Now a days techniques and drugs available to the obstetric

anaesthesiologist are vastly superior to what existed previously. The future oi labour analgesia lies in

refining these techniques and drugs to make labour analgesia even safer and more effective. (Prime med.

j. V-2, No-2, P 37-49)

Key words: Labour, Annalgesia, Technique.
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painful experience of their lives. lt was rated more

painful than cancer pain and as painful as

amputation of a digit without anesthesial. Labor

pain when unrelieved can have adverse effects on

the course of labour as well as on the fetal

wellbeing2. Several groups of people think that

God has made this process painlul and no

interference should be done in it3. Different options

of analgesia must be available for such wide
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variation in the pain experienced. Analgesia should

be directed at particular circumstances and

resources available. lt is always the mother's

decision as to whether she will have any treatment

for labour pain, but this can only be done in an

informed fashion, if she is educated about her pain

control options.

Historical Background

Early attempts of labour pain relief included the

use of abdominal pressure, opium and alcohol.

Naturally occurring opium was first used in China

to relieve labour pain. With isolation of morphine

from opium in the 1800's and subsequent invention

of the hypodermic needle it was used for labour

pain. However neonatal side effects diminished its

use. Later a combination of morphine and

scopolamine produced a "twilight sleep" in which

women endured little analgesic effect amidst an

amnesic stupor during labour, although neonatal

respiratory depression remained a concern, this

regimen was popular for many years o. On January

1847, James Simpson, a professor of Midwifery at

the University of Edinburgh, used ether during a

difficult vaginal deliverys. He used chloroform later

that year. Use of labour analgesia has gained wide

spread popularity ever since the three famous

women, Fanny Longfellow wife of famous

American poet Henry Wadsworth Longfellow

(1847), Emma Darwin wife of Charles Darwin the

eminent Naturalist, and Queen Victoria wife of

Prince Albert (1853) not only accepted but strongly

Prime Medical Journal 2012; 2(2): 37 -49

endorsed the use of analgesia during birth

processu. Moral and religious obfections to

anaesthesia in childbirth declined after Snow's

administration of chloroform to Queen Victoria in

1853. Later on Simpson experimented with

chloroform in more than 30 painless births and

presented it at a scientific session of the Medical-

Surgical Society of EdinburghT. Regional

techniques were introduced from the early 1900 s,

and have gained popularity since 19608. History of

development of different techniques used in labour

analgesia shown in table-le.

Table-l: History of Development of Different

Techniques Used in Labour Analgesia.

Year Method

1847

| 6cJ 3-:':':'-
'1 881

I Y.r , Si na 'u',r.ln Cocaine

!et Z Morphine and Hyoscine

i YUY Caudal Epidural

1 930 Sacral Epidural

10ln Pethidine

I y4J Continuous Caudal Epidural

1 949 Continuous Lumbar Epidural

1 958 Psychoprophylaxis

1 980 Transcutaneous Electrical Stimulation(TENS)
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Physiological Considerations of Labour Pain

As any type of severe acute pain, a stress

response is mounted in labour. The woman

experiences anxiety and {ear; she may become

pale, sweaty and hyperventilate. Maternal

hyperventilation can shif t maternal

oxyhaemoglobin curve to the left and cause uterine

vasoconstriction due to hypocarbia. These two

factors reduce {oetal oxygenation and cause foetal

acidosis. The autonomic response to pain will lead

to an increase in the cardiac workload with

tachycardia and vasoconstriction. Adrenaline

release causes maternal hypertension and lactic

acidosis. There is deiayed gastrtc emptying which

may lead to nausea anC vom iing. The progress of

labour may be impaired due to severe pa n as a

result of inef f icient and in coordinate uterine

contractions and ultimately prolong labourt0't1.

Mechanism of Labour Pain

Labour has been divided into three stages. The

first stage occurs from onset of cervical change to

10 cms dilatation. lt can be divided into latent and

active phases. The latent phase can last up to 8

hrs, without the need of intervention, while the

active phase is associated with a faster rate of

cervical dilatation and usually begins at 2-4 cms

dilatation and the duration varies lrom 2 to 6 hrs.

The second stage occurs from full cervical

dilatation (10 cm) to delivery of the baby. Normally

the second stage lasts for 2 hours in a primipara

and t hour in a multipara. The third stage occurs

from delivery of the baby to separation and

expulsion of placenta and the membranes.

