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Abstract  

Objectives: The present study was conducted to determine the frequency of factors leading to mechanical intestinal 

obstruction among patients presenting to a tertiary care facility cross sectional studywas carried out in the Department of 

General Surgery of Ayub Teaching Hospital Abbottabad from July 2019 to December 2019.  

Subjects & Methods: The study population included patients of any gender, age from 15 years to 70 years with 

mechanical intestinal obstruction as per operational definition for more than 3 days.  

Results : Mean age of the patients was 38.69±12.720 ranging from 15 to 70 year of age and mean duration of complain 

was 35.14±31.355 ranging from 2 to 120 days. In frequency of gender of the patients, there were 115(50.9%) male and 

111(49.1%) were female. In frequency of malignancy in patients, 19(8.4%) had malignancy and 207(91.6%) had no 

malignancy.  

Conclusion: This concluded that tuberculosis and adhesion are the leading causes of obstruction among patients.   

Keywords: Mechanical intestinal obstruction, malignancy, adhesion, hernia, volvulus  

Conflict of Interest: None            Funding Source: None 

Introduction 

With prolongation of human life and advancement of 

time, the etiological factors for small and large bowel 

obstruction have changed significantly. More and more 

geriatric patients are presenting with bowel obstruction.2 

but still, bowel obstruction continues to be one of the 

most common and fatal surgical emergency. Peritoneal 

adhesions and hernia are the most common causes of 

bowel 

obstruction and contributing to 42.3%1 of the cases. 

Obstruction of the bowel may be mechanical/non-

mechanical3. Patients usually present with abdominal 

pain, vomiting, constipation, abdominal distension and 

failure to pass flatus4. Intestinal obstruction is a frequent 

and serious emergency that presents as an acute 

abdomen. Approximately 20% emergency admissions in 

surgery are for the management of intestinal obstruction.5 

Managing intestinal obstruction is a challenge for 

surgeons as various factors are considered while taking 

decision for operative or non-operative management6. 

The factors considered are age of the patients, duration 

of obstruction, volume of nasogastric aspirate, 

comorbidities, radiological findings, previous abdominal 

operations and malignancy and many more. One must 

rule out an abdominal wall hernia as a cause of bowel 

obstruction, which is seen in 26.8% of cases in virgin 

abdomen.7 In a study by Asad S, et al. has showed that 

frequency of adhesion was 36.1%, intestinal tuberculosis 

19.4%, volvulus 13.9%, hernia 13.9% and malignancy 

was 5.6% in patients with mechanical intestinal 

obstruction.8 Another study showed that frequency of 

adhesion was 18.7%, intestinal tuberculosis 9.3%, 

volvulus 17% and malignancy was 12.3% in patients 

with mechanical intestinal obstruction.9 

There is paucity of data on this subject in our local 

population. Only one study has been found so far and its 

results cannot be generalized on all population due to 

small sample size of 36 patients. This prompts conduct 

of this study on large sample size of 226 patients to get 

further local evidence. Therefore, I have planned to 

determine the frequency of factors leading to mechanical 

intestinal obstruction in our general population. Results 

of my study will provide the real picture of these factors 

in our local population and pave the way for further 

research in this topic. 
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Methodology 

This cross sectional study was conducted in department 

of surgery, Ayub Teaching Hospital; Abbottabad from 

July to December 2019. All patients, male and female 

with age from 15 to 70 years with   intestinal obstruction 

who came from OPD,emergency and referrals from other 

units were included in the study and those who have non 

mechanical intestinal obstruction and who responded to 

conservative treatment were excluded. A detailed 

explanation about the participation in the study was 

given to the patient and a written informed consent was 

obtained explaining the benefits of the study. Patients 

were evaluated by detailed history, clinical examination 

and basic demographics like age, gender, duration of 

complain. Physical examination was done for hernia 

assessment. Ultrasound was performed to assess 

volvulus. Laparotomy was performed and Biopsy was 

taken where required for histopathological confirmation. 

Data regarding factors (adhesion, intestinal tuberculosis, 

volvulus, hernia and malignancy) was noted as per 

operational definition on especially designed proforma. 

Data was analyzed with statistical analysis program 

(SPSS-version-22). 

Results 

The study was conducted at surgical unit of Ayub 

Teaching Hospital Abbottabad, a total of 226 patients 

were selected to determine the frequency of factors 

leading to mechanical intestinal obstruction among 

patients presenting to a tertiary care facility. Mean age of 

the patients was 38.69±12.720 ranging from (15 to 70 

years) and mean duration of complain was 35.14±31.355 

ranging from (2 to 120 days), there were 115(50.9%) 

male and 111(49.1%) were female. 170(75.2%) 

presented below 1-month duration of pain, 37(16.4%) 

had 1 to 2 months’ duration and 19(8.4%) had 3 to 4 

months’ duration of complain. In frequency of adhesion 

in patients, 80(35.4%) had adhesion and 146(64.6%) had 

no adhesion, 43(19.0%) had intestinal tuberculosis and 

183(81.0%) had no tuberculosis, 34(15.0%) had volvulus 

and 192(85.0%) had no volvulus, 37(16.4%) had hernia 

and 189(83.6%) had no hernia, 19(8.4%) had malignancy 

and 207(91.6%) had no malignancy. In stratification of 

duration of complain with respect to malignancy, 

patients found with malignancy below 1-month duration 

were 4(1.8%), 1 to 2 months’ duration were 10(4.4%) 

and 3 to 4 months’ duration were 5(2.2%) while 

remaining 207 had no malignancy as this finding is 

statistically significant at p=0.000, out of total 226 

patients. 

 

Table I:  Stratification of age with respect to Hernia 

 Hernia 

Yes                     No 

 

 

P-

value 

Age group               

15 to 30 years 

18 

8.0% 

53 

23.5% 

71 

31.4 % 

 

31 to 45 Years 9 

4.0 % 

90 

39.8% 

99 

43.8 % 

 

 

 

 

 

0.009 

 46 to 60 Years 

 

Above 60 years 

6 

2.7 % 

4 

1.8 % 

39 

17.3 % 

7 

3.1 % 

45 

19.9 % 

11 

4.9 % 

Total 37 

16.4 % 

189 

83.6 % 

226 

100.0 % 

 

Table II: Stratification of age with respect to Volvulus 

 Volvulus 

Yes                  No 

 

Total 

P-

value 

Age group  

15 to 30 years 

17 

7.5  

54 

23.9% 

71 

31.4% 

 

 31 to 45 Years 9 

4.0  

90 

39.8 

99 

43.8  

 

 

 

 

0.062 

46 to 60 Years 

 

Above 60 years 

6 

2.7% 

2.9 % 

39 

17.3  

9 

4.0 % 

45 

19.9  

11 

4.9% 

Total 34 

15.0 % 

192 

85.0 % 

226 

100.0 % 

 
Table III Stratification of age with respect to Intestinal 

Tuberculosis 

 Intestinal Tuberculosis 

Yes                 No 

 

Total 

P-

value 

Age group                

15 to 30 years 

15 

6.6% 

56 

24.8% 

71 

31.4 % 

 

31 to 45 Years 15 

6.6 % 

84 

37.2 % 

99 

43.8 % 

 

 

 

 

 

0.566 

46 to 60 Years 

 

Above 60 

years 

11 

4.9 % 

2.9 % 

34 

15.0  

9 

4.0 % 

45 

19.9 % 

11 

4.9 % 

Total 43 

19.0% 

183 

81.0 % 

226 

100.0 % 

 
Table IV: Stratification of age with respect to Adhesion 

 Adhesion 

Yes            No 

 

 

Total 

P-

value 

Age group              

15 to 30 years 

27 

11.9 % 

44 

19.5% 

71 

31.4 % 

 

31 to 45 

Years 

39 

17.3 % 

60 

26.5% 

99 

43.8 % 

 

 

 

 

 

0.310 

46 to 60 

Years 

                           

Above 60 

years 

11 

4.9 % 

 

3 

1.3 % 

 

34 

15.0 % 

 

8 

3.5 % 

45 

19.9 % 

 

11 

4.9 % 

Total 80 

35.4% 

146 

64.6 % 

226 

100.0 % 

Discussion 

Intestinal obstruction was an important surgical problem 

in past and it continues to be an important and potentially 



Shawana Asad et al.                          https:hbs.edu.pk 

 JHBS M&DC Vol 2(1) Jan-Mar 2022 3 

fatal cause in future. Adhesions and tuberculosis are the 

important and major causes of intestinal obstruction in 

our region Abbottabad. Tuberculosis is still prevalent all 

over the world, although its incidence is falling globally 

but in underdeveloped and developing third world, the 

disease persists due to overcrowding and malnutrition10. 

Results of our study also show that main causes for 

intestinal obstruction were adhesions and intestinal 

tuberculosis. 

 

This study shows that age range of the patients was 15 to 

70 years which is almost similar to the study conducted 

by Asad S et al, 8 in frequency of age group of the 

patients, 71(31.4%) were in age group of 15 to 30 years, 

99(43.8%) from 31 to 45 years, 45(19.9%) were from 46 

to 60 years and 11(4.9%) were above 60 years.  

Frequency of adhesions in our patients was 35.4%, this is 

comparable to study conducted by Qureshi MI11 et 

al,Muhammad et al9 and Asad et al8, they reported 38 

%,38% and 36.1% respectively, incidence of post-

operative adhesions causing small bowel obstruction. 

Increasing role of adhesions needs steps to be taken 

during surgery to help prevent adhesion formation 13, 15.  

In an autopsy study of 752 cadavers, adhesions were 

found in 67% in those that had previous abdominal 

surgery13. Another detailed study on intestinal 

obstruction reported 12 (10.4%) of 115 patients who had 

undergone first-time laparotomies had adhesions14 .They 

further noticed that of the 210 patients who previously 

had surgery, 195 (93%) were found at laparotomy to 

have intra-abdominal adhesions that were because of 

their previous surgery14 These both figures do not match 

our figures because we did not divide patients in groups 

of first time laparotomy and re- laparotomy and this is 

the limitation of our study. 

Incidence of intestinal obstruction due to tuberculosis 

ranges from 12-60%. In India, 3 - 20 % of the intestinal 

obstructions are due to various forms of tuberculosis15. In 

our study the frequency of intestinal tuberculosis in 

patients was 19.0 %( n=43) and this falls in same range 

as that in India that is 3-20%, as both are underdeveloped 

and poor countries. Our results for intestinal tuberculosis 

are also similar to previous study conducted in same 

region by Asad S et al 8. 

Volvulus is another important cause for acute large 

bowel obstruction (colonic).15 % of our intestinal 

obstruction cases were due to volvulus. Colonic volvulus 

is endemic in Africa, South America, Russia, Eastern 

Europe Middle East, India and Brazil. Incidence in these 

regions is 13 to 42% 16 

Hernia contributed 16.4% of intestinal obstruction in our 

patients which is comparable to study conducted by 

Adebambo Olelakan Bankole et al17, there results show 

that hernia caused intestinal obstruction in 15.2% of the 

cases. 

This study shows the frequency of malignancy in 

patients was 8.4 %( n=19). Malignancy can be primary 

or metastatic which obstructs the intestinal tract. The 

results of our study regarding malignancy are almost 

similar to the study conducted by Asad S et al, 8The 

overall incidence of tumoral intestinal obstruction is 

3%16 This difference in results can be due to different 

geographical distribution and different dietary habits. 

Conclusion 

The results of our study concluded that the adhesions and 

tuberculosis are top most frequent causes of mechanical 

intestinal obstruction in our region. Although some 

patients can be treated conservatively, but majority 

requires immediate surgical intervention. Steps should be 

taken to prevent adhesion formation during surgery like 

gentle handling of tissues, using starch-free and latex-

free gloves, not allowing tissues to dry out, and 

shortening of surgery time. Similarly, tuberculosis 

control programs should also be more activated. 
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Abstract  

Objective: To compare the mean pain score after fascia iliaca compartment block (FICB) versus femoral nerve block 

(FNB) for positioning for subarachnoid block for patients undergoing arthroplasty of hip joint 

Material and Methods: Quasi experimental study was conducted at Hazrat Bari Sarkar (HBS) Hospital, Rawalpindi 

from January 5, 2021 to July 5, 2021. Total 60 patients who underwent elective hip arthroplasty were selected and 

randomly divided into two equal groups. Group-A patients received fascia iliaca compartment block and Group-B 

received femoral nerve block. Pain was assessed on numeric rating scale (NRS) before nerve block and during spinal 

anesthesia positioning. Data were entered and analyzed using the SPSS 25.0. Unpaired t-test was used to compare the 

pain score between groups.  A p-value ≤0.05 was considered significant. 

