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ABSTRACT 

Ideal growth relies upon genetic constitution, ordinary endocrine capacity, sufficient 

nutrition, nonattendance of incessant disease, and a supporting domain. Fetal, infant, 

environmental, and maternal factors can communicate to weaken intrauterine and postnatal 

growth. Growth appraisal is the absolute most valuable instrument for characterizing health 

and nutritional status in kids at both the individual and populace levels. This is on the 

grounds that unsettling influences in health and nutrition, paying little heed to their etiology, 

quite often influence growth. Appropriate growth checking comprises of sequential 

appraisals of both weight and tallness measurements after some time with the goal that 

growth speed can be surveyed. The target of this exploration ponder is to think about the 

exactness of clinical and sonographic techniques for anticipating fetal loads at term.  

I. INTRODUCTION 

Human and creature ponders propose that 

formative programming amid basic times 

of fast development, for example, the pre-

birth period and earliest stages, impact the 

danger of cardiometabolic illness in later 

life. Albeit numerous examinations 

demonstrate that quicker weight gain in 

early stages predicts higher weight record 

(BMI), higher circulatory strain (BP), and 

expanded hazard for poor metabolic results 

youth and adulthood, there are few 

investigations of pre-birth period. Looking 

at change in fetal weight is critical on the 

grounds that a solitary measure of weight 

at birth is insufficient to speak to 

intrauterine weight gain designs. For 

example, a baby conceived at the 90th 

percentile at birth may speak to an embryo 

who was expansive all through gestation 

or one who put on weight quickly just in 

the last trimester. Barely any 

investigations have investigated 

relationship of fetal weight gain and youth 

results. In one study of Dutch kids, no 

affiliation was found between fetal weight 

gain amid the third trimester and stomach 

adiposity at age 2 years. This study just 

measured change in fetal weight from the 

third trimester until birth as it were. 

Measurements of fetal weight increase 

over both the second and third trimester, 

mirroring a more drawn out time of fetal 
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development might be progressively 

enlightening. No relationship between 

static measures of fetal weight or change 

in fetal weight from the second trimester 

until birth and youth systolic BP were 

found among kids in a similar accomplice.  

A superior understanding of the 

relationship of fetal weight gain and youth 

results may empower us to recognize 

chance elements for stoutness and high BP 

in the earliest phases of life. This planned 

relative study of 200 parturients was 

directed at the University of Calabar 

Teaching Hospital, Calabar. The study 

participants were mothers with singleton 

term pregnancy conceded for delivery. The 

mean supreme rate errors of both clinical 

and ultrasound methods were 11.17% ± 

9.49 and 9.037 ± 7.62 individually, and the 

thing that matters was not measurably 

critical (P = 0.206) The precision inside 

10% of actual birth weights was 69.5% 

and 72% for both clinical estimation of 

fetal weight and ultrasound, separately, 

and the thing that matters was not factually 

huge (P = 0.756) The exactness of fetal 

weight estimation utilizing Dare's recipe is 

similar to ultrasound gauges for 

anticipating birth weight at term. 

1.1 Clinical methods of fetal growth 

estimation: Symphyseal – Fundal 

Height and Leopold Maneuver 

Symphyseal-fundal tallness (SFH) 

measurement was generally utilized in the 

appraisal of gestational age however with 

the appearance of ultrasound dating of 

pregnancy, it lost its advantage. Be that as 

it may, in spots where ultrasound (US) 

apparatuses are not accessible in each 

obstetrical administration, regardless it 

remains a vital instrument for pregnancy 

week appraisal. In a dated pregnancy, an 

altered SFH can be the principal parameter 

to bring up the issue of FGR, a few rules 

suggest it as a screening instrument from 

the second or the third trimester and a 

huge extent of cases is followed by the 

affirmation through ultrasound examine.  

Beginning from the 1980s, creators 

affirmed the helpfulness of SFH in 

recognizing SGA. As audited by 

McDermott et al., in the overall public, 

SFH can give a decent depiction of fetal 

growth, with an identification rate of FGR 

somewhere in the range of 17% and 93% 

and an affectability of 65%, for a half false 

positive rate, with variations relying upon 

the procedure utilized and the nearness of 

factors like high maternal BMI, uterine 

tumors (leyomioma) or multiparity. 