Perception of pain during the first stage of labour

begins wrth nocrceptive stimuli arising in the uterus

and cervixl2 which is cramping and visceral in

nature, diff use and poorly localized and transmiited

by T,o -L1. Second stage o{ labour occurs from full

cervical dilatations to delivery of baby and here

somatic pain becomes predominant, due to

distension and traction on the pelvic structures, the

pelvic floor and the perineum and is carried via the

pudendal nerve (Sz-a) ". ln third stage there is

minimal uterine pain. Pain pathways of labour and

drt{erent type of regional blocks are shown in

figure-l and table-ll.

Fig 1: Pain pathways of labour and dilferent type

of regional blocks.

ao
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Mild uterine contractions

Uterine contractions and

dilatations of cervix

Prime Medical Journal 2012; Z(2):37-49

Degree of Discomfort

Mild uterine pain, fear and anxiety

Mild to moderate uterine pain may lead

to severe pain

Stages of Labour

1. First Stage

Latent phase

Active phase

Tro-Lr

Tro-Lr

Table ll: Mechanism and pathway of pain and degree of discomfort in different stages of labour.

2. Second Stage

Early

Late

Uterine contractions

Distension and traction

on the pelvic structures

and pelvic floor

Moderate to severe uterlne pain

Moderaie to severe perineal paln

Tro-Lr

Se-c

3. Third Stage Separation and delivery

of placenta and

membranes

Tle-L1, S2-a Minimal uterine and perineal pain

Criteria of Ideal Labour Analgesia

Different modalities of analgesia are available to

manage labour pain. An ideal method for labour

analgesia should have following criteriae:

1. Safe and cost effective.

2. Produce effective analgesia.

3. No depressant effect on maternal respiratory or
cardiovascular system.

4. No depressant effect on the process of labour.

5. No depressant effect on the baby before or
after delivery.

6. No unpleasant maternal side effect.

7. High technicalsuccess rate.

Actually none of the available process or method

fulfills all the criteria. Some of them reach near the

best.

Methods for Labour Analgesia

Different methods chosen to relieve pain depends

upon the techniques available locally and the

personal choice of the individual. The different

methods for labour analgesia are shown in Table-

ilt.
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b.

c.

d.

e.
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'1 . Transcutaneous

electrical nerve

stimulation (TENS)

2. Acupuncture.

3. Hypnosis

4. Relaxation and

breathing technique-

psycho prophylaxis

5. Psychological

preparation of the

parturient and her

partner.

6. Positioning and

movement.

7. Aromatherapy

B. Hot and cold

showering, massage

1. lnhalation methods.

a. Nitrous Oxide(Entonox)

b, Other volatile agents

i. Trichloroethylene

ii, Methoxy,f lurane

iii. lsoflurane

iv. Enflurane

v. Sevoflurane

2. Systemic analgesics

a. Opioid analgesics

1. Epidural analgesia

a. Lumbar epidural

b. Double catheter technique

2. Spinal analgesia

3, Combined Spinal epidural

analgesia (CSEA).

4. Alternative regional

anaesthetic techniques

a. Paravertebral lumbar

sympathetic block.

b. Caudal analgesia

c. Paracervical block.

d. Pudendal block

e. Perineal infiltration.

i. Pethidine

ii. Morphine

iii. Fentanyl

iv. Dramorphine

Opioid agonist antagonist

I Nulbuphine

ii. Butorphanol

iir. Buprenorphine

Tramadol

Dissociative drug-ketamine

Non-steroidal anti

inflammatory drugs(NSAI DS)

i. Diclofenac Sodium

ii. Ketoprofen

Table lll: Methods of Labour Analgesia

1. Non Pharmacological Method

Non pharmacological techniques are easily

available, simple and have minimal side

ef{ects. But these are costly, time consuming

and have little evidence to support the

efficacy. Commonly use non pharmacologitial

methods are:

A. Transcutaneous etectrical nerve

stimulation (TENS): Two sets of Electrodes

are placed over either side of the spinous

Non Pharmacological Regional
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process of Tro-Lr and Se-o and current

transmitted. Analgesia thought to be achieved

through stimulation of A-fiber transmission and

local release of endorphins. However there is

no evidence that TENS provides more

analgesia than placebo.

Acupuncture: The needles are inserted

along def inite meridians and manipulated

manually or low voltage current is passed

through the needle to achieve analgesia.

Acupuncture analgesia thought to be

mediated by release of endorphins or

serotonin. However, acupuncture provides

incomplete and unpredictable analgesia.