Results: Total 60(30 in each group) patients with femoral fractures who underwent elective hip arthroplasty were 

enrolled and were distributed equally in Group-A = FICB and Group-B = FNB. Mean age of patients in group-A was 

53.83±13.59 year and 58.40±12.31 year of patients in group-B. The mean pain score before nerve block was 6.83±1.29 

in group A and 7.23±0.94 in group B whereas the mean pain score during positioning was 1.83±1.56 and 3.63±1.38 in 

goups A and B respectively and p-value showed significant difference (p=0.000014). 

Conclusion: Fascia iliaca compartment block provides significantly better analgesia than femoral nerve block in terms 

of facilitating optimal positioning for subarachnoid block in patients undergoing femoral fracture fixation procedure. 

Keywords: Fascia Iliaca Compartment Block, Femoral Nerve Block, Subarachnoid Block, Femoral Fracture, Total 

Arthroplasty.  

Conflict of Interest: None            Funding Source: None 

Introduction 

Femoral fracture is the most common problem in 

orthopedic trauma patients, often seen in elderly females. 

Subarachnoid block (spinal anesthesia) is favored over 

general anesthesia for hemiarthroplasty and total hip 

replacement as the patient is conscious and awake and it 

allows for early detection of complications like bone 

cement allergy and bone cement implantation 

syndrome1. Majority of patients often experience 

moderate to severe pain during positioning for 

subarachnoid block and also in the postoperative 

period2. This pain may lead to stress responses, which 

may in turn lead to increased bleeding, tachycardia and 

hypertension especially in elderly and cardiac patients3. 

For patients with femoral fractures, it has become more 

common to give peripheral nerve blocks prior to 

positioning4, rather giving systemic opioids because of 

opioids adverse effects like nausea, vomiting, pruritus, 

confusion and respiratory depression 

Fascia iliaca and femoral nerve blocks have been studied 

for positioning and post- operative analgesia in patients 

undergoing hip arthroplasty with varying results6-10 

This study is aimed at comparing the effectiveness of 

these two blocks in patients undergoing hip surgery. 

The fascia iliaca compartment block (FICB) was first 

described by Dalens and colleagues in 19898. It remains 

a popular regional anaesthetic technique for surgical 

procedures involving the hip joint and femur. The FICB 

may be thought of as an anterior approach to the lumbar 

plexus where local anaesthetic (LA) is injected 

proximally beneath the fascia iliaca, with the aim of 

blocking the femoral nerve (FN), obturator nerve (ON), 

ORIGINAL ARTICLE  
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and lateral cutaneous nerve of thigh (LCNT) 

simultaneously. Indications for FICB include pre-, peri- 

and postoperative analgesia after fractured neck of femur 

(NOF). Contraindications include previous femoral 

bypass surgery, patient refusal, allergy to LA, and 

infection at the block site. contraindications include 

patients with coagulopathy, peripheral neuropathy, or 

neurological conditions. Complications include: block 

failure, haematoma, neuropraxia, local anaesthetic 

systemic toxicity (LAST), quadriceps weakness, 

perforation of peritoneal cavity contents and bladder 

puncture. 

Traditionally, the FICB was undertaken using a simple, 

landmark-guided approach. Ultrasound guidance is now 

common place, however9-13. Ultrasound has also 

facilitated the development of more proximal, 

suprainguinal approaches to the FICB14. 

The femoral nerve block is one of the most clinically 

applicable nerve block techniques that it is relatively 

simple to perform, carries a low risk of complications, 

and results in a high success rate. A femoral nerve block 

is well suited for surgery on the anterior aspect of the 

thigh and for superficial surgery on the medial aspect of 

the leg below the knee. 

Objective 

To compare the mean pain score after fascia iliaca 

compartment block (FICB) versus femoral nerve block 

(FNB) for positioning for subarachnoid block for 

patients undergoing arthroplasty of hip joint 

Methodology 

This randomized controlled trial was conducted at 

Orthopedics Operation Theatre, Hazrat Bari Sarkar (HBS) 

Hospital, Rawalpindi from January 5, 2021 to July 5, 

2021. After permission from the concerned authorities 

and ethical committee and informed consent, 60 

patients aged between 30 to 70 years from both sexes 

who underwent elective hip arthroplasty and had BMI 

<30 were included and randomly divided into two equal 

groups. The patients unwilling to participate or having 

inability to respond to the questionnaire , incomplete 

nerve block after 15 minutes, nausea or vomiting after 

injection of anesthetic nerve block or having any 

contraindication of regional anesthesia were excluded. 

The sample size of 60 patients (30 patients in each 

group) was calculated taking 5% as level of 

significance and 80% as power of study and mean 

pain score as 2.40±0.57 with fascia iliaca block and 

1.88±0.83 femoral nerve block7. Group-A patients 

received fascia iliaca compartment block and Group-B 

received femoral nerve block. 

All the patients were given same standard intra-operative 

care and post-operative care. Anesthesia monitor of Datex 

Ohmeda was used in all patients. Pulse oximetry, non- 

invasive blood pressure monitoring and 

electrocardiography were done. 

Group-A patients received fascia iliaca compartment 

block before positioning for spinal anesthesia. Fascia 

iliaca compartment block was performed with landmarks 

using a needle insertion point 1 cm below the point 

between the lateral third and medial two thirds of a 

line between the pubic tubercle and anterior superior 

iliac spine. Two loss of resistance ‘pops’ was elicited 

as the needle punctures the fascia lata and then the 

fascia iliaca. A total of 0.3 mL/kg of 1.5% Lignocaine 

with adrenaline was injected in the space after a negative 

aspiration test. 

Group-B received femoral nerve block before 

positioning for spinal anesthesia. Femoral artery was 

palapated and the needle was introduced 1 cm lateral to 

femoral artery and 1 cm below the inguinal ligament. A 

total of 0.3 mL/kg of 1.5 % lignocaine with adrenaline 

was injected after negative aspiration test. 

The patients were asked to rate their pain using numeric 

rating scale (NRS) before nerve block and during spinal 

anesthesia positioning. The nerve block was evaluated 

every one-minute using pinprick and cotton alcohol on 

anterior, inside and outside of the knee. In case of a VAS 

>4, 05 mg of nalbuphine was prescribed. All the data 

were recorded on the specially designed proforma. Data 

were entered and analyzed using the SPSS v25.0. The 

age and pain score were described by using Mean±S.D. 

Gender and BMI were described by using frequencies 

and percentages. Data were stratified for age, gender and 

BMI to deal with effect modifiers. Post-stratification, 

independent sample t-test was used. Unpaired t-test was 

used to compare the pain score between groups. A p-

value ≤0.05 was considered significant. 

Results 

Total 60(30 in each group) patients with femoral 

fractures underwent elective hip arthroplasty were 

enrolled and patients were allotted equally in Group-A = 

FICB and Group-B = FNB. The results of gender showed 

that in Group-A, 16(53.3%) were males and 14(46.7%) 

were females. In Group-B, 16(53.3%) were males and 

14(46.7%) were females. 
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Mean age of patients in group-A was 53.83±13.59 year 

and 58.40±12.31 year of patients in group-B. In Group-

A, 13(43.3%) patients were from 30-50 years age group, 

while 17(56.7%) were from 51-70 years age group. In 

Group-B, 10(33.3%) patients were from 30-50 years age 

group, while 20(66.7%) were from 51-70 years age 

group. 

Mean weight of patients in group-A was 68.67±8.54 kg 

and 69.53±8.39 kg of patients in group-B. Mean height 

of patients in group-A was 169.43±6.24 cm and 

170.40±5.61 cm of patients in group-B. Mean BMI of 

patients in group-A was 23.81±2.61 kg/m2 and 

23.90±2.30 kg/m2 of patients in group-B. 

In Group-A, 19(63.3%) patients had normal BMI, while 

11(36.7%) were overweight. In Group-B, 20(66.7%) 

patients had normal BMI, while 10(33.3%) were 

overweight table 1. 

In FICB group, the mean pain score before nerve block 

was 6.83±1.29 and 7.23±0.94 in FNB group. In FICB 

group, the mean pain score during positioning for SAB 

was 1.83±1.56 and 3.63±1.38 in FNB group figure 1. 

The p-value showed significant difference (p=0.000014)  

Table I.  Demographic data. 

Variables Group A        Group B 

Mean Age (years) 53.83±13.59 53.83±13.59 

Mean BMI (kg/m2) 23.81±2.61 23.90±2.30 

Gender (Male 

Female Ratio) 

1.6:1.4 1.6:1.4 

Discussion 

The present study has found that both FICB and FNB 

facilitate positioning for SAB in patients undergoing 

surgeries for femoral fractures. However, FICB is 

significantly better than FNB. Reduction in VAS by 

FICB was double than that of FNB in the present study. 

This finding is not unexpected as hip receives nerve 

supply occasionally from sciatic and superior gluteal 

nerves also. These nerves are not affected by the FNB, 

explaining less reduction in pain in the group.  

Similar findings have been reported by other 

investigators demonstrating FICB to provide excellent 

pain relief for positioning for SAB.7-9 One important 

point to be noted in the present study is that the baseline 

pain VAS in patients of both groups is around 7, what 

most other investigators have reported10-11. One study has 

reported low baseline VAS as compared to our study.12 

Late presentation to the hospital, late scheduling in the 

operating list and administration of analgesics are likely 

reasons for this difference. 

Better pain relief and, therefore, better positioning with 

the FICB is well reflected in the time required for 

performing the SAB. The performance time of FNB in 

a study by Sia et al was shorter i.e. 1.8 +/- 0.7 min versus 

3.0 +/- 1.1 min (P < 0.05) for FICB.13. However, longer 

SAB performance time of almost seven min has been 

reported by Yun et al. following FICB14. In this study 

positioning time has not been recorded. 

In our study, in FICB group, the mean pain score before 

nerve block was 6.83±1.29 and 7.23±0.94 in FNB group. 

In FICB group, the mean pain score during positioning 

for SAB was 1.83±1.56 and 3.63±1.38 in FNB group and 

p-value showed significant difference (p=0.000014). our 

results are comparable to the results of Ghimire A, 

Bhattarai B, Koirala S, and Subedi A who conducted 

their study in Nepal in 2015. In their study fascia iliaca 

compartment block was compared with femoral nerve 

block for analgesia. It concluded that fascia iliaca block 

group had less pain score (1.0±1.1) as compared to 

femoral nerve block who had pain score (2.1±0.8; 

p=0.005)} for positioning the patient for spinal 

anesthesia16
. In contrast, in a study, femoral nerve block 

{pain score (1.88±0.83)} provides better analgesia than 

fascia iliaca block {pain score (2.40±0.57; p=0.013)} for 

positioning the patient for spinal anesthesia15. Clearly, 

it is difficult to compare this observation with ours since 

the definition of performance time in their study is quite 

different from ours. Nevertheless, the fact that there is 

reduction in the SAB performance time with the FICB is 

not different. Better analgesia and partial paralysis of 

some muscles (e.g. quadriceps) following FICB are the 

likely reasons for more comfortable positioning in this 

group. 

Conclusion 

Fascia iliaca compartment block is significantly 

better for analgesia than femoral nerve block in terms 

of facilitating subarachnoid block positioning in patients 

undergoing femoral fracture fixation. 
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Abstract  

Objective: To compare the mean pain score after fascia iliaca compartment block (FICB) versus femoral nerve block 

(FNB) for positioning for subarachnoid block for patients undergoing arthroplasty of hip joint 

Material and Methods: This prospective study aimed to estimate the frequency of scabies among male and female 

patients who visit the skin OPD of Ayub Teaching Hospital (ATH), Abbottabad in 2013. For this, a one-year study was 

conducted at the OPD of ATH, Abbottabad. 

Results: The data of the patients who were diagnosed with scabies were collected.  Results were analyzed using chi-

square test to know the heterogeneity of proportions of scabetic patients in the year 2013. It is found in present study, 

more cases were reported in winter and autumn as compared to summer-1, summer-2, and spring. While no difference is 

observed between male scabetic patients and female scabetic patients with the respect of their age and gender. 

Conclusion: In conclusion, results demonstrated that the prevelance of scabies may trigger in the winter and autumn 

seasons while the summer and spring seasons had fewer reported cases. 