Unsatisfactory quality of SFH 

measurement is material to high risk 

pregnancies, similar to those recognized 

from the main trimester through history or 

nearness of prescient markers that lead to 

sequential US examine beginning with 

week 26-28.  

In 1999, Gardosi and Francis demonstrated 

that plotted SFH on modified charts almost 

multiplied the location rate of growth 

variations from the norm. In 2009, Morse 

et al. exhibited a standardized convention 

of SFH measurement by utilizing non-

flexible tape and plotting the values on 
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altered charts beginning with week 26-28. 

The key conclusions of the investigation 

are that a solitary SFH identification below 

the tenth percentile or a static or slow 

growth bend speaks to sign to ultrasound 

evaluation of growth together with 

Doppler analysis performed by the 

materno-fetal master. Besides, in 2012, 

Roex et al. thought about that this 

technique is multiplying the antenatal 

location of SGA fetuses in nulliparous 

women. However, the 2012 Cochrane 

analysis by Peter et al. demonstrated no 

advantage of utilizing SFH for the location 

of FGR, none the less fundal stature 

measurements plotted on tweaked growth 

charts are still prescribed by the RCOG 

Green Top Guidelines. 

1.2 Ultrasound methods of estimating 

the fetal growth 

 Growth ultrasonic parameters 

The accurate evaluation of fetal weight is a 

fundamental segment in pre-birth and 

perinatal care. There is no agreement in 

utilizing a widespread technique for 

measure in view of the heterogeneous 

populace and the large number of 

physiological and neurotic factors 

affecting the growth of the fetuses.  

Ultrasound tests are dependable analytic 

instruments and fetal biometry is the 

highest quality level in identifying strange 

fetal growth. Beginning from the 80s 

different ultrasound models of evaluating 

fetal growth have been proposed. Prevent 

et al. presented the 3D parameters yet soon 

2D biometry turned into the favored 

insightful device because of the way that it 

is simpler to perform contrasted with 3D 

US. Different specialist bunches attempted 

to build up a dependable recipe to 

accurately gauge the genuine fetus weight 

and the computation strategy was checked 

through evaluations performed few days 

before birth. In the United States, Hadlock 

et al. presented three equations dependent 

on biometric parameters like abdominal 

circumference (AC), femur length (FL), 

biparietal breadth (BPD). Throughout the 

years, further estimation equations for fetal 

weight have been presented: Campbell, 

Kehl, Siemer, and Robson. Among them, 

the affectability for the identification of 

SGA extended from 72% to 100%, and the 

particularity was from 41% to 88%. 

Hadlock C equation for birth weight (BW) 

estimation had the best 

affectability/explicitness exchange off for 

the identification of SGA ((log10 BW = 

1.335 − 0.0034x (AC) x(FL) + 

0.0316x(BPD) + 0.0457(AC) + 

0.1623(FL) )).  

The 2D estimation of fetal weight is 

routinely performed and so as to recognize 

the impaired growth we should depend 

upon fetal growth charts for various 

parameters – AC, EFW on which the 

ultrasound evaluations can be recorded. 

A. Growth charts – key concepts 

Some essential ideas must be considered 

before playing out an assessment of the 

fetal growth. As examined before, we can't 

characterize a parameter as being small 
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without contrasting it with a referential. 

Growth references are unmistakable 

markers, which speak to the results of the 

considerable number of pregnancies, both 

ordinary and pathologic. On the opposite 

side, growth standards are regularizing 

markers where just the results of ordinary 

pregnancies are considered. These notions 

gain a considerably progressively 

imperative value when we endeavor to 

uncover the nearness of genuine obsessive 

growth and in the development of a 

referential that ought to sort a fetus as 

typical or growth confined. Moreover, we 

can utilize neonatal referential that depend 

on anthropometric parameters enlisted 

after birth for a given gestational age (e.g. 

birth weight) or fetal referential that 

depend on ultrasound estimation of fetal 

weight and biometrical parameters.  

It has been demonstrated that rashness 

(birth before 37 weeks of gestation), 

regardless of whether unconstrained or 

iatrogenic, is regularly connected with 

smaller weights and that fetuses who keep 

on creating in utero have more prominent 

weights than those rashly conceived at the 

equivalent gestational age. Fetal growth 

restriction is as often as possible connected 

to preterm birth and, thus, at a lower 

gestational age, the growth bends 

dependent on birth weight are leveled and 

may decrease the quantity of SGA cases 

distinguished. These populace birth weight 

growth charts depend on huge companions 

of living births (both ordinary and 

pathologic) at a specific gestational age 

and some are balanced for baby sexual 

orientation. In confounded pregnancies 

(fetal inconsistencies, hypertension, 

diabetes) the growth is impaired and so as 

to accomplish a right analysis we should 

contrast the estimated fetal weight with 

just typical models of growth. 

