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Editorial 
 
Is Indian’s Economy Facing A Big Challenges of Slow Down ? Former RBI Governor Raghuram 

Rajan has said the economic slowdown in India is &quot; very orrisome&quot; and has called for a fresh 
look at the way GDP is being calculated. 

There are a variety of growth projections from the private sector analysts, many of which are 
perhaps significantly below government projections, certainly the slowdown in the economy is something 
that is very worrisome, The Monetary Policy Committee recently lowered its growth forecast for FY20 to 
6.9 per cent from 7 per cent in the June policy. India&#39;s GDP growth figure was overstated by about 
2.5 percentage points per year in the post-2011 period.In other words, the actual growth rate is likely to 
have been a very tepid 3.5-5.5 per cent against a reported average growth of 6.9 per cent between 2011 and 
2016. We need a fresh look from an independent group of experts at the way we compute GDP and make 
sure that we are not in a sense having GDP numbers that mislead and cause the wrong kinds of policy 
actions, 

 This is not the first time Rajan has expressed doubts about India&#39;s economic data after the 
government restructured the GDP methodology. India&#39;s tinkering with lead economic indicators and 
suppression of discomforting economic data is prompting global economists to plan an independent index for 
the country. 

All the sectors contributing the GDP are facing problems, Manufacturing ,Agriculture ,and to a 
little Services sectors. The unemployment is rising not only in Public Sector of telecom such as BSNL and 
MTNL thanks to the policy of this government to boost private sector in this field a big tycoon Reliance Jio 
but also the present government is planning to privatize the defense production resulting a big threat to 
Public sector in this field Ordinance companies which are facing the problems of retrenchment and  
nemployment. The introduction of economic reforms such as GST and Note bandhi had crashed small scale 
sector resulting in mass scale of these small and tiny units which is backbone of Indian Economy. The 
digitalization is spreading the absence of money supply  India which had lowered the purchasing power of 
consumers resulting in mass scale reduction in consumer demand for goods which we fear mass scale closure 
of units and rising unemployment, we are witnessing the Parle large scale retrenchment of labor and un 
employment. Automobile sector is seriously damaged for slowing down of demand. 

The situation is alarming, as claimed we are progressing is a debatable question. Our students are 
witnessing a very dim picture of their future. The large scale MBAs who are backbone of shaping India ,s 
Economy future are in very glim. Growth parameters of Indian economy are seriously affected ,recent 
Finance ministers propositions for revival of economy are not sufficient .We require large scale reforms by 
RBI to boost money supply which shall accelerate large scale demand by the consumers making investment 
opportunities ,setting of more units to boost production ,consumption and employment opportunities. 

Country is looking to this government to revive Agro sector which is 70% of our economy. We are 
expecting a boost to this sector by rationalizing support prices of Input and base purchase prices of agro 
grains so that the growers shall really grow and subsides of farmers shall come to the end. 
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Research of Selecting Advanced Exercises of Forehand Drive for 
Male Students Between 18 To 22 Years Old In Table Tennis Club 

– Danang University of Physical Education and Sports (Dupes) 
 
Xuan Hung Nguyen: Danang Sports University, Vietnam 
Van Hieu Nguyen: Danang Sports University, Vietnam 
Xuan Hien Nguyen: Faculty of Physical Education, The University of Danang, Vietnam  

 
Abstract: 

The research pointed outthatthe exercises used to improve theforehand drive technique 
is not yet effective and diversified. At the same time, the research suggested 10 exercises to 
improve the efficiency offorehand drive technique for studentsfrom 18 to 22 years oldin 
theTable Tennis Club ofDaNang university of Physical education and Sports (DUPES). 
 
Keywords: exercises, forehand drive, students, table tennis club 
 
Introduction: 

Through the teaching of forehand drive technique for studentsin the Table Tennis Club 
in DUPES, it can be seen that the exercisesdedicated to improve theforehand drive technique 
has not yet proved to be effective, together withthe lack of stability in each shot. Therefore, it 
is necessary to selectand apply some of the most effective exercises to help the students 
practiceproactively andimprove theirforehand drive technique. 

For research process, we used the following methods: Analysis and synthesis method, 
methods of pedagogical observation; Interview method; Pedagogical experimental method; 
Methods of pedagogical examination; Mathematical methods of statistics. 
 
Research Results:  
1. Evaluating the current status of teaching forehand drive technique for male 
studentsfrom 18 to 22 years oldin the Table Tennis Club in DUPES. 
1.1  Evaluating the status of applying exercises to improve the efficiency of the forehand 
drive technique for male studentsfrom 18 to 22 at the Table Tennis Club in DUPES 
• The exercises are not yet fully completed.There is lack of exercises on reaction time. 

Especially, there are not manyexercises that required complex movements. Specialized 
exercises and exercises to enhance endurance are still limited.  

• The forms of training are not really diversified. The practice is monotonous and lack of 
creativity, students are not proactive in practicing.  

• The amount of time spent on advanced technical exercises is not high. Only 10 - 15 
minutes (about 20%) in a training session. 

• Specialized exercises are too poor. Exercises with the ball are simple, lack ofcreativity and 
combination with other moves. Therefore, the studentscannot experience playinga 
forehand drive in different situations. 

• Exercise intensity is still low, the application of the drive technique of specialized students 
in the competitive exercise is poor and ineffective. 
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1.2.  The current status ofteaching forehand drive technique for male students from 18 to 
22 years old in the Table Tennis Club in DUPES. 
 
Table 1. Current status of using exercises to improve the forehand drive technique for 
members in the Table Tennis Club in DUPES (n = 10). 

No. Exercise  Times
/Week 

Amount 
of time 

Break 
time 

1 Speed jump rope 3/7 4 × 2 mins 4-5 mins 

2 Push up 2/7 3 × 2 mins 3-4 mins 

3 Move forward and backward combine with drive 4/7 4 × 90 secs 3-4 mins 

4 Horizontal move combine with drive 5/7 4 × 90 secs 3-4 mins 

5 Combining other techniques with drive 3/7 8 - 10 mins  

6 Countervailing competition 5/7 15 - 20 mins       
 
1.3.  Assessing the tests to evaluatethe forehand drive technique of male studentsfrom 18 
to 22 years old in the Table Tennis Club in DUPES. 
 
Table 2. Result of assessing the tests to evaluate the forehand drive technique skill for 
male students from 18 to 22 years old in the Table Tennis Club in DUPES (n = 10). 

No. 
                                  Interview results 
 
Content of the tests 

Very 
important 
(3 points) 

Important 
(2 points) 

Normal 
(1 point) 

Total 
score 

1 
Preferred diagonal forehand drive  
(2 mins/set) 

24 2 0 28 

2 
Two points moving forehand drive 
(2 mins/set) 

12 6 2 20 

3 
The technique of  topspin forehand serve 
combining with forehand drive (Only count 
good hit over the total of 20 hits). 

18 4 1 23 

4 Forehand drive combining with counterhit  
(3 mins/set) 15 4 2 21 

5 
Non preferred diagonal forehand drive 
(2 mins/set) 

24 2 0 28 

6 
The technique of  attacking topspin backhand 
serve (Only count good hit over the total of 
20 hits). 

12 6 2 20 
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1.4.  Determine the informative characteristics and reliability of the tests 
  
1.4.1. Determine the informative characteristics of forehand drive assessment test for male 
studentsfrom 18 to 22 years old in the Table Tennis Club in DUPES. In order to determine the 
informative characteristicsof the selected tests, we determined the correlation from the 
selected tests by conducting preliminary tests on the subject of study.  
The result of the above correlation is showed in Table 3 and 4. 
 
Table 3. Results of assessing the tests to evaluate the forehand drive for male 
studentsfrom 18 to 22 years old in the Table Tennis Club in DUPES 
No. Test Test results (x ± δ)  
1 Preferred diagonal forehand drive (2 mins/set) 13.28 ± 0.40 
2 Non preferred diagonal forehand drive (2 mins/set) 12.35 ± 0.34 

 
Table 4. Results of assessing the tests to evaluate the forehand drive for male students 
from 18 to 22 years old in the Table Tennis Club in DUPES 

No. Test 
Correlation 

coefficients (r) 
Possibility 

(P) 
1 Preferred diagonal forehand drive (2 mins/set) 0.825 < 0.05 
2 Non preferred diagonal forehand drive 

(2 mins/set) 0.814 < 0.05 

Results obtained from the tables 3 and 4 showed that most of the selected tests on the 
subjects of study exhibited strong correlation, fully informative (|r| > |0.8| with P < 0.05), can 
be applied toassess the skill of attacking serve technique of male students of the Table Tennis 
Club in DUPES (test results are showed in bold of the Table 2).  

From the above research results, we selected tests with sufficient and informative 
value to continue our research on their reliability, including the following two tests: 
Test 1: Preferred diagonal forehand drive (2 mins/set). 
Test 2: Non preferred diagonal forehand drive (2 mins/set). 
 
1.4.2. Determine the reliability of the tests for forehand drive technique for male students 
from 18 to 22 years old in the Table Tennis Club in DUPES. 

 
Table 5. Reliability of the testsfor forehand drive technique for male students from 18 to 
22 years old in the Table Tennis Club in DUPES 

No. Test First time 
x ± δ 

Second time 
x ± δ 

Correlation 
coefficients 

(r) 

1 
Preferred diagonal forehand drive  
(2 mins/set). 16.48 ± 1.35 16.78 ± 1.23 0.801 

2 Non preferred diagonal forehand 
drive (2 mins/set). 17.35 ± 1.34 17.34 ± 1.42 0.806 
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1.5.  Developingcriteria to evaluate theforehand drive technique for male students from 
18 to 22 years old in the Table Tennis Club in DUPES. 
 
Table 6. Criteria to evaluate the forehand drive technique for male students from 18 to 
22 years old in the Table Tennis Club in DUPES. 

No. Test 
Classification 

Poor Below 
average Average Rather 

good Good 

1 Preferred diagonal forehand 
drive (2 mins/set) ≤ 9 10-14 15-18 19-22 ≥ 23,00 

2 Non preferred diagonal 
forehand drive (2 mins/set) ≤ 9 10-14 15-18 19-22 ≥ 23,00 

 
2.  Research on selecting exercises to improve the efficiency of the forehand drive 
technique for male students from 18 to 22 years old in the Table Tennis Club in DUPES. 

2.1. Basis of selecting exercises to improve the efficiency of the forehand drive 
technique for male students from 18 to 22 years old in the Table Tennis Club in DUPES. 

2.2. Research on selecting exercises to improve the efficiency of the forehand drive 
technique for male students from 18 to 22 years old in the Table Tennis Club in DUPES. 

Table 7. Interview results about selecting exercises to improve the efficiency of the 
forehand drive technique for male students from 18 to 22 years old in the Table Tennis 
Club in DUPES (n=10) 

No. 
 

Content of the exercises 
Results Total 

score Priority 1 
(3 points) 

Priority 2 
(2 points) 

Priority 3 
(1 point) 

A Stamina developing exercises 
1 Speed jump  rope  1 min 30 secs / jumps  6 2 2 24 

2 Changing direction run following 
signals (5m /2 mins)  7 2 1 26 

3 
Perform preferred diagonal forehand 
drive using 0.5 Kg steel racket  
(1 min 30 secs/times)  

7 1 2 24 

4 
Perform non preferred diagonal 
forehand drive using 0.5 Kg steel racket  
(1 min 30 secs/times) 

8 2 0 28 

5 Push up (1 mins 30 secs/times).  5 3 2 23 

B Technique developing exercises 

6 Forehand serve combining with 
forehand drive technique (3 mins/times) 7 2 1 26 

7 1 point to 2 points straight line top spin 
drive technique (3 mins/times) 8 2 0 28 
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8 Non preferred diagonal forehand drive 
(3mins/times) 8 1 1 27 

9 Preferred diagonal forehand drive  
(3mins/times) 7 1 2 24 

10 Mixing technique of attacking backhand 
serve (3 mins/times) 8 2 0 28 

11 Backhand drive technique  
(3 mins/times) 5 3 2 23 

12 
Horizontal moving while counterhit to 
the right with 1 point to 2 points topspin 
ball (3 mins/ times) 

4 3 3 21 

13 
Forehand and backhand serve 
combining with forehand drive  
(3 mins/times) 

7 2 1 26 

14 Countervailing competition (Best of 7) 8 2 0 28 
*  Group of stamina developing exercise: 3 exercises 
*  Group of technique developing exercises: 6 exercises. 
*  Group of mental developing and improving the ability to apply the drive technique 

in a match: 1 exercise. 
 

2.3.  Experimental process 
The results are showed in Table 8. 
 

Table 8. Comparison of the results of the drive technique test between the control group 
and experimental groupwith the experiment (nA = 7, nB = 7) 

No. Tests Group B Group A t p x ±  x ±  

1 Preferred diagonal forehand drive  
(2 mins/set) 16.23 ± 1.32 16.28 ± 1.13 0.102 > 0.05 

2 Non preferred diagonal forehand drive  
(2 mins/set) 16.25 ± 1.34 16.34 ± 1,22 0.180 > 0.05 

Following the results of the above table, we can see that: 
  Test No.1: tresult  = 0,102 < ttable = 2,101 
  Test No.2: tresult  = 0,180 < ttable = 2,101 

It can be concluded that the difference between the two groups is not significant at the 
threshold of probability of tresult < ttable P > 0.05. It means that the two groups have the same 
initial level. 

 
2.4.  Evaluating the initial test results of two groups in the forehand drive technique for 
male students between 18 to 22 years old in the Table Tennis Club in DUPES. 
 
Table 9. Comparing the criteriato evaluate the drive technique of control and 
experimental groupswiththe experiment. 
  



July 2019   Entire Research, Volume-XI, Issue-III  6 
 

ISSN 0975-5020 

Rank 
Control group (n = 7) Experimental group (n = 7) 

Test 1 Test 2 Total Test 1 Test 2 Total 

Good 
0 0 

% 
0 0 

% 
% % % % 

Rather good 
2 2 

33,33% 
3 2 

38,09% 
28,57% 28,57% 42,85% 28,57% 

Average 
3 3 

38,09% 
3 4 

42,86% 
42,85% 42,85% 42,85% 57,14% 

Below average 
2 2 

28,58% 
1 1 

19,05% 
28,57% 28,57% 14,28% 14,28% 

Poor 
0 0 

% 
0 0 

% % % % % 
 

2.5.  Experiment results 
Table 10. Comparingthe results of the drive technique test of the control group and 
experimental group after 3 months of experiment (nA = 7, nB = 7) 

No. Test Group B Group A t P δ±x  δ±x  

1 Preferred diagonal forehand drive  
(2 mins/set) 20.12 ± 1.03 22.41 ± 1.22 4.926 < 0.05 

2 Non preferred diagonal forehand drive  
(2 mins/set) 19.23 ± 1.23 21.24 ± 1.12 4.191 < 0.05 

 
Table 11. Comparing the growth rate of the control and experimental groups after 3 
months of experiment 

No. Tests 

Control group  W% Experimental group W% 
Before 

experiment 
After 

experiment  
Before 

experiment 
After 

experiment  
δ±x  δ±x  δ±x  δ±x  

1 

Preferred 
diagonal 
forehand 
drive  
(2 mins/set) 

16.23 ± 1.32 20.12± 1.03 21.40 16.28±1.13 22.41 ±1.22 1.69 

2 

Non 
preferred 
diagonal 
forehand 
drive  
(2 mins/set) 

16.25 ± 1.34 19.23± 1.23 16.80 16.34± 1.22 21.24± 1.12 30.45 
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Chart 1. Comparing the results of the forehand drive technique of male studentsin the 
Table Tennis Club in DUPES 

Conclusion: The results of the tests and the results of comparing the forehand drive 
technique of male students between 18 to 22 years old proved that the selected exercises are 
effective with confidence in the probability threshold of P < 0.05. The efficiency of the drive 
technique of the experimental group after 3 months of experiment is higher than the control 
group at the probability threshold of P < 0.05. 