Keywords:  Scabies, Scabetic Patients, Sacroptes scabiei 
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Introduction 

Developing countries face a high prevalence of skin 

diseases in all around the world1. These skin diseases 

vary from simple acne to scabies and sometimes turn into 

Stevens-Johnson syndrome, toxic epidermal necrolysis, 

and purpura fulminans2. Patterns of skin disease vary 

from country to country and region to region due to 

ecological, genetic issues3. Social customs and hygienic 

conditions of the person also play a vital role in the 

prevelance of skin diseases3. Most skin diseases cause a 

burden on the health department due to high morbidity 

but not increased mortality ratio4. However, scabies is 

one of the common transmissible diseases effected 

annually  300 million people all around the world5. This 

ectoparasitic dermatosis occurs due to infestation of 

Sarcoptes scabiei var. hominis causes intense itching and 

pruritis. This itching leads to scratches and results in 

impetigo. This disease has been reported for more than 

25006. Its first description as "Lice in the flesh" was 

given by Aristotle in 384 to 322 BC however in 1687 

Bonomo and Cestoni accurately described the cause of 

Scabies in a letter6. Generally, scabies is divided into two 

major categories according to the symptoms; classical 

scabies and  Norwegian or crusted scabies7. 

Transmission of scabies takes place via skin-to-skin 

contact, towels, bedsheets, and undergarments if these 

have been contaminated by the infected person within 

the last 4 to 5 days8. The clinical manifestation of the 

onset of the symptoms may occur after 10 weeks9. A 

variety of methods are available for scabies diagnosis 

including microscopy, dermatoscopy, intradermal skin 

test, antigen detection, PCR diagnostic, etc9,10. Variety of 

treatment-induced in the medical field to eradicate the 

infection11,12. Pakistan is a low socio-economic country 

which faces a high prevalence of scabies in recent 

decades. However, very limited studies were conducted 

to update the prevalence of scabies in the Abbottabad 

region of Pakistan. We conducted this study intending to 

explore the prevalence and proportion of scabetic cases 

among skin OPD. We also highlighted the distribution of 

scabies by age, sex, and seasonal patterns. 

Identification of a disease is required in pervaded 

individuals along with the brief treatment in light of the 
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fact, just because misdiagnosis can lead the way towards 

breakout, morbidity, and the burden on the world’s 

economy.11 

About 300 million individuals are infected with scabies 

every year.12 The high predominance corresponds with 

inadequate hygiene, poverty and poor healthful status13. 

Scabies is exceptionally pervasive in Africa, Southeast 

Asia, Australia, and South America.14 

This paper is aimed to discuss the frequency of Scabies 

in male and female patients attending the skin OPD in 

2013 in Pakistan. The scabies is found more among 

young adults and the children. So, we aim to explore the 

frequency of scabies between male and female patients 

in 2013. 

Methodology 

This prospective study was conducted in Ayub Teaching 

Hospital Abbottabad from January 2013 to December 

2013. During the three-year framework, all the patients 

visiting OPD with severe dermatosis were included 

under the category of clinically diagnosed diabetics. The 

data was collected with the collaboration of the working 

unit of Ayub teaching hospital. 

According to WHO guidelines patients under age 15 

were categorized as children,  15-44 were classified into 

young and adult groups whereas above 45 were defined 

as adults and elderly groups. 

The classification of the scabetic patients were done on 

the basis of age and sex. Three groups are derived on the 

basis of age and two groups are derived on the basis of 

sex. 

Age 

 (years) 

MALE 

Scabetic Patient 

FEMALE 

Scabetic Patient 

>45-Adults and 

Elderly 

166 139 

15-44 – Adolescents 

and young adults 

373 421 

<15 Children 501 503 

A square chic test was performed to study the   

pervasiveness rate in these five seasons. To compare the 

age of male and female patient’s chic square analysis 

was done on scabetic patient. 

Results 

Classification of scabetic patients on the basis of month-

wise breakup, visit the OPD of Ayub Teaching Hospital, 

Abbottabad is shown on Table I 

Chic square (x2) is appropriate test, for analyzing the 

hypothesis in which age structure of male and female 

scabetic patients were compared. 

 
Comparison of male and female scabetic patients, 

month-wise in year 2013 

Chi-square analysis of data classified into five seasons: 

Test for heterogeneity of proportions of scabetics in skin 

OPD patients in five seasons during the year 2013. Table 

II 

No difference was observed between male and female 

patients with respect to age –structure (X2 = 5.04; df = 2; 

P> 0.05) 

Discussion 

Scabies is a neglected skin disease15 in Pakistan caused 

by a parasite known as Sacroptes scabiei. The prevalence 

of scabies among patients shows the persisting epidemic 

status in Pakistan. It was a hospital based study, where 

data was collected from the skin OPD of Ayub Teaching 

Hospital (ATH), Abbottabad. The duration of the study 

was one year from January 2013 to December 2013. The 

main objective of the study was to find out the frequency 

of scabies among male and females patients visiting the  

Out of 730294 patients, 2098 patients were diagnosed 

with scabies who visit the OPD of ATH, Abbottabad in 

2013. They constitute 0.29% of the total OPD patients. 

The ∑X2 = 5.04 indicates that there is no significant 

difference between male scabetic patients and female 

scabetic patients with respect to age-structure. It is not in 

Month Jan Feb March Apr May Jun Jul Aug Sep Oct Nov Dec 

Prevalence 

Rate (%) 

3.33 4.45 4.31 3.53 3.57 2.22 3.0 2.79 3.87 4.91 5.5 5.46 
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accordance with the study of The Health Information 

Network (THIN) for 9 years (1997-2005) which estimate 

that the 8.5% of UK population were diagnosed with 

scabies17. Out of which 27,776 were females while 

22,037 were males. 

OPD of ATH, Abbottabad. There were total 156765 

patients, out of which 6304 were diagnosed with scabies. 

So, the scabetic patient constitute 4.02% of the total skin 

OPD patients. It is in accordance with the data of 

Edinburgh (1815,2000) and Denmark (1900-1970) where 

5% people were diagnosed with scabies.16  

During the year 2013 overall, 2098 patients were 

diagnosed as scabetic from a total of 730294 patients 

examined at the OPDs of all specialties. The scabetic 

patients constituted 0.29% of the total OPD patients. 

Total five seasons were included in the case study. In the 

year 2013, little cases were reported in summer-1 and 

summer-2 while in winter and autumn high cases were 

reported.  Chi-square analysis was performed to test the 

proportion of scabetics among skin OPD patients. It 

(∑X2 = 91.71) indicates a difference among five seasons.  

 The prevalence rate of summer-1 and summer-2 

were comparable (∑X2 = 3.59). 

 The prevalence rat in spring and summer-2 were 

comparable (X2=3.36; df=1; P>0.05). 

 The prevalence rate in spring and winter were 

comparable (X2=2.80; df=1; P>0.05). 

The prevalence of disease varies from season to season 

during the whole year. The high frequency was observed 

during winter. It is in accordance with the study in 

Denmark18 which shows that the high cases were 

reported during winter as compared to summer. 

Conclusion 

Scabies is an infectious disease in which the parasite 

excavates inside the skin and cause serious itching.  This 

study is aimed to determine the frequency of scabies 

among male and female patients. Chi-square test was 

performed on scabetic patients who visit the OPD of 

ATH, Abbottabad. It is found in present study more 

cases were reported in winter and autumn as compared to 

summer-1, summer-2, and spring. While no difference is 

observed between male scabetic patients and female 

scabetic patients with respect of their age and sex. 
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Abstract  

Objectives: The main objective of this study is to find out incidence of medical disorders in pregnancy. 

Methodology:  

This is a retrospective study conducted for a year (2019-2020) in department of obstetrics and gynaecology of HBS 

General Hospital 

Results: In a year out of 872 women admitted in obstetrics and gynae ward 3% had medical disorder. The peak age was 

22 to 38 years. The commonest disorder was anaemia (66%), hypertensive disorders (12.2%) UTI (12%) diabetes (6.8%) 

and other miscellaneous disorders (3%) 

Conclusion: Medical disorders in pregnancy are common and adversely affect fetomaternal outcome. Efforts should be 

made at each level to increase awareness of ANC. Anaemia is a predominate medical disorder. 

Keywords: Pregnancy, medical disorder, hypertension.  
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Introduction 

Physiological changes in pregnancy are effected by many 

surgical and medical disorders. Although some of these 

physiological changes are useful for successful 

pregnancy outcome(1). Medical disorders have impact 

on pregnancy, pregnancy itself adversely effects new 

onset or pre-existing medical conditions. 

The prevalence of medical disorders during pregnancy 

increases because of lifestyle and delay in child birth and 

advancement in modern medicine(2). All physicians 

need to have basic knowledge about medical disorders in 

pregnancy. This includes pregnancy counselling, 

optimization of medical therapy along with 

multidisciplinary management during pregnancy and in 

puerperium. 

Maternal deaths are classified as direct i.e. because of 

obstetric cause & indirect deaths are because of medical 

disorders. It has been observed  that during last 25 years,  

there is marked rise in rate of indirect deaths (2) and fall 

in direct death rate. 

Pregnancy associated with medical disorder has great 

impact on maternal health. 20% of maternal deaths are 

due to exacerbation of medical conditions during 

pregnancy(3).  

In Pakistan one in three women die in  60 minutes either 

due to pregnancy or child birth related complications(4). 

There are many causes of adverse fetomaternal outcomes 

all around the world, more in third world  countries(5). 

High risk pregnancies i.e. the pregnancies with 

associated medical disorders are followed until delivery. 

Although lot of work is done all around the world on this 

subject but not much published data is available from our 

part of world. In this study our aim is to find out the 

incidence of type of medical illnesses during pregnancy 

in our local community. 

Methodology 

This is retrospective study conducted in department of 

obstetrics & gynaecology HBS General Hospital 

Islamabad from December 2019 to December 2020. The 

study was accepted by the hospital institutional review 

board. Social and demographic information, parity, 

gravidity, duration of pregnancy at the time of 

presentation and type of medical disorders were 

recorded. After ethical clearance from hospital research 

committee, the data was collected. 

The information was gathered from obstetrics ward and 

labour ward in addition to gynaecological ward. The 

criteria for the diagnosis of hypertension is sustained BP 

of 140/90 at two different occasions. The criteria for 
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diabetes is fasting blood sugar level of more than126 

mg/dl.other investigations include baseline investigations 

like blood CP, urine R/E,HBsAg, antiHCV,TSH etc. 

The patients whose diagnosis was not made were not 

included in our study. Cases that were not proved by lab 

workup were also excluded from the study. Data analysis 

was done by using SPSS version 22. The mean and 

standard deviation was calculated. 

Results 

During the period of our study out of all the pregnant 

women admitted 3% had medical disorders. The peak 

age of reproduction was 22-38 years. Approximately two 

third of women were multi parous. Two fourth of women 

were primipara. Most of the patients at the time of 

admission were at third trimester of pregnancy. 

Anaemia is the commonest medical condition 

encountered in our study it’s about 66%. Majority of 

them had iron deficiency anaemia with moderate severity 

& few of them were admitted with sever iron deficiency 

anaemia. 

Second commonest disorder encountered was 

hypertensive disorders (12.2%). Majority have PIH, pre-

eclampsia was seen in 12 women and 3 patients with 

eclampsia were admitted. 

Diabetes was diagnosed in 6.8% of cases. Out of these 

6.8%, two third had gestational diabetes and remaining 

had established diabetes. Urinary tract infection was 

accounted in 12% of women during the time period of 

this study. 3% were diagnosed with other infectious 

diseases. Majority of them had positive HBsAg, 

respiratory tract infection and hypothyroidism. 

Discussion 

The frequency of medical disorders in pregnancy in our 

research is 3% which is comparable with study done by 

Agwvet etal(6). In our study the commonest medical 

disorder is Anaemia. This is certainly high because the 

surrounding or drainage area is quiet under developed 

and picked cases were admitted not solely for severe 

anaemia but antenatal cases with mild to moderate 

anaemia were also included. 

 Idowu etal recorded incidence of 76.5% among 365 

women attending AN clinic in tertiary care hospital at 

Abeokutya (7)  

Hypertensive disorders of pregnancy are ranked second 

common medical condition in this study. Pakistan is 

ranked 3rd in terms of maternal fetal deaths(8). 1/3rd of 

maternal mortality among women admitted for delivery 

in tertiary care centres in Pakistan is because of 

eclampsia. In this study 12.2% of pregnant women were 

diagnosed with pregnancy associated hypertensive 

disorder(4). Another study showed incidence of 

hypertensive disorders as high as 22% (9).It has been 

considered that high incidence of complications is 

because of delay in the diagnosis and recognition of pre-

eclampsia and eclampsia(10)(11). 

Urinary tract related infection is also a common medical 

condition seen in our study and is similar to Nigerian 

study(6). This indicates the importance of screening for 

asymptomatic bacteriuria during antenatal time period. 

UTI was also ranked third in study conducted in Ebony 

State(6)  in which  UTI contributes 19.2%. 

Many studies report increasing incidence of gestational 

diabetes which is associated with sedentary life style and 

increased screening rate(12) .  

