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Editorial  

TURNING A VISION INTO PAGES: THE CHALLENGES AND JOYS OF 
STARTING FRESH 

Muhammad Junaid Khan*  
MedPulse Spectrum 
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Welcome to the inaugural issue of MedPulse Spectrum. 
MedPulse Spectrum is an umbrella term that captures the 
pulse of innovation, advancements, and research 
developments across the entire health sciences. It is the first 
project of the JouEx Series, a journal of excellence in 
research and publishing that envisions becoming a premier 
symbol of excellence in scientific and academic 
publishing, setting unparalleled health and allied sciences 
standards. The launch of this issue marks a significant 
achievement and a milestone with a collective effort from 
a dedicated team stepping towards scientific excellence. As 
a challenging project, it is vital to share our values and the 
efforts that have gone into establishing this platform.  

MedPulse Spectrum, the flagship journal of the 
Jouex Series, is a biannual, peer-reviewed, open-source 
journal that aims to promote and disseminate high-quality, 
peer-reviewed scientific evidence across a comprehensive 
scope that spans traditional areas like health sciences and 
allies, as well as emerging fields, rarely spotlighted in 
conventional journals, including digital health innovations, 
precision medicine, health informatics and integrative 
approaches that blend tradition with modern technology. 
By embracing these themes, the journal contributes to 
advancing medical sciences and addressing today's health 
challenges with actionable insights. Its commitment to an 
access model and ethical, inclusive research makes 
MedPulse Spectrum unique, offering a vibrant and 
transformative platform that captures the pulse of modern 
medical sciences.  

While being a medical professional, corporate 
development's legal and strategic aspects, like securing a 
robust launch platform, were new territory. Launching a 
scientific journal requires a formal platform like an 
academic society, forum, or registered entity to ensure 
compliance and affiliation with accreditation and audit 
requirements set by accreditation agencies.1 Initially, I 
explored partnerships with established platforms through 
memoranda of understanding to formally recognise the 
journal's launch. However, some conflicting and financial 
demands made the approach less feasible. Upon knowing 
that a registered research and development (R&D) or 
academic entity is the basic requirement. Henceforth, an 

R&D-based publishing corporation named SciTech 
Nexus® (registration no 0237863) was registered with the 
SECP, Pakistan.2 It was an easy process with a 
commitment to compliance with regulatory rules and 
annual filing properly. Moreover, with an advisory board 
consisting of renowned subject specialists, we will offer to 
launch more journals in the future, keeping in mind that no 
conflicting or financial challenges will be provided to other 
researchers. Another challenge was establishing the 
journal's technical infrastructure and creating a platform 
for other researchers to launch their own journals. After 
thorough research, the Open Journal System (OJS) by the 
Public Knowledge Project (PKP) was the best option.  

It was then meticulously developed to provide a 
seamless experience for editors, reviewers, and other 
researchers. 3 Learning how to install and troubleshoot OJS 
was not easy. It started with software installation on a local 
server like XAMPP MySQL. Being technically naive, local 
server installation offered less complication than coding in 
cPanel, which is itself a new blaze. Once the local server 
development was successfully done, it was migrated to the 
website domain following several steps and made visible 
to the audience.  

Some technical hurdles were faced during the 
process. The Cascading Style Sheet (CSS) and Hypertext 
Preprocessor (PHP) coding were the most difficult and still 
need improvement.4 The most time-consuming task was 
correcting the URL address by adding HTTP:// before the 
domain, www.jouex.com to http://www.jouex.com.5. The 
next hurdle was configuring the email settings in the PHP 
file, which is unsuccessful for domain-based email; 
however, it works now with a Gmail address.6 This does 
not end here. The tiresome part of the OJS PKP website 
setting was formulating policies and guidelines and then 
uploading them to the website. Similarly, templates like the 
title page, undertaking form, initial screening checklist, and 
reviewer form were quite challenging 
(https://jouex.com/index.php/medpulspect/Policies).   
Establishing a journal successfully involves utilizing 
technology and promoting an ethical, high-standard 
editorial process.7 The JouEx operation is based on a vision 
that aligns the global standards for high-quality, ethical, 
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and top-notch research through a rigorous double-
anonymised peer review process, ensuring transparency 
and fairness. This is, infact, the backbone of every such 
platform. Therefore, the top-tier healthcare professionals 
have been carefully selected for the advisory board of the 
Jouex series through informed consent and formal 
agreement. Their primary role is to uphold compliance 
with accreditation standards, maintain the overall quality 
of journal(s), and ensure adherence to ethical publishing 
guidelines.   

An important aspect of launching a journal is 
establishing a strong workflow team. A significant 
challenge was forming a dedicated and competent editorial 
team and ensuring the manuscripts were reviewed by 
subject experts. Developing a robust copy-editing and 
production workflow and seamless integration of various 
indexing agencies through APIs and plugins were key 
milestones. Through personal connections and the support 
of my professional and social circle, for which I am 
profoundly humbled and grateful, these challenges were 
successfully overcome, making this vision a reality.  

Despite financial constraints and challenges, an 
important milestone was achieved that positioned 
MedPulse Spectrum for long-term success. After 
successfully acquiring a platform, OJS PKP, advisory 
board, and more, an international standard serial number 
(ISSN) will be obtained, and a Digital Object Identifier 
(DOI) will be allocated to each article.8 A QR code will 
also be designed to enhance the readability of text for the 
first page of each published article.  

To enhance the journal's visibility and credibility, 
we look forward to indexing with the Directory of Open 
Access Journals (DOAJ), cross-ref, and other reputed 
repositories after publishing the second issue, i.e., Jul-Dec 
2025. In order to receive quality research articles, the social 
media platform will be utilised through monetisation. A 
more challenging step is establishing a virtual institute of 
R&D, which ensures the broadening of the journal's 
audience by facilitating international outreach. The 
indexation journey, registration of reviewers, prep-up of 
the launch of a new JouEx series project, and maintenance 
of a high standard of ethical research in health sciences will 
continue endlessly.  

It would not have been possible without a driving 
force behind the enthusiasm, determination, support, and 
vision, energised by the unwavering support and 
encouragement from peers and mentors. I extend my 
heartfelt gratitude to the esteemed editorial team, 
contributors, and reviewers who have dedicated their time 
and expertise to uphold the journal's mission. Special 
recognition is due to TRIM Pakistan9, a pillar of support, 
and to the late Prof. Dr Zahid Irfan Marwat, whose 
consistent guidance and encouragement inspired me to 
pursue academic excellence in research and development.  

 
Slogan  
JouEx:  Excellence on every page.  
MedPulse Spectrum: The vitality of medicine across global 
healthcare. 
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Case Report 
MANAGEMENT OF A RECTAL FOREIGN BODY WITH HISTRIONIC 
PERSONALITY DISORDER IN AN 8-YEAR-OLD BOY: A RARE CASE 

Murad Habib*, Mansoor Ahmad, Fatima Rasheed Khan, Muhammad Amjad Chaudhary 
Department of Paediatric Surgery, Children's Hospital, Pakistan Institute of Medical Sciences, Islamabad, Pakistan 

Background: Rectal foreign bodies are scarce in the paediatric population. They present with both 
a diagnostic dilemma and challenging management, particularly in children with attention-seeking 
behaviours or other mental illnesses. Case: We present here a case of an 8-year-old boy with 
histrionic personality disorder having a foreign rectal body that got inserted accidentally during a 
play, but could not be found upon clinical assessment. After confirming it with a plain 
abdominopelvic radiograph, a fluoroscopic examination under general anaesthesia confirmed the 
location of impaction. However, it passed spontaneously after oral laxatives. Discussion: Rectal 
foreign body in a paediatric patient with mental illness is quite a unique case. It is challenging at 
every step, i.e., clinical assessment, diagnosis, and treatment. In paediatric patients, rectal foreign 
bodies can have various causes, offer complex diagnoses, and can be managed without surgical 
intervention. Conclusion: Uncomplicated rectal foreign body in a mentally unstable paediatric 
patient is quite challenging to deal with. The diagnosis can be masked either due to mental illness 
or an insignificant clinical assessment. The management shall be provided with laxatives and kept 
under observation. The parents of such patients should be appropriately educated, and psychiatric 
evaluation should always be considered.  
Keywords: rectal foreign body; paediatric; histrionic personality disorder; challenging

*Corresponding author: Dr Murad Habib, Resident Peadiatrics Surgery, Children's Hospital, Pakistan Institute of Medical 
Sciences, Islamabad, Pakistan. Cell: +92-03137373930            Email: muradhabib007@gmail.com  
Cite this article: Habib M, Ahmad M, Khan FR, Chaudary MA. Management of a rectal foreign body with histrionic personality disorder in an 
8-year-old boy: A rare case. MedPulse Spactrum 2025;1(1):3-5. 

Submitted: 13th January 2025 Revision: 7th March 2025 Accepted: 7th March 2025 

INTRODUCTION 
Rectal foreign bodies are extremely rare in the 
paediatric literature.1 They present as a diagnostic 
challenge in the paediatric population. Children are 
usually quiet, unlike their adult counterparts, who 
could point to their exact location.2 They have a 
history dating back to managing the first rectal foreign 
body in the 16th century. However, management has 
always been challenging, though it has evolved 
through the ages from a surgical approach to being 
removed endoscopically.2 

Rectal bodies have been described in surgical 
literature in the 4th BC when the ancient Greeks 
practised rhaphanidosis to punish male adulterers.3 
Since then, there have been numerous case reports and 
case series on varied presentations of rectal foreign 
bodies inserted both accidentally and also to seek self-
gratification. In Munchausen syndrome, a patient 
inserts a foreign body voluntarily to seek caregivers' 
attention.4 Other causes may include assault, 
accidents, smuggling, and iatrogenic mishaps.5 A 
detailed clinical history coupled with the physical 
examination of the patient suspected of a rectal foreign 
body, including the abdominal and digital rectal 

examination, is essential. A radiograph of the 
abdomen and pelvis can confirm the presence of a 
rectal foreign body.6 

CASE PRESENTATION 
We report an interesting case of an 8-year-old boy with 
a primary complaint of not passing stool for the last 
two days. The history of patients revealed insignificant 
information except for a fall upon a needle while 
playing one day before. He was stable vitally with a 
soft abdomen and no signs of tenderness in any 
quadrants. On per rectal examination, no impacted 
stools, no signs of bleeding, or any fistulous opening. 
His inner mucosa was intact, and there was no foreign 
body on digital examination. He was sent for an 
abdomen and pelvis X-ray that revealed a foreign body 
in the rectum (Figure 1-a). So there was suspicion that 
a foreign body might be penetrated through the anus 
and moved high in the rectum during the 24 hours, 
possibly due to patient mobility.   