The selected exercises that improve the efficiency of the drive technique for male 
students between 18 to 22 years old demonstrated that they are more effective than the old 
training program. 
 
Table 12. Comparing the criteria toassess the drive technique of the control group and 
experimental group with the experiment. 

Rank 
Experimental Group (n = 7) Control Group (n = 7) 
Test 1 Test 2 Total Test 1 Test 2 Total 

Good 
5 4 

66.67% 
3 3 47.62% 

 71.42% 57.14% 42.85% 42.85% 
2 3 

33.33% 
3 3 

42.86% 
Rather good 28.57% 42.85% 42.85% 42.85% 

Average 
0 0 

% 
1 1 

9.52% 
% % 14.28% 14.28% 

Below average 
0 0 

% 
0 0 

% 
% % % % 

Poor 
0 0 

% 
0 0  

% % % % 
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Conclusion: 
From the research results, we reached the following conclusions: 
1.  We selected 02 tests to assess the level of the drive technique, which are: 

Test No.1: Preferred diagonal forehand drive (2 mins/set) 
Test No.2: Non preferred diagonal forehand drive (2 mins/set) 

2.  On the basis of theory and practice, we have 10 exercises: 
*  Group of stamina developing exercise: 3 exercises. 
*  Group of technique developing exercises: 6 exercises. 
*  Group of mental developing and improving the ability to apply the drive technique in a 

match: 1 exercise. 
 

According to our research results, exercises that we selected showed the efficiency in 
teaching table tennis for students in 3 months of experiment. Both tests that evaluatethe drive 
technique for male students between 18 to 22 years old got the result that is tresult > ttable = 
2.101 at the probability threshold of P < 0.05. In another words, the difference has the 
statistical meaning at the probability threshold of P < 0.05. In conclusion, the forehand drive 
techniques of the experimental and control groups have a significant difference after 3 months 
of experiment. 
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Effects of Isometric Exercise Training on Blood Pressure 
 

Lim Boon Hooi, Khadijah Berhanuddin, TeoEng Wah: University of Malaya, Kuala 
Lumpur (Malaysia) 

 
Abstract:  

Exercise training programmes represent a widely recommended component in the 
treatment and prevention to lower blood pressure (BP) could have important implications for 
management of hypertension. A growing body of research demonstrates that isometric 
exercise training (IET) is capable of lowering resting BP. The primary aim of this exploratory 
study was to explore whether 12-week of the new IET (360° TitaniUM Core Strength 
Exercise®) could elicit clinically relevant reductions (≥ 2 mmHg) in BP. Ten hypertensive 
participants had been recruited from University of Malaya and local community clinic 
through posters and email advert. They were included if they: (a) had a medical diagnosis of 
primary or idiopathic hypertension; (b) currently on antihypertension medications (β-blockers 
or/and non-dihydropyridine calcium channel blockers). Exclusion criteria: a) not on 
hypertensive medication. b) had target organ damage (i.e. heart failure, renal failure, 
hypertensive retinopathy or stroke). c) has any joint mobility issue especially the shoulder.  
Participants trained 3 sessions/week for 12 weeks, one session/week they carried out their 
intervention in the laboratory guided by the researcher and two sessions/week performing the 
new IET at home. The new IET consisted of twelve isometric exercises and the participants 
carried out the exercises in sequence with each exercise session consisted of 10-20 
seconds/exercise progressively, 3 sets every session with the rest period of one minute 
between sets. Results revealed that 12 weeks of new IET induced a significant reduction of 
resting BP (Systolic Blood Pressure–SBP, Diastolic Blood Pressure-DBP) in medicated 
hypertensive patients.The finding in this study showed that the reductions of resting BP was ≥ 
2 mmHg, it supported several studies used IET to induce reductions in resting BP in both 
healthy participants and medication hypertensive patients. In conclusion, such an accessible 
and cost-effective IET programme may help reduce some of the key barriers known to reduce 
exercise adherence and may provide a more effective lifestyle modification for the treatment 
and prevention of hypertension.  

 
Keywords: A New Isometric Exercise Training, Resting Blood Pressure, 360° TitaniUM 
Core Strength Exercise®, Hypertensive Patients  

 
Introduction:  

Exercise training programmes represent a widely recommended component in the 
treatment and prevention to lower resting blood pressure (BP) could have important 
implications for management of hypertension (Pescatello et al., 2019).A large and emerging 
body of evidence supports isometric exercise training (IET)as an effective exercise modality 
to lower resting BP in both normotensive and hypertensive populations (Badrov, Freeman, 
Zokvic, Millar, & McGowan, 2016; Bigliassi, Karageorghis, Bishop, Nowicky, & Wright, 
2018; Devereux, Wiles, & Howden, 2015; Gill et al., 2015; Millar & Goodman, 2014; Wiles, 
Goldring, & Coleman, 2017).  
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Furthermore, the results of two meta-analyses suggest that IET may be capable of 
eliciting greater BP reductions than traditional aerobic and resistance exercise training 
(Carlson, Dieberg, Hess, Millar, & Smart, 2014; Cornelissen, Fagard, Coeckelberghs, & 
Vanhees, 2011). As detailed in another meta-analyses (Owen, Wiles, & Swaine, 
2010)isometric handgrip (IHG) and leg training are intriguing exercise alternatives which 
require substantially less time (~30–75 total min/week) while documenting significant 
reductions in resting BP in normotensive and medicated hypertensive populations (Carlson et 
al., 2014; Millar, Levy, McGowan, McCartney, & MacDonald, 2013; Wiles et al., 2017). 

Based on this accumulating evidence, the American Heart Association suggests that 
IET and in particular, isometric handgrip (IHG) training, may be used as a potential 
alternative strategy to lower resting BP (Class IIB, Level of Evidence C) (Brook, Jackson, 
Giorgini, & McGowan, 2015).The emergence of this modality as a potential treatment 
strategy for individuals with hypertension and the need for additional investigation. The IHG 
is easily applicable (i.e. easy to use and can be performed anytime and anywhere), 
inexpensive, hence accessible to the global population, and may be preferred by individuals 
who find physical activity non pleasant and could offer a valuable new therapeutic adjunct in 
the overall approach for treating hypertension. At such, this method has been implemented 
using a programmable digital handgrip dynamometer (Badrov et al., 2016; Millar et al., 
2013), which guides an individual through a complete IET session and can, therefore, be used 
without supervision (Millar & Goodman, 2014)in the home.  

Also, it is suggested that the majority of previous IET studies are likely to have 
imposed exercise barriers, such as cost and time, which could reduce the effectiveness of IET 
as a potentialphysical therapy for altering BP (Millar, McGowan, Cornelissen, Araujo, & 
Swaine, 2014). It isproposed that an inexpensive, home-based IET programmewould help to 
promote the use of IET as a valuable tool inthe fight against high blood pressure.An 
alternative exercise mode that may be more suitablefor home-based training is the isometric 
wall squat whichutilises a constant positionisometric contraction style(Hunter, 2014), with 
participants required to keeptheir knee joint at a prescribed angle while supporting an inertial 
load (body mass) using the quadriceps.  

From the literature search, the most widely IET studies utilized alternative exercise 
mode with isometric handgrip (IHG), leg training and isometric wall squat. These exercise 
modes only concentrate on either arm and leg muscles documenting significant reductions in 
resting BP in normotensive and medicated hypertensive populations. The new IET (360° 
TitaniUM Core Strength Exercise®) consists of 12 isometric exercises, performing in 
sequence and targeting on strengthened the core muscles, where by core in the human body 
was described as an anatomical box consisting of 29 pairs of muscles forming a front 
(abdominals), back (paraspinals and gluteals) and bottom (pelvic floor and hip girdle) 
(Richardson, Jull, Hodges, & Hides, 1999). This new IET defined as an IET because it 
sustained muscle contraction (i.e. increase in tension) with no change in length of the 
involved muscle group. The new IET activated 29 pairs of core muscle when performed this 
exercise, theoretically it should be better mode of IET in significant reductions of resting BP 
if compared to hand or leg muscle group mode of isometric exercises.  

Additionally, the new IETcan be another an alternative mode because it is an 
inexpensive and home-based IET which may remove the barriers of hypertensive patients 
enable them to carry out their exercise at home. Also, the new IET (360° TitaniUM Core 
Strength Exercise®) consists of 12 isometric exercises is easy and simple to perform, 
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requiresvery minimal equipment, and is, therefore, both economical andaccessible. 
Taken together, the primary aim of thisexploratory study was to explore whether 12-

week of thenew IET (360° TitaniUM Core Strength Exercise®) could elicit clinically relevant 
reductions (≥2 mmHg) in resting BP among hypertensive patients. We hypothesised that a 
reduction in resting BP would be the effects of the new IET in 12-week. Further to this, the 
secondary aim of the study was to investigate the recovery of resting BP will have 
occurredeither 5 minutes or 10 minutes after performing the new IET.   
 
Methods: 
Participants: 

Tenhypertensive participants had been recruited from University of Malaya and local 
community clinic through posters and email advert. They were included if they: a) had a 
medical diagnosis of primary or idiopathic hypertension; b) currently on antihypertension 
medications (β-blockers or/and non-dihydropyridine calcium channel blockers).Exclusion 
criteria: a) not on hypertensive medication; b) had target organ damage (i.e. heart failure, 
renal failure, hypertensive retinopathy or stroke); c) has any joint mobility issue especially the 
shoulder. 

Screening included body mass and height measurements. A medical history and a list 
of current medication were also obtained in order to identify other cardiovascular diseases. 
Ten out of fifteen patients met the inclusion criteria, all participants gave written informed 
consent prior to participation, and the University of Malaya Research Ethics Committee 
approved this study. Before testing, each participant received a written explanation of the 
procedures including any potential risks. Participants completed a health and medical 
questionnaire and reported that they were not suffering from any other injury or disease. 

In all, fivemales and fivefemales’ hypertensive patientsvolunteered to participate, 
characteristics of the participants as table 1. All participants completed a familiarization visit 
to the laboratory and testing environment, followed by a baseline measurement session to 
assess resting BP. Within one week of baseline testing, participants began the new IET 
training (3 times/ week for 12 weeks). All participants were familiarised with the test 
procedures and performing the new mode of IET. Prior to testing, participants maintained an 
abstinence from food for 2 hours, caffeine for 4 hours, and alcohol for 12 hours and 
performed no strenuous exercise 24 hours before. 

 
Table 1. General Characteristics of the Participants (n=10)  
Characteristics  Values 
Age (Mean ± SD years) 46.1 ± 8.35 
Gender 

Male  
Female 

 
5 (50%) 
5 (50%) 

Ethnicity  
Malay (%) 

 
10 (100%) 

Weight (kg)  69.8 ± 10.95 
Height (m)  1.58 ± 0.10 
Body Mass Index (kg/m²) 27.96 ± 3.29 
Period of Hypertensive Medication (Mean ± SD Years) 4.04 ± 4.12 
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Type of Medication   
ACE Inhibitor (%) 1 (10%) 
Calcium Channel Blocker (%) 4 (40%) 
Diuretic (%) 1 (10%) 
Β-Blocker (%) 4 (40%)  
Monotherapy (%) 7 (70%) 
Combination therapy (%) 3 (30%) 

Values represented as mean ±SD, number of participants and percentage 
 
Study design  

This study was conducted in Centre for Sport and Exercise Sciences. Baseline BP 
measurements and the newIET was performed between 10:00am–1:00 pm in the physiology 
laboratory. BP was measured with aneroid sphygmomanometer, Omron HEM 7120 fully 
automatic digital blood pressure monitor with intellisensex technology for most accurate 
measurement on dominant arm based on American Heart Associationguidelines. This 
laboratory testing session was repeated following 12 weeks of the new IET. 

 
The new IET(360° Titanium Core Strength Exercise®) 

Participants trained 3 sessions/week for 12 weeks, one session/weekthey carried out 
their intervention in the laboratory guided by the researcher and two sessions/week 
performing the new IETat home. When performing the new IET at home, all participants were 
guided by a new IET programme bookletprovided to them. The new IET is a copyright 
protected under Copyright Act 1987 (Act 332) by the researcher. Each exercise session 
consisted of 10-20 seconds/exercise progressively (Table 2), 3 sets every session with the rest 
period of one minute between sets.  

The new IET consisted of twelve isometricexercises: 1). double elbow prone bridge; 
2). right elbow lateral bridge; 3). both legs supine bridge; 4). left elbow lateral bridge; 5). both 
hand prone bridge; 6). right hand lateral bridge: 7). left leg up supine bridge; 8). right leg up 
supine bridge; 9). left hand lateral bridge; 10). Alternate left hand right leg; 11). Alternate 
right hand left leg; 12). Superman. All these exercises should have performed in sequence.  

Each exercise has to be maintained for 10 seconds in the first month and increases 
progressively in duration to perform these exercise from 10 seconds to 20 seconds as table 2. 
The researcher monitored during the participants performing these exercises to ensure that the 
technique is correct and timing each exercise during laboratory visits.  

Table 2: Schedule of Performing the New IET Programme 
Month Frequency Duration Set 

First month 

3 sessions/week 
(1 session  in laboratory  guided by 

researcher and 2 sessions guided 
by the booklet at home) 

10 seconds/exercise 3 

Second month 

3 sessions/week 
(1 session  in laboratory  guided by 

researcher and 2 sessions guided 
by the booklet at home) 

15 seconds/exercise 3 
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Third month 

3 sessions/week 
(1 session  in laboratory  guided by 

researcher and 2 sessions guided 
by the booklet at home) 

20 seconds/exercise 3 

On each laboratory visit, participants rested in a seated position for 10 minutes and 
resting BP were measured. After completing the measurement of resting BP, participants 
performed the new IET guided by the researcher with the same duration and repetition when 
they carried their own training at home. Baseline resting BP was assessed prior to each IET 
session to investigate the effects of the new IET on resting BP adaptations. After each IET 
session, participants were requested to rest in the lab and the second resting BP were assessed 
in 10 minutes after the completion of the new IET, measurement of resting BP and resting HR 
were taken concurrently. 

 
Experimental measures: 

All testing was conducted in a quiet, darkened, and temperature-controlled laboratory 
(20–24 °C).  All repeat testing (i.e., following 12 weeks of new IET) was conducted testing 
time of day according to their schedule set by them. All training sessions were separated by a 
minimum of 1 day of rest. Participants were required to complete training log books recording 
the date of exercise. 

 
Statistical analysis 

All data are expressed in mean and standard deviations (Mean ± SD). Comparative 
analysis was carried out using Paired-samples t-test (statistical significance was set at 
p<0.05). All statistical analyses were performed using IBM SPSS Statistics for Windows, 
version 23, Armonk, NY: IBM Corporation. 

 
Results: 

All participants (n=10) adhered and completed the required 36 sessions of the new 
IET over 12 weeks training period (one session in laboratory guided by researcher and two 
sessions at home guided by the booklet provided to them). Prior to each training session in the 
laboratory, resting measures were recorded for each participant during their 12 visits to the 
laboratory. All participants were informed not to change in their prescribed medications over 
the course of this study. 

A paired samples t-test indicated that there was significant difference in SBP for 
baseline (M=133.24mmHg, SD=10.33) and 10 minutes after (M=130.62mmHg, SD=10.12; 
t(9)= 13.90; p<0.05). Comparison of the DBP between the baseline (M=83.51mmHg, 
SD=7.84) with the 10 minutes after exercise (M=79.64mmHg, SD=5.63) also revealed that 
statistically significant (t(9)= 4.06; p<0.05).   