Our study ranked D.M as fourth commonest medical 

condition seen in pregnancy. Infectious diseases & 

endocrine disorders are also included in this study. The 

incidence of medical condition in pregnancy is thought 

to be associated with advance maternal age due to 

delaying child bearing as a result of marrying at later 

age(13)  and to achieve professional goals.  

Booking status is also associated with medical disorders 

in pregnancy, seems to be more common in booked 

patients. This might be because unbooked patients 

usually presents in labour and you do not have 

opportunity to diagnose medical disorders. 

This study has its own limitations. First it was a single 

centre study so results cannot be generalized. Secondly, 

sampling techniques was convenient consecutive 

sampling, selection might be bias. 

Conclusion 

There is much change in incidence of medical condition 

in pregnancy over years because of change in life style, 

and advancement in medical science. In recent years, 

there is not much fall in morbidity or mortality during 

pregnancy resulting from treatable medical conditions. 

Multi-disciplinary approach should be done for reduction 

in complications associated with medical disorders. 

Preconception counselling is also useful. 
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Abstract  

Objective: The current study was performed to assess the awareness of health linked aspects of COVID-19 infection 

among health care workers. The aim of this study is to evaluate the understanding of COVID-19 disease and associated 

infection control practices, among the paramedical staff of HBS General Hospital and Al-Nafees Hospital, Islamabad.  

Material & Methods: The survey-based study consists of questions regarding corona virus infection and associated 

infection control practices.  Study conducted at HBS General Hospital, Islamabad and Al-Nafees Hospital, Islamabad 

from 1st November till 31st December 2020. The questionnaire was given to the paramedical staff of HBS General 

Hospital and Al-Nafees Hospital, Islamabad during COVID-19 pandemic. The proforma consist of thirty questions, the 

option for answer to each question was either ‘Yes’ or ‘No’. The accurate response was noted as one, while the incorrect 

response was noted as zero. Paramedical staff (Responders) comprised of following categories. 

Nurses, Laboratory staff, Operating room technical assistant (OTA), Phlebotomist. The data of different sets of 

questions were analysed using SPSS version 23.  

Results: In the present study n= 110 paramedical staff were given questionnaire; there were 102 respondents who 

submitted responses.  Paramedical staff categories are as follows: (nurses) n=49.  (Laboratory staff) n=20 phlebotomists 

n= 8, (OTAs) n=25   and according to gender among respondents, Females n=63 (60.2%) and males n= 39(39.8%), Male 

to female ratio of (1:1.5). The mean age of the participants was 28.24±6.11 years (range: 20–56). When answers were 

analysed 68.13% correct answers on the knowledge-based questions with 91.2% workers responding correctly to the 

practice-based questions. 

Conclusion: it is concluded that our healthcare staff demonstrated good follow up of procedures regarding infection 

control protocols were deficient about knowledge regarding COVID 19 virus and related issues. This calls for more 

efforts for awreness of healthcare workers in our setup about virus nature, and important aspects of disease.    

Key Words: Paramedical staff, knowledge, practice, COVID 19  

Conflict of Interest: None            Funding Source: None 

Introduction 

Currently the pandemic (COVID -19) affecting the globe 

is caused by a new strain which was not found 

previously in humans. The virus that stimulates COVID -

19 was at first termed Novel corona virus (2019-nCoV 

)and was then termed as severe acute respiratory 

syndrome coronavirus 2 (SARS-CoV-2) by the 

International Committee on Taxonomy of Viruses 

(ICTV).1 The World Health Organization (WHO) 

declared coronavirus disease as a pandemic on March 11, 

2020.2    

Health-care workers (HCW) are essential component of 

any health-care facility. The continuing COVID-19 

pandemic puts HCW’s at a significant increased risk of 

infecting with SARS-CoV-2) and can lead to significant 

damage as a result.3 Mounting burden of increasing 

COVID-19 infection, thousands of HCW’s across the 

Asia-Pacific region are endangering their lives trying to 

pullover the spread of COVID-19.4 

Studies have pointed out that many health care workers 

have succumbed to the virus.5According to fresh data 

from the National Emergency Operations Centre 

(NEOC), the numeral of doctors, paramedical staff and 
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nurses infected with the virus across Pakistan has 

reached 3,196.6 

An important lesson learned during this pandemic is that 

the healthcare system has   limited resources and it is 

necessary to make best use of those available .7 

Paramedical staff is the backbone of a working hospital 

and is the first to be exposed and to come constantly in 

contact with the patient and his relatives.8 Preventive 

measures and adoption of safety precautions while 

dealing with a case of COVID-19 infection are highly 

effective in containing the disease transmission.9 

The present study aims to guesstimate the awareness of 

basic aspects of COVID-19 infection, its disease and 

personal safety in this regard among the paramedical 

staff of HBS Medical hospital, Islamabad. 

Methodology 

The study is based on a questionnaire on awareness, by 

knowledge, and infection control practices related for 

COVID-19 infection in the healthcare facility. The 

knowledge and practice section incorporated thirty units , 

and the answer to single question was either ‘Yes’ or 

‘No’. Correct answer was pointed as one, while the 

incorrect response was as zero. 

The responders will comprise of paramedical staff from 

the HBS Medical & Dental Hospital and Al Nafees 

Medical Hospital. Responders will be segregated on the 

basis of age, gender and designation as 

 Nurses  

 Laboratory staff 

 Operating room technical assistant (OTA) 

 Phlebotomist  

Statistical Analysis:  Statistics was performed for all 

groups and subgroups depends upon the percentage of 

correct responses. SPSS version 23 was used to analyze 

the data. Single pairwise comparisons were done by 

using the median test for the percentage of correct 

responses. 

Results 

There was a total of 102 respondents in the study with a 

male to female ratio of 1:1.5. The mean age of the 

participants was 28.24±6.11 years (range: 20–56), 63 

(60.2%) were females and 39(39.8%) were male. 

Laboratory workers (n=20), phlebotomists (n=8), OTAs 

(n=25), and nurses (n=49), participated in the survey. 

Mean of correct response was (21.7) 

The response along with questions is shown in the Table: 

1.  

Frequently missed questions are mentioned in Table II. 

Table I: The response to the 30 questions in the questionnaire 

Q 

No 

Question  Answer  Correct 

response 

Incorrect 

responses 

1 Do you know what 

type of infection is 

COVID-19? 

 

Viral  100 (98%) 2 (2%) 

2 Do you know what 

are the ‘ROUTES’ 

of spread of 

COVID 19?  

 

Infected saliva, 

respiratory 

droplets, 

infected body 

secretions, 

touching face/ 

nose, by 

shaking hands, 

mother to 

child, fomite 

(options given 

with Yes and 

No ) 

53 (52%) 49(48%) 

3 Do you know what 

is the treatment of 

‘COVID 19’?

  

Yes  

Details not 

asked.  

 

81 (79.4%) 21 

(20.6%) 

  Explanatory statements 

Latest information regarding COVID treatment: 

 Serious COVID-19 before hospitalization? 

 The therapies are a combined use of casirivimab and imdevimab, 

(Regeneron)/a combination of bamlanivimab and etesevimab, (Eli Lilly).  

 People hospitalized with COVID-19? 

 IDexamethasone and other corticosteroids (prednisone, 

methylprednisolone). 

 Remdesivir, Baricitinib in combination with remdesivir, adults and 

children  with age 2 years and older which need  respiratory assistance. 

 Anticoagulation drugs ("blood thinners")10 

4 Is COVID 19 

treatable disease? 

Yes  91 (90.1%) 10  

(9.9%) 

5 If not treated 

COVID always 

lead to death of 

person?  

No  79  

(77.5%) 

23  

(22.5%) 

6 Do you use surgical 

gloves before 

taking specimen for 

COVID? 

Yes  98 

(96.1%) 

4 

(3.9%) 

7 Do you take 

infection prevention 

& control (IPC) 

precautions before 

taking specimen for 

any infection? 

Yes  95 

(94.1%) 

6 

(5.9%) 

8 Do you discard 

used syringes in 

sharps disposal 

containers? 

Yes  100 

(99%) 

1 

(1%) 

9 Do you sterilize the 

instrument once 

used?  

Yes  99 

(97.1%) 

3 

(2.9%) 

10 How can you 

prevent the spread 

of COVID 19? 

 

(options given 

with Yes and 

No) 

 

100 

(98%) 

2 

(2%) 

 Explanation: By hands washing,, using water and soap, for minimum 20 

seconds, or an alcoholic-based hand rub.by wearing gloves, by avoiding 

gatherings, by wearing mask, keeping safe distance, not eye contact with 

hands, mouth or nose. By covering mouth and nose with tissue or bent 

elbow a when sneezing or coughing. Staying home if feeling not well. 

If suffering from cough, fever and difficulty in breathing,  for seeking 

medical attention. Do not use public transportation, avoid sharing 

personal household items by improving immunity.11 

11 Do you discard 

mask and gloves in 

infection waste bin?

  

Yes  100 

(98%) 

2 

(2%) 

12 Do you discard 

mask and gloves in 

non-infection waste 

bin? 

No  71 

(70.3%) 

31 

(30.7%) 
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13 Is there a sharp 

container readily 

available for 

disposing syringes? 

Yes  99 

(97.1%) 

3 

(2.9%) 

14 Do you cut the 

needle before 

disposing to the 

sharp container? 

Yes/No  83 

(81.4%) 

19 

(18.6%) 

15 Common symptoms 

of COVID infection 

are…. 

Body aches, 

sneezing, flu 

like symptoms, 

dry cough, high 

grade fever, 

shortness of 

breath, loss of 

smell and taste 

conjunctivitis 

Headache 

(options given 

with Yes and 

No ) 

 

46 

(45.1%) 

56 

(54.9%) 

16 A close contact is a 

person: (Tick all 

which are correct) 

Who is within 

6 feet (2 

meters) of 

infected person 

for prolonged 

period 

39 

(38.2%) 

63 

(61.8%) 

17 Asymptomatic 

patients can 

transmit COVID?

  

Yes  94 

(92.2%) 

9 

(8.8%) 

18 Only elderly 

patients with 

chronic diseases are 

more prone to 

develop severe 

symptoms. 

No  

(options given 

with Yes and 

No) 

20 

(19.6%) 

82 

(80.4%) 

19 A preferred test to 

identify acute 

infection with 

Covid-19 virus is: 

PCR detection 

by nasal swab 

(options given 

as Yes and No 

)  

64 

(62.7%) 

38 

(37.3%) 

20 The most effective 

paractice for 

prevention of 

Covid-19 in 

healthcare facility? 

(OPD/ ICU 

/WARDS). 

Avoid 

exposure by 

using PPE 

(Personal 

protective 

equipment) 

(options given 

as Yes and No) 

71 

(69.6%) 

31 

(30.4%) 

21 Do you know what 

is          “herd 

immunity” 

Yes  

Herd immunity 

is a concept 

used for 

vaccination, in 

which a 

population 

could be 

protected from 

a certain 

virulent 

organism like 

virus if a 

threshold of 

vaccination is 

reached. 

79 

(77.5%) 

23 

(22.5%) 

22 Do you think 

COVID infection is 

fatal in all cases?

  

No  73 

(72.3%) 

28 

(27.7%) 

23 People who had 

contacted with the 

COVID-19 virus 

should immediately 

be isolated for a 

period of 14 days… 

They should be 

isolated for 10 

days. 

 

(options given 

as Yes and No) 

11 

(10.8%) 

91 

(89.2%) 

24 What personal 

protective 

equipment (ppe) 

should be worn by 

healthcare workers 

or persons in direct 

contact with 

infected patients? 

Gloves, gown, 

eye protection, 

respirator N95 

(options given 

as Yes and No) 

95 

(94.1%) 

6 

(5.9%) 

25 Is there a vaccine 

available for 

COVID 

19infection? 

Yes  84 

(82.4%) 

18 

(17.6%) 

26 The correct steps in 

putting on personal 

protective 

equipment (PPE) 

is… 

Hand wash 

then Gown 

then 

Surgical/mask 

then Face 

Shield then 

Gloves. 

(options given 

as Yes and No) 

77 

(75.5%) 

25 

(24.5%) 

27 The correct steps in 

putting off PPE 

is…. 

Gloves then 

Hand Hygiene 

then Eye 

protection then 

Gown then 

Hand Hygiene 

then Mask then 

Hand Hygiene. 

(options given 

as Yes and No) 

77 

(75.5%) 

25 

(24.5%) 

28 Do you maintain at 

least 1 meter 

distance with others 

when they cough, 

sneeze or speak 

outdoors? 

Yes  77 

(75.5%) 

25 

(24.5%) 

29 Do you think 1 

meter distance is 

sufficient with 

others when they 

cough, sneeze or 

speak indoors? 