Hypnosis: ll is claimed that the hypnosis

achieves analgesia, and shortens labour. The

failure rate is very high. Side effects include

anxiety, and even frank psychosis.

Relaxation and breathing (Psycho

prophylaxis): The basis of psycho

prophylaxis is the belief that labour pain can

be suppressed by reorganization of cerebral

cortical activity. lt is observed that by using

this technique mothers experienced 30% less

pain in labour and reduced the incidence of

forceps delivery.

Psychological preparation of the parturient

and her partner: Combination of techniques

and teachings to parturient and her partner,

which may reduce anxiety and pain during

labour.
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F. Positioning and movement: Pain relief

requirements may decrease up to 30% if the

mother is mobile during labour.

Aromatherapy, hot and cold showering,

and massage: All are harmless techniques

that may provide additional comfort.

Pharmacological Methods:

lnhalation agents:

Nitrous oxide (Entonox): NrO was

introduced in obstetric practice in '1880 by

K ixev c1 r^rhile Dr RJ Minritt developed a

system for its premixing in .19331a. Later in

1961 , Tunstall demonstrated that under a

pressure of 2000 Psig Oxygen mixed with

N2O can behave as a single gas Entonoxls.

Entonox provides analgesia within 20-30

seconds o{ inhalation. Current clinical data

suggest that it relieves labour pain to

significant degree in most women, however it

does not provide complete and predictable

analgesia and atmospheric pollution is a

concern. The side effects of Entonox include

disorientation or conf usion and nausea.

Other volatile agenls: lsoflurane, enflurane,

sevof lurane and desf lurane are used but

limited due to side effects and requirement of

speci{ic vapourizers and scavenging.

Systemic analgesia:

Opioid analgesics: Some of the commonly

used parental opioids for labour analgesia are

pethidine, morphine, f entanyl, suf entanil,

altentanil and remifentanil (Table-lV).

G.

B.
2.

A.

c.

D.

E.

B.
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Pethidine: lt causes dose dependent

respiratory depression and delayed gastric

emptying. Bables of v/omen administered

pethiCine dur':ng labour have sho,'rn to be

sleeppy, ess atien:lve and lncapacle 10

establrsh breast f eeding Cespite normal

APGAR scores. Despite these disadvantages,

pethidine remains popular in many obstetric

units as it is easy to administer and may be a

usef ul analgesic modality where other

methods are not available or

contraindicatedl 
6'17.

Morphine: Shares many of side effects of

pethidine and rapidly crosses the placenta.

Fentanyl: A highly potent synthetic opioid,

use{ul for patient controlled analgesia (PCA).

Diamorphine: A more potent drug than

pethidine, but currently supply is inadequate.

Use of opioid by patient controlled

anatgesia (PCA): lf regional analgesia is

unavailable, patient controlled intravenous

analgesia may be useful method for painless

labour18. Many opioids have been used in

PCA devices including fentanyl and more

recently remifentanille. However, close

monitoring, supplementary oxygen and

naloxane should be available.

Opioid agonist-antagonist analgesics:

Nulpuphine, butorphanol, buprenorphine all

have been used as systemic analgesics for

labour analgesia. Drowsiness, dizziness,

nausea and vomiting etc. have limited the

widespread use of these analgesics in labour'

Tramadol: lt is a central analgesic with a low

aff inity for opioid receptor and inhibits

noradrenalin uptake, and causes serotonin

release. Perenteral tramadol offers a safe

alternative to opioid2o.

Dissociative drug (Ketamine): ln sub-

anaesthetic dose ketamine2l has been used

in late labour or at delivery, and should be

avoided in hypertensive disorders of

pregnancy, cardiovascular disease, epilepsy

and psychiatric disorders.
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Table lV: Doses of systemic analgesics

Drugs Dose lV/lM Onset of action
IV/IM

Duration lV/lM

Pethidine 251100 mg 10-15 mg PCA bolus 5/20-30 min 20-40/90-120 min

Morphine 5/10-15m9 5/20-30 min 30-60/120-180 min

Fentanyl 20-50/100 pg 10'25 sg PCA bolus 2/10 min 20-40/30-60 min

Nalbuphine '!0-25 mg/ 1-3 mg PCA bolus ?15 min 120-240 min

Butorphanol 1-2 mg 5-10/10-30 min 120-240 min

Remifentanil 0.1-0.5 mg/kg PCA bolus 0.5-1 min 2-3 min

Tramadol 100 mg lM 10-30 min 180 min

ft
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Non steroidal anti-inflammatory drugs
(NSAIDS): Perenteral administration of

NSAIDS such as ketorolac and diclofenac are

not recommended because they suppress

uterine contractions and promote closure of

the foetal ductus arteriosus22.