 
Discussion: 

In current study, 12weeks of laboratory plus home-based of new IET induced a 
significant reduction of BP (SBP &DBP) in medicatedhypertensive patients. The resting BP 
reductions are similar in magnitude to those previously reported following IET that was partly 
laboratory based with participants performing constant force contractions (Millar et al., 2013; 
Millar et al., 2014)with bilateral-leg IET using the same acute programme variables and 
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exercise intensity in a laboratory setting. Therefore, the novel of new IET protocol utilised 
within this study appears to provide a viable alternative laboratory plus home-based method 
for the reduction of resting BP. 

Important to point out that the hemodynamic results of this study confirm previous 
findings in medicated hypertensive participants (Taylor, McCartney, Kamath, & Wiley, 
2003), which reportedsignificant reductions in SBP and/or DBP following Isometric Handgrip 
(IHG) training. At such, another novel feature of the current study demonstrates that even in 
medicated hypertensive participants, the new IET has significant resting BP effects.  

The finding in this study showed that the reductions of resting BP was ≥ 2 mmHg,it 
supported several studiesused IET to induce reductions in resting BP in both healthy 
participants and medication hypertensive patients (Millar et al., 2013; Taylor et al., 2003; 
Wiley, Dunn, Cox, Hueppchen, & Scott, 1992). Greater insight into the effects of IET on 
minimal clinically important difference (MCID)(Page, 2014),the meta-analyses of IET studies 
reported average reductions in resting BP that were substantial −6.77 to −10.9 mmHg SBP 
and −3.9 to −6.7 mmHg DBP (Carlson et al., 2014; Cornelissen et al., 2011; Owen et al., 
2010). The reduction in BPS and BPD ≥2 mmHg is considered clinically meaningful, since it 
is associated with significant risk reduction in the incidence of heart failure among normo- 
and hypertensive individuals. Clinically meaningful blood pressure reductions with low 
intensity isometric handgrip exercise. Reduction in BPS decreases stroke and coronary heart 
disease deaths rate by 6% and 4%, respectively; reduction of 5 mmHg will further cause 
reductions of 14% and 9%, respectively(Piikmann & Reisberg, 2018). 

In current study, the intervention period was set for 12 weeks and the intervention was 
on medicated hypertensive patients because no study has been carried out the verify the 
effectiveness of this new IET with this group of patients before. Previous study reported that 
following 4 weekshome-based isometric wall squat training can elicit clinically relevant 
reductions in resting SBP and DBPin healthy normotensive males. Also, a few IET studies 
using larger muscles mass lower body exercise that have been able to produce reductions in 
all three BP components (SBP and DBP) following ≤8 weeks of isometric leg training 
(Devereux et al. 2010; Wiles et al. 2010; Gill et al. 2015). But, other finding reported no 
significant differences in any resting BP parameters at 4 weeks when bilateral-leg extension 
was performed at an intensity of 85% HRpeak, but significant reductions in SBPat the end of 
8 weeks, whereas the other study showed that all parameters of resting BP were significantly 
reduced after only 3 weeks of bilateral-leg IET, but only when IET occurred at a higher 
intensity (~100% HRpeak or 34% MVC)(Gill et al., 2015). 

However, all these previous studies used bilateral-leg extension that required 
specialised equipment only available in a small number of sport and exercise science 
laboratories. Thus, the accessible and potentially cost effective training of this new IET 
protocol in current study may help to improve isometric exercise’s efficacy as a physical 
therapy for altering resting BP, the major differences between current study with previous 
studies were the type of subjects, gender, location of intervention and intervention duration.  

The new IET utilized consisted 12 isometric exercises, performing in sequence and 
targeting on 29 pairs of core strength muscles. At such, theoretically, it could be argued that 
the new IET might result in both a greater magnitude (and possibly a greater rate) of resting 
blood pressure reduction compared to other IET (isometric hand grip, bilateral-leg extension 
exercise and isometric wall squat). This is based primarily on the fact that isometric hand grip 
isolate on arm muscles (Pescatello et al., 2019), leg extensions isolate the quadricepsand wall 
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squat exerciseuse a smaller muscle mass in comparison with the new IET, which utilises 
additional muscle groups It has been hypothesised that isometric contractions of a greater 
muscle mass require an increased central and peripheral drive (Mitchell, 1991; Soares et al., 
2019). 

Following more muscles recruited to perform the new IET, therefore, the 
cardiovascular control centres will be stimulated in parallel fashion with the motor cortex 
(Franke, Boettger, & McLean, 2000), thus producing a larger increase in cardiovascular 
response (a likely stimulus for BP adaptation) through greater central command (Soares et al., 
2019). Additionally, evidence suggests that increased motor unit recruitment also enhances 
the exercise pressor response (Seals et al., 1985)due to either greater physical deformation 
that stimulates the mechanoreceptors (Soares et al., 2019)and/or increased metabolite 
production activating the metaboreceptors (Iellamo, Massaro, Raimondi, Peruzzi, & 
Legramante, 1999). 

In conclusion, the current study demonstrates that12 weeks of laboratory plus home-
based of new IET canelicit clinically relevant reductions in resting SBP and DBPin medicated 
hypertensive patients. Such an accessibleand cost-effective IET programme may help 
reducesome of the key barriers known to reduce exercise adherenceand may provide a more 
effective lifestyle modificationfor the prevention of hypertension. Hypothetically, if this new 
IET could help to lower BP, the patient could exercise several times a day, and regularly to 
get more pronounced and longer lasting effect on BP, because training takes only couple of 
minutes and can be performed literally everywhere. This could potentially prevent and 
decrease the risk problems related to high blood pressure (Piikmann & Reisberg, 2018). 

 
References: 
1. Badrov, M. B., Freeman, S. R., Zokvic, M. A., Millar, P. J., & McGowan, C. L. (2016). 

Isometric exercise training lowers resting blood pressure and improves local brachial 
artery flow-mediated dilation equally in men and women. Eur J Appl Physiol, 116(7), 
1289-1296. doi:10.1007/s00421-016-3366-2 

2. Bigliassi, M., Karageorghis, C. I., Bishop, D. T., Nowicky, A. V., & Wright, M. J. 
(2018). Cerebral effects of music during isometric exercise: An fMRI study. International 
Journal of Psychophysiology, 133, 131-139. 
doi:https://doi.org/10.1016/j.ijpsycho.2018.07.475 

3. Brook, R. D., Jackson, E. A., Giorgini, P., & McGowan, C. L. (2015). When and How to 
Recommend ‘Alternative Approaches’ in the Management of High Blood Pressure. The 
American Journal of Medicine, 128(6), 567-570. 
doi:https://doi.org/10.1016/j.amjmed.2014.12.029 

4. Carlson, D. J., Dieberg, G., Hess, N. C., Millar, P. J., & Smart, N. A. (2014). Isometric 
Exercise Training for Blood Pressure Management: A Systematic Review and Meta-
analysis. Mayo Clinic Proceedings, 89(3), 327-334. 
doi:https://doi.org/10.1016/j.mayocp.2013.10.030 

5. Cornelissen, V. A., Fagard, R. H., Coeckelberghs, E., & Vanhees, L. (2011). Impact of 
resistance training on blood pressure and other cardiovascular risk factors: a meta-
analysis of randomized, controlled trials. Hypertension, 58(5), 950-958. 
doi:10.1161/HYPERTENSIONAHA.111.177071 

 
*** 

https://doi.org/10.1016/j.ijpsycho.2018.07.475
https://doi.org/10.1016/j.amjmed.2014.12.029
https://doi.org/10.1016/j.mayocp.2013.10.030


July 2019   Entire Research, Volume-XI, Issue-III  16 
 

ISSN 0975-5020 

Proposal  for the Integration of  Leisure Sports into Tourism  
in Thua Thien Hue Province  

 
Xuan Hung Nguyen: Danang Sports University, Vietnam 
Huy Ha Le: Danang Sports University, Vietnam 
Xuan Hien Nguyen: Faculty of Physical Education, The University of Danang Vietnam.  

 
Abstract: 

  Thua Thien Hue, with its existing potential, is an ideal place to promoteleisure sports 
by integrating theminto tourismto take its best advantage. Based on the assessment about 
current status of such integration in this province, the study selected and suggested certain 
sports to be integrated into tourism to improve the efficiency of local tourism and develop it 
to a higher level. 

 
Keywords: leisure sports, tourism, sea, ecology  
 
1. Introduction 

 Thua Thien Hue is a fascinating tourist spot with many cultural and historical sites, scenic 
landscape, diverse ecological features, romantic and majestic sightseeing, all of which makes 
this place an attractive destination that tourists cannot miss.  

At present, the introduction of leisure sports is being appreciated and enjoyed by many 
people. Thua Thien Hue, with its existing potential, is an ideal place to promote leisure sports 
by integrating them with tourism activities bring the highest efficiency. Such successful 
combination would yield a great impact to the development of local tourism as well as to 
partly solve the problem of unemployment, prevent street begging, peddling, pickpocketing or 
soliciting tourists that contribute negatively to the province’s image.  

Additionally, the integration of leisure sports and tourism would create a new image 
for Thua Thien Hue, tackle the problem in the management and find a new approach for local 
tourism. It can be seen that this province is full of opportunities to promote Vietnamese 
tourism and culture to the world. However, such integrationstill has many drawbacks. It lacks 
suitable types of sports dedicated for each type of tourism. Besides, this form of tourism is 
still localized in certain places, yet the scale has not reached the expected popularity.  

Based on the analysis, the importance and the urgency of this issue, we define the 
research topic to be Proposal for the integration of leisure sports into tourism in Thua Thien 
Hue province.  
2. Research Methodology 

- Analysis and synthesis method 
- Interview method 
- Sociological investigation  
- Statistical method 

3. Research Taegets 
- Research Subjects: Leisure sports integrated into tourism in Thua Thien Hue 
- Research Objects: Thua Thien Hue Tourism 

4. Research Results 
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4.1.  Current status of integrating leisure sports into tourism in Thua Thien Hue 
In order to assess the true status of the integration of leisure sports and tourism, we 

conducted an interview with 30 managers of local tourist sites. The survey results showed that 
the integration of leisure sports and 3 types of tourism, which are cultural tourism, eco-
tourism and sea tourism, are still not commensurate with its advantages and potential, which 
was showed in Table 4.1. 

 
Table 4.1. The level of consensus on integrating leisure sports into cultural attractions in 
Thua Thien Hue (n=30) 

No. Survey questions High 
level 

 
% Average 

level 

 
% 
 

Low level 
or none 

 
% 

1 
Role and position of 
leisure sports in tourist 
sites 

1 3,33 10 33,33 19 63,33 

2 Level of interest in leisure 
sports of tourists 3 10 15 50 12 40 

3 
The need forintegrating 
leisure sports into tourism 
of tourists 

5 16,66 15 50 10 33,33 

4 Facilities for leisure sports 1 3,33 10 33,33 19 63,33 

5 

Rate of investment for the 
integration of leisure sports 
and tourism compared to 
entire operating expenses 
for tourism 

2 6,66 13 43,33 15 50 

6 
Level of organizing sport 
competitions at the tourist 
sites 

1 3,33 8 26,66 21 70 

7 
Organizing and assessing 
the result of integrating 
leisure sports into tourism 

0 0 6 20 24 80 

8 

Percentage of tour guides, 
specialists who can guide 
sports activities at the 
tourist sites 

0 0 5 16,66 25 83,33 

9 
Quality of services for 
leisure sports at the tourist 
sites 

1 3,33 7 23,33 22 73,33 

10 

Profit getting from the 
integration of leisure sports 
and tourism compared to 
total profit at the tourist 
sites 

1 3,33 1 3,33 28 93,33 

11 

Take the integration of 
leisure sports and tourism 
as the key to develop 
tourism 

0 0 9 30 21 70 
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12 
Promote tourist sites 
through organizing sport 
competitions 

1 3,33 6 20 23 76,66 

13 
Promote the local  culture 
through organizing sport 
competitions  

2 6,66 15 50 13 43,33 

Table 4.1 showed that the development of leisure sport – tourism integration is not 
commensurate with the existing potential and strengths of local tourism. The need of tourists 
regarding this tourism form is relatively high, yet the investment is not as high as expected, 
together with the inefficiency in organization and management. Facilities and human 
resources have not met the requirements, resulting in the difficulty in generating profit and 
promoting tourist sites, people and local culture. 
 
Table 4.2. The level of consensus on integrating sports into ecotourism destinations in 
Thua Thien Hue (n=30) 

No. Survey questions High 
level % Average 

level % Low level 
or none % 

1 Role and position of leisure 
sports in tourist sites 2 6,66 15 50 13 43,33 

2 Level of interest in leisure 
sports of tourists 4 13,33 17 56,66 9 30 

3 The need for integrating leisure 
sports into tourism of tourists 8 26,66 15 50 7 23,33 

4 Facilities for leisure sports 2 6,66 10 33,33 18 60 

5 

Rate of investment for the 
integration of leisure sports and 
tourism compared to entire 
operating expenses for tourism 

   10 33,33 15 50 5 16,66 

6 Level of integrating leisure 
sports at the tourist sites 3 10 17 56,66 10 33,33 

7 Level of organizing sport 
competitions at the tourist sites 2 6,66 10 33,33 18 60 

8 
Organizing and assessing the 
result of integrating leisure 
sports into tourism 

1 3,33 8 26,66 21 70 

9 
Percentage of tour guides, 
specialists who can guide sports 
activities at the tourist sites 

1 3,33 5 16,66 24 80 

10 Quality of services for leisure 
sports at the tourist sites 3 10 7 23,33 20 66,66 

11 

Profit getting from the 
integration of leisure sports and 
tourism compared to total profit 
at the tourist sites 

3 10 14 46,66 13 43,33 

12 
Take the integration of leisure 
sports and tourism as the key to 
develop tourism 

1 3,33 1 3,33 28 93,33 

13 Promote tourist sites through 3 10 9 30 18 60 
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organizing sport competitions 

14 
Promote the local  culture 
through organizing sport 
competitions  

2 6,66 10 33,33 18 60 

Table 4.2 showed that the level of integration of leisure sports and ecotourism 
destinations is higher than that of cultural tourism, but it was not significant. There are still 
many limitations such as high level of spontaneous tourismwithout management, lack of plan 
and proper investment to meet the demand of tourists, which lead to the waste of the existing 
potential. 

Table 4.3. The level of consensus on integrating sports into sea tourism destinations in 
Thua Thien Hue (n=30) 

No. Survey questions High 
level % Average 

level % Low level 
or none % 

1 Role and position of leisure 
sports in tourist sites 4 13,33 10 33,33 16 53,33 

2 Level of interest in leisure 
sports of tourists 6 20 15 50 9 30 

3 The need for integrating leisure 
sports into tourism of tourists 8 26,66 16 53,33 6 20 

4 Facilities for leisure sports 3 10 10 33,33 17 56,66 

5 

Rate of investment for the 
integration of leisure sports and 
tourism compared to entire 
operating expenses for tourism 

5 16,66 15 50 10 33,33 

6 Level of integrating leisure 
sports at the tourist sites 3 10 17 56,66 10 33,33 

7 Level of organizing sport 
competitions at the tourist sites 3 10 13 43,33 17 56,66 

8 
Organizing and assessing the 
result of integrating leisure 
sports into tourism 

2 6,66 8 26,66 20 66,66 

9 
Percentage of tour guides, 
specialists who can guide sports 
activities at the tourist sites 

2 6,66 8 26,66 20 66,66 

10 Quality of services for leisure 
sports at the tourist sites 3 10 7 23,33 20 66,66 

11 

Profit getting from the 
integration of leisure sports and 
tourism compared to total profit 
at the tourist sites 

3 10 10 33,33 17 56,66 

12 
Take the integration of leisure 
sports and tourism as the key to 
develop tourism 

3 10 13 43,33 14 46,66 

13 Promote tourist sites through 
organizing sport competitions 3 10 9 30 18 60 
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14 
Promote the local  culture 
through organizing sport 
competitions  

0 0 9 30 21 70 

Table 4.3 showed that the integration of leisure sports andsea tourism is the highest 
compared to the other two types. However, in general, the level of development is only 
moderate, primitive and small, not yet utilizing its strengths. All three types of tourism meet 
the same problem: The demand of tourists for the activities is high, yet the number of leisure 
sports is low, the equipment and facilities are not good enough, human resources cannot meet 
the requirements. However, this problem still has not received proper concern from the 
authorities, which leads to boring activities and difficulty in increasing revenue.  