No  60 

(58.8%) 

43 

(42.2%) 

30 We can reuse… Yes  

(options given 

as Yes and No) 

58 

(57.4%) 

43 

(42.6%) 

 Respirator: Explanation  

Medical masks (also called as surgical masks) are made of three layers 

of synthetic materials designed for having filtration layers inserted at 

the middle offered in various thicknesses have a variety of levels of 

filtration and fluid-resistance. 

Respirators (also called filtering facepiece respirators – FFP) are 

obtainable at different performance stages such as FFP2, FFP3, N95, 

N99. Respirators are specific for a variety of processes because they 

have a tightly packed component to them. Respirator masks are intended 

to protect healthcare workers   give care to COVID-19 patients in 

settings and areas where aerosol producing procedures are carried out. 

Healthcare workers need to be fit tested before using a respirator to 

ensure that they are using the correct size. A loose-fitting respirator will 

not give the same protection to the user and may permit small particles 

to get inside the mask via the sides.12  

 

Table II: Frequently missed questions 

Question 

number 

Question  Correct 

response 

5 If not treated can COVID lead to death of 

person? 

23 / 102 

15 Common symptoms of COVID infection are…. 46 / 102 

16 A close contact is a person: (Tick all which are 

correct) 

39 / 102 

18 Only doddering and patients with incurable 

diseases are more prone to develop severe 

symptoms. 

20 / 102 

23 People which have contact with the COVID-19 

virus should immediately be isolated for a period 

of 14 days… 

11 / 102   

Knowledge scores were calculated by assigning 1 point 

to each correct answer, and a 0 to an incorrect/unknown 

answer. The total knowledge score ranged from 0 to 15, 

with higher scores signifying better knowledge. 

Practice was assessed as good and poor. There were 8 

questions to assess the practice score. The average score 

on the practice questionnaire was calculated and used as 

a cut off for good and poor. The average score was 7 and 

scores below 7 was labelled poor. 
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Discussion 

Healthcare workers play a pivotal role in COVID-19 

management as front-liners. They are the first point of 

contact with COVID-19 patients in hospitals and 

laboratories.13 Henceforth, they are at high risk for severe 

acute respiratory syndrome from SARS-COV-2 

infection.14The best way for HCWs to prevent this 

infection is through having proper knowledge and 

practice with competency in donning, doffing, and 

proper use of personal protective equipment (PPE).15 

From this time, an assessment of the current status of 

knowledge and practice towards PPE among HCWs is 

duly needed. 

This is a cross-sectional study conducted with the 

objective to assess the knowledge and practice among 

healthcare workers toward the ongoing COVID-19 

pandemic. The questions assessed the provider’s 

knowledge on clinical manifestations, mode of 

transmission, prevention, and control of COVID-19 

along with an assessment on their practices regarding the 

safety procedures employed in cases of infectious 

diseases.  

The findings of this study with relation to question based 

to asses’ knowledge: 68.13% gave correct answers, 

percentage being less than found in a similar study 

conducted in Henan, China which reported that 89% 

healthcare workers surveyed demonstrated sufficient 

knowledge of COVID-19.16 

Knowledge about COVID 19 being a treatable viral 

disease and the preventive measures and the equipment 

used to curtail the spread of disease was sufficient (> 

90% correct answers).  

Sufficient knowledge about COVID 19 vaccine 

availability was found among the respondents, similarly, 

steps of donning and doffing of PPE, outpatient   

protocols, social distancing parameters and treatment 

schedule (advised by doctors in the hospital), in the 

above mentioned field (>70% correct answers) was 

demonstrated by the participants. In a similar study in 

China  Linh T. observed directly the health care workers 

in the hospitals he found that 90% of observed   health 

care workers followed incorrect doffing donning 

sequence, of PPE.17 In the present study only knowledge 

was judged but the health care workers were not assessed 

while practising in work place .  

The knowledge about the fact that PPE is the best 

method of avoiding exposure in ICU was insufficient 

(69.6% correct answers) also that while coughing and 

sneezing indoors 1m distance is insufficient (58.8% 

correct answers) and we can reuse respirators (57% 

correct answers). More responders thought that antibody 

testing or blood PCR was the most preferred test for 

diagnosis of COVID 19 infection rather than PCR of 

nasal swab (69.6% incorrect answers). A study 

conducted among healthcare workers in Nepal in 2019 

showed their knowledge regarding questions about 

COVID 19 being viral disease, mode of transmission, 

symptoms and prevention as 96.1%, 27.2%, 90% correct 

responses.18 A study conducted in clinicians including 

healthcare workers and general public in China showed 

that 80.5% had proper knowledge about tests for COVID 

19.19 

The most frequently missed questions were also of 

knowledge domain regarding the knowledge of common 

symptoms, close contact, duration of isolation and a 

misconception that only elderly get severe disease or 

untreated COVID infection always lead to death (45.1%, 

38.2%, 19.6%, 10.8% correct answers respectively). The 

scores obtained for similar questions by Giao H et al 

(2020) in Ho Chi Minh City, China yielded better results. 

The frequency of correct answers for questions regarding 

the mode of transmission, the isolation period and 

treatment were 67%, 65.8%, 58.4% respectively in their 

study.20 

In the present study, healthcare workers’ practices were 

found to be mostly appropriate with 91.2% workers 

responding correctly to the practice-based questions. 

This finding is comparable to a similar study in China, 

which found 89.7% of the healthcare workers followed 

correct practices regarding COVID-19.16A study 

conducted in Singapore also yielded similar findings.17 

A large-scale study in Bangladesh showed that the 

healthcare workers had an overall good knowledge and a 

positive attitude but a poor practice regarding PPE. Of 

them, 99.5% (n=391) had good knowledge, 88.8% 

(n=349) had positive attitude and 51.7% (n=203) had 

good practice regarding PPE.21This is in contrast to our 

study which showed that practice is better than 

knowledge. 

A study in Dhaka, Bangladesh showed that more than 1 

in 10 HCWs at Mugda Medical College & Hospital were 

effected with SARS-CoV-2 while working in the hospital 

within the first two months of COVID-19 pandemic in 

Bangladesh. The affected emploees were mostly of 

younger age group and with less treatment resistent. 

Nurses were the most affected ones’ HCW.22 

Conclusion 

Healthcare workers are the most vulnerable to infection 

and they should not derelict their prevention by engaging 

in upmost practices at work as they are first to deal with 
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infection. As compared to international studies, our 

healthcare staff demonstrated insufficient knowledge 

regarding SARS CoV2 infection. This calls for more 

efforts for teaching of healthcare workers in our setup.   
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Abstract  

Background: Compare the effectiveness and safety of tramadol hydrochloride vs ketorolac tromethamine in terms of 

post-operative pain. 

Methods:  This cross sectional study was conducted in Hazrat Bari Sarkar (HBS) 500 bedded teaching hospital from 1st 

October 2018 to 31st march 2019 in department of surgery in 90 patients. Patients were randomly divided in two equal 

groups. The post-operative pain in Group I was controlled with tramadol hydrochloride 100 mg diluted intravenously, 

while in Group II postoperative ketorolac tromethamine 30mg diluted in 100ml intravenously. 

Results: In Group I, 21 patients were male and 24 were female. In Group II, 19 patients were male and 26 were female. 

Mean age for Group I was 41 and for Group II was 39.5 years. When overall analgesia at 24 hours postoperatively was 

compared, tramadol showed a more rapid action of analgesia at initial score reading. At 6 hours ketorolac tromethamine 

showed better analgesia cover than tramadol hydrochloride. Tramadol hydrochloride showed appreciable analgesia at 

12th and 24th hours. No respiratory or cardiovascular changes were noted in any group. 

Conclusion: Tramadol hydrochloride is effective analgesic given postoperatively and can be given to all post-operative 

patients done either electively or emergency. 

Key Words: Analgesia, Ketorolac, Post-operative pain, Tramadol  
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Introduction 

Pain remains a tremendous burden on patients and for the 

health care system, with uncontrolled pain being the 

leading cause of disability in this country. Post-operative 

pain is one of factors causing delayed recovery of 

patients and increased morbidity like atelectasis and 

pneumonia. There has been lot of cost and burden on 

hospitals due to increased stay of patients. Post-operative 

pain severity was determined in a study in Zabol which 

showed the patients who had different abdominal surgery 

with approximately half of the participants among them 

experienced severe pain (41.8%) and 20% experienced 

extreme pain. However, independent t-test indicated a 

significance relationship between mean pain intensity 

and gender (p=0.002).1 

There are a variety of medications that can be used in the 

treatment of pain, including paracetamol, non steroidal 

anti inflammatory drugs (NSAIDs), steroids and opioid.  

NSAIDs include ibuprofen diclofenac and new drugs like 

ketorolac. Previously used opoids including Nalbufin, 

Morphine, Pathidine had undesirable effects including 

sedation and addiction. Now with the development of 

newer pharmacological agents like tramadol, chances of 

drug dependency is far less as compare to the older 

group mates. Ketorolac is used for short-term 

management of moderate to severe pain2. It is usually not 

prescribed for longer than five days, due to its potential 

to cause kidney damage.  

Mechanism of action for ketorolac's anti-

inflammatory, antipyretic and analgesic effects is the 

inhibition of prostaglandin synthesis by competitive 

blocking of the enzyme cyclooxygenase (COX). 

Ketorolac is a non-selective COX inhibitor3. It is 

considered as first-generation NSAID.  

In Pakistan there is less use of opioids because of poor 

compliance due to side effects and dependency on drugs. 

NSAIDS are over the counter available drugs and they 

are not effective usually because patients have already 

used a variety of drugs and sometimes they are smokers 

and addict. There is a strong check on availability of 

opioids as they are controlled drugs. The drugs having 

strong analgesic effect similar to opioids and less side 
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effects are needed to manage patients for post-operative 

pain. 

The reason for choosing Ketorolac and Tramadol is their 

availability and easy management of patients. Side 

effects are gastric mucosal bleed, renal damage and 

coagulopathy. 

Tramadol hydrochloride was first introduced in clinical 

practice in the late seventies as a strong analgesic of 

opioid profile. Tramadol however causes nausea, 

vomiting and vertigo but had less sedative effect. 

Depending on the clinical situation, these drugs can be 

used as monotherapy or in conjunction with other types 

of medications in a multimodal approach. Pain was 

compared by various scoring systems like Visual 

Analogue Scale (VAS) and others in post-operative 

period to see effects and any adverse effects of drugs 

with their effectiveness in making patients recover from 

surgery. Studies showed comparable effect as seen in our 

study. 

Oriol-López studied 100 patients who underwent 

laparoscopic surgery were managed for post-operative 

pain with 50 mg of dexketoprofen in group I every 12 

hours and ketorolac 30 mg every 8 hours for group II 

with rescue para-ketamol and tramadol if the VAS ≥ 4. 

The percentage of VAS values obtained in group I was 

smaller with less rescue dose of paracetamol in 64% 

compared to 86% in Ketorolac Group II. Time required 

for analgesia was 4.76 hours in I compared to 3.6 hours 

with significant p <0.000. The dexketoprofen in 

laparoscopic surgery is a better option in the control of 

postoperative pain1. 

The study conducted in USA compared opioids with 

acetaminophen plus ketorolac for post- operative pain 

showing less opioids used in second category of drugs (P 

= .002) tolerated meals earlier (P < .001) and had less 

constipation (P < .001). Base-case analysis showed use 

of opioids is both most costly and least effective. Then 

opioids and IV acetaminophen second in both cost and 

effectiveness. However, opioids plus IV acetaminophen 

and ketorolac is least expensive and most effective in 

post-operative pain management.2 

A meta-analysis used single diclofenac for post-operative 

pain. Three studies (277 participants) used diclofenac 75 

mg and 50 mg placebo. The proportion of participants 

with at least 50% pain relief with diclofenac was 65% 

compared to placebo 23%. Others used IV diclofenac 

versus IV ketorolac and the proportion of participants 

using rescue medication with diclofenac 75 mg was 47% 

(24/51).The proportion of participants using rescue 

medication with ketorolac 30 mg was 26% (12/47).3 

Munro in 2002 administered ketorolac with a greater 

proportion of participants having discomfort with 

activity on postoperative day one (59% versus 20%, P < 

0.05).  

Hamza 2012 compared postoperative ketorolac versus 

meperidine with no statistically significant differences 

between ketorolac and meperidine (P > 0.05). Saryazdi 

2016 compared a single postoperative dose of 0.5 mg/kg 

of ketorolac with a single dose of pethidine 1 mg/kg, 

both administered intravenously. Pain intensity was 

assessed in the PACU, and at 1, 2, 6, 12, and 24 hours 

post-surgery. There was only a statistical difference 

between groups at two hours; those receiving ketorolac 

had a mean pain intensity of 3.88 ± 0.93 versus 5.60 ± 

1.41 in the pethidine group (P < 0.001). 4 

Tramadol administration was 31 out of 38 and 8 out of 

37 subjects belonging to groups A and B, respectively. 