Subsequently, announcing the genuine 

weight to ultrasound estimated weight 

charts in ordinary result pregnancies ended 

up pervasive all together analyze instances 

of growth restriction. We inferred that the 

best referential for the evaluation of the 

growth of a fetus are intrauterine estimated 

ultrasound growth standards.  

Populace growth standards depend on the 

analysis of expansive examples of fetuses 

beginning from the rule that all the fetuses 

have a similar growth potential. However, 

the physiological and environmental 

factors that influence the fetus' growth are 

not being balanced for, thus, more than the 

populace standards, the altered standards 

which have been balanced for maternal 

and fetal attributes and are assumed, came 

to refine the sensibility of the location of 

genuine growth-limited fetuses. 

II. LITERATURE SURVEY 

Godfery et al(2014) [1]Proof that 

maternal body composition effect sly 

affects the posterity have originated from 

studies demonstrating that boundaries of 

body composition in pregnancy are related 

with antagonistic long haul results in the 

posterity. Follow-up of a gathering of 

Jamaican kids demonstrated that those 

whose mothers had thin skin overlay 

thicknesses and a low weight gain in 
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pregnancy had higher pulse at 11 years old 

years. Concentrates in India have 

discovered that a low maternal weight in 

pregnancy is related with an expanded risk 

of coronary heart disease in the posterity in 

grown-up life. 

Rogers et al (2014) [2]introduceda few 

components have been recommended for 

clarifying these associations. The first is a 

deferred unconstrained delivery, coming 

about because of modified harmony 

between the prostaglandins engaged with 

the commencement of the labor. The 

second one is an expanded fetal growth 

rate, coming about because of enhanced 

placental blood flow due to a lowered 

thromboxane: prostacyclin proportion and 

blood consistency. In addition, marine fat 

could lessen the risk of preterm delivery 

and of intrauterine growth hindrance.  

Abrams and Selvin 2015 [3]In created 

nations a collaboration between pre-

pregnancy weight and weight gain amid 

pregnancy has been accounted for: 

underweight women with weight gain 

more than 12 kg and overweight women 

with weight increases constrained to 6– 11 

kg will in general have the best pregnancy 

result revealed a pre-pregnancy BMI < 

19.5 and a second and third trimester 

weight gain  

Mardones-Santander et al(2018) [2=4]A 

few confirmations demonstrate that in 

underweight women, micronutrient intake 

amid pregnancy might be related with 

maternal plasma volume and infant birth 

weight. In a supplementation ponder 

directed in Chile in underweight women, 

infant birth weight was essentially higher 

in the gathering that got energy (drain 

powder) and a micronutrient supplement 

than the gathering that got energy 

supplement alone.  

Stephanie et al (2017) [5] gives the rules 

for the principal trimester ultrasound 

examination which incorporates 

confirmation of the area of the gestational 

sac, the nearness or nonattendance of fetal 

life, fetal number, and assessment of the 

uterus and adnexae. The second and third 

trimester examinations incorporate these 

parameters and in addition documentation 

of fetal introduction, amniotic fluid 

volume (AFV), area of the placenta, 

appraisal of gestational age utilizing 

biparietal diameter(BPD),femur 

length(FL) abdominal circumference(AC) 

and fetal life structures. 

Society of Obstetricians andGynecologst 

of Canada (SOGC) (2013) [6] prescribed 

that all patients be offered a mid-trimester 

fetal ultrasound examination. They 

proposed that 18 weeks is the perfect time 

to play out the output that should join an 

assessment of dates, biometry, and number 

of fetuses and evaluation of fetal variations 

from the norm and likewise gave explicit 

prescribed images and measurements.  

Stephanie et al (2017) [7]recommended 

that utilizing endovaginal ultrasonography 

(EVS), a developing life with a crown 

rump length (CRL) of as small as 1 to 2 
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mm might be distinguished quickly 

adjoining the yolk sac. Embryonic 

cardiovascular action can be distinguished 

routinely by EVS when the CRL is more 

noteworthy than Smm.  