 
4.2. Advantages and disadvantages of integrating leisure sports into tourism in Thua 
Thien Hue 

4.2.1. Advantages 
Thua Thien Hue is an interesting tourist destination with many famous historical and 

cultural relics, ecological diversity, beautiful and majestic landscapes that are worth-visiting.  
The tourism industry of Thua Thien Hue is an important element for the development 

of Vietnam Tourism, especially with its potential and uniqueness. This province has rich and 
diverse culture, which includes tangible and intangible culture heritages, the Imperial City, the 
system of royal tombs: Tomb of Minh Mang, Tomb of Tu Duc, Tomb of Khai Dinh ... In 
which the Imperial City and the Royal defined music of Hue have been recorded by UNESCO 
as the world cultural heritages. The local tourism productsare diverse and high-quality, which 
are developing and being strongly invested such as: 
• Vast tourist area including Bach Ma National Tourism - Lang Co - Canh Duong - Hai 

Van. 
• Many ecotourism destinations,sea tourism destinations, lagoons, mountainous areas; Lang 

Co beach, Thuan An beach, Tam Giang - Cau Hai lagoon, Truc Lam Bach Ma Monastery, 
Huong mountain, Ngu river, Elephant stream, Nhi Ho waterfall ... 

• In addition to these advantages, there are also contributions from the tourists, local people, 
tourism products and services that positively affect the overall success of this industry. 

• With the orientation of building Thua Thien Hue as a cultural center - an interference of 
different cultures in the world, the local authority organizes Hue Festival once every two 
years. This is a culture - tourism event that has national and international scale. Thua 
Thien Hue is striking to become the Festival City of Vietnam. 

• Over the past years, tourism activities in Thua Thien Hue had many important 
achievements, which partly contributed to the socio-economic development, creating 
premise for Thua Thien Hue to be a fascinating cultural and tourist center of Vietnam. 

4.2.2.  Disadvantages  
Tourism services are not diverse yet; entertainment and shopping centers have not 

received much investment; the connection between culture, heritage and tourism development 
is not as effective as expected. Tourist attractions and historical sites are becoming boring 
without any innovations to attract visitors. Besides, the lack of strict management and 
ineffective solutions result in temporary effect. To be able to bring innovations, there must be 
changes in the organization of tourism activities to attract more national and foreign tourists. 
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4.3.  Proposing types of leisure sports to be integrated into tourism in Thua Thien Hue 
On the principles of proposing leisure sports, we conducted an interview to get the 

opinions of 200 people about the suitability and favorability towards the integration of sport 
and tourism. Among 200 people, two thirds are tourists and the rest are working in local 
tourist destinations. The results were showed in the following tables: 
 
Table 4.4. Interview results about integrating leisure sports into ecotourism in Thua 
Thien Hue (n=200) 

No. Leisure sports Ecotourism destinations 

  
Hai Van 

Pass 
Bach Ma 

National Park 
Elephant 
springs 

Dream 
springs 

Nhi Ho 
water- 

-fall 

Ngu Binh 
moun- 
-tain 

Tam Giang 
lagoon 

Huong 
river 

  Vote % Vote % Vote % Vote % Vote % Vote % Vote % Vote % 

1 Hiking 50 25 150 75 40 20 38 19 26 13 167 88 0 0 0 0 

2 
Waterfall 
slide 

0 0 176 88 163 81,5 89 44,5 178 89 0 0 23 11,5 14 7 

3 
Swim-  
-ming 

0 0 30 15 185 92,5 178 89 167 88 0 0 45 22,5 56 28 

4 Scuba diving 0 0 24 12 76 38 56 28 87 43,5 0 0 187 93,5 165 82,5 

5 Parachute 183 91,5 157 78,5 23 11,5 16 8 32 16 173 86,5 102 50 54 27 

6 Boat racing 0 0 0 0 0 0 0 0 0 0 0 0 194 97 179 89,5 

7 Fishing 0 0 0 0 33 16,5 23 11,5 45 22,5 0 0 184 92 157 78,5 

8 Duck boat 0 0 0 0 23 11,5 12 6 5 2,5 0 0 12 6 187 93,5 

9 Seafood catching 0 0 0 0 0 0 0 0 0 0 0 0 197 98,5 140 700 

10 Double cycling 178 89 13 6,5 2 1 1 0,05 4 2 76 38 45 22,5 157 78,5 

11 Air balloon 167 83,5 141 70,5 23 11,5 45 22,5 31 15,5 186 93 123 61,5 176 88 

12 
Wind- 
-surfing 

12 6 11 5,5 11 5,5 21 10,5 3 1,5 0 0 98 49 184 92 

Table 4.4 showed that the selected leisure sports are very suitable with the natural 
conditions, terrain as well as service quality in tourist destinations. Based on the number of 
people who agreed, it could be seen that they accurately captured the information about tourist 
destinations. 
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Table 4.5. Interview results about integrating leisure sports into cultural tourism in 
Thua Thien Hue (n=200) 

No.  Leisure 
 sports Cultural tourism destinations 

  Imperial 
city 

Tu Duc’s 
tomb 

Minh  
Mang’s 
tomb 

Khai  
Dinh’s tomb 

Duc Duc’s 
tomb 

Thieu  
Tri’s tomb 

Gia 
 Long’s 
tomb 

  Vote % 
 
Vote 
 

% Vote % Vote % Vote % Vote % Vote % 

1 Kite flying 168 84 14 7 17 8,5 145 72,5 132 66 54 27 27 13,5 

2 Roller-  
-blade 186 93 43 21,5 25 12,5 15 7,5 76 38 32 16 54 27 

3 Pitch Pot 45 22,5 63 31,5 154 77 78 39 175 87,5 67 33,5 140 7 

4 Air balloon 187 93,5 76 38 82 14 154 77 102 51 27 13,5 86 43 

5 Archery 76 38 46 23 87 43,5 45 22,5 154 77 167 83,5 173 86,5 

6 Fishing 145 72,5 165 82,5 65 32,5 42 21 85 42,5 86 28 165 82,5 

7 Human chess 167 83,5 56 28 175 87,5 165 82,5 44 22 52 26 65 32,5 

8 Chess 78 39 145 72,5 95 47,5 103 51,5 120 60 59 29,5 90 45 

9 Double 
cycling 167 83,5 54 27 87 45 130 65 145 72,5 176 88 132 66 

10 Horse riding 156 78 76 38 86 43 34 17 53 26,5 65 32,5 34 17 

Table 4.5 showed that the number of votes for the integration of leisure sports and 
cultural tourism increased significantly, especially in the central area. The Imperial City 
reached the highest vote compared to other places, which showed that the demand for 
entertainment in this place is big. 
 
Table 4.6. Interview results about integrating leisure sports into sea tourism in Thua 
Thien Hue (n=200)   

No. Leisure sports Beaches 
  Lang Co Thuan An Canh Duong Vinh Thanh Ham Rong Vinh Hien Phu Dien 

  Vote % 
 
Vote 
 

% Vote % Vote % Vote % Vote % Vote % 

1 Swim- 
-ming 189 94,5 160 80 145 72,5 176 88 140 70 156 78 165 82,5 

2 Scuba diving 187 93,5 127 63,5 113 56,5 132 66 145 72,5 119 59,5 78 39 
3 Canoeing 123 61,5 98 49 146 73 102 51 122 61 98 49 68 34 
4 Kite flying 165 82,5 140 70 154 77 156 78 132 66 156 78 149 74,5 
5 Kayaking 156 78 101 50,5 145 72,5 67 33,5 87 43,5 83 41,5 92 46 

6 Para- 
-gliding 187 93,5 109 54,5 132 66 98 49 78 39 35 17,5 26 13 

7 Fishing 132 66 92 46 78 39 165 82,5 145 72,5 167 83,5 156 78 
8 Surfing 145 72,5 176 88 156 78 144 72 143 71,5 87 43,5 84 42 
9 Beach volleyball 178 89 168 84 153 76,5 140 70 175 87,5 156 78 176 88 
10 Beach football 187 93,5 156 78 173 86,5 176 88 154 77 147 73,5 164 82 

11 Jogging, aerobics 113 56,5 123 61,5 123 61,5 165 82,5 173 86,5 143 71,5 148 74 

12 Rowing 167 83,5 93 46,5 73 36,5 85 42,5 92 46 82 26 94 47 
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13 Water ball 125 62,5 173 86,5 152 76 133 66,5 143 71,5 141 70,5 132 66 
14 Air balloon 182 91 120 60 162 81 132 66 111 55,5 102 51 98 49 

15 Wind- 
-surfing 182 91 163 81,5 152 76 123 61,5 164 82 142 71 145 72,5 

16 Parachute 173 86,5 163 81,5 132 66 142 71 132 66 92 46 120 60 
17 Sepak takraw 172 86 162 81 156 78 152 76 165 82,5 172 86 154 77 
18 Boat sailing 164 82 124 62 112 56 134 67 96 48 84 42 122 61 

Table 4.6 showed that the number of votes for the integration of leisure sports and sea 
tourism is very large, especially in Lang Co beach - the most beautiful and famous beach in 
Thua Thien Hue. The remaining beaches also have a high number of votes. Although the total 
number of leisure sports is not much, it increased significantly, which is a good signal for 
future development of this form. 

Through the interview results, we selected the leisure sports whose number of votes is 
over 70% to propose integrating into tourism with the aim of improving the efficiency of 
tourism in local province. The results were showed in the following tables: 
 
Table 4.7. Proposing the leisure sports to be integrated into ecotourism destinations in 
Thua Thien Hue 
No. Leisure sports Ecotourism destinations 

  Hai Van 
Pass 

Bach Ma  
National 

Park 

Ele- 
-phant 
springs 

Dream 
springs 

Nhi Ho 
water- 

-fall 

Ngu 
Binh 

 moun- 
-tain 

Tam 
Giang 

 Lagoon 

Huong 
River 

1 Hiking  x    x   

2 Waterfall 
slide  M M  M    

3 Swim- 
-ming   x x x    

4 Scuba diving       M X 
5 Parachute x M    M   
6 Boat racing       x M 
7 Fishing       x X 
8 Duck boat        M 

9 Seafood 
catching       M M 

10 Double cycling M    M   M 
11 Air balloon M M    M  M 

12 Wind- 
-surfing        M 

In Table 4.7, the (x) represented the leisure sports that have already existed, and the 
(M) represented the sports proposed for that tourist destinations. It showed that the number 
leisure sports in the dedicated destinations increased significantly, promising to bring many 
interesting and new experience for tourists. The sports include waterfall slide, seafood 
catching, double cycling, air balloon, etc. 

 
 
 
 

Table 4.8. Proposing the leisure sports to be integrated into culture tourism destinations 
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in Thua Thien Hue 

No. Leisure 
sports Culture tourism destinations 

  Imperial City Tu Duc’s 
tomb 

Minh 
Mang’s 

tomb 

Khai Dinh’s 
tomb 

Duc Duc’s 
tomb 

Thieu 
Tri’s 
tomb 

Gia Long’s 
tomb 

1 Kite flying x   x    
2 Rollerblade x       
3 Pitch-Pot        
4 Air balloon M   M    
5 Archery     M M M 
6 Fishing M M     M 

7 Human 
chess M   M  M  

8 Chess M  M M    

9 Double 
cycling M     M  

10 Horse riding        

In Table 4.8, the (x) represented the leisure sports that have already existed, and the 
(M) represented the sports proposed for that tourist destinations. The sports include air 
balloon, archery; fishing; chess, human chess, etc. 
 
Table 4.9. Proposing the leisure sports to be integrated into sea tourism destinations in 
Thua Thien Hue 

No. Leisure sports 
Beaches 

Lang Co Thuan An Canh Duong Vinh Thanh Ham Rong Vinh Hien Phu Dien 
1 Swimming x x x x x x x 
2 Scuba diving x    x   
3 Canoeing   M     
5 Kayaking x  M     
6 Paragliding x       
7 Fishing    x x x x 
8 Surfing x x x M M   
9 Beach volleyball x x x x x x x 

10 Beach football x x x x x x x 
11 Jogging, aerobics    x M x M 
12 Rowing M M  M M M  
13 Water ball M M M  M M M 
14 Air balloon M  M     
15 Windsurfing M M M  M M M 
16 Parachute M M  M  M  
17 Sepak takraw   M M    
18 Boat sailing M       

In Table 4.8, the (x) represented the leisure sports that have already existed, and the 
(M) represented the sports proposed for that tourist destinations. The sports include rowing, 
water ball; air balloon; windsurfing; parachute; sepak takraw, etc. 
5.  Conclusion: 
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From the research results, the following conclusions were drawn: 
     Thue Thien Hue is an ideal tourism destination, especially for tourists who are 
passionate about exploring and getting to know the history and culture. The integration of 
leisure sports and tourism has developed in many countries around the world, and in Thua 
Thien Hue, the potential for development is huge. 
     The research evaluated the current status regarding the integration of leisure sports and 
tourism in Thua Thien Hue with 3 types of tourism: eco-tourism, cultural tourism and sea 
tourism. At the same time, it pointed out the advantages and disadvantages, and based on that 
basis, proposing the type of sports that could be integrated in local tourism as follows: 

 
Ecotourism 
- Waterfall slide 
- Duck boat 
- Seafood catching 
- Double cycling 
- Air balloon 
- Parachute 

 
Cultural tourism 
- Air balloon 
- Archery 
- Fishing  
- Chess  
- Human chess 
 
 

 
Sea tourism 
- Rowing 
- Water ball 
- Air balloon 
- Windsurfing 
- Parachute 
- Sepak takraw 
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Abstract: 

The primary aim of the present study was to compare lower limb injuries in three level 
competitive footballers. Accordingly three groups of footballers were targeted; international, 
national and state footballers aged between 14 to 30 years, information of occurrence of 
injuries was collected, Individually through a questionnaire from 300 footballers. 100 out of 
each groups from various Indian football teams which were participating in All India Mayor 
trophy football tournament, Aurangabad (2006) inter-varsity football tournament Goa (2007), 
Maharashtra state junior football tournament Jalgoan (2007). The investigator personally 
contacted the team managers and coaches of the all teams and the purpose of the study was 
explained to them. Further instructions were given by the investigator to the players for the 
completion of questionnaire. Means, Standard deviations, one way analysis of variance and 
post hoc test were utilized to compare and identify the occurrence of injuries among three 
groups of competitive footballers. National level football players was found to have got more 
injuries as compared to their counter parts.  