The Odds Ratio of group A patients asking for more pain 

killer was 16.0 [5.2-49.9] (p < 0.001) compared to group 

B as compared to Ketorolac.14 

This meta-analysis had total of 3,761 patients, of which 

1,964 received preincisional treatment, were studied. The 

percentage of trials with a significant finding in favor of 

preemptive analgesia did not differ between trials of high 

quality (score, 4–5) and trials of lower quality (score, 2–

3) (P 0.67, Fisher test). 18 

The rationale of this study was to compare effectiveness 

and safety of tramadol hydrochloride and ketorolac 

tromethamine in post-operative pain. 

Methodology 

This study was conducted at Department of Surgery, 

Hazrat Bari Imam Sarkar Teaching Hospital from 1st 

October 2018 till 31st March 2019. Total 90 post-

operative patients who consented were included in this 

study. Patients were randomly divided in two equal 

groups of 45 patients in each group undergoing elective 

and emergency surgery. Post-operative pain was 

recorded according to Visual Analogue Score (VAS) 

(Table 1). Group I received Tramadol Hydrochloride 100 

mg diluted intravenously for pain, while in Group II, 

Ketorolac Tromethamine 30mg diluted in 100ml saline 

intravenously was given.  

Patients received medication within 15 minutes of 

complaining of pain.  After surgery Group I was 

administered parenteral 100 mg Tramadol approximately 

40 min before the end of surgery while Group II was 

administered 30mg Ketorolac diluted with saline 

solution. After recovery from anesthesia at 3-5hours, 

pain score were taken for both groups on VAS score.  



Salma Ghulam Nabi et al.                                     https:hbs.edu.pk 

 JHBS M&DC Vol 2(1) Jan-Mar 2022 23 

For each patient the intensity of pain was assessed both 

at rest and on movement (coughing, deep breathing, 

movement of lower limbs). At the scheduled times (2, 

6hrs, 12hrs, and 24hrs), the following parameters were 

evaluated by nursing staff and doctor on duty on a 

proforma approved by ethical committee: 

Hemodynamic stability; respiratory function; the 

appearance of any side effects as vomiting, dizziness, 

stomach pain; the level of sedation; and the need for any 

further doses of analgesic. When patients needed extra 

doses of analgesia in between the allocated time for 

analgesia, it was recorded on Performa. 

Results 

The salient features as shown in Table 1 are 45 patients 

in each group. In Group I, 21 patients were male and 24 

were female. In Group II, 19 patients were male and 26 

were female. Mean age for Group I was 41 and for 

Group II is 39.5 years. 

Table II: Details of Patients in Both Groups 

 Group I 

Tramadol 

Group II 

Ketorolac 

Sex M/F 

Mean Age (years) 

21/24 

41 

19/26 

39.5 

Surgical Procedures: 

Cholecystectomy 15 15 

Appendectomy 12 8 

Paraumbilical hernioplasty 2 2 

Inguinal hernioplasty 2 2 

Incisional hernioplasty 0 1 

Gastric outlet obstruction 1 0 

Perianal fistula 2 4 

Perianal abscess 2 2 

Breast abscess 1 0 

Thigh abscess 0 1 

Gluteal abscess 1 0 

Pilonidal abscess 1 0 

Knee abscess 1 1 

Ankle abscess 0 1 

Carbuncle  1 0 

Varicose veins 1 2 

Cellulitis  1 1 

Anal fissure 1 2 

Hemorrhoidectomy  0 1 

Breast lump 1 0 

Axillary lump 0 1 

Chest intubation 0 1 

When overall analgesia at 24 hours was compared 

tramadol showed a more rapid action of analgesia at 

initial score reading. At 6hours Ketorolac Tromethamine 

showed better analgesia. Tramadol hydrochloride 

showed appreciable analgesia at 12th and 24th hours. 

Regarding cardiovascular changes there were no 

significant clinical variations. 

Figure 1: Pain Scoring after Ketorolac Use in Post-

Operative Period 

Figure 2: Pain Scoring after Tramadol Use in Post-

Operative Period 

Discussion 

Pain remains a tremendous burden on patients and for the 

health care system, with uncontrolled pain being the 

leading cause of disability in this country. There are a 

variety of medications that can be used in the treatment 

of pain, including ketorolac and tramadol. 

The analysis of the data obtained showed the good 

quality of postoperative pain relief 

achieved: pain intensity at rest was, on average, always 

below VAS level 3, while during movement it always 

had an average VAS level of 3-4. Score was assessed at 

2hrs, 6hrs, 12hrs and 24hrs. There was significant 

reduction in pain score in both groups with severe pain 

Table I: Pain Relief Score (VAS) 

Rating Pain Level 

0 No Pain 

1–3 Mild Pain (nagging, annoying, interfering little 

with ADLs)(activity of daily lives) 

4–6 Moderate Pain (interferes significantly with ADLs) 

7–10 Severe Pain (disabling; unable to perform ADLs) 
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controlled in Group 2 at 12hrs and no pain at 24hrs. 

However in Group 1 the severe pain remained in a very 

few cases till 12 to 24hr and others pains were 

controlled. 

The aim of this study was to assess the efficacy and 

safety of postoperative pain relief 

using tramadol and ketorolac. The only side effects 

found with any frequency were nausea (22.6%) and 

vomiting (8.5%); hemodynamic and respiratory 

parameters remained stable.4  

The method adopted was of limited cost and was well 

accepted by both patients and staff. On the basis of the 

data obtained, it is possible to affirm that the post-

operative pain protocol proposed is effective, safe, 

without significant side effects, and of limited cost. 5 

Post-operative pain is one of factors causing delayed 

recovery of patients and increased morbidity like 

atelectasis and pneumonia. There has been lot of cost and 

burden on hospitals due to increased stay of patients. 

Post-operative pain severity was determined in a study in 

Zabol that showed the patients who had different 

abdominal surgery with approximately half of the 

participants among them experienced severe pain 

(41.8%) and 20% experienced extreme pain. However, 

independent t-test indicated a significance relationship 

between mean pain intensity and gender (p=0.002).11 

There are a variety of medications that can be used in the 

treatment of pain, including NSAIDs, steroids, opioid 

analgesics.  NSAIDs include paracetemol, brufen and 

new drugs like ketorolac. Opioids previously used 

showed sedation and addiction including Nalbufin, 

Morphine, Pathidine. Now with the development of ewer 

drugs like tramadol there is less dependency. Ketorolac 

is used for short-term management of moderate to severe 

pain.[2] It is usually not prescribed for longer than five 

days, due to its potential to cause kidney damage.  

Mechanism of action for ketorolac's anti-

inflammatory, antipyretic and analgesic effects is the 

inhibition of prostaglandin synthesis by competitive 

blocking of the enzyme cyclooxygenase (COX). 

Ketorolac is a non-selective COX inhibitor.[3] It is 

considered a first-generation NSAID.  

In Pakistan there is less use of opioids because of poor 

compliance due to side effects and dependency on drugs. 

NSAIDS are over the counter available drugs and they 

are not effective usually because patients have already 

used a variety of drugs and sometimes they are smokers 

and addict. There is a strong check on availability of 

opioids as they are controlled drugs. The drugs having 

strong analgesic effect similar to opioids and less side 

effects are needed to manage patients for post-operative 

pain. 

The reason for choosing Ketorolac and Tramadol is their 

availability and easy management of patients. There is 

gastric mucosal bleed, renal damage and coagulopathy. 

Tramadol hydrochloride was first introduced in clinical 

practice in the late seventies as a strong analgesic of 

opioid profile. Tramadol however causes nausea 

vomiting and vertigo, less sedative. 

Depending on the clinical situation, these drugs can be 

used as monotherapy or in conjunction with other types 

of medications in a multimodal approach. Pain was 

compared by various scoring systems like VAS and 

others in post-operative period to see effects and any 

adverse effects of drugs with their effectiveness in 

making patients recover from surgery. Studies showed 

comparable effect as seen in our study. 

Oriol-López studied 100 patients who underwent 

laparoscopic surgery were managed for post-operative 

pain with 50 mg of dexketoprofen in group I every 12 

hours and ketorolac 30 mg every 8 hours for group II 

with rescue para-ketamol and tramadol if the VAS ≥ 4. 

The percentage of VAS values obtained in group I was 

smaller with less rescue dose of paracetamol in 64% 

compared to 86% in Ketorolac Group II. Time required 

for analgesia was 4.76 hours in I compared to 3.6 hours 

with significant p <0.000. The dexketoprofen in 

laparoscopic surgery is a better option in the control of 

postoperative pain1. 

The study conducted in USA compared opioids with 

acetaminophen plus ketorolac for post- operative pain 

showing less opioids used in second category of drugs (P 

= .002) tolerated meals earlier (P < .001) and had less 

constipation (P < .001). Base-case analysis showed use 

of opioids is both most costly and least effective. Then 

opioids and IV acetaminophen second in both cost and 

effectiveness. However, opioids plus IV acetaminophen 

and ketorolac is least expensive and most effective in 

post-operative pain management.2 

A meta-analysis used single diclofenac for post-operative 

pain. Three studies (277 participants) used diclofenac 75 

mg and 50 mg placebo. The proportion of participants 

with at least 50% pain relief with diclofenac was 65% 

compared to placebo 23%. Others used IV diclofenac 

versus IV ketorolac and the proportion of participants 

using rescue medication with diclofenac 75 mg was 47% 

(24/51).The proportion of participants using rescue 

medication with ketorolac 30 mg was 26% (12/47).3 

Munro in 2002 administered ketorolac with a greater 

proportion of participants having discomfort with 

https://en.wikipedia.org/wiki/Ketorolac#cite_note-researchgate.net-7
https://en.wikipedia.org/wiki/Antipyretic
https://en.wikipedia.org/wiki/Enzyme
https://en.wikipedia.org/wiki/Cyclooxygenase
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activity on postoperative day one (59% versus 20%, P < 

0.05).  

Hamza 2012 compared postoperative ketorolac versus 

meperidine with no statistically significant differences 

between ketorolac and meperidine (P > 0.05). Saryazdi 

2016 compared a single postoperative dose of 0.5 mg/kg 

of ketorolac with a single dose of pethidine 1 mg/kg, 

both administered intravenously. Pain intensity was 

assessed in the PACU, and at 1, 2, 6, 12, and 24 hours 

post-surgery. There was only a statistical difference 

between groups at two hours; those receiving ketorolac 

had a mean pain intensity of 3.88 ± 0.93 versus 5.60 ± 

1.41 in the pethidine group (P < 0.001). 4 

Tramadol administration was 31 out of 38 and 8 out of 

37 subjects belonging to groups A and B, respectively. 

The Odds Ratio of group A patients asking for more pain 

killer was 16.0 [5.2-49.9] (p < 0.001) compared to group 

B as compared to Ketorolac.14 

This meta-analysis had total of 3,761 patients, of which 

1,964 received preincisional treatment, were studied. The 

percentage of trials with a significant finding in favor of 

preemptive analgesia did not differ between trials of high 

quality (score, 4–5) and trials of lower quality (score, 2–

3) (P 0.67, Fisher test). 18 

We conducted a study of 90 patients to compare 

effectiveness and safety of tramadol hydrochloride and 

ketorolac tromethamine in post-operative pain. 

Management of postoperative pain relieve suffering and 

leads to earlier mobilization, shortened hospital stay, 

reduced hospital costs, and increased patient satisfaction. 

An effective postoperative management is not a 

standardized regime rather is tailored to the needs of the 

individual patient, taking into account medical, 

psychological, and physical condition; age; level of fear 

or anxiety; surgical procedure; personal preference; and 

response to therapeutic agents given. The major goal in 

the management of postoperative pain is to minimize the 

dose of medications to lessen side effects & provide 

adequate analgesia. Postoperative pain is still under 

managed due to obstacles in implementation of 

Acute Pain Services due to insufficient education, fear of 

complications associated with available analgesic drugs, 

poor pain assessment and inadequate staff. This review 

reflects the clinical aspects of postoperative pain & its 

assessment & management with an emphasis on research 

for new analgesic molecules & delivery system. (6) 

Pain scales are a common communication tool in 

medical contexts, and are used in a variety of medical 

settings. Pain scales are a necessity to assist with better 

assessment of pain and patient screening. Pain 

measurements help determine the severity, type, and 

duration of the pain, and are used to make an accurate 

diagnosis, determine a treatment plan, and evaluate the 

effectiveness of treatment. Accurately measuring pain is 

a necessity in medical settings, especially if the pain 

measurement is going to be used as a screening tool, 

either for potential diseases or medical problems, or as a 

type of triage to determine urgency of one patient over 

another. (7)  

The use of more than one analgesic modality to achieve 

effective pain control while reducing opioid-related side 

effects has become the cornerstone of enhanced 

recovery.8 opioid drugs are strong analgesics which can 

relieve pain however it causes severe  vomiting and 

nausea.9 

The overall study profile proved that tramadol is more 

effective than ketorolac in post-operative analgesia. 