Regional Methods:

Regional techniques represent the ',Gold

standard" for labour analgesia.

A. Epidural analgesia: Epidural analgesra

can provide complete analgesia for labour

and delivery as well as for caesarean

section.

(i) Lumber epidural: Effective analgesia

during the first stage of labour can be

achieved by blocking the Tro-Lr

dermatomes with low concentration of

local anaestheic with or without added

opioids. The block has to be extended up

to S2-a dermatomes in the second stage of

labour. Recent evidence suggest that

there is minimum to no alteration in

duration and / or incidence of surgical

intervention in labour with epidural

analgegia23. There is no increase rn the

need for labour augmentation with

oxytocins2a, neither there is any difference

in the rates of normalvaginaldeliverfs.

(ii) Double catheter techniques: Using

an epidural catheter at T16-12 level during

first stage and a caudal catheter at S2-4

level during the second stage allows

selective, properly timed, rapid and
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intensive analgesia. This technique is

rarely used in cases where minimal

sympathetic block is required (cardiac

patients) because of hazards and

discomforts of the two needle and

catheter insertions.

Techniques for maintenance of
epidural analgesia (Tabte-V):

(i) lntermittent top-up: tdealty a low

dose m ixture of local anaesthetic and

opioid is used. lt is relatively safe and

simple method of delivery and does not

require complex infusion devices.

(ii) Continuous epidural infusion: A low

dose infusion of local anaesthetic and

opioid is titrated to achieve desired block

height with an infusion device.

(iii) Patient controlled epidurat
analgesia (PCEA): lt allows the patient to

match dose of analgesia to amount of

pain as labour progresses with individual

variability. Advantages include reduced

amount of local anaesthetic and opioid

requirement, and maternal satisfaction26.

Spinal analgesia: Single shot spinal

block is not adequate for whole duration

of labour, though it may be useful in very

advanced stage of labour and for

instrumental delivery. Continuous spinal

analgesia (CSA) with micro catheters2T

offer better analgesia but has

complications, like cauda equina

syndrome and may be more dangerous

than the other two techniques.

B.



45Prime Medical Journal 2012; 2(2): 37 -49

C. Combined spinal epidural analgesia

(CSEA): The CSEA technique2E has gained

increasing popularity in recent years'e. It

has selected advantages of both spinal and

epidural techn iques without increased

complications. lt provides rapid onset of

analgesia with minimal local anaesthettc

doses and has the flexibility and unlimited

duration of an epidural technique (Table-

Vl). lt allows ambulation of parturient and it

has been called the 'Walking Epidural"3o or

"Ambulatory Analgesia in Labour', (also

refers to any epidural or spinal technique

which allows for ambulation). Walking

during labour may have three theoretical

advantages; gravity may affect the rate of

cervical dilatation, the movement of pelvis

may encourage correct positioning of foetal

head to increase spontaneous delivery rate

and being upright may decrease tendency

to aortocaval compression.

Table Vl: Suggested drugs doses and mixtures for

CSE labour analgesia

(i) Local anaesthetics used in spinal

and epidural block: Bupivacaine

provides excellent sensory block and has

Table v: Drug doses for various epidural analgesia maintenance techniques

Technique Concentration and dosing schedule

lntermittent bolus 0j%-0.25% bupivacaine + Fentanyl 3pg lml + Epinephrine 1:200,000:(5+5

mi) Boluses as needed

Continuous infusion 0.044%-0)25% bupivacaine + Fentanyl 1 .5-2 pglmt at 8-14 mt/hour

PCEA with basai

inf usion

a-6250/"-0.125% bupivacaine + Fentanyl 2 pg lml at the following settings:
basalrate 8-12 ml/hour. Bolus dose 5mllockout 10 min, hourly limit 30ml

PCEA without a basal

inf usion

0.125% bupivacaine + Fentanyl 2 pg lml at the foltowing settings: B mt Bolus

dose; lockout 1Smin; no hourly limit

Administration Local Anaesthetic Opioid

lntrathecal

in jection

Bupivacaine 1.0-2.5

mg (lsobaric 0.1% -

0.25%)

Fentanyl

20-25 pg or

sufantanil

3-5 r/g

Epidural top-

ups

Bupivacaine (0.1%-

0.125%)'10-15m9

for first stage of

labour, for second

stage or assisted

delivery this dose is

suff icient

Fentanyl

20-25 mg or

suf entanil

5-10 mg
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been used for labour analgesia for many

years. Ropivacaine has been associated

with reduced incidence of operative

vaginal delivery and less motor block

when compared with bupivacaine3l.