The patient was admitted to the surgical ward 
and planned for examination under anaesthesia and 
retrieval if possible. The next day, he was shifted to 
the operating room, where procto-sigmoidoscopy was 

 

MedPulse Spectrum 
Volume 1, Issue 1 (January-June 2025) 

https://jouex.com/index.php/medpulspect 
 

https://creativecommons.org/licenses/by-nd/4.0/
mailto:muradhabib007@gmail.com
https://jouex.com/index.php/medpulspect


Habib M, et al.          Rectal foreign body in an 8-year-old boy 

 

4 
 

performed under general anaesthesia, but no foreign 
body was visualised up until the sigmoid Colon. The 
procedure ceased due to the lack of facility for 
endoscopic retrieval, and the patient was sent for a 
fluoroscopic examination that revealed a needle-
shaped foreign body in the right upper quadrant (sub-
diaphragmatic space) (Figure 1-b).  

Post-procedure, he was prescribed laxatives 
(lactulose 10mg/kg) and was kept in the surgical ward 
under observation till the conclusion after consulting 
with the team. However, the next, the primary parent 
showed a faeces-stained needle passed by the patient. 
Neither of them had admitted this earlier. The patient 
also did not confirm the needle insertion. As part of 
the institutional protocol per the American Academy 
of Peadiatrics, the patient was sent for psychiatric 
evaluation, where the consultant psychiatrist 
diagnosed him with a histrionic personality disorder. 
He was scheduled for counselling sessions and was 
advised to follow up. The patient was discharged the 
same day after a re-examination (Figure 1-c), which 
appeared normal. 

Figure-1: a) Foreign body in the rectum. b) foreign 
body in the right upper quadrant. c) no foreign body 

DISCUSSION 
Rectal body insertion has been discussed in surgical 
literature since the 16th century, and even before that, 
it has had different characteristic features in patients; 
however, in the paediatric population with histrionic 
personality disorder, it is not found in the literature.1,3 
This is its own because of a quite challenging initial 
assessment and effortless management.  

Different factors of a patient with a retained 
rectal foreign body contribute to the challenging 
situation, making the diagnosis and management 
difficult. Some are ashamed of the disclosure of their 
history, and others with mental illness provide vague 
histories during initial assessment. Children might 

insert foreign bodies to seek attention, in contrast to 
their adult counterparts, who would do it for sexual 
gratification. Clinicians must speak respectfully with 
these patients to build a trust-based relationship.6 

Moreover, a detailed history of the patient and the 
physical assessment, including the abdominal and 
digital rectal examination, are not promising for 
diagnosing such a situation.7 However,  a plain 
abdominopelvic radiograph shall always be 
considered.8   

There is ample literature on rectal foreign 
bodies, but the retrieval of the foreign body is still 
controversial. Also, the management of foreign rectal 
bodies varies from case to case. In a complicated case 
scenario, it is best removed with surgical intervention. 
In one study, it is mentioned to 'milk' the forging object 
distally by applying pressure to the external lower 
abdominal wall, pushing the object towards the exit 
route.9 In another study, manual extraction under 
anaesthesia, combined with anal muscle relaxant, was 
advised for non-palpable anal foreign body retention 
in patients with weekend anal sphincters.10 In the 
current case, it was passed out spontaneously with an 
oral laxative (Lactulose 10 mg/Kg) in a stable patient.  

In paediatric patients, both laparoscopic and 
open techniques can be performed. However, 
endoscopic or laparoscopic removal is preferable over 
open surgery due to reduced tissue manipulation, less 
postoperative risk of complications, and quicker 
recovery.11 Considering a diagnostic laparoscopy is 
more beneficial as it can be therapeutic for small and 
non-complicated foreign bodies if removed during the 
procedure. On the other hand, in cases of rectal 
perforation or other complications with large-sized 
foreign bodies, it can lead to open abdominal 
laparotomy with rectopexy and sphincter complex 
repair, resulting in optimal management.12,13 

In our case, in a child with a histrionic 
personality disorder, an accidental insertion of the 
needle through the anus was confirmed by a plain 
radiograph that was passed out by oral laxative while 
under observation and was provided with psychiatric 
care. 

CONCLUSION 
Uncomplicated rectal foreign body in a mentally 
unstable paediatric patient is quite challenging to deal 
with. It can be child abuse in school-going children or 
an accidental insertion during a routine activity like 
play. The diagnosis can be masked either due to mental 
illness or an insignificant clinical assessment. 
However, a plain abdominopelvic radiograph should 
always be considered in such patients. The 
management shall be provided with laxatives and kept 
under observation until proven beneficial; otherwise, 
laparoscopy or open abdominal laparotomy shall be 
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considered. The parents of such patients should be 
appropriately educated, and psychiatric evaluation 
should always be considered. 
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Background: Patient satisfaction is a crucial indicator of healthcare quality that influences patients' 
outcomes and healthcare facility performance. In the surgical context, where anxiety prevails, the 
perioperative patient-healthcare worker (HCW) interaction matters a lot. This study assessed the 
association between perioperative quality-interactions and overall patient satisfaction among 
patients undergoing cholecystectomy at Qazi Hussain Ahmad Medical Complex (QHAMC), 
Nowshera. Methods: A cross-sectional study was conducted in the Department of Surgery, 
QHAMC, Nowshera, from July to October 2024. Through a consecutive sampling technique, 102 
patients were asked questions based on a modified Clinician and Group-Consumer Assessment of 
Health Care Providers and Systems Adult Visit Survey. SPSS-22 was used for Mann-Whitney U 
test and Kruskal-Wallis H test. p<0.05 was considered statistical significance. Results: A total of 
102 patients with a mean age of 44.0±11.84 years, of whom 33(32.4%) were male, participated in 
the study. Most patients rated their overall health as excellent 38(37.3%). Mann-Whitney U tests 
indicated a statistically significant difference between HCWs’ encounters with patients (p<0.05). 
The Kruskal-Wallis test revealed a significant difference in age group and employment status with 
overall health rating and frequency of patient encounters with HCW, whereas the behaviour of 
HCW with employment status only (p<0.05). Conclusion: This relationship between perioperative 
quality-interaction and patient satisfaction undergoing laparoscopic cholecystectomy is significant. 
While pre- and intra-operative communication excels, postoperative follow-up and HCW soft skills 
require refinement. Our setups can align their practices with global patient-centred care standards 
by addressing demographic disparities and systemic gaps. 
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INTRODUCTION 
Patient satisfaction is an essential indicator of healthcare 
quality, influencing clinical outcomes, patient 
compliance, and healthcare facility performance.1 In 
surgical contexts, where anxiety and uncertainty are 
heightened, the quality of interactions between patients 
and surgical teams becomes critical.2 The interaction is 
any contact or communication between the patient and 
healthcare workers (HCW). The perioperative period, 
spanning pre-, intra-, and postoperative phases, presents 
distinct opportunities for interactions that can alleviate 
patient concerns, build trust, and shape perceptions of 
overall care.3  

Laparoscopic cholecystectomy is one of the 
most common general surgical procedures worldwide 
and carries specific interventional challenges, from 
explaining the indication and procedure to managing 
postoperative expectations.4 Current research has mainly 
not addressed the fine-grained study of pre-operative 

interactions, leaving a gap in understanding their specific 
effect on patients’ overall satisfaction with health.1,5 Such 
a gap is especially prominent in areas such as Pakistan, 
where patients tend to delay presenting to care due to 
societal stigmatisation, ignorance, and culture.6 Such 
delays deteriorate clinical states and disrupt patient-
provider communication dynamics, necessitating 
investigating how customised pre-operative interactions 
may enhance patient perceptions. 

This study aims to bridge these gaps by 
assessing the association between perioperative quality-
interaction and overall patient satisfaction scores among 
the patients undergoing cholecystectomy at Qazi Hussain 
Ahmad Medical Complex (QHAMC), Nowshera KP. 
Employing a modified Clinician and Group-Consumer 
Assessment of Health Care Providers and Systems (CG-
CAHPS) survey tailored to the current surgical context, 
this research seeks to delineate how interaction at each 
phase influences patient perceptions. The findings are 
anticipated to guide interventions enhancing surgical  
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team communication, ultimately improving patient-
centred care in cholecystectomy and similar clinical 
environments.  

METHODOLOGY 
A cross-sectional study was conducted in the 
Department of Surgery, QHAMC Nowshera, KP. 
Patients were consecutively enrolled in single hospital 
sites from July to October 2024. A sample size of 102 
was calculated by the "WHO sample size calculator" 
(version 2.0) using a confidence level of 95%, with an 
anticipated population proportion of 93% and 5% of 
absolute precision.7 Informed consent was taken from 
participating patients. We got approval from the 
institutional review board. Our inclusion criteria were 
18 years or older patients diagnosed with gallbladder 
disease upon ultrasound findings by the expert(s). 
Patients who were unable or refused to complete the 
questionnaire were excluded. The questionnaire had 
two parts: the first focused on the patient's 
demographics, including age, sex, and occupation. 
While the second part was devised from the CG-
CAHPS Adult Visit Survey. Nine questions were asked 
from the patients about their experience and perception 
of the healthcare facility. Four questions were asked 
(Nominal, Q1-4) about patient interaction with HCW at 
different stages of perioperative care, with Yes/No 
options. The following four questions (Ordinal, Q5-8) 
collected information related to patients' satisfaction 
while interacting with HCWs or facilities. The ninth 
question asked about the patient's overall satisfaction 
with the HCW or facility. 

The data analysis was done using SPSS v. 22. 
Through the Shapiro-Wilk test, preliminary 
assessments revealed that the data violated assumptions 
of normality. The Mann-Whitney U test was used to 
assess significant differences between binary nominal 
and ordinal variables (Gender, Q1-4 and Q5-8 of Table 
2), respectively, including overall patient health rating, 
patient engagement with HCWs, satisfaction with 
surgical care, and communication quality with HCWs, 
for categorical independent variables with multiple 
groups (age group, employment status), associations 
with ordinal outcomes were analysed using the Kruskal-
Wallis H test. A p-value threshold of <0.05 was applied 
to determine statistical significance. 

RESULT  
A total of 102 patients were recruited into the study, 
having a mean age of 44.0±11.84 years, among whom 
males were 33(32.4%) and females were 69(67.6%). 
Most patients were from the age group of 45 to 54 years, 
i.e., 28(27.5%) and employed, i.e., 44(43.1%), Table-1. 
Moreover, most patients rated their overall health as 
excellent 38(37.3%), Figure-1.  