 
Introduction: 

Football requires a variety of physical attributes and specific playing skills, therefore 
participants need to train and prepare to meet at least a minimum set of physical, 
physiological and psychological requirements to cope with the demands of the game and to 
reduce the risk of injury (1, 2, 6, 8, 9). It is an enjoyable and social sport than can be played 
from childhood to old age, either at a recreational level or as a competitive sports (4, 5, 10, 
12). 
 Fotball playing largely involves starting, running, slopping, twisting, jumping, 
kicking, and turning movements tat may occurs lower injuries . 
  Football is a high risk sport dominated by overuse injuries while recovery time from 
injuries is relatively long, but only a few working days are lost by the players to return back to 
play, thus leading to abuse of the injured sites (13, 14, 16).  In football overuse injuries are the 
most frequent occurrences of injury;  and injuries are traditionally divided into contact and 
non contact mechanism in which case contact refers to players contact (15, 18, 19). Some of 
the forces involved in a non contact injury are transmitted from the playing surface to the 
injured body part. The knee, ankle , foot, groin etc. are the lower limb injuries (20, 21, 23). 
Injuries to the knee may occur frequently in activities that require acceleration, deceleration, 
twisting, pivoting, cutting, and jumping (12, 6, 21). Foot and ankle injuries are very common 
and serious lower limb injuries to the footballers (8, 7, 9). There are a number of anatomic 
factors that contribute to Ankle injury in football, Ankle mortise asymmetry creates instability 
during inversion (14, 18, 20). 
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Methods: 
Total 168 male competitive footballers; 67 out of International players, 52 National 

players and 49 State groups’ football players from different Clubs, Academy, State and 
University were selected as a subject for the present study.  Inter-varsity footballers have been 
considered as national players. Their age ranged from 14 to 30 years. Some questionnaires 
were sent to different Club, Academy, State and University who had participated in 
International, National, State and Inter-varsity tournament and some cases contacting 
footballer at the venue of State, University, and National tournament held at different places.  
Instructions were given to the footballers before filling these questionnaires by the researcher, 
football coach and football experts.For the present study, modified questionnaires design by 
investigator was utilized after the modification of these questionnaires and the test -retest 
reliability was found out 0.94 by the researcher. Data was collected individually through a 
questionnaire from competitive footballers of different Academy, Clubs, State and University 
separately, Some questionnaire were received to the researcher by the post and some by 
contacting footballers at the venue of Inter-varsity, State  and National tournaments. The 
statistical computation of data of the present study is used by using SPSS package in the 
computer.  The result computed also cross checked by using following statistical variables. 

 
Table 1. Mean Scores and Standard Deviations of occurrence of injuries with respect to 
Lower Limb among three groups of Competitive footballers. 

Footballers Number Mean scores Standard Deviations 
International 67 1.43 .47 

National 52 1.65 .65 
State 49 1.14 .32 
Table-1, shows that the mean scores and standard deviations of occurrence of injuries 

with respect to lower limb among three groups of competitive footballers. 
The mean scores and the standard deviations obtained from Table 1, the highest mean 

score is in national groups footballers (1.65) and the lowest mean score is in state groups 
footballers (1.14) and the mean scores of the rest falls between these two competitive 
footballers. 

The sample of footballers indicated by the standard deviation which is not higher than 
(.65) in case of national groups footballers and not lower than (.32) in case of state groups 
footballers.  In other word, the mean scores and standard deviations of occurrence of injuries 
with respect to lower limb among three groups of competitive footballers are decreasing from 
national to state groups. 

Mean scores of occurrence of injuries for three groups of competitive footballers with 
respect to lower limb have been depicted graphically in Figure-XXIV. 
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Figure-1 showing Mean Scores of occurrence Injuries with respect to Lower Limb 
among three groups of competitive footballers

 
 In order to find out the significant difference of occurrence of injuries with respect to 
lower limb among three groups of competitive footballers; one way analysis of variance was 
used to compare the occurrence of injuries. 

The results of Analysis of variance of occurrence of injuries among three groups of 
competitive footballers formed on the basis of occurrence of injuries is presented in Table 2. 
 
Table 2. Analysis of variance of occurrence of injuries with respect to Lower Limb 
among three groups of competitive footballers. 

Source of Variance SS DF MSs F- ratio 
Between Groups 6.62 2 3.31  

17.76 * Within Groups 38.22 182 .21 
* Significant at .05 level.                                  
   (F = 17.76, P < .05) 

Table-2 shows that statistically significant difference of occurrence of injuries with 
respect to lower limb was found among three groups of competitive footballers as above 
observed in F-ratio was 17.76 which is required to be 3.04 at 2,182 df at .05 level of 
significance. In order to find out the difference of occurrence of injuries with respect to lower 
limb among three  groups of competitive footballers; Scheffe post hoc test was applied to 
compare the occurrence of injuries. Table 3 shows the possible comparisons for three groups 
means.  
 
Table 3. Scheffe post hoc Statistical comparison for mean difference with respect to 
lower limb among three groups of competitive footballers. 

Mean Scores  
INA NA ST Mean difference C.D. at 5% level 
1.43 1.65  .22 .20* 
1.43  1.14 .29  .20* 

 1.65 1.14 .51 .69 
* Significant at .05 level. 

As per Table-3, shows that the Scheffe post hoc statistical comparison for mean 
difference of occurrence of injuries with respect to lower limb among three groups of 
competitive footballers. 
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Discussion: 
 The results obtained from Table 1 that the statistically significance difference of 

occurrence of injuries with respect to lower limb was found (F=17.76, P<.05) among three 
groups of competitive footballers. In order to find out the difference of occurrence of injuries; 
Scheffe Post hoc statistically comparison for mean differences of occurrence of injuries with 
respect to lower limb among three groups of competitive footballers reveals (Table-2) that the 
statistically significant difference of occurrence of injuries was found between three groups  
footballers. Table-3, reveals that significant difference of occurrence of injuries with respect 
to lower limb was found between international and national groups footballers; national 
groups footballers got having more occurrence of injuries as compared to international groups 
footballers. Significant difference of occurrence of injuries with respect to lower limb was 
found between international and state groups footballers; state groups footballers got having 
less occurrence of injuries as compared to international groups footballers and No statistically 
significant  difference of occurrence of injuries with respect to lower limb was found between 
national, and state groups competitive footballers. 
National footballers was found to have got more of injuries with respect to lower limb as 
compared to their counterparts. Parden E T (1987) reported forty to ninety percent of sports 
injuries involve the lower extermity. Sinku S.K. (2006) and Crombell F.J. Walsh Gromly 
(2000) also reported lower limb injuries predominated to the elite groups  footballers. Results 
of this research can be used to prevent from further subsequent injuries, considering the 
strategies available. Consequently, the most important usage of this research is to prevent the 
occurrence of subsequent injuries by identifying injured athletes and to provide preventive 
strategies. This can be also used in rehabilitation of impairments and disabilities of injured 
athletes. 
 
Limitations: 

Results of this study are limited by a relatively survey of self-reported injuries rather 
than a study of actual behavior, which would be very difficult to achieve. As such, 
participants may have answered questions in a socially desirable manner to avoid the stigma 
associated with admitting personal inadequacies. A limitation of this study is that it reflects 
the findings of some football players. 
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Meditation for Peace and Spirituality 
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Abstract: 

Meditation is a state of consciousness that can be understood only on a direct, intuitive 
level. The aim of the Meditation is to eliminate toxin and impurities within the body that 
accumulate due to dietary habit. Meditation provides mental relation is very much necessary 
to produce the desired results. Meditation provides a lasting spiritual rest, which must be 
experienced and to be understood. Meditation helps to prolong the body’s period of growth 
and cell production, and reduces the decaying process Meditation is the act of focusing one’s 
thoughts or engaging in self – reflection or contemplation. Some people believe that, through 
deep meditation, one can influence or control physical and psychological functioning and the 
course of illness. 

 
Introduction:  

Research interest on meditation  back to the 1960s, the breakthrough in the scientific 
evidence on health benefits of meditationlargely took place during the 1980s and 1990s. 
Meditation is a state of consciousness that can be understood only on a direct, intuitive level. 
Ordinary experiences are limited by time, space, and the laws of causality, but the meditative 
state transcends all boundaries. meditation, one slowly gains knowledge of the self, and gets 
freed from bondages, not merely the external ones, but in one’s inner consciousness. 
Meditation is a process that anyone can use to calm oneself, cope with stress, and, for those 
with spiritual inclinations, Meditation is a distinct practice in Indian philosophy and it is 
mentioned in many Indian traditional texts. Meditation is the act of focusing one’s thoughts or 
engaging in self – reflection or contemplation. Some people believe that, through deep 
meditation, one can influence or control physical and psychological functioning and the 
course of illness. For effective practice of meditation, regularity of time, place, and practice 
are most important, as they condition the mind to focus its energies. The mind seems to be 
particularly active. 

 
Benefits of Meditation: 

Meditation provides a lasting spiritual rest, which must be experienced and to be 
understood. Once you can meditate; the time you normally devote to sleep cangradually be 
reduced to as little as three hours per night, and you will still feel more rested and peaceful 
than before. By reducing heart rate and consumption of oxygen, meditation greatly reduces 
stress levels People who meditate regularly land to develop magnetic and dynamic 
personalities, cheerfulness, powerful speech, lustrous eyes, physical health, and boundless 
energy. Others draw strength from such people and feel elevated in their presence. In 
meditation, thinking come to the surface and develop experience a new ideas of the universe, 
a vision of unity, happiness, harmony, and inner peace. Negative tendencies vanish, and the 
mind becomes steady. Meditation brings freedom from fear of death, which is seen a doorway 
to a new name and form.  
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Health Effects of Meditation:  
The engaging in regular meditation practices is particularly apparent in the prevention 

of several chronic diseases, including: obesity, depression, cardiovascular disease, diabetes, 
cancer, Blood pressure, and osteoporosis. Physically active can enhance functional capacity 
among young people, and can help to maintain the quality of life and independence. The 
several studies shows that young people can benefit from meditation practices as it contributes 
to developing healthy bones, sound cardiovascular efficiency and, lung function as well as 
improved motor skills and cognitive function.  

 
Meditation and Peace:  

Meditation throughout the ages has been acclaimed for health and recreation. It 
provided fun and enjoyment. It also provided youthful exuberance and the elderly care. 
Meditation   is essential for the enhancing of wholesome personality of an individuals which 
would depend upon the opportunities provided for universal development of the, 
physiological, psychological, physical, social and spiritual aspects. In meditation, new 
patterns of thinking come to the surface and develop experience a new ideas of the universe, a 
vision of unity, happiness, harmony, and inner peace. Meditation brings freedom from fear of 
death, which is seen a doorway to a new name and form. People who meditate regularly land 
to develop magnetic and dynamic personalities, cheerfulness, powerful speech, lustrous eyes, 
physical health, and boundless energy. 

 
Meditation and Disease:     

The engaging in regular meditation practices is particularly apparent in the prevention 
of several chronic diseases, including: obesity, depression, cardiovascular disease, diabetes, 
cancer, Blood pressure, and osteoporosis. Physically fit person, heart beats at a lower rate and 
pumps more blood per beat at rest. Many researchers strongly support the regular meditation 
helps one to keep a strong and healthy and to prevent cardio vascular diseases. 

 
Concentration and Meditation:  

The objective of concentration meditation is to develop a single-minded attention 
directed at some object: an image, a breath, a candle flame, or a word or phrase. Continually 
returning one's attention to this object develops one's ability to remain calm, focused, and 
grounded. Meditation and concentration are the two royal roads to perfection. Concentration 
is the process of focusing your mind on a singular object, either within or outside your body, 
and keeping this attention steady for a period of time. Only true concentration will lead to 
meditation.  

 
Psychological Health and Meditation: 

 A number of studies have shown that meditation practices may play a therapeutic role 
in addressing a number of psychological disorders. Studies also show that meditation 
practices has a positive influence to reduce depression, anxiety, stress. Physical self-worth and 
physical self-perception, including body image, has been linked to improved self-esteem. 
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Conclusions:  
Meditation is a process that anyone can use to calm oneself, cope with stress, and, for 

those with spiritual inclinations. meditation is the necessity of spiritual and moral remediation 
of the society. Everybody accepts the importance of meditation as a base for health of body 
and mind. It is very important to exercise the mind and body together. As well all know that 
India is a country of various caste and creeds. In order to achieve higher degree of unity in 
diversity, meditation play a major role in bringing all together under the feeling of oneness. 
Through games when the traits of co-operation, belongingness, love, affection, attachment 
develop strongly in students, then automatically we march towards national integration. 
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Abstract: 

Violence against women means any act of violence that results in or is likely to result 
in physical, sexual or psychological harm or suffering to women Violence against Women is a 
Violation of Human Rights. Violence against women takes many forms – physical, sexual, 
psychological and economic. They are interrelated and affect women from before birth to old 
age. As societies change, patterns of violence alter and new forms emerge. Some forms of 
violence, such as trafficking, cross national boundaries. 15% of the women reported one or 
more incidents of forced sex in the last 12 months and this rate was consistent across rural, 
urban slum and urban non-slum areas. 85% of the men reported engaging in at least one form 
of violent behaviour in the past twelve months. Seventy two percent reported engaging in 
emotional violence, 46% reported control, 50% reported sexual violence and 40% reported of 
physical violence. 15.7% of the pregnancy related deaths in the community series and 12.9% 
in the community were because of domestic violence. In Western India related to dowry 
deaths and intentional injuries found that 59% of women had experienced physical violence, 
28% mental torture, 10% molestation by family members and perversity, and 3% starvation. 
50% of the women had experienced physical or psychological violence at least once in their 
married lives. About 44% reported at least one psychologically abusive behaviour and 40.3% 
women reported experiencing at least one form of violent physical behaviour such as 
slapping, hitting, kicking, beating, threats or use of weapons and forced sex. 

 
Introduction:  

Violence against women means any act of violence that results in or is likely to result 
in physical, sexual or psychological harm or suffering to women. (UN Declaration on the 
Elimination of Violence against Women, 1993). 

In recent years, there has been increasing concern about violence against women in 
general and domestic violence in particular, in both developed and developing countries. Not 
only has domestic violence against women been acknowledged worldwide as a violation of 
the basic human rights of women, but an increasing amount of research highlights the health 
burdens, intergenerational effects, and demographic consequences of such violence (United 
Nations General Assembly, 1991; Heise et al., 1994, 1998; Jejeebhoy, 1998). Violence 
against women takes many forms – physical, sexual, psychological and economic. They are 
interrelated and affect women from before birth to old age. As societies change, patterns of 
violence alter and new forms emerge. Some forms of violence, such as trafficking, cross 
national boundaries. Women who experience violence suffer a range of health problems and 
their ability to participate in public life is diminished. Violence against women harms families 
across generations, as well as communities and reinforces other violence throughout societies. 

Violence against women also impoverishes women, their families, communities and 
nations.Violence against women (in its broadest sense) can occur throughout women’s lives, 
irrespective of their class, caste, social status, race, religion, nationality or any other defining 
features (CRDC, 2002). Everyday life in urban slums is difficult for women. Shacks are 
inadequately equipped for daily needs, forcing women and girls to make early morning and 
late night treks to collect water or use the public toilet. These seemingly innocuous events 
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become sources of great risk and anxiety for urban poor women who fear for their safety both 
inside and outside of the home. Violence against women has become pervasive in slums: 
There, more than half of women have experienced abuse and violence. In South Asia, the 
statistics on women’s physical insecurity are similar, though few reports, policies or 
interventions reveal what is likely one of the major obstacles to moving forward a poverty-
reduction agenda. 

 
Meta-analysis:  

Margit Ganster-Breidler (2010) investigated research study into gender based violence 
in Papua New Guinea and the impact on women’s health and well-being. Data were gathered 
using a validated WHO instrument designed for multi-country use. Two hundred women were 
surveyed from rural and urban areas in coastal, highland and island provinces. Despite United 
Nations conventions, government policies and laws, the finding is that the extent of violence 
against women in PNG is alarming. Two-thirds of the women had been victims of gender-
based violence and this statistic was the same as a finding from a Law Reform Commission 
study more than twenty years ago (Toft and Bonnell, 1985; Toft, 1986). Despite extensive 
public awareness and education programs about gender equity and women’s rights, women’s 
acceptance of a submissive role and a man’s right to hit a woman or demand sex are equally 
alarming. After a lifetime of women being socialised into a subservient role, there are no easy 
or quick solutions to achieving gender equality. It requires efforts by many stakeholders to 
address discrimination, promote women’s equality and empowerment, and protect and uphold 
women’s human rights. 