Conclusion 

Tramadol hydrochloride is a better choice for post-

operative analgesia than ketorolac. 
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Abstract  

Omentum is a rare site for endometriosis due to previous surgeries. It presents with pain and mass in omentum on 

radiology. It is usually confused with foreign body because of its location and history of surgery. We present a case of 

endometriosis in an omentum of a 28 years old patient who underwent exploratory laparotomy and endometriosis was 

diagnosed on histopathological examination. 
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Introduction 

Endometriosis defined as ectopic endometrial tissue is a 

gynecological disorder in women of reproductive age. It 

was first described by Rokitansky in 1860. Its incidence 

after cesarean section is found to be approximately 1 %, 

usually after the time lapse of months to years and 

patient typically presents with pain.1 The definite 

pathogenesis of endometriosis is still unknown, although 

many theories like retrograde menstrual flow, coelomic 

metaplasia and vascular spread has been proposed. It 

occurs at various sites like ovary, intestines, lung, brain, 

abdominal wall etc and also in usual locations. Because 

of this reason this entity should be considered in a female 

of reproductive age and with a history of surgery few 

months to years back.2 

We report this case because omentum is one of the 

uncommon site for endometriosis which is rarely 

reported in the literature. 

Case Report 

We present a case of 28 years old female who presented 

to OPD with complain of pain in right iliac fossa. On 

physical examination there was tenderness in right iliac 

fossa. Ultrasound was suggested which showed hypo 

echoic mass in right iliac fossa measuring 18x17mm and 

was showing irregular margins. Provisional diagnosis of 

cold abscess due to foreign body was made as patient 

had history of cesarean section 3 years back. 

Exploratory laparotomy was performed and mass 

attached to omentum in right iliac fossa was excised and 

sent to Excel Laboratory Islamabad for histopathology. 

We received fibro fatty tissue fragment measuring 

5x3x3cm in size. Representative sections were submitted 

and microscopic examination was done. Microscopy 

showed endometrial glands and stroma embedded in 

fibro adipose tissue.  

CD 10 immunostain was applied which confirmed the 

presence of endometrial stroma in the tissue. Final 

diagnosis of omental endometriosis was made (Figure 1). 

 

 
Figure 1: A: Scanner view of omentum showing 

endometrial glands and surrounding endometrial stroma 

in fibrous tissue H&E; B: endometrial glands and stroma 

in proliferative phase H&E 10x; C: Round to tubular 
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proliferating endometrial glands H&E 40x; D: CD 10 

Immunostain in endometrial stroma. 

Discussion 

Endometriosis is found in 6-10 % of women in 

reproductive age.3 The most common symptom of 

endometriosis in women is pain during menstruation 

although in small number of patients it can be 

asymptomatic. The symptoms also depend on the site of 

involvement of endometriotic lesions. 4  In most of the 

cases they are superficial lesions but in some cases they 

are deeper than 5mm and are known as deep infiltrating 

endometriosis. Various theories have been proposed 

about its pathogenesis but the most popular one suggests 

entrapment of endometrial tissue in abnormal sites 

usually because of retrograde menstruation and also due 

to spillage into the tissue after laparoscopic surgeries 5.  

It has been postulated that endometrial stem cells are 

entrapped within ectopic location and start proliferating 

there .6 

No serological marker is present for its diagnosis. 

Radiological tests including ultrasound and MRI are 

quite helpful but the gold standard of diagnosis is 

histopathology.7 Medical management of endometriosis 

include hormonal preparations and some new medicines 

like dichloroacetate. 8  

Treatment modalities include conservative surgical 

therapy with resection, coagulation, or ablation of 

endometriotic lesions. 9  

Endometriosis is usually found in the pelvis but it is also 

rarely observed in the gastrointestinal tract, lung, liver, 

kidneys, central nervous system and abdominal wall. 10 

Endometriosis of the omentum is rarely reported. 11  

Conclusion 

Endometriosis should be considered in women of 

reproductive age group with a history of previous 

cesarean section and presenting with lower abdominal 

pain and mass on ultrasonography. It can occur at many 

rare sites which include omentum and mesentry. 
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Abstract  

A genetic predisposition for oligodontia in interfamily marriage has lead to complete adontntia in a female. No pattern 

of abnormality was seen in deciduous dentition, corresponding to the family history of normal deciduous dentition. No 

conditions associated with any syndromic disease was identified in this case. No history of trauma and developmental 

anomalies was observed. Upon oral examination no abnormality was reported. Genetic testing to identify the genes 

associated with this nature of adontia is recommended. 
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Introduction 

The emergence of tooth into the oral cavity from the site 

of it’s development is eruption. The process is timed 

similarly, bilaterally. Development of the dental follicle 

plays a significant role in the eruption of tooth and the 

deposition of bone and periodontal tissue proximal the 

root of the developing tooth. The failure to erupt is 

generally associated to a physical obstruction in the path 

of eruption.1 The frequency of reported occurrences of 

primary eruption failure is as low as0.06%.2, 3 The key 

manifesto for primary eruption was  initially described 

by Proffit and Vig.4 A greater number of females have 

reported with primary eruption failure as compared to 

male with a percentage ratio of 60% females and 40% 

male across all documented cases. An associated family 

history in 50% is often reported. Hypodontia, which 

Implies absence of tooth bud and following tooth 

structure is associated with 40% of the reported cases. 

Frequency of eruption failure is seen in following order 

from highest to the lowest first and second molars, 

incisors, canines, least premolars.5 Permanent dentition’s 

teeth may fail to erupt for either reason a mechanical 

obstruction, idiopathic or pathological, or because of 

disruption to the eruptive mechanism itself.6 

This article is aimed to report a pair of cases. One of 

which is a completely edentulous female and her brother 

who is partially dentate. 

Case Series 

Case 1: A healthy 26-year female appeared with the 

primary request of full denture fabrication to Armed 

Forces Institute of Dentistry, Prosthodontics department. 

Upon oral examination, female was edentulous with a 

healthy mucosa and was wearing an acrylic full denture 

prosthesis figure 1.  
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Figure 1 extra oral appearance of patient 

The patient was 5’4 inch height and weigh within normal 

BMI range, no musculoskeletal, dermal or craniofacial 

deformity was observed in the body or the orofacial 

complex. Patient’s mother revealed that it was an 

uneventful pregnancy followed by timely delivery. 

Patient has reported no history of hospitalization or 

allergies in the past. She has a history of morphologically 

and anatomically normal teeth that follow the timely 

eruption and exfoliation pattern of deciduous dentition in 

her past. Upon blood work, her complete blood picture, 

thyroid function, liver function and renal function test 

were reported unremarkable 

Family history reveals an extensive history of primary 

eruption failure of multiple teeth in permanent dentition 

in the posterior portion of each arch of both parents. Both 

parents are genetically related, first cousins. Intra oral 

examination reveals patient has normal mucosa with 

well-formed arches. The mucosa is pink and resilient 

with no lesions figure 2.  

 
Figure 2 intra oral photograph of patient 

OPG of our patient reveals tooth like structures present 

in a form undistinguishable permanent teeth with coronal 

malformation, locations of the disfigured teeth are the 

primary guidance ques in estimating which tooth is seen, 

as seen in figure 3 these primary findings are reported. 

The following tooth structure are considered to be 

primarily malformed with locational evidence of tooth 

buds seen in the radiographic evaluation 

 
Figure 3. OPG of patient reveals tooth like structures 

present in a form undistinguishable permanent teeth with 

coronal malformation 

1. Right mandibular canine 

2. Right mandibular second molar 

3. Left mandibular second molar 

4. Left upper third molar 

5. Right upper third molar  

6. incisors in all 4 quadrants 

Case 2: Other sibling brother, 30-year-old male of the 

patient also suffers eruption failure of morphologically 

disfigured second and third molar teeth in both arches, 

however, premolar which are considered the most 

susceptible to primary eruption failure were seen to have 

erupted in all the four quadrants except one and retention 

of right mandibular “c” with an underlying impacted first 

premolar.  

upon oral examination the of the 30-year-old male 

patient the mucosa seems normal in color and texture and 

the alveolar arches appear well formed. Similarly, family 

history reveals an extensive history of primary eruption 

failure of multiple teeth in permanent dentition in the 
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posterior portion of each arch of both parents. Both 

parents are genetically related, first cousins. 

Radiographically malformation of the impacted 

permanent molar crown is seen in the OPG of the patient. 

Presence of distinguishable tooth like structure with 

poorly formed crowns and malformed roots is seen 

figure 4. The return to see in the lower right arch is very 

clearly visible on the OPG. Other comment able findings 

are; 

1. Missing canine in upper right quadrant. 

2. Missing premolar tooth buds in upper right 

quadrant. 

3. Malformed second and third molar tooth buds in 

upper right and left quadrant 

4. Well-formed roots and poorly formed crowns in 

mandibular, second and third molar in both 

right and left quadrant. 

Figure 1 OPG of partially dentate patient 

Discussion 

In normal human adults’ eruption of the tooth occurs 

when the development of the bud occurs. The bud itself 

develops responsible for the clear movement of the truth 

from inside the Developmental position to the alveolar 

position, into occlusion.7 

 

 

Recent molecular studies have revealed that eruption 

may be quite tightly associated with other processes, 

which may include not only failure of the dental follicle 

or osteoblast and osteoclast formation, but also 

secondary upon poor or suboptimal development of the 

overlying soft tissue i.e. keratinized and non-keratinized 

mucosa. The evaluation of these alterations in the 

mucosal tissue may be done via histologically sections. 

However, in this case it is quite clearly evident that the 

formation of the tooth bud was never completed to the 

stage where the root interjects into the oral cavity. As we 

can see in this case, molecular signaling complex of 

development of tooth is hypothesized to be disordered.8 

No tooth structure expresses a well formed coronal 

region in case 1 and in the unerupted dentition of case 2. 

we can observe poor crown development, which means it 

can be a combination of amelogenesis imperfecta as well 

as poor signaling events. Because the patient also has 

relatives with eruption failures, it may be considered that 

pathology is genetic and therefore is more certainly 

dependent on signaling molecules during the course of 

development.9 A variety of pathologies may be afoot in 

this case mainly emerging due to cousin marriage.10 The 

management of this patient cannot be done by surgical 

removal of the poorly placed tooth buds or replacement 

via implants. This is because as we can see in the 

radiograph, the presence of root like structures is 

surrounded by presence of the lamina dura, which makes 

the bone disconnected from the root surface itself. This 

implies that if an implant is placed in a place like this, it 

will interdigitate upon mobile structures such as the root 

structure and the malformed periodontal structures. This 

will cause instability in the implant. Therefore the only 

resolve is to give a complete denture prosthesis that are 

anchored primarily by the mucosa and the secondary 

stress bearing areas. 

Conclusion 

Variation or deviation from the normal eruption pattern 

is a common finding that can cause significant changes 

in a person's quality of life. It is quite important to 

understand the cause. In order to assess the options that 

exist for the diagnosis and management of such 

individual. Marriage counselling and genetic counselling 

should be made more readily available in order to reduce 

burden of diseases. 
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Abstract  

Background: In the current situation of uncertainty, current study was aimed to review the literature on the known 

challengesto E-Learning in medical education faced by educators when developing and executing online learning 

programs for medical students.  

Methods: An integrated review was conducted by an inter institutional research team. The search included PubMed, 

Medline, Google Scholar, Science Direct and Bio Medical sources. Serach terms included challenges, online learning, 

Medical educators, development, barriers, solutions and digital literacy. The search was carried out by two reviewrs. 

Screening of titles and abstracts was done autonomously and inclusion and exclusion criteria was defined. Articles to be 

included were selected consensus was drwn on which articles to be included. Data extraction was completed using the 

Cochrane Data Extraction Form and a modified extraction tool. 

Results: Among the 38,875 abstracts identified from the search, ten full-text papers met the inclusion criteria. Data 

extraction was completed on seven papers of high methodological quality and on three lower quality papers. Findings 

suggest that the key barriers which affect the development and implementation of online learning in medical education 

include time constraints, poor technical skills, inadequate infrastructure, absence of institutional strategies and support 

and negative attitudes of all involved. Solutions to these include improved educator skilld, incentives and reward for the 

time involved with development and delivery of online content, improved institutional strategies and support and 

positive attitude amongst all those involved in the development and delivery of online content. 