Table-1: Demographic frequencies of the 
participants (n=102)  

Variable Frequencies) Percentages 

Gender Male  69 67.6 
Female 33 32.4 

Age Group 
(years) 

35 to 44  26 25.5 
45–54  28 27.5 
55–64  26 25.5 
65–74  16 15.7 
≥75r 6 5.9 

Employment 
status 

Employed 44 43.1 
Retired 25 24.5 
Unemployed  33 32.4 

Figure-1: Overall health rating of the 
participants (n=102) 

Most patients reported effective 
communication, 93(91.2%), and support, 92(90.2%), 
from the surgical team before and during the procedure, 
though post-surgery explanations and follow-up, 
82(80.4%), showed room for improvement. Patients 
were extensively engaged 33(32.4%) throughout the 
experiences of undergoing the surgical procedure, and 
overall satisfaction with the healthcare facility of surgery 
was high, with 53(52.0%) satisfied versus 13(12.7%) 
very dissatisfied. Moreover, patients rated the HCWs' 
behaviour and communication as very good, 48(47.1%) 
and 49(48.0%), respectively, Table-2.  

Mann-Whitney U tests indicated statistically 
insignificant differences between male and female 
patients in their rating of the HCWs' encounters 
(frequency, behaviour, communication, overall health, or 
satisfaction with surgeons as p>0.05 for all comparisons). 
Whereas HCW encounters with patients revealed 
statistically significant differences between patients who 
reported effective pre- and pari-surgical communication 
by the surgeon's team (yes group) and those who did not 
(No group) across all ordinal outcomes (p<0.05). Patients 
in the NO group consistently rated their experiences 
lower than those in the Yes group. Table-3.  

37%

25%

24%

14%

Excellent Good Fair Poor
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Table-2: Frequencies and percentages of the 
questions used in the study 

Q. No Questions  Frequency Percent 

1 

Before surgery, did the surgeon's team effectively 
communicate essential information, provide clear 
preparation instructions, and listen to your concerns? 

Yes 93 91.2 
No 9 8.8 

2 

Did your surgeon keep you well-informed during 
your surgery phase and help you feel at ease? 

Yes 92 90.2 
No 10 9.8 

3 

Did the anaesthesiologist clearly explain the 
anaesthesia process, answer your questions, and make 
you feel comfortable? 

Yes 89 87.3 
No 13 12.7 

4 

After your surgery, did your surgeon and their team 
adequately explain recovery expectations, follow up 
on your care, and address your concerns? 

Yes 82 80.4 
No 20 19.6 

5 

How would you rate the overall frequency of your 
encounters with HCWs? 
Minimal Engagement 9 8.8 
Limited Engagement 10 9.8 

Moderate Engagement 13 12.7 
Regular Engagement 20 19.6 
Frequent Engagement 17 16.7 
Extensive Engagement 33 32.4 

6 

Overall, how satisfied are you with the care provided 
during the surgical procedure? 
Very Satisfied 29 28.4 
Satisfied 53 52.0 
Dissatisfied 7 6.9 
Very dissatisfied 13 12.7 

7 

How would you rate the overall behaviours of the 
HCWs during your encounter(s)? 
Very Good 48 47.1 
Good 34 33.3 
Average 9 8.8 
Bad 8 7.8 
Very Bad 3 2.9 

8 

How would you rate the overall communication of the 
HCWs? 
Very Good 49 48.0 
Good 35 34.3 
Average 6 5.9 
Bad 6 5.9 
Very Bad 6 5.9 

 Total 102 100.0 
 

The Kruskal-Wallis test revealed significant 
differences in overall health ratings across age groups, 
H(4)=12.09, p=0.017, and in the frequency of patients 
encountering HCW, H(4)=9.91, p=0.42. Similarly, 
overall health rating, frequency of encounter with, and 

behaviour of HCWs resulted in significant differences 
across employment status, H(2)=11.01, p=0.004, 
H(2)=11.10, p=0.004 and H(2)=9.53, p=0.009, 
respectively, Table-4.  

Table-3: Mann-Whitney U test results across grouping variables 

Ordinal Variable N 

Overall health rating 
Frequency of encounters 

with HCWs Behaviour of HCWs Communication of HCWs 
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Gender Male  33 2 (2) 1.8–2.6 1109 0.828 4 (3.5) 3.5–4.8 1123 
 0.978 1 (2) 1.5–2.4 1135 0.978 1 (1) 1.4–2.4 1085 0.681 

Female 69 2 (2) 1.9–2.4 4 (3.0) 3.9–4.5 2 (1) 1.6–2.0 2 (1) 3.9–4.7 

Pre-Surgical Yes  93 2 (2) 1.9–2.2 60 0.00 5 (2.5) 4.3–4.8 00 0.00 1 (1) 1.5–1.8 31 0.00 1 (1) 1.5–1.8 37 0.00 
No  9 4 (0.5) 3.4–4.1 -- -- 4 (2) 3.3–4.7 5 (1.5) 3.4–5.2 

Surgery Phase Yes  92 2 (2) 1.8–2.2 115 0.00 5 (2) 4.1–4.8 90 0.00 1 (1) 1.5–1.9 62.50 0.00 1 (1) 1.5–1.9 70 0.00 
No  10 3.5 (1) 3.1–3.9 -- -- 3.5 (1) 3.1–3.9 3.5 (1) 3.1–3.9 

Anaesthesiologist Yes  89 2 (2) 1.8–2.3 372 0.031 5 (2) 4.0–4.8 247 0.001 1 (1) 1.6–2.1 498 0.383 1 (1) 1.7–2.2 545 0.715 
No  13 3 (1) 2.2–3.2 -- -- 2 (0.5) 1.5–2.2 2 (1) 1.4–2.0 

Post-Surgical Yes  82 2 (2) 1.9–2.4 796 0.833 5 (3) 3.9–4.7 640 0.120 2 (1.2) 1.7–2.2 690 0.238 2 (1) 1.7–2.2 710 0.314 No  20 2 (2) 1.6–2.5 -- -- 1.5 (1) 1.3–1.7 1.5 (1) 1.3–1.7 

Table-4:  Kruskal-Wallis Test of multivariate ordinal variables. 

Ordinal Variable N 

Overall health rating 

Frequency of 
encounters with 

HCWs Behavior of HCWs 
Communication of 

HCWs 
Mean 
Rank H p 

Mean 
Rank H p 

Mean 
Rank H p 

Mean 
Rank H P 

Age group 

35–44 26 46.1 

12.09 0.017 

54.8 

9.91 0.042 

48.6 

6.82 0.146 

49.6 

7.18 0.127 
45–54 28 51.1 50.6 55.8 55.8 
55–64 26 46.0 54.1 48.1 46.7 
65–74 15 73.4 34.6 61.7 62.1 
≥75 6 45.0 74.6 31.3 32.0 

Employment 
status 

Employed 44 40.9 
11.01 0.004 

61.8 
11.10 0.004 

43.1 
9.53 0.009 

43.7 
8.07 0.18 Retired 25 61.4 48.6 51.6 52.1 

Unemployed  33 58.1 40.0 62.6 61.5 
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DISCUSSION 
This study demonstrated a significant association 
between perioperative quality-interaction and patient 
satisfaction among laparoscopic cholecystectomy 
patients at QHAMC. The overall rating of the patients 
about their health revealed a mixed perception, yet 
most of them rated 'excellent', i.e., 37%. These 
findings align with prior research linking effective 
provider communication to improved patient 
satisfaction in surgical settings.8 While pre-operative 
and intraoperative communication received a high 
satisfaction rating (91.2%–87.3%), postoperative 
explanations (80.4%) revealed gaps, suggesting areas 
for improvement, as care is often deprioritised due to 
systemic constraints. 

A significant number of patients, i.e., 91.2%, 
affirmed that the surgical team effectively 
communicated pre-operative information. This aligns 
with evidence that structured pre-operative 
counselling reduces anxiety and enhances 
compliance.9 However, the 8.8% who reported 
inadequate communication (n=9), their experiences 
rated significantly lower across all ordinal outcomes. 
This dichotomy suggests that while pre-operative 
communication is largely successful, even small 
oversight can detrimentally impact satisfaction, 
particularly in settings like Pakistan, where delayed 
presentations amplify patients' vulnerability.10 
Standardising pre-operative checklists could mitigate 
such risks.   

During surgery, 92.2% felt well-informed by 
the surgeons, and 87.3% praised the 
anaesthesiologists' interaction. However, 12.7% 
dissatisfied with anaesthesia explanations reported 
poorer HCW behaviour and communication ratings, 
though these differences were non-significant. This 
contrasts with the studies emphasising anaesthesia 
communication as pivotal for trust-building.11 The 
non-significance here may reflect small subgroup 
sizes of cultural factors where patients hesitate to 
critique authority figures.12  

Only 80.4% of the patients felt adequately 
informed post-surgery. This aligns with global trends 
where postoperative care is fragmented.13 Notably, the 
'no' group (n=20) rated HCW behaviour and 
communication lower, though differences were non-
significant (p>0.05). This suggests systemic issues, 
such as understaffing or time constraints, rather than 

individual shortcomings. Implementing structured 
discharge protocols could bridge this gap.14  

Contrary to studies highlighting gender 
disparities in surgical care15, this study found no 
significant differences between male and female 
patients. This may reflect gender-neutral 
communication protocols or cultural norms where 
Pakistani patients prioritise respect for HCWs over 
gendered critiques. Further qualitative research is 
needed to explore this paradox.  

Age and employment status significantly 
influenced satisfaction. Older patients (45–54 years) 
and employed individuals reported higher satisfaction 
with p=0.004. Conversely, unemployed patients rated 
encounters lower, mirroring socioeconomic disparities 
in healthcare access.16 Retired individuals, despite 
their age, reported moderate satisfaction (mean rank 
61.4), suggesting that financial security or health 
literacy may buffer communication challenges. These 
findings advocate for targeted support for vulnerable 
groups, such as unemployed patients, who constituted 
32.4% of the sample.  

While our cross-sectional design and reliance 
on self-reported data limit causal conclusions and 
introduce recall bias, applying robust nonparametric 
analyses ensured insights despite non-normal 
distribution. Future longitudinal studies with 
embedded qualitative interviews would better 
elucidate satisfaction trends and explain why some 
patients experience less satisfaction after surgery. To 
address the identified gaps, we recommend 
standardising postoperative follow-up through post-
discharge calls or digital reminders, training HCWs in 
empathetic, culturally sensitive communication, and 
implementing tailored strategies for younger and 
unemployed patients. Moreover, the modified CG-
CAHPS shall be checked for item analysis, and a 
tailored tool shall be designed to monitor and enhance 
patient satisfaction continuously.  