There is mounting evidence that domestic violence (DV) has long-term negative 
consequences for survivors, even after the abuse has ended.This can translate into lower 
health status, lower quality of life, and higher utilization of health services.(Campbell et al. 
2002) In comparison with non-abused women, abused women have a 50-70 per centincrease 
in gynecological, central nervous system (CNS) and chronic stress relatedproblems (Campbell 
et al. 2002). These health impacts are most likely tobe reported by women who have 
experienced physical and sexual abuse withintheir intimate relationships. Chronic stress-
related problems include functionalgastrointestinal disorders, appetite loss and viral infections 
such as colds and flu(Campbell et al. 2002). Central nervous system problems include 
headaches,back pain, fainting or seizures (Campbell et al. 2002). Gynecological 
problemsinclude sexually transmitted diseases, fibroids, pelvic pain, vaginal bleeding or 
infection and urinary tract infections. Plichta and Abraham (1996) found that domestic 
violence tripled the odds of receiving a diagnosis of a gynecologic problem. An association 
has been found between domestic violence and HIV (Fischback& Herbert 1997; Molina & 
Basinait-Smith 1998; Maman et al. 2002). This association has been linked to women in 
violent relationships being forced to engage in sexual intercourse and being unable to 
negotiate condom-use forfear of further abuse (Campbell et al. 2002; Maman et al. 2002). 
Physical impacts have been found to be ‘dose-dependent’ (Coker et al. 2000, p.1020). This 
means that the length of the relationship as well as the severity of the abuse and the frequency 
of incidents play a role in determining the extent of the injury and/or illness resulting from 
violence (Sutherland et al. 2002). 

In an exploratory study, Coker et al. (2000) found that women who have been in an 
abusive relationship for a long period of time, who had injuries associated with physical 
violence and who had a high frequency and severity of physical and/or sexual abuse, may 
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have an increased risk of developing cervical neoplasia. Cervical neoplasia is associated with 
a history of having had a sexually transmitted infection (STI). This study also found that 
women experiencing physical and/or sexual violence without an STI were still at an increased 
risk of developing cervical neoplasia in comparison with non-abused women. This study’s 
findings, which the author cautions should be seen as exploratory and hypothesis-generating 
in nature, support research which suggests a stress response theory of abuse. Women in 
abusive relationships suffer from fear and stress which may result in long-term health 
problems and may reduce women’s immunity to illness overall (Coker et al. 2000; Campbell 
et al. 2002; Sutherland et. al. 2002).In addition to specific associations between domestic 
violence and longer-term illnesses, there is evidence that abused women remain less healthy 
over time (Campbell et al 2002). International research finds that ‘female victims of physical 
and/or sexual abuse have a significantly higher rate of common health problems, even after 
abuse ends, compared to women who have never beenabused’ (Campbell et al. 2002, p. 
1162).  

In Australia, the longitudinal Women’s Health Australia (WHA) study, commissioned 
by the Commonwealth Department of Human Services to investigate the health and well-
being of Australian women, provides the opportunity for population based national research 
(Parker & Lee 2002). Violence against women is one of five key themes in this study. Forty 
thousand Women were recruited in three cohorts, 18 to 23 years of age, 45 to 50 years of age, 
and 70 to 75 years of age. Parker and Lee (2002a; 2002b) have reported the results of a study 
for which participants in the mid-aged cohort were selected on the basis of their response to a 
WHA survey question about experiences of abuse in adulthood or childhood. Thirty five per 
cent of women answered that they had experienced physical, mental, emotional, sexual abuse 
or violence. Self-report questionnaires were then used to gather data on the nature ofwomen’s 
experiences of abuse, their help-seeking, subjective health status, psychological wellbeing and 
depression. The majority of women reporting abuse had experienced more than one type of 
abuse and multiple acts over time. Fifty per cent of women reported abuse in childhood; 37 
per cent during adolescence; and 73 per cent had experienced abuse by a partner or ex partner. 

With respect to their health, the study found that the experience of abuse significantly 
affected the general health and wellbeing of mid-aged women. Overall, the participants had 
poorer physical and mental health than non-abused women of a similar age, and a substantial 
number were psychologically distressed and depressed. 

Parker and Lee (2002) assessed ‘the extent to which the overall characteristics of 
abuse and help-seeking behaviours contribute to deficits in physical and emotional health in 
abused mid-aged women.’ They found that the majority of variance on a number of measures 
of health and wellbeing was not explicable by characteristics of the abuse or by aspects of 
help-seeking. They conclude about these unexpected findings that: ‘...the results imply that a 
history of abuse is only one aspect of a woman’s life that will impact on her well-being and 
that even the most extreme experiences of violence are not total determinants of general 
physical and emotional functioning.’ (Parker & Lee 2002) These results are informing the 
ongoing research in this project which will involve asking women about the ways in which 
they dealt with the abuse and the factors which were helpful and unhelpful in this respect. 

One of the few multi-centric study of intimate partner violence in India was carried 
out by ICRW (2000). This study was carried out in seven cities, namely, Lucknow, Bhopal, 
Delhi, Nagpur, Chennai, Vellore and Thiruvananthapuram. The study found that overall about 
50% of the women had experienced physical or psychological violence at least once in their 
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married lives. About 44 % reported at least one psychologically abusive behaviour and 40.3% 
women reported experiencing at least one form of violent physical behaviour such as 
slapping, hitting, kicking, beating, threats or use of weapons and forced sex. The reporting of 
any form of violence was highest among rural women followed by women in urban slum 
areas. Similar proportions of women (45% to 50%) in rural and urban slum areas reported 
physical violence. Significantly fewer urban non-slum women reported either psychological 
or physical violence than rural or urban slum women. 

In the ICRW study (2000), about one in every four of the 9, 938 women in the survey 
had experienced slapping, kicking, hitting, beating, threat or use of a weapon or forced sex in 
the 12 months preceding the survey. Nearly 15% of the women reported one or more 
incidents of forced sex in the last 12 months and this rate was consistent across rural, urban 
slum and urban non-slum areas.Similar findings emerged from the NFHS II survey (1998-
1999) which collected information based on self-reporting by women, of experiencing 
violence from an intimate partner (NFHS-2 India). The survey found that at least 1 in 5 ever 
married women in India have experienced domestic violence since the age of 15 and at least 1 
in 9 had experienced domestic violence in the 12 months preceding the survey. 

There are a number of studies covering one or more states of India. Many of these 
provide information only on experience of physical assault from husbands by wives. The 
prevalence figures vary widely, probably as a result of varying definitions of what constitutes 
physical violence. For example, a study by Jejeebhoy (1998) from two districts of Uttar 
Pradesh in North India and Tamil Nadu in South India found that prevalence of physical 
violence on wives ranged from 42-48% in Uttar Pradesh and 36-38% in Tamil Nadu 
(Jejeebhoy (1998). In another study among 983 women in Uttar Pradesh 45% of the women in 
the age group of 15-39 years had been physically assaulted by their husbands (Jejeebhoy and 
Cook (1997).  

A 1998 study by Visaria among the women in Gujarat found that 66% of the women 
reported verbal and physical assault while 42% of the women reported physical assault 
(Visaria (1999)). On the other hand, a study among the potter community in rural south India, 
Rao (1997)  found that only 22% of the women were physically assaulted. Some studies have 
focused specifically on low-income households, and find a very high prevalence of intimate 
partner violence. In a study by Mahajan and Madhurima (1995) among lower caste 
households in Punjab, 76% of the women reported domestic violence, one third of who 
reported regular beatings (Mahajan and Madhurima (1995)). Another study by Mahajan 
(1990) a village among schedule castes and non-schedule castes found that 75% of the 
scheduled caste wives reported being beaten. A number of recent studies have interviewed 
men to find out how many of them report beating their wives. The most recent of these was by 
ICRW (2002) in four states in India, namely Rajasthan, Tamil Nadu, Punjab and Delhi 
(ICRW 2002). The men reported very high levels of violence. As high as 85% of the men 
reported engaging in at least one form of violent behaviour in the past twelve months.Seventy 
two percent reported engaging in emotional violence, 46% reported control, 50% reported 
sexual violence and 40% reported of physical violence.  

Studies of men from single sites report lower rates of violence. A study from five 
districts of Uttar Pradesh by Narayana (Narayana  2000) found that 30% of the men reported 
of beating their wives. In the study by Mahajan (1990)reported above, 75% of the scheduled 
caste men and 22% of other caste men reported of beating their wives (WHO, 2000). Another  



July 2019   Entire Research, Volume-XI, Issue-III  38 
 

ISSN 0975-5020 

study among 6000 men in Uttar Pradesh found that wife abuse was a very common 
occurrence in the village and 50% of the men reported physically abusing their wives.  

There are only a couple of studies that point to the fatal consequences of gender-based 
violence against women. In Western India, a study in 400 villages and seven hospitals by 
Ganatra found that 15.7% of the pregnancy related deaths in the community series and 12.9% 
in the community were because of domestic violence. Another study by Seshu and Bhosale 
(1990) in Western India related to dowry deaths and intentional injuries found that 59% of 
women had experienced physical violence, 28% mental torture, 10% molestation by family 
members and perversity, and 3% starvation. Causes of deaths in the cases of women who had 
died included burns in 46% cases, drowning in 34% (who 2000).The relationship of violence 
to gender-power relations becomes very clear from the above study, because 52% of the 
victims were childless while 22% had only female children. There is also a 1994 study in an 
urban slum (Bhattacharya and Pratinidhi 1994) which found that 19% of the women were 
physically assaulted because they were childless (who 2000).  

A research study conducted by Ms.C.S.Chandrika (1998) on sexual harassment at the 
workplace as a part of the study for SAKSHI, an NGO in New Delhi found that 95% of the 
women felt that there was prevalence of sexual harassment at the work place in Kerala. 
Another phenomenon is that of ‘missing girls’ in Kerala. According to a report in the 
newspaper The Indian Express (23/11/97), 28 girls were found to be missing within 7 months 
in the district of Kasargode, presumably ending up in brothels. Prostitution and trafficking is 
also increasing in the state rapidly along with sex tourism (unifem 2000). Jayatunge (1998) 
conducted a study on women and violence at the Wendesiwatta settlement with a sample of 
212 individuals including 63 women. The data was gathered using interviews and 
questionnaires. The author found out that 42% of the children of battered mothers were under 
stress. This was found to be further aggravated by the economic instability caused by violence 
at home. A link between having a history of physical and sexual abuse during childhood and 
becoming a victimizer later in life was discovered in a study done in the low income urban 
families of the Colombo district (Moonasinghe, 2002). Analysis of a series of cases of wife 
battering showed that, in 8%  of the families. A number of studies on the prevalence of 
physical violence against women in different countries show that almost 20 to 50% of the 
women have experienced domestic violence (UNICEF 2000). Studies from WHO indicate 
that between 16% and 52% of women world-wide are physically assaulted by an intimate 
partner at least once in their lives (IPPF 2000). Statistics published in 1997 by the World 
Health Organisation (WHO) reveals that, according to 40 studies conducted in 24 countries on 
four continents, between 20% and 50% of the women interviewed reported that they suffered 
physical abuse from their male partners. Also, according to ‘Where Women Stand - An 
international report on the status of women in 140countries, 1997-1998’, the number of 
women reporting physical abuse by a male partner during the period 1986-1993 were between 
21% to 60% (IPPF 2000). Studies on wife abuse among selected countries in south-east Asia 
show that the prevalence ranges from 3.4% in Kyakutan, Myanmar, to 40% in a study in an 
OPD from a hospital in Thailand to 76% among lower caste women in rural India (Who 
2000). Evidence from Sri Lanka shows that 60% of 200 women interviewed said they were 
beaten by their partners, 51 of the women said their partner used a weapon during the physical 
assault (IPPF 2000). 
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Abstract:                

Maharashtra has shown a remarkable growth in the field of primary education. 
Primary education in Maharashtra has come a long way in the last two decades. According to 
the Census 2011, Maharashtra has the literacy rate of 80%, keeping in pace with states like 
Kerala and Mizoram. Maharashtra Government has introduced several schemes and laws to 
encourage primary education in the state. Maharashtra is one of the top destinations for 
Education in India. With numerous school, colleges and other educational institutions 
operating in the state, Maharashtra is flocked by students from all over the country for 
pursuing a career in their own chosen field. 

 
Introduction: 
       A child is eligible to attend school at the age of 5 years. Schools in Maharashtra are 
affiliated to Indian School Certificate Examination, Central Board of Secondary Education, or 
Maharashtra State Secondary Board. Few of the schools in the state are also managed by the 
Municipal Corporation. In the primary level education field, Maharashtra has taken giant 
steps. In the last couple of decades, the 2011 census has shown that rate of literacy goes to the 
extent of 80% literacy. Starting from 1951, the impetus to provide primary education in 
village areas was government program. This led to the compulsion to finish the primary 
education standardization. Gradually, the number of students seeking admissions into primary 
level schools has increased, textbooks are given to people and scholarships on merit are also 
given out for encouraging children. 
 
About Current Scenario: 

 Activists, teachers, and managements of such schools had come together on Tuesday 
to protest against the government for “deliberately” turning a blind eye to the dearth of 
infrastructure and resources in Marathi-medium schools, which have been witnessing a high-
dropout rate lately. The protesters had also demanded that the government publish a white 
paper on the state of these schools. In October 2009, Samajwadi Party MLA (Member of the 
Legislative Assembly), Mr. Abu Asim Azmi, demanded that he should be given the 
legislative documents in Hindi, as he is not fluent in Marathi. According to his own 
admission, he was living in Maharashtra for 40 years and had not learnt Marathi. Linguistic 
states were formed in the 1950s so state business could be conducted in the state language and 
all major languages of India get their due place and develop as modern languages. Politicians 
serving in the Maharashtra State Legislative Assembly must learn the state official language, 
and not demand that the language of the state where they were born be used. This destroys the 
very core of the formation of linguistic states.  

Implementation of the Right to Education (RTE) Act has adversely affected the 
already waning popularity of Marathi medium schools in the city. According to civic 
authorities, till June 13,3,582 admissions took place in the city under RTE, and all of these 
were in English medium schools. 
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Education board officials said that parents, even from those from economically weaker 
sections (EWS),prefer English medium schools over Marathi. Now, with RTE in place, even 
EWS parents can easily enroll their wards in private English medium schools under the 25 per 
cent quota, they said. 

According to the PMC education board report, submitted a few months ago, English 
medium schools have surpassed Marathi medium schools in numbers as well as student count. 
There are 165 Marathi medium schools in the city with 87,955 students and 202 English 
medium schools with 96,322 students. Of the total 1.92 lakh students in private primary 
schools, over 50 per cent study in English mediums, while 45 per cent are enrolled in Marathi 
medium schools. 

While most Marathi medium primary private schools are aided, only two English 
medium schools are aided by the state government.                                            
The reason for decline in the number of Marathi schools was only because the numbers of 
students enrolled in them were decreasing, Kumar said. “We have introduced spoken English 
in Marathi-medium schools in a bid to retain students,” he added. 
Maruti Mhatre, who runs a Marathi-medium school in Mumbai’s Vikhroli, said: “On the one 
hand, they are promoting self-financed English schools. On the other, their (government’s) 
apathy towards Marathi schools is leading to their closure. The state has been delaying 
sanctioning of teaching and non-teaching posts for our schools, making it extremely difficult 
for us to function.” 