Flecently it has been shown that both

ropivacaine32 and levobupivacaine33

appear equipotent to bupivacaine and

considered significantly less cardiotoxic3a

and neurotoxic, and more suitable agent

for labour pain. Chlorprocaine and

lignocaine is not suitable due to short

duration of action and tachyphylaxis.

(ii) Opioids used in spinal and epidural

block: The addition of epidural and spinal

opioids to local anaesthetic has a

synergetic effect as opioid directly act on

opioid receptors in the spinal cord and

reduce local anaesthetic requirements,

Various opioids have been used.

Fentanyl, sufentanil and alfentanil are all

being currently used for labour analgesia.

(iii) Nonopioid adjuncts in spinal and

epidural btock: Adrenaline35, clonidine,

tramadol, and anticholinesterase

neostigmine36 all have been used as

epidural and spinal adjuncts but they have

not yet gained wide acceptance for labour

analgesia.

Altrernative regional

technique:

anaesthetic

(i) Paravertebral lumber sympathetic

block: This provides only f irst stage

Prime Medical Journal 2012; 2(2): 37 -49

labour analgesia and requires expertise to

perlorm this block.

(ii) Caudal analgesia: Caudal block

fastens onset of perineal analgesia and

usefui in imminent vaginal delivery. This

technique is currently not popular due to

high falure rate, potential contamination

o{ injection srte, and risks of accidental

foetal injection.

(iii) Paracervical block: This technique

blocks transmission of pain impulses

through paracervical ganglion during first

stage of labour. However it has a short

duration of action, does not relieve

second stage labour pain and may cause

prolonged foetal heart rate deceleration.

(iv) Pudendal block: This technique may

be indicated who require analgesia for

spontaneous vaginal delivery or

instrumental vaginal delivery. Presently it

is not popular due to high failure rate,

vaginal injury, systemic local anaesthetic

toxicity and {oetal trauma.

(v) Perineal infiltration: Local

anaesthetics are injected into posterior

fourchette to provide rapid perineal

anaesthesia {or episiotomy repair.

The alternative techniques do not have

the flexibility of epidural or CSEA, they

are technically difficult to perform and

produce more frequent complications.

However they can be used in special

circumstances like failed or inadequate
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neuroaxial analgesia, or in

contraindication to neuroaxial techniques

e.g. spinal deformity, previous spine

surgery.

Gomplications of regional analgesia in

liabour: Some immediate serious

cornpliations of obstetric regional

analgesia include3T (1) massive misplaced

iniection; intrathecal or subdural, (2) high

or total spinal block, (3) hypotension, (4)

local anaesthetic induced cardiac arrest,

and (5) local anaesthetic induced

conwlsions. Delayed complications

include; (1) post dural puncture headache

(PDPH), (21 transient backache, (3)

urinary retention, (4) epidural

haematoma, abscess, (5) meningitis, and

(6) permanent neurologic complications.

Other than PDPH, transient backache

and urinary retention are fortunately rare.

Labour Anatgesia'service in Bangtadesh:

ln Bangladesh, the awareness is still lacking and

except few centers that run a comprehensive

labour analgesia program, the national awareness

or acceptance of pain-relieving options for women

in labour virtually does not exist. At present mainly

perenteral injections are practiced for labour

analgesia and lumber epidural with top-ups

through catheter in very special cases*. This

analgesia is always provided in a labour unit which

should be always within a hospital. An ideal labour'

analgesia unit should consist of dedicated

obstetrician, anaesthesiologist and obstetric nurses

along with available methods for labour analgesia

and resuscitation equipments to combat any

complication. So there are many scopes remain for

anaesthesiologists to work in this area for better

improvement.

Conclusion:

Labour analgesia is different from other types of

analgesic care because of the physiological

changes in parturient and presence of foetus.