CONCLUSION 
This study highlights the important relationship 
between perioperative quality-interaction and patient 
satisfaction in laparoscopic cholecystectomy. While 
pre- and intra-operative communication excels, 
postoperative follow-up and HCW soft skills require 
refinement. Our setups can align their practices with 
global patient-centred care standards by addressing 
demographic disparities and systemic gaps.  
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FREQUENCY OF MATERNAL COMPLICATIONS OF GRAND MULTI-

PARITY IN WOMEN UNDERGOING DELIVERIES IN A TERTIARY 
CARE SETUP OF KHYBER PAKHTUNKHWA, PAKISTAN 

Irum Shehzadi*, Shehneela, Bushra Bashir, Bibi Sara, Beenish Salam 
Department of Obstetrics and Gynaecology, King Abdullah Teaching Hospital, Mansehra, Health Department, KP Pakistan 

Background: Grand multi-parity bears a set of complications. The relationship between obstetric 
complications and parity has been studied extensively, with inconsistent findings, particularly in the 
Pakistani context. Therefore, this study was conducted to determine the frequency of maternal 
complications in grand multiparous women undergoing deliveries. Methods: After the approval of the 
ethical review board, this descriptive cross-sectional study was conducted from June 2022 to February 
2023 in the Obstetrics and Gynaecology Department, Ayub Teaching Hospital, Abbottabad. Through 
non-probability consecutive sampling, 170 grand multipara women were enrolled in this study. They 
were managed in the department and were observed for the development of complications such as 
pregnancy-induced hypertension, placenta previa, pre-mature rupture of membranes, and placental 
abruption. Results: The most common complication was pregnancy-induced hypertension, 11(6.47%), 
followed by placenta previa, 10 (5.88%), pre-mature rupture of membranes, 7(4.12%), and placental 
abruption, 5 (2.94%). No statistically significant association was observed when the complications were 
stratified according to age and parity of patients (p>0.05). Conclusion: Grand multi-parity is associated 
with a number of obstetrical complications, with pregnancy-induced hypertension at the top. The 
antenatal care of these patients should be designed in a way to reduce the occurrence of these 
complications. 
Keywords: Grand multi-parity; complication; Pakistan 
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INTRODUCTION 
Grand multi-parity (GMP) is defined as a woman who 
has conceived five or more times with a gestational age 
of 20 weeks, irrespective of the outcome.1 Bethel 
Solomons, in 1934, introduced this term and called it 
“dangerous multipara. “2 Its incidence varies region-wise. 
In developing countries, it is still a significant cause of 
maternal complications and increased fatalities, with an 
incidence range of 10–30%.3,4 Moreover, it bears adverse 
outcomes leading to socio-economic implications for the 
mother, family, and health systems.5  

Literature also suggests that GMP 
complications depend on region, socio-economic factors, 
access to healthcare services, culture, religion, and the 
desires of large families.1 In developing countries with 
limited resources, like Pakistan, Bangladesh, and India, 
literature has proven that the complications are included 
but not limited to pregnancy-induced hypertension (PIH), 
gestational diabetes, post-partum haemorrhage (PPH), 
placenta abruptio, and pre-mature rupture of uterine 
membrane (PROM).6 However, in high-resource 
settings, some complications like uterine rupture showed 
an association with GMP.7 

In Pakistan, Akhtar R et al, retrieved one one-
year record of 680 GMP patients in which 15% of GMP 
had hypertension, diabetes 10.6%, and antepartum 
haemorrhage 6.2% annually.8 In India, Afzal A et al, 
studied 2320 cases of deliveries having 5.76% of GMP. 
She reported anaemia as the highest 68% presentation 
among GMP, whereas placenta previa at 7%, placenta 
abruptio at 5.9%, diabetes at 5.8%, and hypertension at 
10%.9 In Malaysia,  Nordin NM et al, included 237 GMP 
having hypertension at 16.9%, anaemia at 6.3%, and 
PROM at 1.3%.10 

Considering the aforementioned details, GMP 
complications are multifactorial, such as region, cultural 
differences, and availability of resources. It is imperative 
to know and present to the Obstetricians of the northern 
region of Pakistan the most prevalent complications of 
GMP; therefore, this study aims to determine the 
frequency of maternal complications of GMP in women 
undergoing deliveries. 

MATERIALS AND METHODS 
This descriptive cross-sectional study was conducted in 
the Department of Obstetrics and Gynaecology unit C, 
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Ayub Teaching Hospital, Abbottabad, from June 2022 to 
February 2023 after getting approval from the ethical 
review board. The sample size for this study was 170, 
calculated using the “WHO software for sample size 
calculation” with a confidence level of 95%, the 
anticipated proportion of population, i.e., placental 
abruption of 12.6%8, and absolute precision of 5%. 

Through non-probability consecutive sampling, 
GMP women aged between 30 and 49 years were 
included in the study. Patients with essential 
hypertension, chronic and malignant disorders, or any 
known bleeding disorder were excluded.  

Patients presenting to the outpatient 
departments and emergency Obstetrics and Gynaecology 
unit C of Ayub Teaching Hospital, Abbottabad, were 
included in the study after inclusion criteria were met and 
informed consent was obtained. These selected patients 
were booked in the antenatal clinic. At the 36th week of 
gestation, the GMP women were evaluated for 
complications like placenta previa, PIH, PROM, and 
placental abruption by a senior obstetrician. All 
information was noted in a pro forma by the principal 
researcher herself.  

Data was analysed using SPSS-21. Categorical 
variables like placenta previa, PIH, PROM, and placental 
abruption were described as frequencies and percentages. 
Qualitative variables, like age, parity, and blood pressure, 
were described as Mean±SD. Data was stratified by age 
and parity with respect to complications. A chi-square test 
at 5% was applied to determine the significant difference 
in complications by age and parity. 

RESULTS 
The study enrolled 170 grand multipara women with a 
mean age of 37.40±3.88 years, Table-1.  

The frequency of PIH, placenta previa, 
PROM, and placental abruption in the study was 
11(6.47%), 10(5.88%), 7(4.12%), and 5(2.94%), 
respectively, Table-2.  

No statistically significant association was 
found when the complications were stratified according 
to age and parity of study participants. However, 6 cases 
of PIH and 4 cases of Abruptio Placentae were found in 
women over 37 years of age. Placenta previa and PROM 
were documented at an early age, i.e., less than 37 years, 
Tables-3 and 4. 

Table-1: Descriptive statistics of the study population 
Variable Mean±SD Minimum Maximum 

Age of patients 37.40±3.88 31 44 
Parity of patients 6.89±1.40 5 9 
Systolic Blood Pressure 132.44±8.98 120 155 
Diastolic Blood Pressure 75.96±5.24 70 96 

Table-2: Presence or absence of different 
conditions among the study sample (n=170) 

Variables Frequencies Percentages 
Present 11 6.47 

Pregnancy Induced 
Hypertension Absent 159 93.53 
Placenta Previa Present 10 5.88 

Absent 160 94.12 
Pre-mature rupture 
of membranes 

Present 7 4.12 
Absent 163 95.88 

Abruptio Placentae Present 5 2.94 
Absent 165 97.06 

Table-3: Cross-tabulation of age and complications 
of grand multi-parity 

Condition 
incidence 

Age 
Total p <37 >37 

Pregnancy Induced Hypertension 
Present  5 6 11 0.69 Absent  82 77 159 
Placenta Previa 
Present  6 4 10 0.56 Absent  81 79 160 
Pre-mature rupture of membranes 
Present  5 2 7 0.27 Absent  82 81 163 
Abruptio Placentae 
Present  1 4 5 0.16 Absent  86 79 165 

p≤0.05 

Table-4: Cross-tabulation of parity with 
complications of grand multi-parity 

Condition 
incidence 

Parities 
Total p Upto 7 <7 

Pregnancy Induced Hypertension 
Present  4 7 11 0.06 Absent  103 56 159 
Placenta Previa 
Present  5 5 10 0.38 Absent  102 58 160 
Pre-mature rupture of Membranes 
Present  4 3 7 0.75 Absent  104 59 163 
Abruptio Placentae 
Present  4 1 5 0.42 Absent  99 66 165 

p≤0.05 

DISCUSSION 
This study aimed to determine the frequency of common 
maternal complications associated with GMP. The 
current study showed no significant association between 
the age of patients and the complications. Similar results 
were observed when complications were stratified 
according to the age and parity of study participants. 

GMP has been linked to several maternal 
conditions. Our study found PIH, PROM, Placenta 
previa, and abruptio placentae as significant 
complications. Mgaya and colleagues discovered in 2013 
that GMP patients had double the likelihood of 
malpresentation and three times the risk of meconium-
stained fluid and placenta previa in comparison to lower-
parity women, even after adjusting for age.11 According 
to another study by Alsammani et al, large multiparty 
births remain a prominent obstetrics issue. It is associated 
with a variety of medical and obstetric concerns.12 
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A prospective comparative study from 
Bangladesh reported that among GMP patients, 95% 
were suffering from anaemia of different severity. The 
incidence of hypertension and gestational diabetes in 
grand multiparas was significantly higher than in non-
grand multiparas (45% vs. 12%) and (12% vs. 2%), 
respectively. The other complications like placenta 
praevia, abruptio placentae, multiple pregnancies, 
malpresentation, PPH, and ruptured uterus were 
significantly higher among GMP.11 

A descriptive cross-sectional study from 
Hyderabad, Pakistan, reported that GMP was associated 
with a number of complications for the mother, and the 
authors concluded that the effect of these complications 
could easily be minimised by better antenatal care.12 The 
study enrolled 159 pregnant patients having maternal 
complications of anaemia at 23.27% and hypertension at 
5.03%.13 GMP women were older, married earlier, 
received less prenatal care, and had a higher history of 
stillbirth, twin, and preeclampsia than primipara women, 
according to a retrospective case-control study conducted 
in Turkey to ascertain the impact of GMP on maternal, 
obstetric, neonatal, and foetal outcomes.14 Compared to 
primipara women, preeclampsia, PPH, and foetal distress 
were more prevalent in this pregnancy. Compared to 
primiparas, grand multipara infants required much more 
newborn critical care and had lower birth weights.13,15,16 

Stressing the value of family planning and 
giving proper prenatal care is crucial in societies where 
large families are favoured. In an analysis of 430 GMP 
women, the researchers discovered a strong correlation 
between GMP and unfavourable pregnancy outcomes 
such as diabetes mellitus, PIH, and caesarean delivery. 
Placental abruption, placenta previa, preterm labour, 
PPH, and the frequency of hospitalisation to the newborn 
critical care unit were not significantly correlated with 
each other.12 

This was a hospital-based study with a small 
sample size that did not represent the entire general 
population. Also, the neonatal complication of GMP, the 
socio-economic status, and the desire for a large family 
size by either parent were not studied. A comparative 
cross-sectional study looking into the entire complication 
profile and finding an association with sociodemographic 
variables is recommended. 