Carol et al (2017) [8] referenced that 

utilizing endovaginal sonography (EVS), 

the incipient organism can be pictured 

from the fifth menstrual week ahead. A 

very much performed crown rump length 

(CRL) measurement in the main trimester 

of pregnancy is accurate up to 5 to 7 days 

and is proportionate to or more noteworthy 

in exactness than the biparietal distance 

across measured from the get-go in the 

second trimester.  

Hadlock et al (2012) [9] referenced in the 

examination "Fetal head circumference: 

connection to menstrual age" that various 

gatherings have delivered charts of HC 

against gestational age and the two 

frequently utilized are fundamentally the 

same as. The two demonstrates that 

changes in HC, as BPD, will in general tail 

off towards term however the standard 

deviations are a lot smaller.  

David Cosgrove (2011) [10] referenced 

that the AC is without a doubt the best 

index with which to evaluate both fetal 

size and growth on the grounds that the 

measurement is taken at the dimension of 

the fetal liver, which comprise about 4% 

of the aggregate fetal weight and which 

consistently increments in size with 

gestational age. 

III. LIMITATIONS OF THE STUDY 

The potential limitation of this study 

incorporates the utilization of just a single 

sonographic model to infer appraisals of 

fetal weights which may not be extremely 

precise for all scopes of fetal weights. 

Anyway the utilization of Hadlock 

equation which measures multiple fetal 

parameters was utilized which may 

diminish such errors. 

3.1 Ethical Considerations 

Data on the study was given to the 

participants who deliberately chosen 

whether or not to select on the study, after 

the endorsement by doctor's facility 

Research and Ethics Committee. Educated 

assent was gotten from all participants 

previously the study. 

IV. ANALYSIS METHOD 

This planned cross-sectional near study 

was done at the Obstetrics and 

Gynecology Department. The study 

populace was mothers with singleton term 

pregnancy in cephalic presentation, 

conceded for ordinary vaginal conveyance, 

elective cesarean area, or enlistment of 

labor. The participants had their 

gestational ages affirmed by an early 

ultrasound scan before 22 weeks of 

gestation relying upon when they reserved 

for antenatal consideration. Follow-up 

consideration was by departmental 

conventions. Avoidance criteria included 

unbooked ladies, polyhydramnios, preterm 

labor, ruptured membranes, abnormal lie 
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and presentation, multiple pregnancies, 

antepartum discharge and eclampsia, 

evident inherent irregularity, 

oligohydramnios, uterine fibroids, 

anteriorly embedded placenta, and poor 

representation of fetal parts. A sum of 200 

mothers took an interest in the study over a 

5-month time span from May 16, 2013, to 

October 30, 2013. The choice was finished 

utilizing systematic random sampling. The 

principal member was randomly chosen 

and each third member who fulfilled the 

incorporation criteria was enlisted into the 

study. The interim among clinical and 

ultrasound estimation of fetal weight in-

utero and conveyance of the children was 

inside 72 hrs. Data on age, last menstrual 

period, gestational age, and equality was 

gotten from participants and case records 

before conveyance. The maternal weight 

was resolved utilizing adult weighing scale 

with negligible attire and recorded. At that 

point in-utero clinical estimations of fetal 

weight were completed in the labor ward 

utilizing an adaptable measuring tape 

aligned in centimeter. The fundal height 

was measured from the most elevated 

point on the uterine fundus to the midpoint 

of the upper fringe of the symphysis pubis. 

The stomach circumference was measured 

at the dimension of the umbilicus. Set out 

equation (fundal height multiplied by the 

stomach circumference in centimeters) 

was utilized to compute the clinical fetal 

weights in grams. After the clinical 

estimations, the patients had 

ultrasonographic estimations of fetal 

weight. The ultrasound machine utilized 

was constant with stomach segment 

3.5 MHz transducer. The ultrasound 

machine equation for assessing fetal 

weight was that formulated by Hadlock 

based on biparietal diameter (BPD), head 

circumference (HC), stomach 

circumference (AC), and femoral length 

(FL). Both clinical and ultrasonic 

assessments were archived in a graph. 