None of the existing methods can give absolute

analgesia without side effects though regional

techniques represent the "Gold standard" f or

labour analgesia. The success of labour analgesia

depends on skill and experience of

anaesthesiologist, willingness of parturient and her

mental makeup. Administration of any regimen

must be considered and the technique should be

tailored according to the individuals neecis.

Considering all factors objective should be directed

to give analgesia to parturient adequately without

causing harms to mother and foetus.
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List of Topics of Integrated Teaching Presented

sl. Name of Topics Name of Department Date of Presentation

1 Thyriod function & its disorders Phl,siology 28.04.10

2 Postoperative fluid therapy Surgery 06.10.10

J Childhood immunization update Paediatncs 21.10.r0

4 Antharx C a,::r:-,i::-Lr:' ne Jlc lne 03.11.10

5 Hypertension 1 0.1 1.10

6 Rational use of Drug Pharmacology 17 11.10

7 Staphylococcal infections Microbiology 08.1 2.1 0

8 Streptococcal infections Microbiology 15. 12. 10

9 Granulomatous inflammation & Granulomas Pathology 22.1 0.1 0

i0 TB Community Medicine 29.12.10

11 Cell Injury Pathology 05.01.2011

12 Chromosome Anatomv 09.02.20t1

13 Childhood Cancer Paediatrics 23.02.2011

14 Fate of RBC and Jaundice Physiology 02.03.2011

i5 Lipid Profile Biochemistry 23.03.2011

t6 Wound and Wound Repiar Pathology 13.04.201 1

t7
Death due to acute Organophosphorus
poisoning cases in Rangpur Division Forensic Nledicine 22.06.2411

18 RIST (Residential Field Site Training)
Program

Community Medicine 10.08.2011

19 Pregnancy with Diabetes Gynae & Obs. 28.09.2011

20 Pre-anaesthetic Assessment for
Premedication

Anaestheology 2t.10.2011

2t Physiotherapy Management of Knee
Osteoarthritis

Physiotherapy 26.r0.20rt

22 Shock Management and Infection Control Microbiology 16.11.2011

23 Cerebral Palsy Paeditrics 19.07 .20t2

News
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External Examiners in Different Professional Examin ations

First Professional Examination (July 2012)

Prof. BulbulAfroz
Professoq DePartment of AnatomY
Rangpur Medical College, RangPur

Prof. Nazmul Haque
Professor, Department of Physiology
Northem International Medical College, Dhaka

Dr. Wadud Mostofa
Professor, Deparfinent of Physiology
Community Medical College, Rangpur

Dr. Selina Anwar
Assosicate Professor, Deparhent of Anatomy
Rangpur Medical College, RangPur

Dr. Chandra Rani Sarker
Assosicate Professor, Department of Physiolo gy
Rangpur Medical College, RangPur

Dr. Khandoker Abu RaYhan
Associate Professor of AnatomY
Popular Medical College, Dhaka

Dr. Abdur Rahim
As sociate Profes sor, Department of B iochemistry
Northern Private Medical College, Rangpur

Dr. NewazAhmed
Assistant Professor, Department of Biochemistry
Rangpur Medical College, RangPur

Dr. Rashedul Haque Rahel
Assistant Professor, Department of Biochemi stry
Rangpur Medical College, Rangpur

Second Professional Examination (July 2012)

Dr. Md. Mojib Uddin
Associate Professor (Pharmacology)
Raj shahi Medical College

Dr. Abu Saleh Md. Musa
Associate Pofessor
Department of MicrobiologY
Rajshahi Medical College

Prof. Md. Abdus Salam
Department of Forensic Medicine
Community Medical College, Rangpur.
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List of New Students
4th Batch (Session z 20ll-12)
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Hasnat Tanjila Himu

Md. Mazharul lslam

Shah Sifat-E-Azam

Md. Abdul Momin

Hukaia Firdaus

Md. Niamul Solayman

Rafsan Rafal Bin Rahmol (Angkon)

