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Sir,
In our present traditional subject‑based curriculum for 
undergraduate medical students, most of the teaching 
is done by the lecture method which has its own 
disadvantages like passive learning, difficulty for slow 
learners, etc.(1,2) Teaching is a process which facilitates 
learning by encouraging learners to think, feel, and 
do. The teacher has to be more of a facilitator and the 
students have to actively learn. A teacher is also in the 
pursuit of innovative methods in teaching.(1) The Medical 
Council of India has recommended more of interactive 
sessions like modular training, group discussions, etc. 
for the students than lectures.(2) These methods would 
address the cognitive, affective, and psychomotor skills 
better than the usual teaching methods.(1)

Students’ training must aim at inculcating scientific 
temper, logical, and scientific reasoning, clarity of 
expression, and ability to gather and analyze information. 
Methods aimed at promotion of self‑directed learning 
must be part of the teaching learning process with greater 
emphasis on learning in small groups.(2,3) Keeping this in 
mind, a Modular training program on Acute Respiratory 
tract Infections (ARI) in children was attempted among 
undergraduate medical students.

Acute respiratory tract infections in young children 
accounts for 3.9 million deaths worldwide.

About 30% to 50% of hospital visits and 20% of 
admissions are due to ARI. In India, it is one of the major 
causes of inpatient deaths (13%) among children in states 
with high infant mortality rates. Early detection and 
treatment in the form of good history taking and clinical 
assessment is important for prevention and management 
of ARI.(4) The guidelines of Integrated Management of 
Neonatal and Childhood Illness being taught to medical 
students during their Community Medicine postings 
emphasize this approach.(5)

The objectives of the training program were as follows.
At the end of the modular training, students will be able to:
•	 Understand the Epidemiology of ARI.
•	 Understand the principles of history taking and 

clinical assessment of ARI in children.
•	 Classify ARI based on signs and symptoms.

The training program was conducted for a batch of 
32 students for 2 days. The training was covered in 6 h 
(3 h × 2 days) by two Community medicine specialists 
and carried out as follows:
Activity	 Duration
Pre test	 15 min
Literature review (self)	 30 min
Module reading (with AV aids)	 90 min
Exercise (AV aids)	 30 min
Discussion	 15 min
Post test

On the first day, ARI in young infants (up to 2 months) 
was covered and second day ARI in child aged 2 months 
to 5  years was covered. The learning material was 
adopted from Integrated Management of Neonatal 
and Childhood Illness guidelines. The pretest score 
was 5.9 ± 2.2 out of a total score of 15. Post‑test was 
done 1  week after the training. The mean score was 
8.2 ± 1.8. The difference was statistically significant 
(t=5.56, P<0.001). The same content was covered by 
the lecture method to another batch of 32  students. 
The lecture was of 2 h duration, delivered by a power 
point presentation.

The pretest score was 5.4 ± 2.4. In the post test done after 
a week, the mean score was 6.1 ± 1.8 and the difference 
was not significant. In the feedback, the students 
appreciated the modular training method and preferred 
to have more similar programs than usual lectures.

To conclude, modular training methods would be 
superior to usual lecture classes as the students’ 
involvement would be maximized in this method. It 
would enhance their retaining capacity. Similar modular 
training programs for other diseases of importance can be 
considered as an alternative to usual teaching methods 
for active participation and better learning of students.
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Sir,
Birth weight is an important indicator of the survival 
of a newborn. Among the many maternal factors 
associated with low birth weight of the infant, physical 
activity and the job pressure of the women during 
her pregnancy are the important ones and also less 
studied. Association between parental occupation 
and risk of small for gestation age (SGA) births 
were seen in 8, 16, 310 first singleton live births in 
Sweden. After adjusting for other factors, several 
maternal occupational groups involving more job strain 
had a significantly higher risk of SGA birth.(1) It has been 
shown that mothers exposed to severe life events during 
pregnancy have infants with significantly lower birth 
weight.(2) The probable mechanism of stress‑related effects 
on birth weight may be changes in lifestyle due to 
the exposure and stress‑related dysregulation of the 
hypothalamic‑pituitary‑adrenal axis (HPA) during 
pregnancy. Production of corticotropin‑releasing 
hormone appears to be stress sensitive; this neuropeptide 
may play a critical role in the physiological mediation 
among stressful experiences and work stress and risk of 
preterm birth or low birth weight. The timing of these 
exposures is crucial. Typically, the pregnant women 
reduce their working hours or workloads at the end of 
their pregnancy, but the experimental data and emerging 
theory point to the first rather than the second or third 
trimester as a crucial period for regulating the relevant 
fetal hormonal set points, in particular the HPA.(3)

A team from University College Dublin, Ireland, examined 
676 women who were working at the time of their first 
prenatal visit and delivered a single baby. Potential 

risk factors at work were defined as high physical 
work demands and working long hours (40  hours or 
more per week). Results showed significant and strong 
associations between these high physical work demands 
and low birth weight. Overall, babies born to women 
who were exposed to at least two of the four occupational 
risk factors had a nearly five‑fold risk of having a low 
birth weight and a more than five‑fold risk of preterm 
delivery.(4)

In India the number of women in work force is increasing. 
They work till late in the pregnancy to get the maximum 
maternity leave during the last few days of the pregnancy 
and early postpartum days to take care of their babies. 
More research is needed in developing countries to assess 
the association between job stress during the first and 
mid‑trimester and pregnancy outcome.
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