After conveyance, the birth weights of the 

children were resolved inside 30 minutes 

of conveyance utilizing a standard simple 

Waymaster (England) scale revised for 

zero error. All information got amid the 

study time frame were gone into an 

information shape explicitly intended for 

the study.  

The mean birth weight and standard 

deviation from real birth weight following 

clinical and ultrasonic methods of fetal 

weight estimations were determined. The 

precision of clinical and sonographic 

estimation of fetal weight was resolved 

concerning the following: (1) mean of the 

error (EFW − ABW/ABW), (2) mean of 

outright error (supreme estimation of EFW 

− ABW/ABW), (3) mean rate error ([EFW 

− ABW] × 100/ABW), (4) mean of total 

rate error (total estimation of [EFW − 

ABW] × 100/ABW), and (5) proportion 

(%) of assessments inside 10% of genuine 

birth weight (genuine when total rate error 

isn't over 10%). Contrast between the two 

methods in the mean rate error (i.e., the 

systematic error) in every method was 

evaluated by the matched t-test. Since the 

outright errors were not regularly 

appropriated, Wilcoxon marked position 

test (nonparametric method) was utilized 
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to test the contrasts among clinical and 

ultrasonic appraisals. The distinction in 

extent of appraisals that were inside 10% 

of the genuine birth weight was surveyed 

by chi-square test. P < 0.05 was viewed as 

huge. The majority of the information 

examination was finished utilizing 

Microsoft SPSS form 18, a windows based 

factual program. 

V. RESULTS 

Out of the 200 participants, there were 68 

(33.6%) nulliparous ladies and 133 (66.6) 

multiparous ladies. A sum of 37 (19%) 

conveyed by cesarean segment, while 165 

(83%) conveyed vaginally. The mean time 

between the fetal weight estimations and 

delivery was 47.38 ± 13.453 hours. he 

mean actual birth weight was 3,243 ± 

509 g. The low birth weight babies (birth 

weight < 2,500 g) represented 12 (6.0%) 

and typical weight babies (birth weight 

2,501 to <4,001 g) were 165 (83%), while 

macrosomic babies (birth weight ≥ 

4,000 g) were 25 (12.1%).  

The mean maternal age was 28.88 ± 6.357 

ears and the middle was 27 years (run 16– 

44 years). The mean maternal ages for low 

birth weight, ordinary birth weight, and 

macrosomic babies were 24.94 ± 5.856, 

28.80 ± 6.582, and 31.44 ± 5.075 years, 

individually, and their mean contrast was 

not measurably noteworthy (P = 0.062). 

The mean actual birth weight expanded 

altogether with increment in both equality 

and maternal weight at delivery.  

The mean actual birth weight was 3,243 ± 

509 g, while the mean assessed fetal 

weights by clinical and ultrasound 

methods were 3,542 ± 634 g and 3,142 ± 

442 g, individually. Matched t-test n mean 

ultrasonically determined weight taken 

before birth of embryo and actual birth 

weight uncovered no huge contrast (t-

2.261, P=0.1234) It was additionally 

discovered that actual birth weight was not 

altogether not the same as clinically 

assessed weight (t=0.454, P= 0.696).  

The scatter diagram demonstrating the 

connection between the clinical fetal 

weight estimation and actual birth weight 

is in Figure 1. Clinical method (Dares 

equation) of fetal weight estimation 

indicated positive connection with actual 

birth weight of the embryo after delivery. 

There is a positive straight connection 

between clinical fetal weight estimation 

and actual birth weight. 
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Figure 1: The scatter diagram of clinical fetal weight estimation and actual birth weight. 

Clinical fetal weight estimation showed positive correlation with the actual birth weight. 

Figure 2 is the scatter diagram 

demonstrating the connection between 

ultrasound fetal weight estimation and 

actual birth weight. Ultrasound method of 

fetal weight estimation demonstrated a 

positive connection with the actual birth 

weight of the embryo after delivery. There 

is a direct connection between ultrasound 

fetal weight estimation and actual birth 

weight. 

 

Figure 2: The scatter diagram of ultrasound fetal weight estimation and actual birth 

weight. Ultrasound method showed positive correlation with actual birth weight. 