CONCLUSION 
Grand multi-parity is associated with a number of 
obstetrical complications, with pregnancy-induced 
hypertension at the top. The antenatal care of these 
patients should be designed in a way to reduce the 
occurrence of these complications. 
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Original Article 
PATTERN OF INJURIES AND RISK FACTORS AMONG 

MOTORCYCLISTS IN ROAD TRAFFIC ACCIDENTS: A HOSPITAL-
BASED STUDY IN SWABI, PAKISTAN 

Naseer Hassan*, Hamayun Tahir, Usman Haqqani 

Department of Neurosurgery, Qazi Hussain Ahmed Medical Complex, Nowshera, KP Pakistan  

Background: Worldwide, motorcycle-related road traffic accidents (RTA) are a major contributing 
cause of death, reporting 380,000 annual deaths, with developing countries bearing 93% of this. In 
our setup, knowing the serious injury problem and where exactly prevention and measures are most 
urgently needed is pertinent. This study determines the pattern of different types of injuries, associated 
risk factors, and demographic characteristics among motorcyclists involved in RTA presented to the 
District Headquarter’s Hospital Swabi, KPK. Methods: It is a cross-sectional study conducted from 
1st April to 1st October 2023 after IRB approval in District Headquarter’s Hospital Swabi KP. A total 
of 182 samples was calculated, and non-probability consecutive sampling was used to draw the 
samples. Data was collected on a self-devised structured questionnaire and analysed using SPSS 
version 22. Chi-square was applied to assess the association between different variables. p≤0.05 was 
considered significant. Results: A total of 182 patients with a mean age of 27.52±11.369 years, males 
169(92.9%), were included. In total, 92(50.6%) did not possess basic knowledge of traffic rules, and 
135(74.2%) did not wear safety helmets. The most common cause of accidents was collision with 
other vehicles, 74(40.7%), and injuries to lower limbs, 69(37.9%). Conclusion: Motorcycle-related 
road traffic accidents are still common in the current area, primarily due to a lack of awareness of 
safety measures. It predominantly affects young males with lower limb and head injuries, mainly due 
to vehicle collisions.  
Keywords: motorcyclists; injury pattern; road traffic accidents 
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INTRODUCTION 
Motorcycle-related road traffic accidents (RTAs) are a 
critical public concern globally, contributing to 
significant morbidity, mortality, and socioeconomic 
burdens, particularly in low-and middle-income 
countries (LMICs).1 According to the World Health 
Organisation (WHO), approximately 1.19 million 
lives are lost annually to road traffic injuries, with 
motorcyclists accounting for 28% of these fatalities.2 
Motorcyclists are among the most vulnerable road 
users, facing a 34-fold higher risk of mortality per mile 
travelled compared to car occupants.3 Globally, 
motorcycle accidents account for over 380,000 annual 
deaths, with LMICs bearing 93% of this burden due to 
factors such as inadequate road safety infrastructure 
and enforcement of traffic regulations.4  

In LMICs, motorcycle use has surged due to 
affordability and accessibility, particularly for 
economic activities and transportation in rural and 
urban areas. However, this rise has been paralleled by 

escalating trauma rates, with young males aged 20-40 
years constituting the majority of victims, reflecting 
their dominance in motorcycle-related occupations 
and risk-taking behaviours. 4 Epidemiological studies 
highlight seasonal trends, with higher accident rates in 
summer months and geographic disparities, as rural 
roads often lack safety infrastructure, contributing to 
elevated mortality odds ratios.5 For instance, in Iran, 
summer motorcycle accidents accounted for 37.5% of 
hospital admissions, with the rural road mortality odds 
ratio reaching 3.52%.3 Similarly, autopsy-based 
studies in Malaysia revealed that 31% of fatally 
injured riders tested positive for alcohol or illicit 
drugs, underscoring behavioural risk factors. 6 

Injury patterns among motorcyclists are 
dominated by fractures and traumatic brain injuries, 
with lower limb fractures 44.6% and intracranial 
haemorrhages 74% frequently reported.4 The absence 
of helmets- a preventable risk factor-exacerbates head 
injury severity, as evidenced by studies in Malawi, 
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where 52% of victims lacked helmets.7 Despite these 
insights, region-specific data remain sparse in many 
LMICs, including Pakistan, where motorcycle use is 
widespread, but injury surveillance systems are 
underdeveloped.  

This study examines the pattern of injuries 
and risk factors among motorcyclists presented to the 
District Headquarter’s Hospital Swabi, KP Pakistan. 
We investigate local demographic, behavioural and 
infrastructural determinants based on findings from 
similar contexts, such as Iran’s seasonal mortality 
trends, Malaysia’s substance use associations, and 
Malawi’s orthopaedic injury burden.  

MATERIAL AND METHODS  
It is a cross-sectional study conducted from 1st April 
2023 to 1st October 2023 after IRB approval in District 
Headquarter’s Hospital Swabi, KP, Pakistan. Using 
WHO software for sample size estimation with a 
confidence interval of 95%, an absolute precision of 
0.07 and an anticipated population proportion of 
63.5%, a total sample size of 182 was calculated, and 
non-probability consecutive sampling was used to 
draw the sample.8 The sample included all those 
patients who had met with motorcycle accidents and 
presented to either the emergency department or the 
OPD, or were admitted to the wards. All patients who 
were unconscious at the time of data collection or 
denied consent to the study were excluded from our 
study. Data was collected on a self-devised structured 
questionnaire and analysed using SPSS version 22. 
Descriptive analysis of continuous variables (age) was 
done in the form of mean ± standard deviation. For 
categorical variables (gender, residence, and 
socioeconomic status), frequencies and percentages 
were calculated. Chi-square was applied to assess the 
association between different variables. p≤0.05 was 
considered significant. 

RESULTS 
A total of 182 patients with a mean age of 
27.52±11.369 years, among whom males were 169 
(92.9%) and females were 13(7.1%), were included in 
the study Table-1. Half of the participants did not 
possess basic knowledge of traffic rules, and 
135(74.2%) did not wear safety helmets Table-2. The 
most common causes of accidents were collisions with 
other vehicles, i.e., 74(40.7%), and injuries to lower 
limbs, 69(37.1%). Table-3. 

Association of patterns of injuries with 
various conditions of patients resulted in non-
significant statistics; p<0. 05. However, fractures were 
most common among those who did not wear helmets 

67(49.7%) and were brought to the hospital with a 
conscious mind 67(51.9%). Similarly, fractures were 
caused mainly through vehicle-to-vehicle collisions, 
mostly involving lower limbs 40(58.0%) Table-4. 

Table-1: Frequencies of socio-demographic 
parameters 

Parameters Frequency Percentage 

Gender Male 169 92.9 
Female 13 7.1 

Residence Rural 95 52.2 
Urban 87 47.8 

Education 

Illiterate 29 15.9 
Below matric 66 36.3 
Below bachelors 72 39.6 
Above bachelors 15 8.2 

Occupation 

Student  45 24.7 
Labourer  19 10.4 
Teacher  15 8.2 
Others  103 56.6 

Table-2: Basic description of participants about 
the accident 

Ordinal variables Frequencies Percentage 

Driving license Yes  75 41.2 
No  106 58.8 

Knowledge about 
traffic Rules 

Yes  90 49.4% 
No  92 50.6% 

Wearing helmet Yes  47 25.8% 
No  135 74.2% 

Time of accident 8 am to 8 pm 143 78.6% 
8 pm to 8 am 39 21.4% 

Status at time of 
hospital arrival 

Conscious  129 70.9 
Unconscious 53 29.1 

Drug usage 
Prescribed  10 5.5 
Addiction  16 8.8 
No usage  156 85.7 

Eyesight 

Normal  137 75.3 
With glasses 37 20.6 
Reduced visual 
acuity without 
glasses 8 4.4 

Total  182 100 

Table-3: Descriptives of different characteristics 
of injury and causes of incident 

Ordinal variables Frequencies Percentage 
Cause of 
accident 

Bad roads 43 23.6 
Other vehicles 74 40.7 
Mechanical failure  19 10.4 
Over speeding  46 25.3 

Site of injury  Head  61 33.9 
Trunk  14 7.7 
Upper limbs 30 16.5 
Lower limbs 69 37.9 
Others  8 4.4 

Type of injury  Fracture  92 50.6 
Blunt injury  44 24.2 
Perforating injury  14 7.7 
Lacerations  32 17.6 

Total 182 100 
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Table-4: Association of patterns of injury with different conditions of patients 
Different conditions of patients Type Of Injury [n (%)] 

Total p Fracture Blunt Injury Perforating Injury Lacerations 
Was the patient 
wearing a helmet 

Yes 25 (53.2) 11 (23.4) 1 (2.1) 10 (21.3) 47 (25.8) 0.370 No 67 (49.6) 33 (24.4) 13 (9.6) 22 (16.3) 135 (74.2) 
Condition in which 
brought to hospital 

Conscious 67 (51.9) 30 (23.2) 9 (7.0) 23 (18.8) 129 (70.9) 0.889 Unconscious 25 (47.2) 14 (26.4) 5 (9.4) 9 (17.0) 53 (29.1) 
History of drug 
usage 

Prescribed drugs 4 (40.0) 3 (30.0) 1 (10) 2 (20.0) 10 (5.5) 
0.646 Drug abused 11 (68.8) 2 (12.5) 2 (12.5) 1 (6.3) 16 (8.8) 

None 77 (49.7) 39 (25.2) 11 (7.1) 28 (18.1) 155 (85.2) 
Cause of accident 
of patient 

Bad road condition 24 (55.8) 11 (25.6) 2 (4.7) 6 (14/0) 43 (23.6) 

0.874 Another vehicle 38 (51.4) 14 (18.9) 8 (10.8) 14 (18.9) 74 (40.7) 
Mechanical failure 8 (42.1) 6 (31.6) 1 (5.3) 4 (21.1) 19 (10.4) 
Over speeding 22 (48.9) 13 (28.9) 3 (6.7) 7 (15.6) 45 (24.7) 

Site of body injured Head 26 (42.6) 16 (26.2) 6 (9.8) 13 (21.3) 61 (33.5) 

0.894 
Trunk 8 (57.1) 3 (21.4) 0 (0) 3 (21.4) 14 (7.7) 
Upper limbs 15 (50.0) 6 (20) 3 (10.0) 6 (20) 30 (16.5) 
Lower limbs 40 (58.0) 17 (24.6) 4 (5..0) 8 (11.6) 69 (37.9) 
Others  2 (28.6) 2 (28.6) 1 (14.3) 2 (28.6) 7 (3.8) 

Total 182 (100)  
 

DISCUSSION 
The finding of this hospital-based study in Swabi, 
Pakistan, underscores critical epidemiological patterns 
and modifiable risk factors associated with 
motorcycle-related RTAs, contributing to the global 
discourse on road traffic injury prevention in LMICs. 
The predominance of young males (92.9%) in our 
cohort aligns with global trends, where motorcycle use 
is disproportionately concentrated among males aged 
20-40 years, engaged in high-risk occupations or 
informal transportation roles.9 This demographic’s 
vulnerability is exacerbated by systemic factors such 
as inadequate traffic law enforcement, poor road 
infrastructure, and low compliance with safety 
measures, which collectively amplify injury severity 
and mortality in LMICs.10,11 