Conclusion: This review has identified barriers amongst medical educators to the implementation of online learning in 

medical education throughout world. 

Keywords: E-learning, Online learning, Medical education, Medical faculty, Challenges, Pandemic 
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Introduction 

 

In early December 2019, there was an outbreak 

of coronavirus disease 2019 (COVID-19), in Wuhan 

City, China. It was declared a Public Health Emergency 

of International by World Health Organization (WHO) in 

January 2020. Perceived risk of acquiring disease led 

many governments to impose a variety of control 

measures from curfews to lock downs. This led to 

closure of all of classrooms all over the world and forced 

1.5 billion students and 63 million educators1,2 to 

suddenly modify their face-to-face academic practices, 

wherever possible. The digital transformation of 

education systems in all levels has allowed incorporating 

a new teaching–learning ecosystem called e-learning.  

This led to cancellation of almost all clinical placements 

of medical students stopped as health-care settings 

focused on the care of patients with COVID-19 and 

teaching in classrooms and laboratories was stopped, 

leaving students to continue their studies remotely.   We 

all know that Practice-based learning is the mainstay of 

the medical education. Hospitals, clinics, and community 

services are where future doctors learn, polish 

professional characteristics, and develop an alignment to 

patient-focused care that shape their practice.  The 

COVID-19 pandemic has had devastating effects on  
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medical education resulting in worldwide disruptions not 

only to the healthcare system but also to medical 

education. 3 

As a result of lock down not only students, but the public 

as a whole has had travelling restrictions. Educational 

institutes and universities including all medical colleges 

were forced to stop operations physically with 

commencement of online learning activities. This 

became a challenge as clinical teachings required 

students to be in the healthcare setting which is 

considered as very high risk. Worldwide, many schools 

of medicine had to halt their clinical teachings and 

assessments. 4 

In the United Kingdom, some teaching hospitals that 

have had reports of COVID-19 cases adjourned teaching 

and clinical attachments.5 In the US, discontinuation of 

clinical teaching activities for minimum two-week was 

indorsed by the American Association of Medical 

Colleges (AAMC).6   In Australia and New Zealand, most 

medical schools converted to online teaching in the last 2 

weeks of March of 2020.7 Simultaneously in Singapore, 

full lockdown was endorsed and complete termination of 

activities were imposed in April 2020.8 

Medical education in India also experienced a major 

troublesome change as a consequence of the COVID-19 

Pandemic and nation-wide lockdown since March 2020. 

Measures to prevent spread and to guarantee social 

distancing led to the closure of medical schools and have 

forced the situation of working from home for both 

medical teachers and students. 9 The government of 

Pakistan suspended all activities in its institutes and 

universities. This helped in preventing spread of the 

pandemic; by keeping all those exposed safe, the critical 

issue to be addressed was continuing medical 

education.10 Medical education is about highlighting and 

displaying good practices to trainees, which is the basis 

of good professionalism in medicine.11 this helps to 

enhance students’ responsibility, regular observation of 

their work, opportunities to practice problem solving 

skills, and attending to patients.12 

Educational activities include LGIS, SGDs, Tutorials, 

Practicals, Skill lab performances, seminars bedside 

teaching, outpatient clinics teaching, and inter and 

intradepartmental clinicopathological (CPC’s) meetings. 

There has been no review of evidence of challenges 

faced during online medical education at the discretion 

of the medical educator but there has been completed 

work on student barriers and solutions to improve online 

learning till date 13,14,15 Therefore this review aims to fill 

this gap in literature. We have done a literature review of 

online evidence to summarise information on the 

challenges faced due to COVID-19 pandemic on all such 

online medical education activites and challenges that 

were faced to chalk out solutions. 

Material and Methods 

A review of the available literature was done to 

scrutinize it for inclusion of studies with varied 

methodologies such as those with both experimental and 

experimental designs. The Whittemore & Knafl 

framework was used to strengthen the rigour of the 

review.16 The process involved the following five steps: 

identification of the research problem; execution of a 

well-defined literature search; data quality appraisal of 

the literature; analysis of the data; and declaration of 

conclusions. Studies using different research designs 

were included with the aim of presenting diverse 

perspectives and expanding knowledge. 

Search strategies 

A team of researchers consisting of six members 

developed a search strategy. Database included in the 

study were: PubMed, Medline, Google Scholar Science 

Direct, Bio Medical, JSTOR and Scopus. After a robust 

search on these databases Boolean operators (AND, OR) 

by means of the search terms "online learning", "distance 

learning", "challenges for medical educators" in online 

teaching and "digital literacy" have been used. The 

search was completed by researchers independently to 

certify that all relevant data was counted in. This is done 

by exploring the titles and abstracts independently. This 

was followed by analysing input from all authors to 

ensure that the results are the same. All included 

abstracts were explored for full text articles to be finally 

included or excluded from the study . 

Inclusion and exclusion criteria 

Consensus was made to include all the data, available in 

English language being published between March to 

August 2020 concentrating on the difficulties being a 

challenge for medical educators were involved. Scientific 

publications that considered distance learning / learning 

through electronic mode in undergraduate and 

postgraduate non-medical were omitted as well as the 

studies without experimental research and in languages 

other than English were not considered. 

Data appraisal 

Total ten articles were included in review after 

accomplishment of evaluation of the data by two 

reviewers through Critical Appraisal Skills Programme 
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(CASP) Qualitative Research Checklist for qualitative 

studies.17  

Data extraction 

Researchers performed data abstraction by using 

Supplementary Guidance Notes for Inclusion of 

Qualitative Research in Cochrane Systematic Reviews of 

Interventions from the included papers.18 

Data analysis 

For the mixed method studies thematic analysis was 

incorporated. Consensus was developed on analysis and 

coding under two headings i.e.  1. Implementing online 

teaching 2. Challenges to the implementation of online 

teaching. Concluding themes were approved by all 

authors. 

Results 

Search results 

The initial search yielded 38,875 abstracts across all 

sources. A total of 38,765 articles were excluded 

following first evaluation of the literature rendering only 

110 full text articles suitable for review (see Fig. 1 

Algorithm of study selection). One hundred of these 

particular studies didn’t not meet the contributor criteria 

were omitted. Rest of the 10 studies fitted into the 

inclusion criteria, were scrutinized for concluding 

analysis. Research team finally agreed upon four themes. 

These clusters are inclusive of barriers to the formulation 

and employment of online learning (see Fig. 2 Key 

themes recognised by coding process). 

Core themes 

Technical barriers 

Expertise Lack: There is a large number of available 

technologies for online education but sometimes they 

create a lot of difficulties both for educators and learners. 

Insufficiencies in the skill area comprise poor fidelity of 

existing arrangements, connection / access instability; 

inadequate hardware / software; setup problems; 

insufficient organizational set-up; and scarce technical 

support. Not only this but there is also a lack of exposure 

to the clinical work as all treatment sessions are 

suspended. In addition to these medical students were not 

exposed to patients to mastery in taking history and 

treatment procedures such as catheterization and 

placement of intravenous cannula (IV). 19 

 

 

Fig.1 alogrithem of study selection 

Time Deficit: Medical instructors find it difficult in fact, 

to devote plenty of time to complete online teaching, and 

uphold a work life balance in personal life chores. 

Therefore, inadequate time to offer to the be master in 

execution of online learning methods can be seen as a 

substantial barricade. 

Gadget Deficit: In most of the families there is 

inadequate number of existing digital devices like mobile 

phones computers and tablets to be provided for online 

education. 

Attitude Deficit: There is pronounced lack of awareness 

and interest of medical teachers to accept a new teaching 

approach. Instructors feel overburdened with the whole 

method of acquaintance with new approaches and having 

very less tolerance for rectification of negligeable 

technical problems. 
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Learner related Barriers 

Communication Deficit: There is no face-to-face 

interaction of students with their teachers in distant 

learning predisposing to lack of students’ interest. This 

poses a major challenge of one-sided interaction.  

Motivation Deficit: Some online learning approaches 

may not be interesting, while others may be difficult to 

get acquainted with. The hardest thing is that there are no 

colleagues or teachers who can encourage you to 

continue. The risk of being alone is another destructive 

feature. While online learning effects each student in its 

own way, it essentially sets him apart from other 

students. 

Burn out: It is difficult for faculty and students to 

familiarise with emerging teaching and learning 

environment. There is lack of concentration during 

online instruction due to lack of eye contact, role 

modelling, and teaching place environment. Facing many 

demands as learners combine learning, work and family. 

Students can become overly stressed, or “burned out. 

Fig.2 key themes recognized by coding process 

Domestic barriers 

The home environment is not conducive to the teaching 

and learning process. Students living in far-flung areas 

face difficulties in accessing online forums. 

Socioeconomic status affects computer ownership and 

ability and to pay for internet software and hardware. 

Impact of poverty also effects motivation for online 

classes 

Institutional barriers 

Administrative barriers comprise of a diversity of types 

such as backing facilities, pedagogy, and reachable 

course proposal. 

Discussion 

This review has thematically produced data 

comprehending substantial problems during 

implementation of online teaching. These comprised of 

various technical resources, learner related, domestic and 

institutional barriers with similar themes across many 

studies. This emphasises the ubiquity of barriers to 

online learning across diverse medical education systems 

all over the world during pandemic when it became 

inevitability to continue medical education. Literature on 

online medical education from different countries of the 

world suggest that various strategies have been in use for 

delivery of content online. Multiple podiums can be used 

to impart knowledge of the major bulk of pre-clinical 

subjects including anatomy, biochemistry, physiology, 

pharmacology. According to Miller’s pyramid in medical 

education, most of the skills students must be trained in, 

for these subjects, are up to understanding of the 

concept.20 

Although there is no face-to-face communication in 

online learning strategies being used therefore hands-on 

skills cannot be practiced in clinical years. In most of 

institutes, to overcome this, numerous videos attractively 

narrating and describing communication as well as 

clinical skills have been used. Other methods include 

simulated patients modelled by the lecturers or to clarify 

history taking on someone else simulated after practice. 

Even after all these adoptions students are prompted that 

this only theory, they would still be encouraged to 

perform the clinical examinations and hands-on sessions 

later after reopening of medical colleges. Few of them 

have described the same on the transformed method in 

education of the students of clinical years.21,22,23 

Literature suggests that the best way to combat this by 

guaranteeing basic digital mastery 

(including fundamental knowledge of computer 

hardware), familiarity with the frequently mostly used 

programs, and know what support to look for when 

technical issues arise. Literature also stresses on the 

necessity of robust organizational backup support to 

cater such developments. Implementation of such 

programmes proved to be unsuccessful with lack of 

official backing and inadequate support elaborating the 

utilization of proper tools or programs.24 It is strongly 

recommended that every institute must have clear and 

documented institutional strategy when implementing 
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online learning.25 Data reveals a requirement of harmony 

among the faculty members of different disciplines in 

clinical and preclinical departments to assurance of 

provision of congruous education for future doctors.26 

Most of recognised themes in the current review are in 

agreement with former studies being published in context 

of health profession education. Childs et al in his study 

clearly identified problems and their remedies for 

purposeful e-learning of health professionals and medical 

students.  In the study they recognised unacquaintance 

with applied skills as major hinderance in smooth 

delivery of e learning and proposed the solutions to the 

above mentioned.27 Pettersson & Olofsson highlighted 

on poor educator skills as a barrier which is consistent 

with current review.28 The solution to this problem is 

introduction, implementation and proper follow up of 

basic computer mastery strategy was proposed by Childs 

et al. Time supposed to be one of the substantial barriers 

in the implementation of e-learning mechanics 

highlighted in present study is in accordance with the 

findings of Pettersson & Olofsson. They found out that 

there is inadequate time available for mastery in the 

newly emerged instruction strategies for the faculty 

consequence of which are toxic for self-confidence. 

Time constrains increased anxiety of faculty who is 

anxious about the teaching and administrative aspects of 

online teaching.28 To permit teachers, the important 

chance to learn new advancements, organizations ought 

to consider ensured time for instructors to build up these 

abilities, learn ideas and duplicate on rehearses.29 

Conclusions 

The Coronavirus pandemic carried a stop to preclinical 

and clinical involved instructing because of security 

reasons. The issues are more to clinical versus the non-

clinical years. Schedules made should be in order to 

make the students ready for the clinical sessions later 

Covid free period This pandemic has skilled the medical 

instructors to acclimatize to variations and heighten the 

use of technology, henceforth not hindering entirely the 

progression of teaching and learning. In this esteem 

however, more backing needs to be prearranged by 

medical organisations to provide support guarantying 

technical and mental health for the teachers and students 

both. 
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