Tara Moslfiz

Deboki RoyTumpa

Mithun Roy

Nazneen Nahar

Jakia Jannat

Abida Aanjum

Nilufar Yasmin Shithil

Md. Masum Mehbub

Umme Rayhana

Linia Farin Ditsha

Lam-Eya Meem

Most. Tasmin Jannat Anamika

Md. Amirul lslam

Tanjum Hossain tinni

Urmila Bhattacharia

Jannatul Fatema Meem

Naim Us Shafi

Md. Redwanul lslam

Aisha Jaman Gulshan

Fatematuj Johora

Hamira Haidar

1. Korobi Mohonta

2. Azmin Nahar Linda

3. Sandeep Kumar Floy

4. Fatema Tuj Johora

5. Sabrina Nasrin

6. Md. Mehedi Hasan

7. Nowshin Rashid

B. Md. Shahiduzzaman Sujon

9. Md. Khaled Saifullah

10. Md. Abdus Sattar

11. Md. Sharifuzzaman

12. Sharmin Sultana Pinki

13. Md. Nazmul Hossain

14. Md. Al-lmran

15. Khairun Sadikah

16. Fliman lslam

17. FarahFarzana

18. Afsana Hossain

19. Tawhida Akter (Tithi)

20. Most. Afrida lslam

21. Most. Armin Akter Ani

22. Md. Raziul lslam

23. AratulAkter

Most. Mahfifa Akter Movl

Most. Hasina Begum Tumpa

Rukhsana Akter

Zinat Rahman

Ovishek Adhikari

Shushmita Roy

Md. lqbal Humayun Razib

Debsree Pal

32. Moushumi Shohani Lizi

33. Md. Abir Hasan Bilash

34. Shekh Md. Mohaiminul Islam

35. Dipok Roy

36. Shubhra Bormon

37. Most. Rakiba Nasrin

38. Most. SamiraZahan

39. Afjana Sharmin Rani

40. Md. Asadul Habib Kazal

41. Mohammad Ali

42. Wahiduzzaman

43. Proma Nibedita (Billu)

44. Md. Nazmul Hossa,n

45. Md. Arnab Sarker

46, lt/d. Nagib Farhana Diptee

47, Akhi Af roz

48. Nazmin Naz

49. Aramana Jebin Kanta

50. Mohammad Latifur Rahman

51. Jerina Akhter
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Sanjida Akter Sabur 86.

T. M. Abdullah Al-Mamun 87.

Sifat Sobnam Mou 88.

Mourin Hossain Bg.

Md. Mahmudul Hasan

Shushmita MondolTanni

Md. Tofiqul lslam

Md. Abdullah-Al-Loman

Akila Anjum
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Most. Afsana Afroz Asha
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College News

\risits & Inspections

lnspection from BCPS:

A high powered inspection team from BCPS visited this college on 2g-06-2012 to extened the
recommended period of residency training from 6 months to one year in the subjects of Medicine,
Surgery, Gynae & obs. and Paediatrics and to recommend residency training in cardiology for the first
time. The recommend preiod of residency training in this college and attached are as below

Subject Recommend Period Period Applied for
Medrcine 6 months 2 Years

Surgery 6 months 2 Years

Obs & Gynae 6 months 2 Years

Paeditrics 6 months 2 Years

Cardiology Nir 1 Year

Visits form University of Rajshahi
A high powered inspection team from University of Rajshahi made a visit to this college on 05-06-2012
to extened the recommended period of affiliation for the session 2ae -1s and beyound. There was also a
visit at the same time to grant this college as a center / sub-center for second and to extend the priod of
First Professiona Examination.
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Information for the Contributors

The Prime Medical Journal is published trvice a 1,ear in the rlronths of Januarr' & July. The Journal publishes
Original articals, ReviewArticals, Case Reports, Procedures in Practrce. Letrer to the Editors etc. in all branches of
Medical Science.

Editorial scope:
* The Prime Medical Joumal (PMJ) is intended to promote prompt publication of concise scientific articie based on

the study in all fields of medical and health sciences.

.t Submitted manuscripts should not be previously published or being considered for publication elsewhere.

't' Al1 submitted articles rvill undergo double blind peer review as per recommendations by subject specific experts
selected by editors.

'l Reviewed manuscripts will be sent to the corresponding author for appropriate response if it is indicated.

't Acceptance is based on significance, originality clarity and fulfilhnent of the criteria of the publication policy of
this jor,rrnal.

.:. The Editor- in- Chief u,ill make a1l final decisions regarding acceptance.

n Selection of the revieu'ed and accepted manuscripts rntended tbr pr.rbIcarroi.r in a particr-r1ar issue ui11 be decided
by Editorial Board.

'i'Rejected manuscript will be returned if accompanied b1, starnped or seli-- addressed envelop.

'l Upon acceptance for publication the copy right of the paper automatically transfers to the PMJ and u,il1 not be
published elsewhere either in parl or whole without written permission of the copyright holder.

.1. Review article should be written by a subject expert.