Only 25.8% of victims wore helmets, 
consistent with studies from Malawi (52% non-
compliance) and Iran (74% non-compliance).3,7 This 
aligns with WHO estimates that helmet use reduces 
head injury risk by 69%. However, structural barriers, 
such as affordability, cultural resistance, and 
inconsistent enforcement, persist in LMICs. Despite 
the lack of statistical significance between helmet use 
and injury patterns in our study (p=0.370), autopsy-
based analysis emphasises that helmet non-use 
correlates strongly with fatal head injuries, particularly 
in high-speed collisions.12 The predominance of lower 
limb injuries (37.9%) and features (50.6%) mirrors the 
finding from Malawi, where lower limb fractures 
constituted 44.6% of motorcycle trauma cases, likely 
due to motorcycle design and poor road conditions.7 
These injuries highlight the need for integrated 
protective strategies, such as reinforced footwear and 
road infrastructure upgrades, to address region-
specific injury mechanisms 13  

Most accidents occurred during daylight 
hours (78.6%), contrasting with studies from Iran and 

India that identified seasonal peaks (e.g., summer 
months or monsoon seasons) linked to increased 
traffic density or hazardous weather.14 This 
discrepancy may reflect Swabi’s unique climatic 
stability or underreporting of nighttime accidents due 
to limited traffic usage. Notably, 58.3% of riders 
lacked a valid license, and 50% did not know traffic 
rules, underscoring systemic gaps in driver education 
and licensure protocols, a critical area for policy 
intervention. Substance use (8.8% addiction, 5.5% 
prescribed drugs) was lower than in Malaysian 
autopsy studies (31% positive for substances), 
suggesting cultural or methodological differences in 
reporting high-risk behaviour.6  

The high incidence of vehicle-to-vehicle 
collisions (40.7%) and speeding (24.7%) underscores 
the roles of mixed-road and lax enforcement in 
LMICs. Longitudinal studies on training load and 
fatigue markers in athletes suggest that accumulated 
stress and inadequate recovery increase injury risk, a 
framework applicable to motorcyclists facing 
repetitive exposure to hazardous roads.15 For instance, 
rapid increases in acute training load correlate with 
immunosuppression and injury susceptibility, 
paralleling the risks faced by motorcyclists in high-
traffic environments.  

This study advocates multisectoral 
interventions, including stringent enforcement of 
helmet laws, infrastructure updates targeting rural road 
hazards, and community education programs to 
address low traffic rule literacy.10 Limitations include 
survivor bias (excluding pre-hospital fatalities) and the 
cross-sectional design, which precludes causal 
inferences. Future research should employ 
longitudinal designs to track injury outcomes and 
integrate biomechanical analysis of lower limb 
injuries alongside qualitative assessments of 



Hassan N, et al.   Motorcyclist Injuries & Risks in RTAs 
  

18		

behavioural risk factors such as substance use and 
fatigue.  

CONCLUSION 
This hospital-based study in Swabi highlights a critical 
burden of motorcycle-related injuries, characterised 
by high rates of lower limb fractures, helmet non-
compliance and vehicle-to-vehicle collisions, 
underscoring systemic gaps in road safety 
enforcement and infrastructure. To mitigate this 
preventable morbidity, policymakers must prioritise 
context-specific strategies, including mandatory 
helmet laws and rural road rehabilitation, to align with 
global road safety targets.  
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Original Article 
SUCCESSFUL INDUCTION OF LABOUR WITH DINOPROSTONE IN 

BEYOND 36 WEEKS OF  PREGNANCIES: AN OBSERVATIONAL STUDY 
Komal Imtiaz*, Qurat ul Ain, Maria Nawaz 

Department of Obstetrics and Gynaecology, King Abdullah Teaching Hospital Mansehra, Health Department KP Pakistan 

Background: Induction of labour (IOL) is a common practice that accounts for 20 % of all births. 
Different methods for IOL are practised today, including vaginal tablets of Dinoprostone, which is not 
yet studied in the current context. This study aims to assess the success rate of IOL with Dinoprostone 
in women with beyond 36 weeks of pregnancy. Methods: This descriptive cross-sectional study was 
conducted in the Department of Obstetrics and Gynaecology, Ayub Teaching Hospital, Abbottabad, 
from 1st May 2023 to 31st October 2023. A total of 207 women with singleton pregnancy, gestational 
age ≥ 36 weeks, were included in the study. Tablet Dinoprostone 3 mg was inserted in the posterior 
fornix vagina. Following application, the patient remained in a supine position for at least 15–30 minutes 
to prevent expulsion of the tablet. Cesarean delivery was performed in case of nonprogress of labour. 
Data was analysed with SPSS, with a p-value of the Chi-square test <0.05, which was considered 
statistically significant. Results: A total of 207 patients with a mean age of 29.087±2.69 years and 
gestational age of 39.531±1.19 weeks participated in the study. The success rate was seen in 178 patients 
(86%) after labour induction in women beyond 36 weeks of pregnancy. Conclusion: The effect of 
Dinoprostone on the IOL is promising. The optimal timing of offering IOL to women with beyond 36 
weeks of pregnancy warrants further investigation, as does further exploration of the risk profiles of 
women and their values and preferences. 

Keywords: Dinoprostone; beyond 36 weeks of pregnancy; induction; success rate; weight 

 

INTRODUCTION 
Induction of Labour (IOL) is a commonly practised 
obstetrical intervention. About 20% of all births are 
caused by the prevalent practice of inducing labour, 
which is the intentional start of labour before its 
spontaneous commencement.1 On the other hand, the 
misuse of Caesarean deliveries is a major worry 
nowadays.2 IOL for some causes, especially in 
pregnancies beyond 36 weeks, seems even more crucial 
because it can reduce the risk of Caesarean section.3  

Today, a variety of techniques are employed to 
encourage the IOL, such as pharmacological medications 
(prostaglandins such as Dinoprostone PGE2, misoprostol 
PGE1, mifepristone, or oxytocin) and mechanical 
techniques (membrane stripping or sweeping, cervical 
balloon, amniotomy).4 In patients with a favourable 
cervix, oxytocin is traditionally used to induce labour. 
However, Prostaglandin is effective in inducing labour 
and cervical softening when there is an unfavourable 
cervix (low Bishop score).5 Numerous prospective trials 
have tested prostaglandin analogues at various doses and 
methods of administration alone or in combination with 
oxytocin, a placebo, or one another. 6,7 

The safest method for inducing labour in an 
unscarred uterus with an unfavourable cervix is to utilise 
a Dinoprostone vaginal tablet. By raising levels of 
collagenase, elastase, glycosaminoglycan, ciermatan 
phosphate, and hyaluronic acid, prostaglandins change 
the extracellular ground material of the cervix.8 Uterine 
contractions begin when the cervix's smooth muscle 
relaxes and gap junctions develop.8 In accordance with 
the suggested procedure, a maximum of two dosages 
spaced six hours apart are administered, with 3 mg of 
each dose maintained in the vaginal posterior fornix. The 
effectiveness of Prostaglandin Dinoprostone in 
successfully inducing labour in women presenting with 
beyond 36 weeks of  pregnancies was 84%, according to 
Madhavi KN et al.9 

Although the results of the aforementioned 
study are excellent, there is still a practical gap with the 
use of prostaglandin Dinoprostone to induce labour in 
the Pakistani pregnant cohort. Thus, this study aims to 
assess the success rate of prostaglandin Dinoprostone in 
inducing labour in women presenting with more than 36 
weeks of pregnancy. Furthermore, despite finding the 
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success rate, the results help us safely lower the rate of 
primary cesarean births. 

MATERIAL AND METHODS 
This descriptive cross-sectional study was conducted in 
the Department of Obstetrics and Gynaecology, Ayub 
Teaching Hospital, Abbottabad, from 1st May to 31st 
October 2023. A total sample size of 207 was calculated 
using WHO software with a confidence level of 95%, 
the anticipated proportion of efficacy of Dinoprostone 
= 84%10 and absolute precision = 5%. Patents were 
chosen on non-probability consecutive sampling. 
Women aged 18–35 years old with singleton pregnancy 
confirmed on ultrasound, gestational age >36 weeks on 
LMP, and any parity were included in the study. 
However, those who had a history of more than one 
cesarean section, placenta previa or IUGR (assessed on 
USG) and refused informed consent were excluded.  

The institutional review board approved the 
study protocol. After screening and informed consent, 
patients were included in the study. Tablet 
Dinoprostone 3 mg was inserted in the posterior fornix 
of the vagina. Following application, the patient 
remained in a supine position for at least 15–30 
minutes to prevent expulsion of the tablet and waited 
for deliveries for 24 hours. All the administrations 
were given by the consultant gynaecologist, who had 
3 years of post-fellowship experience. Data was 
recorded on a prescribed pre-formed proforma by the 
principal author.  

Cesarean delivery was performed in case of 
foetal distress, nonprogress of labour, and failure of 
induction with/without chorioamnionitis (Intrapartum 
temperature >100.4°F or >37.8°C (by thermometer), 
tachycardia (>120 beats/min), Foetal tachycardia 
(>160–180 beats/min), purulent or foul-smelling 
vaginal discharge and maternal leukocytosis (total 
blood leukocyte count >15,000–18,000 cells/μL) on 
laboratory test. 

Data was analysed using the statistical analysis 
program (IBM-SPSS version 22). Mean±SD was 
presented for quantitative variables like age, gestational 
age, parity, and number of doses. Frequency and 
percentage were computed for qualitative variables like 
mode of delivery and success rate. Stratification was 
done with regard to age, gestational age, parity, and 
number of doses, with a success rate of IOL by using 
the chi-square test, with p≤0.05 considered statistically 
significant.  

RESULTS 
The mean age of the total 207 female patients was 
29.087±2.69 years, and the mean gestational age was 
39.531±1.19 weeks, Table-1. The majority of the 
patients undergo vaginal delivery 178(86%), as shown 
in Table-2. Stratification of success rate with respect to 

age, gestational age, parity, and number of doses are 
shown in Table-3.  

Table-1: Demographic details of patients 
Demographics Mean±SD 

Age in years 29.087±2.69 
Gestational age in weeks 39.531±1.19 
Parity  1.589±1.43 
Number of doses  1.082±0.27 

Table-2: Mode of deliveries and success rate of 
Prostaglandin Dinoprostone (n=207) 

Variable Frequency Percentage 
Mode of delivery 
Vaginal  178 86% 
C-section 29 14% 
Success rate 
Yes  178 86% 
No  29 14% 
Total 207 100% 

Table-3: Stratification of success rate versus 
demographic variables (n=207) 

Variable Success rate p Yes (n=178 No (n=29) 
Age group 
18–27 24 (13.5%) 3 (10.3%) 0.642 28–35 154 (86.5%) 26 (89.7%) 
Parity 
0–3 161 (90.4%) 25 (86.2%) 0.483 >3 17 (9.6%) 4 (13.8%) 
Number of doses 
1 165 (92.7%) 25 (86.2%) 0.238 >1 13 (7.3%) 4 (13.8%) 

P<0.05 

DISCUSSION 
The success rate of IOL, particularly in early or full-term 
pregnancies, determines the fate of natural or cesarean 
delivery. This study found a striking success rate, i.e., of 
86% in  178 post-term patients. This is very important as 
the fear of cesarean is effectively reduced, promoting the 
good well-being of mothers. 