However, Kumar claimed that nearly 50 per cent of the 10,000 self-financed schools 
approved were Marathi-medium. 

The outfits also claimed that delay in issuing approvals and the lack of grants had 
forced several schools to shut down. The organisations have demanded making Marathi a 
compulsory language in state schools, across all boards, while demanding imposition of a cap 
of the number of English-medium schools. 
   Official data revealed that enrollment in English medium schools rose by over 2.65 
lakh in 2015-16 compared to 2014-15. For the same period, Marathi schools witnessed a drop 
of 24,228. Further, a white paper by Praja Foundation on December 2016 revealed that the 
number of students in BMC-run Marathi medium schools had declined from 1,16,086 in 
2011-12 to 71,454 in 2015-16. 
 
Problems in Primary Education: 
• 10,000 schools are in need of proper buildings and developed infrastructure. Drop-out 

rate needs to be reduced from 12.66% at primary level and 29% at higher-primary level. 
• Education research institutions like NCERT, Goodearth, report by a social activist Mr. 

Herambh Kulkarni highlight that basic skills among primary level students in 
Maharashtra such as grasping level and solving simple mathematical equations are poor. 

• Number of D.Ed. colleges, no performance appraisal, corruption in the education system 
and no self-sufficiency of educational institutes in rural areas are some of the major 
issues. 

 
The major objective of the plan was to: 
• Transform and change the current educational system and relate closely with the 

aspirations of the students and fulfill their requirements. 
• To improve the process and standard of imparting education. 
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• To spot, recognize, and develop talent. 
• To improve and increase facilities for students and teachers alike. 
• Prevent absenteeism and dropout. Attract more students. 
• Introduce mid-day meals to keep students interested in school. 
• Work towards encouraging girl students to attend school. 
• Provide free school supplies including meals, uniform, textbooks, slates, etc. 
 
Result: 
         After making Marathi compulsory for all central board schools, the state government 
now wants to ensure that the students of Marathi-medium schools do not lag behind. 
The sate education department is making efforts to ensure that those studying in Marathi 
schools learn English from an early age. The school education department is in the process of 
recruiting 15,000 teachers with a DEd degree. Of them, 20% seats will be reserved for 
candidates with English majors. 

“We know that the standard of English taught in rural schools and other Marathi-
medium schools is not very good,” school education minister Balasaheb Thorat told DNA. 
“Not only students, but even teachers struggle with the language. Hence, teachers with a 
strong background in the subject can help enhance the standard at the primary level.” 

Apart from that, the department is determined to reach the remotest areas in the state 
to implement the Right to Education (RTE) Act. Thorat said they were chalking out a scheme 
which would help them in starting a movement for effective implementation of the RTE. 
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Abstract: 

Objectives: The purpose of this study is to compare the efficacy and safety as well as 
the cost of treatment of the atrial septal defect(ASD) transcatheter closure and surgical 
closure. 

Methods: Using data from records stored at Da Nang Hospital from 1/2010 to 
12/2015, we compared the value of the transcatheter closure (TC)and surgical closure (SC) 
for ASD patients based on the success rate and complications of each technique. In addition, 
we also determined the treatment costs and the average days of hospital stayfor patients in two 
groups. 

Results: There were 266 ASD patients including 43 surgeries and 223 transcatheter 
cases. The patient in TC group having an average age of 20.1 years compared to theSC group, 
is 20.3 years. There were no deaths in either group. The surgical group had a longer hospital 
stay (28.1 days compared to 18.6 in the transcatheter group, p < 0.001), and had more 
complications (14/43 cases compared to 7/223 cases in the transcatheter group). The cost for 
ASD transcatheter closure is lower than the cost for surgical closure, averaging 2306.8 USD 
compared to 3257.0 USD (p < 0.001). 

Conclusion: Both closing transcatheter and surgery for patients with ASD have great 
results, but close by radio intervention having shorter hospital stay, lower infection rates and 
complications, resulting in lower overall costs. Therefore, patients with qualified ASD use 
better radio intervention method than surgery. 

Keywords: Congenital heart disease, Atrial septal defect, Surgical closure, 
Transcatheter closure. 

Abrreviations: CHD = Congenital Heart Disease; ASD = Atrial Septal Defect; 
SC = Surgical Closure; TC = Transcatherter Closure 
“This research is funded by Funds for Science and Technology Development of the 

University of Danang under project number B2016-ĐN01-02”. 
 

Introduction: 
Atrial septal defect (ASD) is the connection between the two atrial chambers of the 

heart, allowing the connection of blood flow between systemic circulation and pulmonary 
circulation. ASD is one of the most common types of congenital heart disease (CHD) after 
ventricular septal defect and patent ductus arteriosus. Atrial septal defect is a common CHD 
with a rate of 3.78 / 10000 live births (1). ASD accounts for about 7% -15% of all types of 
CHD, in which secondum ostium ASD is the most common type with 60% - 70% (3). 

Surgical closing by patch is a ASD classic treatment with a high success rate, and 
ASD transcatheter closing by device that King and colleagues first reported in 1976 (1). 
However, it was not until the 1990s that the closure of ASD with interventional 
catheterization was more widely used clinically. Today, this treatment method has been able 
to replace open-heart surgery in the treatment of secundum ASD at most cardiac hospitals. 
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In developed countries, both ASD closure surgery and intervention have developed 
and facilitated life saving and increased actual life expectancy for patients with ASD 
compared to before. In developing countries, diagnosis and treatmentof patients with ASD 
have many delays due to economic difficulties and underdeveloped health services. For low-
income countries, CHD is a burden due to the cost of treatment of CHD in general and ASD 
in particular is very high compared to the income of patients. 

In Vietnam, a number of studies on ASD have been conducted, but sample sizes are 
small and focus more on surgery (1). Today, with the development and progress of 
echocardiography, the incidence of ASD has increased due to improved diagnostic 
capabilities, especially in newborns (1). However, studies on the comparison of two treatment 
methods of ASD are still few. Therefore, the purpose of this study is to assess the effect on 
ASD patients who have used catheter intervention and surgery in Da Nang Hospital, in 
Vietnam. 

 
Method: 

Set up research: The study was conducted at Da Nang Hospital, which is Vietnam's 
fourth largest city with a population of over 1 million people. The health system in Da Nang 
city is relatively developed, managed and directed by Da Nang Department of Health. Danang 
Hospital is one of the largest hospitals in Central Vietnam and is responsible for treating 
patients in Da Nang City and neighboring provinces of Central Vietnam. Da Nang Hospital is 
one of the few hospitals that can perfom open - heart surgery in Vietnam. Da Nang is the 
fourth largest center in Vietnam for the treatment of CHD, after Ha Noi, Ho Chi Minh City 
and Thua Thien Hue province. 

Research data: Data were collected from medical records of CHD patients treated at 
Da Nang Hospital. Data were collected from all hospitalized patient records between January 
1, 2010 and December 31, 2015. Inclusion criteria included all ASD patients who had been 
treated by transcatheter or surgery. Exclusion criteria are patients with ASD who are not 
eligible for intervention or surgery or who only undergo medical treatment. According to the 
inclusion and exclusion criteria, a total of 266 cases of ASD meeting the criteria were 
included in the study. 

Research variables: The main outcome variable in this study is the ASD status based 
on the doctor's diagnosis from medical records. If the patient has a ASD surgery, we use a 
surgical report to get the final diagnosis. For intervened patients, the interventional doctor's 
report on the procedure of closure is used to get the final diagnosis. Anthropometric variables 
from patients including age, gender, weight, residence and awareness of ASD status ... were 
also recorded. 

Data collection: After being approved by the Da Nang Medical Council, the research 
team worked with relevant departments to search for medical records. The questionnaire was 
developed based on research objectives to collect data. Because patients are not yet managed 
by electronic medical records, all data collection is based on medical records stored in paper. 
Data collected weekly will be checked by the team member's main doctor to check the logic 
and completeness of the data. In case of an error or incomplete finding of the data collection, 
the doctor will check and ask the data collector to check the record and supplement or correct 
the errors. 

Statistical analysis: The proportion of ASD is categorized according to the 
characteristics of patients such as age, gender, weight, ASD size, residence and awareness of 
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CHD by descriptive statistical methods. Quantitative data is presented as mean and standard 
deviation. To compare the differences between two specific groups, test Student T-test or 
Mann Whitney U-test is used for quantitative and and test Chi-square testor Fisher test is used 
for qualitative variables. All statistical analyzes were performed using STATA® 13.1. The 
level of statistical significance is set at p = 0.05. 

Ethics in research: The research proposal was approved by the Ethical Committee 
Board at Da Nang Hospital in Vietnam under Decision No. 380 / BVDN-YĐ on July 18, 
2016. All data is encrypted, stored and secured according to hospital guidelines and 
requirements. This is a retrospective study, so there is no possible harm, risk or injury for 
patients in this study. 

 
RESULT 
Table 1. ASD patients in Da Nang Hospital by year and sex, 2010-2015 

Year Women Men Total 
N (%) 

2010 14 (7.5) 7 (8.8) 21 (7.9) 
2011 37 (19.9) 16 (20.0) 53 (19.9) 
2012 24 (12.9) 14 (17.5) 38 (14.3) 
2013 34 (18.3) 14 (17.5) 48 (18.1) 
2014 48 (25.8) 17 (21.3) 65 (24.4) 
2015 29 (15.6) 12 (15.0) 41 (15.4) 
Total 186 (100) 80 (100) 266 (100.0) 

Table 1 presents the number and percentage of ASD patients in Da Nang Hospital by 
year and sex during 2010-2015. A total of 266 ASD patients were included in the study, of 
which 180 women (69.9%) and 80 men (30.1%). The distribution of male and female 
proportions was relatively similar between years. In particular, the number of ASD patients 
was low in 2010, then increased in 2011. The number of patients with ASD decreased after 
2012, then continued to increase until 2014. ASD patients in the year 2015 decreased as 
compared to the number of 2014. 

 
Table 2. Age and weight of ASD patients in Da Nang Hospital by year, 2010-2015 

Year n Age (year) Weight (kg) 
Mean Min* Max Mean Min Max 

2010 21 23.5 17.0 57.0 33.6 5.0 60.0 
2011 53 17.2 10.0 56.0 31.0 6.0 62.0 
2012 38 27.2 5.0 61.0 38.5 6.8 62.0 
2013 48 22.9 7.0 61.0 34.7 6.3 64.0 
2014 65 17.1 6.0 72.0 27.7 6.5 74.0 
2015 41 17.4 7.0 55.0 28.6 4.8 62.0 
Total 266 20.2 5.0 72.0 31.8 4.8 74.0 

Note: * in month 
The description of age and weight of ASD patients in Da Nang Hospital by year are 

shown in Table 2. The age of patients with ASD tends to decrease over the years. In 
particular, ASD patients' lowest age also decreased accordingly. Between 2012 and 2015, the 
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lowest age of ASD patients ranged from 5-7 months. For weight, ASD patients' average 
weight also decreased over time. ASD patients' smallest weight was 4.8 kg in 2015. 
 
Table 3. Demographic characteristics of ASD patients in surgical and transcatheter 
closure groups 

Characteristics Surgical group Transcatheter closure group p-value 
N (%) 

Sex    
Women 27 (62.8) 159 (71.3) 0.26 

Men 16 (37.2) 64 (28.7)  
Age group (year)    

0-9 14 (32.6) 91 (40.8) 0.52 
10-19 11 (25.6) 37 (16.6)  
20-39 10 (23.3) 52 (23.3)  
40+ 8 (18.6) 43 (19.3)  

Province of 
residence 

   

Da Nang 15 (34.9) 70 (31.4) 0.14 
Quang Nam 21 (48.8) 110 (49.3)  
Quang Ngai 3 (6.9) 36 (16.1)  

Other 4 (9.3) 7 (3.1)  
Total 43 (100) 223 (100)  

Table 3 shows the demographic characteristics of ASD patients in the surgical and 
transcatheter closure groups. Of 266 ASD patients, 43 cases (16.2%) were operated on, while 
223 cases (83.8%) were applied the transcatheter closure. The proportional distribution in the 
two groups by gender, age group and provinces of residence was relatively similar (all p > 
0.05). In both groups, the proportion of women was higher than the proportion of men. The 
proportion of age group 0-9 years was the highest in both groups (32.6% in the surgical group 
and 40.8% in the transcatheter closure group). Most ASD patients in the two groups were in 
Da Nang city, Quang Nam and Quang Ngai province. 
 
Table 4. Dimension (diameter) of the ASD defects in surgical and transcatheter closure 
group 
Diameter of defect Surgical group Transcatheter closure group p-value* 

Length (mm)    
Mean (SD) 26.3 (8.6) 20.4 (7.6) <0.01 

Min 10 5  
Max 41 38  

Width (mm)    
Mean (SD) 24.8 (8.3) 18.5 (7.5) <0.01 

Min 10 5  
Max 41 38  

*: t-test 
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As shown in Table 4, the average length of the defect in the surgical group (26.3 mm) 
was significantly longer than that in the transcatheter closure group (20.4 mm). The maximum 
and minimum lengths of defects in the surgical group are also larger than that in the 
transcatheter group. The average width of defects in the surgical group (24.8 mm) was 
significantly longer than that in the transcatheter closure group (18.5 mm). Similarly, the 
maximum and minimum width of defects in the surgical group are also larger than that in the 
transcatheter group. 
 
Table 5. Surgical and transcatheter closure group by type of ASD 

Type of ASD n Surgical group Transcatheter closure group 
N (%) 

Primum ASD 2 2 (100.0) 0 (0.0) 
Secundum ASD 256 35 (13.6) 223 (87.1) 

Sinus venous ASD 6 6 (100.0) 0 (0.0) 
Total 266 43 (16.2) 223 (83.8) 

Table 5 shows the surgical and transcatheter closure group by types of ASD. The 
entire ASD patients in transcatheter closure group is secundum ASD. Secundum ASD has 
also made up the majority of the surgical group (35/43 cases). In secundum ASD alone, 
patients who had an operation were 35 people (13.6%), and those with transcatheter were 223 
people (87.1%). All patients that had primum ASD  and sinus venous ASD belonged to the 
surgical group. 
 
Table 6. Characteristics of different types of ASD patients in Da Nang Hospital among 
the surgical group, 2010-2015 

 Primum ASD Secundum ASD Sinus venous 
ASD 

Total 

Mean (SD) 
Age (age) 29 (11.3) 22.4 (17.3) 5.3 (3.9) 20.3 (16.9) 
Height (m) 1.6 (0.1) 1.3 (0.3) 1.0 (0.2) 1.3 (0.3) 
Weight (kg) 44.3 (10.9) 33.4 (15.6) 17.6 (9.9) 31.7 (15.8) 

Diameter of ASD     
Length (mm) 28.5 (16.3) 27.9 (8.1) 18.0 (5.5) 26.6 (8.7) 
Width (mm) 28.5 (16.3) 26.2 (7.8) 18.0 (5.5) 25.1 (8.2) 

The characteristics of different types of ASD patients among the surgical group were 
shown in Table 6. The average age in the sinus venous ASD patient group was the smallest 
(5.3 years). The average height and weight of sinus venous ASD patients were also the 
smallest. Similarly, the diameter of the defects of sinus venous ASD patients was also the 
smallest. The primum ASD patients group had the highest of age, the highest of height, 
heaviest of weight and the largest of the diameter of the largest defect. 
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Table 7. Characteristics of different types of ASD patients in Da Nang Hospital among 
the transcatheter closure group, 2010-2015 

 ASD I ASD II Sinus venous 
ASD 

Total 

Mean (SD) 
Age (age) NA 20.1 (18.3) NA 20.1 (18.3) 
Height (m) NA 1.3 (0.4) NA 1.3 (0.4) 
Weight (kg) NA 31.8 (17.9) NA 31.8 (17.9) 

Diameter of ASD NA  NA  
Length (mm) NA 20.6 (7.6) NA 20.6 (7.6) 
Width (mm) NA 18.7 (7.5) NA 18.7 (7.5) 

Table 7 shows the characteristics of different types of ASD patients in Da Nang 
Hospital among the transcatheter closure group. In the transcatheter closure group, all patients 
had secundum ASD. The average age of these patients was 20.1 years, the average height was 
1.3 m, and the average weight was 31.8 kg. The average diameter of the defects was 20.6 mm 
in length and 18.7 mm in width. 