The legitimacy of clinical and sonographic 

fetal weight estimation is appeared Table 

1. The affectability esteems for both 

clinical and ultrasound methods were 76% 

and 69.5%, individually, and the thing that 

matters was not factually huge (P= 0.3448) 
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Table 1: The validity of clinical and sonographic fetal weight estimation 

Validity Clinical Method Ultrasound Method P Value 

Sensitivity 75% 69.4% 0.3447 

Specificity 78.6% 85.3% 0.269 

Positive predictive value 43.5% 51.0% 0.3215 

Negative predictive value 93.4% 92.7% 0.7742 

The connection between maternal weight 

at delivery and the mean actual birth 

weight is appeared in Figure 3. There is a 

positive straight connection between 

maternal weight at delivery and mean birth 

weight of the babies. The mean actual 

birth weight expanded with increment in 

maternal weight. 

 

Figure 3: The relationship between maternal weight at delivery and the actual birth 

weight. The actual birth weight increases as the maternal weight increases. 

Table 2: The errors and correlation of ultrasound and clinical fetal weight estimation 

with the actual birth weights of the babies 

Parameter Clinical ± std. Ultrasound ± std P Value 

Mean error (gram) 299 ± 339 g −101 ± 190 g 0.0001 

Mean absolute error (gram) 362 ± 308 g 293 ± 314 g 0.206 

Mean percentage error 9.2% ± 10.45 −3.1% ± 9.68 0.0001 

Mean absolute % error 11.16% ± 9.49 9.04% ± 7.62 0.206 

Correlation coefficient 0.741 0.848 0.003 

Accuracy within 10% of 

ABW 

69.6% 73% 0.756 
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VI. DISCUSSION 

Precise forecast of fetal weight has been of 

incredible enthusiasm for obstetrics. As 

fetal weight can't be measured 

straightforwardly, it must be assessed from 

fetal and maternal anatomical 

characteristics. Of the different methods, 

the most normally utilized are the clinical 

and ultrasonographic methods as in this 

study. Both fetal macrosomia and 

intrauterine development confinement  

 

increment the danger of perinatal grimness 

and mortality and of long haul neurologic 

and formative issue. ID of intrauterine 

development confinement and macrosomia 

will decrease the shot of fetal grimness and 

mortality. The study uncovered that 

clinical estimation of fetal weight is as 

exact as the ultrasonographic method of 

estimation, in spite of the fact that, the 

clinical method overestimated fetal weight 

and ultrasonic method disparaged it. Three 

measures of exactness were utilized in this 

factual investigation and these incorporate 

the quantity of evaluations inside ±10% of 

actual birth weight, mean rate error, and 

mean supreme rate error. Strikingly, the 

mean rate error can be misdirecting in light 

of the fact that it is the total of positive and 

negative deviations from actual birth 

weight, in this way falsely decreasing the 

contrast between actual birth weight and 

assessed birth weight. It is a measure of 

systematic error in every method and just 

considers under-or overestimation 

inclinations. Conversely, the mean 

supreme rate error mirrors the inconstancy 

noted paying little mind to their bearing 

and, accordingly, is the best and 

considerably more precise indicator of 

contrasts from actual birth weight. 

Subsequently, the variety between 

anticipated birth weight and actual birth 

weight was communicated as mean 

outright rate error in this study. 

VIII. CONCLUSION 

This study shows that clinical estimation 

of birth weight plainly has a job in the 

executives of labor and delivery in a term 

pregnancy. Among term singleton cephalic 

pregnancies examined, fetal weight 

estimation utilizing Dare's equation is 

similar to ultrasound gauges for 

anticipating the actual birth weight inside 

10%. This study likewise uncovered that 

there was no huge distinction found 

between the mean weight got through 

clinical and ultrasound appraisals and 

actual birth weight. Both clinical (Dares 

recipe) and ultrasound methods of fetal 

weight estimation indicated positive 

connection with actual birth weight of the 

hatchling after delivery. So it is obvious 

from this finding the clinical evaluation of 

fetal weight is another great indicator of 

actual birth weight alongside ultrasonic 

estimation of fetal weight. Clinical 

estimation of fetal weight is sufficient for 

screening of the birth weight as it has 

higher affectability and negative prescient 

incentive than the ultrasonic estimation, 

while explicitness and positive prescient 

ultrasonic estimation were higher than 
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clinical estimation. It means that clinical 

estimation in screening for actual birth 

weight is better. Consequently, keeping in 

view that the clinical system by Dare's 

method is anything but difficult to 

perform, it very well may be incorporated 

into routine preparing of therapeutic work 

force. 
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