The overall success rate of IOL with 
Dinoprostone aligns with previous studies, which report 
vaginal delivery rates following Dinoprostone induction 
ranging from 55.6% to 86%.10  This variability in success 
rates across different populations may be influenced by 
factors such as maternal characteristics, cervical status, 
and healthcare facility access. The 14(29%) Cesarean 
section rate in our study was primarily due to failed 
induction, particularly foetal distress, 'mothers' fears, and 
other unfavourable conditions.  

Different authors have found a variable success 
rate of IOL with different methods. In our study, we used 
Prostaglandin Dinoprostone. Close to our study, 
Madhavi KN et al, showed that Prostaglandin 
Dinoprostone's success rate was 84% for successful IOL 
in women.9 Another local study by Khan QM et al, 
showed that the success of Prostaglandin Dinoprostone 
gel was 65.5% for successful IOL.11 Thomas J et al, 
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found that  vaginal Dinoprostone reduces the Cesarean 
section rate to about 10% ensuring its effectiveness  in 
IOL.12  

The successfulness of IOL with vaginal 
Dinoprostone varies with age group and parity. In our 
study, 154(86.5%) success was observed in 28–35 age 
groups and 161 (90.4%) with the first three parities. In 
accordance with this, Khan QM et al, in Pakistan, found 
a total of 35 cases with the success of IOL among patients 
aged less than 35 years, 28 cases with a nulliparous 
uterus, and 30 cases with first parity.11 Taner GÜNA et 
al, from Turkey, in contrast, found that multiparity 
increases the success of Dinoprostone in IOL, whereas 
age does not affect the outcome.13 

The optimal management of women beyond 36 
weeks of pregnancy is controversial.14 It was found in 9 
non-randomised controlled trials that, overall, expectant 
management of pregnancy was associated with 
approximately 22% higher odds of cesarean delivery than 
elective IOL. Most of these studies were conducted in 
women at or beyond 39 weeks of gestation. In studies of 
women at or beyond 39 weeks of gestation, the evidence 
was rated as moderate because of the size of the studies 
and the consistency of the findings. Among women less 
than 39 weeks of gestation, three trials reported no 
difference in risk of cesarean delivery among women 
who were induced as compared to expectant 
management, but all of these trials were small, older, and 
of poor quality.15 Other randomised controlled trials 
suggest that elective IOL at or above 39 weeks of 
gestation and beyond is associated with a decreased risk 
for cesarean delivery and meconium-stained amniotic 
fluid.16  

Dr. Edward Bishop created a pelvic scoring 
system in the 1960s and determined that elective 
induction was effective in multiparous women with 
uncomplicated pregnancies at term based on clinical 
experience, with a score of >8.17. Numerous trials have 
been conducted to provide low-dose prostaglandin 
pessaries to patients for outpatient usage in an effort to 
increase the Bishop score.18,19 These medications raise 
the likelihood of a normal delivery by considerably 
raising the Bishop score. Ripening agents for outpatient 
use were not used in this trial; nonetheless, the group with 
a gestational age of greater than 39 weeks had a higher 
Bishop score in relation to the delivery method. This 
serves as an indirect indication of improved delivery 
results.  
CONCLUSION 
The success rate of IOL with Dinoprostone in early or full 
term is quite high in our setup, particularly in multiparous 
pregnancies with later-age mothers. However, it is 
imperative to find a comparative study with beyond 36 
weeks versus post-term pregnancies with indicators like 
the number of vaginal doses and duration from 

administering the dose till delivery. 
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INTRAUTERINE GROWTH RESTRICTION IN PREGNANCY-INDUCED 
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Background: Pregnancy-induced hypertension (PIH) is one of the leading risk factors, commencing 
greater foetal and maternal morbidity and mortality worldwide. Among other complications, intrauterine 
growth restriction (IUGR) is a significant outcome of PIH. In the Pakistani context, the incidence of 
IUGR in PIH women and comparison with human factors is rarely determined. This study aimed to find 
the frequencies of IUGR among PIH women presenting to a tertiary care setup and determine the 
possible effect of age, gestation age, parity, and weight on IUGR. Methods: This cross-sectional study 
was conducted from 1st March to 30th August 2023 at the Department of Obstetrics and Gynaecology, 
Ayub Teaching Hospital, Abbottabad. The research comprised 159 pregnant women who had 
hypertension problems. The researcher underlined that all women underwent ultrasound biometry to 
determine IUGR per the Royal College of Obstetricians and Gynaecologists criteria. Results: Among 
the total 159 PIH women with a mean age of 27.691±2.63 years, the incidence of IUGR is 10.7%. IUGR 
was more prevalent in the 31–40 age group, i.e., 13%, having gestational age more than 30 weeks, 
i.e.16%, parity, i.e. 9.8%, and weight more than 70kg, i.e. 45.7%. Conclusion: The incidence of IUGR 
among women with PIH is low compared to neighbouring developing countries and requires 
individualised perinatal care, particularly among older aged, overweight, nulliparous, and beyond 30 
weeks of gestation on a priority basis.  
Keywords: pregnancy-induced hypertension; intrauterine growth restriction; gestational age; parity, 
weight 
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INTRODUCTION 
Pregnancy-induced hypertension (PIH) is a condition in 
which a pregnant woman beyond the 20th week of 
gestation has high blood pressure (≥140/90 mmHg).1 

Along with eclampsia and pre-eclampsia, PIH is an 
alarming concern of public health worldwide that 
affects a significant population of pregnant women.2 It 
bears a threatening risk to the foetus and mother, putting 
them at increased risk of other conditions like premature 
delivery, intrauterine growth restriction (IUGR), and 
placental abruption.3 IUGR refers to the condition of 
achieving a low birth weight of a fetus by 10 percentile 
for gestational age.4 It further devastated the pregnancy 
by 0.4%, increasing the overall morbidity and mortality 
rate and putting the neonates at high risk of poor 
neurodevelopmental and extrauterine growth restriction 
after pre-term birth.5,6 The association of PIH and IUGR 
has diverse presentations. However, as a serious 
complication of pregnancy, IUGR increases the 

perinatal morbidity and mortality of mothers and 
foetuses.  

The incidence of IUGR pregnancies 
complicated by PIH women varies. In the local context, 
Jabeen SS et al, reported 56.5% of PIH among 170 
pregnant women, even more in nulliparous and IUGR 
in 64.7% of babies.7 Globally, the prevalence of IUGR 
ranges from 7 to 15% and more in developing countries, 
i.e., 30%.8,9 Zafar H et al, found 28%, and Fox NS et al, 
reported a 48.8% frequency of IUGR in pregnant 
women with PIH.10,11 Some studies indicate a move 
strong link between IUGR and pre-eclampsia and 
haemolysis, elevated liver enzymes, and low platelet 
count (HELLP) syndrome.12 Other studies highlight the 
demographic effect of PIH on IUGR. Jabeen SS et al, 
from Iran, correlated IUGR with gestational age, type 
of parity, and mode of delivery.7  

This variability accentuates the need for 
further exploration to understand the possible 
significance of one condition affecting IUGR in PIH 
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pregnant women. Hence, this study aimed to find the 
frequencies of IUGR in the high-risk group, such as PIH 
presenting a tertiary care setting in Khyber 
Pakhtunkhwa, and determine the possible effect of age, 
gestation age, parity, and weight on IUGR. The study 
will not only help early preventive intervention in such 
high-risk groups but also will result in reducing 
maternal and neonatal morbidity and mortality.  

MATERIAL AND METHODS 
This cross-sectional study was conducted in the 
Department of Obstetrics and Gynaecology, Ayub 
Teaching Hospital, Abbottabad, from 1st March to 30th 
August 2023. The sample size of 159 was calculated with 
the expected proportion (intrauterine growth restriction) 
of 28% and absolute precision (d) of 7%8 using the WHO 
calculator. The study protocol was approved by the 
institution’s ethical review board (Approval no: B-14, 
dated 02-01-2023). Data was collected after obtaining 
written consent through consecutive sampling 
techniques. Women aged 18–40 years, having singleton 
pregnancies on ultrasound with Parity 0–4, gestational 
age >20 weeks, and PIH as per consultant diagnosis were 
included in the study. Based on Royal College of 
Obstetricians and Gynaecologists guidelines, a senior 
Obstetrician and, sometimes, a radiologist confirmed 
IUGR in complicated cases. Moreover, noted by the 
researcher herself on the specially designed proforma, 
those patients with chronic hypertension on history, 
ruptured membranes on ultrasound, history of systemic 
diseases (renal, respiratory, congenital heart disease) on 
medical record, and congenital anomalies on ultrasound 
were excluded.  

Data was analysed with SPSS version 22. 
Frequency and percentage were computed for qualitative 
variables like age groups, PIH, pre-eclampsia, and IUGR. 
Mean±SD was presented for quantitative variables like 
age, gestational age, parity, and weight. The Chi-square 
test was applied to find significant differences in IUGR 
and age, gestational age, parity, and weight. p≤0.05 was 
considered statistically significant. 

RESULTS 
A total of 159 PIH women with a mean age of 27.7±2.63 
years, ranging from 18–40 years, were studied. The mean 
gestational age was 28.6±2.19 weeks, parity was 
0.817±1.04, and weight was 63.993±7.44 Kg, as shown 
in Table-1. 

The majority of the patients, i.e., 130(81.8%), 
were from the age group of 18–30 years, and 29(18.2%) 
patients were of 31–40 age group, as shown in Table-2. 
IUGR was seen in 17(10.7%) of patients, as shown in 
Figure-1. Stratification of IUGR with respect to age, 
gestational age, parity, and weight is shown in Table-3.  

 

Table-1: Demographic variables of patients, 
n=159 

Demographics Mean±SD 
Age (years) 27.691±2.63 
Gestational age (weeks) 28.553±2.19 
Parity 0.817±1.04 
Weight (Kg) 63.993±7.44 

Table-2: Frequency of patients according to age 
group, n=159 

Age group (years) No of Patients Percentage 
18–30 130 81.8 
31–40 29 18.2 

 

Figure 1: Percentage and frequency of patients 
according to IUGR, n=159 

Table-3: Stratification of IUGR with respect to age, 
gestational age, parity and weight, n=159 

 IUGR n (%)  
p Yes No Total 

Age (years) 
18–30 13 (10) 117 (90) 130 (81.8) 0.550 31–40 4 (13.8) 25 (86.2) 29 (18.2) 
Gestational age (weeks) 
21–30 13 (9.7) 121 (90.3) 134 (84.3) 0.349 >30 4 (16.0) 21 (84) 25 (15.7) 
Parity 
0–2 14 (9.8) 129 (90.2) 143 (89.9) 0.271 3–4 3 (18.8) 13 (81.2) 16 (10.1) 
Weight (Kg) 
≤70 3 (2.3) 126 (97.7) 129 (81.1) 0.000 >70 14 (46.7) 16 (53.3) 30 (18.9) 
Total 17 (10.7) 142 (89.3) 159 (100)  

p<0.05 

DISCUSSION 
PIH is one of the leading risks for increased foetal and 
maternal morbidity, particularly in developing 
countries.13 IUGR is considered one of the complications 
of PIH. It is essential to know its incidence in Pakistan. 
This study revealed a total of 10.7% incidence of IUGR 
in PIH patients presented to Ayub Teaching Hospital, 
Abbottabad, along with its comparison with age, 
gestational age, weight, and parity. 