Ethical aspects:
.1. Manuscripts based on the study should have been conducted according to the ethical standards laid down in the

1994 Declaration of Helsinki revised 2000.

* Manuscript must contain a statement in the method section that all hurnan subjects involved in studies have been
approved by appropriate ethical committee after carefi:l examination of the ethical aspects.

':. Permission of the patients or their fami[es to reproduce photoeraphs of the patients rvhere identity is not
disguised.

.! Author should obtain written permission to reproduce an1' tab1e, illustratron from an1.' other soLlrce.

1. Information within the individual article are the responsibility of the outhor(s), the editorial board accepts no
liability what so ever for consequences of any such incurate and misleading infbnnation, oprnion or statement.

N{anuscript submission:
Manuscripts prepared following the "Unifom Reqr"rirements for Manuscripts to Biomedical Journals" is acceptable
to tiris journal for publication. The authors are requested to strictly fo11ow the gr.ride iines beiow for submission of
manuscript to PMJ for publication. The following documents with manuscripts are to be submitted for publication.

.:. A covering letter addressed to the Editor-in-Chief of the journal (Sample given at the end).

.! Abstract and key words in the first page followed by the text

* Authors must submit 2 hard copies of all documents and one copy in electronic fonn preferably written in a IBN,I
compatible CD with adeqr-rate labe[ng.

* In special case, submission through E-mail with fi1e attachment of all documents is acceptable.
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lnformation for the Contributors

Covering letter:

'! Al1 authors must sign after seeing the manuscript with the Statement that they only
.l authors they are the only authors.

':' The corresponding author should mention the contribution of each author to the work.

':' It should contain a declaration that this manuscript has not been subrnitted else where or not under consideration
in any joumal.

* It should clearly indicate the publication t1'pe (Original/Revieu.,iCase report/Letter etc).

':'It should be also mention the expected benetit of the medical science frorn pub[shing of thrs article.

Authors are requested to submit nex and revised manuscript to:
Editor-in Chief
Prirne Medrcal Joumal
Prime Medical College
Pirjabad, Badargonj Road, Rangpur.
Tele:+0521-53902
E-mai1: pmcrang@gmail.com

Manuscript Organization :

Typing

* Double spaced throughout with Justified and 2.5 cm margins in the left and top.
.:. Font type is Times Nerv Rornan with size 12.

{. Printed on a good qualit.v A4 80 gm on one side of paper.

* \{anuscnpt should haie uniform sn'le. correct.loLrmai fbrmat. carefulll,proolread for grammar, spelling and
punctuatlon.

N{anuscript format
In general. origiral artrc-e shl,.l.d be c:., lcei lnto toriou iig se crions: Tirle page. Abstract Text, Tables with titles and
foot notes. aiternetireir Graph uiih :itle and Iliusirations rirth leeends. Each olthe sections is to start on a separate
page. Pages should be nun.rbered consecuri\ e1\, beginnrng from the abstract.

Title page:

.:. Trtle of the article (Not exceeding 60 characters).

* Names of all authors with their designation and institutionai affiliations Name of the department and institute
where the study was undertaken

'l'Name of the corresponding author with contact address, telephone number, Email address.

* Disclosure of conflict of interest (if any).

* Disclosure ofsources offunding or sponsor

Abstract:

* Structured with headings (Background, Objectives, Methods with statistical analysis, Result & Conclusion).
* Authors name should not be given.

.:. Preferably within 250 words.

* Avoid abbreviations in the title and abstract except standard abbreviation.
.! A non structured abstract is suggested for review article and case report.

Text:

'l' Text should be arranged into Introduction, Materials & Methods, Results, Discussions, Acknowledgement &
References (IMRDAR).
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Introduction:

* Statement of the problem with a short discussion of its importance and significance.
* Review of the literature related to the problem with pertinent reference.
* Objectives/ hypothesis/ benefits expected stated in 1-2 paragraph.

Materials & Methods:

* Study type, place and time.

* Description of study variables.

* Description of study subjects and grouping.

* Selection criteria

"r' 
Approval of the study involving human subjects by ethical review committee and description of the ethical
aspects in such study

* Description of procedure, methods, apparatus, drugs or chemicals as applicable.
* Description of statistical procedure with enough detail to enable a knowledge able reader with access to the

original data to verifu the reported results

Results:

* Present result in logical sequence in text, table and illustration with most important finding first.
+ Describe without comment.
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