The incidence of IUGR among PIH patients 
varies locally and worldwide. As per Majeed S et al, 
conducted in Pakistan, it is 25.56%, which is higher 
compared to our findings, i.e. 10.7%.14 Jabeen SS et al, 
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from Iran, found a quite high incidence of IUGR in PIH 
patients, 56.5%, which is much higher than ours.6 
Moreover, Zafar H et al, and Fox NS et al,, showed 28% 
and 48.8%, respectively.10,11 To the best of our 
knowledge, only one study from Indonesia revealed a 
4.4% prevalence of IUGR, which can be considered close 
to our result. The same study indicated that PIH cases 
have 1.72 times the chance of IUGR.15 This indicates a 
substantial variation in the incidence of IUGR globally, 
with a range of 4.4 to 56.5%.  

In our cohort, the mean maternal age was 
27.691±2.63 years, with the majority in the younger age 
group, i.e., 81.8%. In contrast, the incidence of IUGR was 
higher in the late age group, i.e., 13.8%. This is in contrast 
to a study by Jabeen SS et al, where 66% of IUGR cases 
were found in early age groups.7 Majeed S et al, reported 
that most cases of IUGR were found in the late age group 
(36–40 years), i.e., 38.9%, which supports our findings.14 
Likewise, the IUGR occurrence in PIH at different age 
groups is highly variable. Nevertheless, more cases of 
IUGR are expected among the elderly pregnant cohort 
with PIH. This can possibly be due to the physiological 
changes in reproductive organs, particularly the placental 
function, which compromises foetal growth.   

The mean gestational age of our cohort was 
28.553±2.19 weeks, having more cases of IUGR, i.e., 
16% beyond 30 weeks of gestation. Jabeen SS et al, had 
65.2% of IUGR cases among 31 or above the gestational 
age group.7 In contrast, Majeed S et al, had more cases of 
IUGR, 28.8% below 28 weeks of gestation and 24.5% 
above 30 weeks .14  Whatever, the literature supports 
more incidence of IUGR cases in PIH pregnant women 
starting late in the gestational period. This can be due to 
the exacerbation of placental insufficiency due to PIH 
and the increase in intrauterine foetus growth. The 
obstetricians need to be more vigilant beyond the 30th 
week of gestation with women having PIH.   

Parity, another risk factor of IUGR, was also 
studied in this cohort, suggesting 14 nullipara women had 
IUGR compared to 3 multipara women without IUGR. 
In other studies like, Majeed S et al, had 27.2% IUGR 
cases with first and second parity, Febrina NAD et al, had 
50% IUGR cases in primipara irrespective of PIH, and 
Jabeen SS et al, had 63.1% IUGR with nulliparous in PIH 
cases.7,14,15 These indicate that multiparity is a 
contributing risk factor for IUGR. Growth limits may 
result from impaired uteroplacental circulation caused by 
the accumulated physiological demands of several 
pregnancies.16 

Women weighing more than 70 kg is another 
critical determinant of IUGR. The current study resulted 
in 46.7% of samples appearing above 70kg. This 
highlights the complexity of obesity, rendering proper 
growth of the fetus simultaneously.17 Although low 
maternal weight is a recognised risk factor for IUGR, our 
results show that being overweight may also have 

adverse effects, potentially via mechanisms such as 
worsening of hypertensive diseases and endothelial 
dysfunction.18 

Due to time constraints, the author could not 
include other potential risks like obesity, diabetes, 
anaemia, pre-eclampsia, and some demographic 
variables, and therefore, it is strongly suggested to 
include these factors and find any association with IUGR. 
Although properly calculated, the sample size of the 
current study needs to be explored with a large cohort so 
that a generalizable projection of the pregnant women 
population can be drawn and presented to the local 
community.  

CONCLUSION 
The incidence of IUGR among women with PIH is low 
compared to neighbouring developing countries. This 
study’s findings emphasise the significance of 
individualised perinatal monitoring, particularly among 
older, overweight, nulliparous, and beyond 30 weeks of 
gestation, on a priority basis.  
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and sharing of personal information, and taking appropriate 
measures to secure and protect data. 
 
4. Abstracts and Keywords 
Abstracts should not exceed 250 words and should be 
structured under the headings: Background, Methods, 
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the abstract, using terms from the Medical Subject Headings 
(MeSH) of NLM 
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a. Title of Article: Restrict the title to 75 characters or 

fewer, including spaces. [see manuscript template in 
guidelines section] 

b. Type of Article: Clearly specify the type of article 
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Communication). 
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signed by all  and submitted by the corresponding 
author on a separate form available at the website, 
[Click here to download]  

d. Second Page: (see manuscript template in Guidelines 
section) 

e. Abstract: Maintain a concise abstract, within 250 
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manuscript type, and incorporate keywords relevant to 
the content. 
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6.3 Spacing: Line Spacing: Implement 1.25 spacing 
throughout the manuscript for enhanced readability. 
6.4 Tables and Figures: 
ü Caption Placement: Place captions above tables. 

Position captions below images/figures. 
6.5 Submission Tips: 
ü Paper Review: Ensure your manuscript adheres to the 

specified formatting guidelines. Double-check for 
consistency in font, spacing, and overall presentation. 

ü Pre-Submission Verification: Thoroughly review 
your document for any formatting discrepancies. 
Confirm adherence to the prescribed guidelines before 
submission. 

 
7. Manuscript Types and Formats (for more details, see 
specific author’s guidelines for article types) 
 
8. References should begin on a separate page from page 3 
onwards. In an Original Article, references must not exceed 
30; for Review Articles, the limit is 100. References should 
be single-spaced and numbered as they appear in the text, 
following the Vancouver style, superscripted, ascending 
order, Arabic numbering (0,1,2,3…) in main text. Examples 
of different reference types can be found in the 'Uniform 
requirements for manuscripts submitted to biomedical 
journals' on the International Committee of Medical Journal 
Editors' website. 
For example: 
Journal Article: Smith AB, Johnson CD. Mindfulness-Based 
Stress Reduction and Anxiety Levels. J Mindfulness 
2022;5(3):123-135. 
Book: Johnson H. Mindfulness and Mental Well-being. 
XYZ Publishers; 2021. 
Chapter in a Book: Williams, R. Mindfulness Practices in 
Educational Settings. In: Brown A, ed. Advances in 
Mindfulness Research. ABC Publishers; 2018. p. 45-56. 
Website: Mindfulness Institute. Introduction to Mindfulness 
Meditation. [Internet]. Available from: 

https://www.mindfulnessinstitute.com/intro-mindfulness. 
Accessed July 15, 2023. 
Audio/Video File: Johnson S. Mindfulness Meditation: A 
Guided Practice. Audio recording. 2022. Available at: 
[URL]. 
 
9. Tables and Illustrations: Tables and figures should be 
submitted separately as per the automated submission 
guidelines. Each should have a title and be double-spaced. 
Figures must be professionally designed, with clear symbols, 
lettering, and numbering. Patient photographs should either 
maintain anonymity or be accompanied by written consent. 
 
10. Units of Measurement and Abbreviations: 
Measurements should use conventional units, with SI units 
in parentheses. Abbreviations should be minimised, and if 
used, should be preceded by the words they represent on 
their first appearance. Titles and abstracts should be devoid 
of abbreviations. 
 
11. Names of Drugs and Permissions: Use only generic 
names of drugs; brand names are not permitted. Materials 
sourced elsewhere should be accompanied by author and 
publisher permission for reproduction. 
 
12. Review and Processing: Upon receipt, 
acknowledgements will be issued. After editorial review, 
manuscripts will proceed to peer review. Feedback from 
reviewers will be communicated, followed by the authors' 
amendments. Upon acceptance, a letter will be provided, and 
the article will be queued for printing. 
 
13. Fee: There is no article processing or publication fee or 
article publication fee.  
 
We appreciate your adherence to these guidelines, which 
will facilitate efficient processing and enhance the quality 
of published works in MedPulse Spectrum. For any queries, 
feel free to contact us at (journal's contact email/phone). 
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s.no Authors’ Names (in sequence) Nature of contribution Signature  
1 Click or tap here to enter text. 1.   ☐      2. ☐      3. ☐      4. ☐  
2 Click or tap here to enter text. 1.   ☐      2. ☐      3. ☐      4. ☐  
3 Click or tap here to enter text. 1.   ☐      2. ☐      3. ☐      4. ☐  
4 Click or tap here to enter text. 1.   ☐      2. ☐      3. ☐      4. ☐  
5 Click or tap here to enter text. 1.   ☐      2. ☐      3. ☐      4. ☐  
6 Click or tap here to enter text. 1.   ☐      2. ☐      3. ☐      4. ☐  

Authorship credit should be based on 1) substantial contributions to conception and design, acquisition of data, or analysis 
and interpretation of data; 2) drafting the article or revising it critically for important intellectual content; and 3) final 
approval of the version to be published, 4) willing to share responsibility for the entire research work, ensuring both 

integrity and accuracy. Authors should meet conditions 1, 2, and 3. 
 
 
 
As the corresponding author, I,  Click or tap here to enter text.  confirm that MedPulse Spectrum and its Editors will not be held 
liable for any potential copyright claims from third parties or future lawsuits. In such instances, I understand that I will bear sole 
responsibility. 
I further confirm: 

• The research paper is free from libellous or unlawful statements. 
• Unlawful methods or materials were not utilised during the research. 
• All necessary legal permissions related to the research have been obtained. 
• Ethical principles were strictly adhered to throughout the research process. 
• Privacy and confidentiality of research participants have been maintained in accordance with ethical standards and applicable 

laws. 
• Any copyright claims or lawsuits arising from this publication are the sole responsibility of the undersigned author(s). 

 
Signature_________________________ 

 
Important 

i. All authors must sign independently in this form in the sequence given above. If an author has left the institution/country and their whereabouts are unknown, 
the senior author may sign on their behalf, assuming responsibility. 

ii. No addition/deletion or any change in the sequence of authorship will be permissible at a later stage without valid reasons and permission of the Editor. 
iii. If authorship is contested at any stage, the article will either be returned or not processed for publication until the issue is resolved. 



  



 