 
Table 8. Type of device using for the transcatheter closure group  

Device N % 
Figulla Flex II ASD 52 24.1 

ASO Cocoon 88 40.7 
ASO Amplatzer 76 35.2 

Total 216 100.0 
Table 8 shows the type of device using for the ASD transcatheter closure group. 

Among the tools used, ASO Cocoon was most used (40.7%), followed by ASO Amplatzer 
(35.2%) and Figulla Flex II ASD (24.1%). 

 
Table 9. Diameter of defect among the transcatheter closure group by type of devices 

 Devices for transcatheter closure  
Figulla Flex II ASD ASO Cocoon ASO Amplatzer Total 

 Mean (SD) 
Diameter of defect     

Length 17.4 (7.5) 20.3 (7.3) 22.4 (7.3) 20.4 (7.6) 
Width 15.4 (6.9) 17.9 (7.1) 21.2 (7.5) 18.5 (7.5) 
The diameter of defect among the ASD transcatheter closure group by type of devices 

are shown in Table 9. The ASO Amplatzer has been used with defects with the largest 
average diameter (22.4 mm in length and 21.2 mm in width). Figulla Flex II ASD was used 
with defects with the smallest mean diameter (17.4 mm in length and 15.4 mm in width). 
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Table 10. Complications of ASD surgical group and transcatheter closure group  
Complication Surgical group 

(n=43) 
N (%) 

Transcatheter 
closure group 

(n=223) 
N (%) 

Total 

Pneumonia 3 (7.0) 0 3 
Septicemia (clinical symptom) 4 (9.3) 0 4 

Heart failure 3 (7.0) 0 3 
Incision infection 1 (2.3) 0 1 

Cerebrovascular accident 1 (2.3) 0 1 
Respiratory insufficiency 1 (2.3) 0 1 

Convulsion 1 (2.3) 0 1 
Dropping of device 0 2 (0.9) 2 

Transcatheter closure failure 0 5 (2.2) 5 
Total 14 (32.6) 7 (3.1) 21 

 Table 10 shows the complications of the ASD surgical group and transcatheter 
closure group. There have been 7 ASD cases of complications occurring in the transcatheter 
closure=group, while 14 cases had been reported in the surgical group. Complications with 
the highest numbers among the surgical group were septicemia (4 cases), pneumonia (3 cases) 
and heart failure (3 cases). Regarding complication due to the transcatheter closure technique, 
there were 5 ASD cases with device failure during the implantation period and 2 cases with 
dropping device in the same day after procedure. However, those cases were sent to surgery, 
and they recovered completely. 

 
Table 11. Hospital days of surgical and transcatheter closure groups for ASD patients in 
Da Nang Hospital 

Time (day) Surgical group Transcatheter closure group p-value* 
Mean (SD)  

Before intervention 15.0 (8.4) 12.3 (8.5) 0.06 
Reanimation unit 1.2 (0.5) -  
After intervention 8.0 (3.0) 6.4 (2.4) <0.001 

Total of hospital days 24.1 (9.3) 18.6 (8.8) <0.001 
Table 11 presents the hospital days of the surgical and transcatheter closure groups for 

ASD patients. Time of inpatient of the surgical group (24.1 days) was significantly longer 
than that of the transcatheter closure group (18.6 days). ASD patients in the transcatheter 
closure group did not need to stay in reanimation unit, while patients in the surgical group 
needed to stay on average of 1.2 days in reanimation unit. 

 
Table 12. Unit price of different category for ASD patients in Da Nang Hospital 

Price category  Unit price (USD) 
Bed-day 8.4 USD /day 
Transcatheter closure procedure 2150.5 USD /case 
Operation  3010.8 USD /case 
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Bed-day in reanimation room 17.7 USD /day 
Bed-day in post-operation room  12.6 USD /day 
Note: 1 USD=23,250 (in 2019) 
Table 12 presents the unit price for different categories for ASD patients. The unit 

price for a case of operation was 3010.8 USD, while for a case of transcatheter was 2150.5 
USD. The price of a bed-day was 8.4 USD/day. If a ASD patient needs an operation, he or she 
has to use another type of bed with the price of 17.7 USD/day in a reanimation room, and 12.6 
USD/day in a post-operation room.The average cost ofone ASD transcatheter closure is lower 
than the cost ofone case of ASD surgical closure, averaging 2306.8 USD compared to 3257.0 
USD (p <0.001). 

 
Discussion: 

This study was conducted at Da Nang Hospital to evaluate the effectiveness of two 
treatment methods of ASDclosure by surgery and transcatheter. 

 
Number of ASD patients: 

The total number of ASD patients in the study was 266, the lowest distribution in 2012 
(38 patients) and reached the highest level in 2014 (65 patients), and then decreased again. 
However, this rate is not thetrue rate of ASD in the population, because it depends on the free 
heart surgery programs of Da Nang Hospital. Therefore, this percentage does not reflect the 
true prevalence of ASD patient in the community. The number of surgical patients is only 43 
(16.2%) while the number of transcatheter patients in the study accounts for 83.8%. 
According to Tien-Hsing Chen et al., the number of ASD surgical patients was reduced every 
year, in contrast to the increasing number of patients accepting transcatherter closing (8). 

 
Age of ASD patients: 

The average age of ASD patients in the study was 20.3 years, the youngest was 5 
months, the oldest was 72 years. The group of patients under 9 years-old accounted for the 
highest proportion (39.5%), the group under 40 years-old accounted for the majority of 81% 
and the group of 40 years and older accounted for the lowest rate of 19%. According to 
Nguyen Lan Hieu's research (2008 in Ha Noi), the ASD average age is 27, the smallest age is 
11 months, the highest age is 64 years (2). Compared with the study of Pham Manh Hung 
(2012) also in Ha Noi, the average age of ASD patients in his study is 34.15 years, the lowest 
age is 16 years, the highest age is 70 years (3). Yinn Khurn Ooi et al. the youngest age of 
ASD patients was closed, even 5.6 years compared to surgical group, 4.5 years (9). The study 
showed that the age of ASD patients undergoing surgery or whether in Da Nang Hospital 
tends to decrease over the years, from 23.5 years in 2010 to 17.4 years in 2015. This shows 
that congenital heart disease patients are detected and treated more and more earlier. 

The proportion of patients in the 0-9 age group was the highest in both groups (32.6% 
in the surgical group and 40.8% in the closed group). Thus, up to 73.4% of ASD patients were 
treated before 10 years of age. This early treatment has many benefits for the recovery of 
heart muscle for patients. The majority of patients with ASD have no clinical symptoms, so 
this also reflects the possibility of early detection of the health system in Da Nang. The 
youngest patient treated is 5 months, reflecting the ability of the surgeon as well as the 
interventionist in Da Nang have been improved, was able to perform the procedure for very 
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small patients. Most patients with ASD (89%) come from Da Nang, Quang Nam and Quang 
Ngai, only 11% come from other provinces. 

 
About gender of ASD patients: 

Research in Da Nang Hospital shows that ASD are more common in women (69.9%) 
than men (30.1%). Many researchers have tried to understand this issue, but so far no research 
has shown the exact cause and no hypothesis has been made convincing. The proportion of 
women in the study is also the majority when compared in each transcatheter and surgical 
group, the rate of women is always higher than that of men. This percentage is consistent with 
the study of Pham Manh Hung (male 26.5%, female 73.5%) and other studies in the world 
(3). According to Nguyen Lan Hieu in 2008, the study of 249 ASD patients with secundum 
ASD, the female population is also the majority (female 71.5%, male 28.5%) (2). According 
to author Tien-Hsing Chen et al. in 1422 ASD patients, there were 1069 women, accounting 
for 75.2% (8). 

 
About weightof ASDpatients: 

The average weight of ASD patients at Da Nang Hospital was 31.8 kg, the patient was 
at least 4.8 kg and the heaviest was 72 kg. This weight gradually decreases over time, 
averaging 33.6 kg in 2010 to 28.6 kg in 2015. The doctors of Da Nang Hospital can operate or 
transcatheter close even for the ASDchild with the smallest weight of is 4.8 kg. According to 
Nguyen Lan Hieu in 2008, the patient had the lowest weight of the intervention closure was 
8kg, and the highest was 62 kg (2). 

 
Atrial septal defect size: 

The average length of atrial septum in the surgical group (26.3 mm) is significantly 
longer than that of the trancatheter group (20.4 mm). The maximum and minimum length of 
ASD in the surgical group is also larger than the intervention group. This shows that the larger 
the hole, the more likely the patient will have surgery. However, the intervention doctors at 
Da Nang Hospital were able to close even the patient had a large hole of up to 38 mm. The 
maximum hole size is 41 mm in the surgical group and 38 mm in the transcatheter group. In 
the study in Ha Noi, the average size of ASD was 25.79 mm, the smallest size was 10mm and 
the largest was 40mm (3). 

 
Specify surgery or intervention: 

Indication for surgery or trancatheter closure depends on the patient's 
ASDtypes.Transcatheter closure is only applied to secundum ASDpatients withall of margins 
around defect are superior to 5 mm. Therefore, surgery is applied for patients with 
combination ASD, primumASD and venous sinus ASD. The surgical procedure also applies 
to secundumASD that are too large (more than 38 mm) or the rimsof the defectare inferior to 
5 mm. In our study, the majority of ASD patients were treated by transcatheter with 223 
patients (83.8%), only 43 patients (16.2%) had surgery. In the 43 cases of surgical group, 
there were 2 cases of primumASD, 6 cases of sinusvenous ASD and the remaining 35 cases 
were secundum ASD with no indication of transcatheter closure because of the too large 
defects. 
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Types of ASD devices: 
In the Da Nang study, although ASO Cocoon was most used (40.7%), followed by 

Amplatzer ASO (35.2%) and Figulla Flex II ASD (24.1%). All types of devices are safe and 
do not see complications. The Amplatzer ASO type is used forASD with the largest average 
diameter with a length of 22.4 mm and a width of 21.2 mm. Figulla Flex II ASD is used for 
ASD with the smallest average diameter with a length of 17.4 mm and a width of 15.4 mm. 
However, the use of any closing device type is not entirely dependent on the characteristics of 
the patient's ASD or the choice of the doctor, but also depends on the supply of the hospital's 
available medical equipment. According to Pham Manh Hung's research on patients with 
large-size hole with medium size device of 39.65 ± 1.67 mm, in which the smallest device is 
38 mm, the largest is 44 mm (3). 

 
Results of transcatheter closure group: 

The success rate of transcatheter closure in Da Nang Hospital is 221 cases of success 
on 228 interventions, equivalent to 96.9%. According to Nguyen Thuong Nghia at Cho Ray 
Hospital, the success rate is 97% (4). Truong Tu Trach in Ho Chi Minh City,ASD 
transcatheter closure after 3 months resulted in a total of 98.65% success (5). Author Pham 
Manh Hung in Ha Noi, the successful  rate of ASD closure is 97.1% (3). 

In Da Nang study, there were 5 patients that the ASD transacatheter closure procedure 
were failure,accounted for 2.2%. The reason for failure are the too large defects and the rims 
of the ASD are weak. The interventional doctors tried to close it, but they couldn't fixed the 
devices. So the doctors decided to pull out the equipment and these 5 ASD patients were 
transferred to surgery in the following week, and all of them were successfully closed by 
surgery. 

 
Complications of dropping device: 

In our study, there were 2 patients who dropped the device after closing. These 
patients had chest pain and had difficultybreathing after going to the postoperative room on 
the same day of intervention. They was diagnosed by echocardiography as dropping of 
closing device from the position. One device fell into the right ventricle and another in the 
pulmonary artery. These two patients were also transferred to surgery immediately to remove 
the devices and successfully close  the ASD without leaving any sequelae. The author Pham 
Manh Hung reported a failure case due to a large heart, a ASD diameter of 35mm, absolutely 
no inferior vena cava rim. The device was dropped in the right ventricular and it was trapped 
in a tricuspid valve. The patient was operated in urgent to take out the device and to close 
surgically the ASD at the same time. (3). This result is consistent with research in Da Nang 
Hospital. John Moore et al. (2003) had 21 failure cases in a total of 3824 intervention cases, 
accounting for 0.55%, of which 15 cases were obtained the devices by intervention 
equipment, and 6 cases were transferred to open surgery (6). 

 
Complications of infection: 

Our study did not experience any infection in the transcatheter group. The surgical 
group had 7 infection cases including 3 cases of pneumonia and 4 cases of sepsis, all of these 
patients recovery well with antibiotic treatment. According to John Moore et al., the closure 
of ASD by x-ray intervention is often carried out strictly sterile, and often patients receive a 
dose of prophylactic antibiotics, so the risk of infection is very small and rare. (6). 
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Complications of pericardial effusion: 
No patients had pericardial effusion in the study at Da Nang Hospital. There is one 

case of pericardial bleeding in Truong Quang Binh's study (1). In study of Nguyen Thuong 
Nghia et al., one case of pericardial effusion due to left pulmonary vein tearing during 
procedure and successful resuscitation by blood transfusion, after that the patient was 
successfully transferred to open-heart surgery (4). 

 
Complications of arrhythmia: 

The study in Da Nang did not record any arrhythmia case, but it is likely that due to 
inadequate study data, patients who were re-examined were not able to complete ECG. There 
are 3 cases of arrhythmias recorded in the study of Truong Quang Binh (1). In MAUDE data, 
5% of patients with ASD had a post-procedure arrhythmia. 

 
Complications of thrombosis: 

The results do not record any cases of thrombosis due to the device in the heart 
chamber. This result is similar to the results of other authors' studies (5). MAUDE study 
showed that 2.5% had thrombosis (18/705 patients) with thrombosis, including 1 fatal case 
(6). 

 
Death in the study: 

There were no deaths in both transcathter and surgival groups in the Da Nang Hospital 
study, most of the patients in the intervention group did not have any complications after the 
intervention. This result is suitable for authors in Vietnam and in the world. According to 
Truong Quang Binh, the procedure was successful in 140/145 patients (96%). There were 5 
cases of failure when closing accounting for 4% and no patients died (1). The study of Zhong-
Dong Du et al., the mortality rates of the transacather and surgical groups were 0% (10). 

 
About hospital stay: 

The average days of hospitalization for ASD patients in Da Nang surgery group (24.1 
days) was significantly longer than that of the transcatheter group (18.6 days). The duration of 
inpatient includes preoperative time and postoperative or post interventional time. In any 
period, hoapital day of patients with surgery were always higher than transcatheter patients. In 
addition, all ASD patients in the transcatheter group did not need to stay in Intensive care 
unit(ICU) after procedure, while the patients in surgical group have to stay in ICU after 
surgery for an average of 1.2 days. The study in Ha Noi showed a shorter hospital days of 
8.65 ± 8.14 days for transcatheter group (3). In our study, the average of hospital days is quite 
long compared to the other researchs in Vietnam and in the world. However, in fact, the 
majority of hospitalized days in Da Nang Hospital is mainly prepared before the procedure. 
According to Yinn Khurn Ooi et al.,ASDtranscatheter patients have a shorter hospital stay, 
only 1.5 days compared to surgery is 4.0 days, with less cost compared to surgery (9). 
 
About the cost of treatments: 

For many reasons, this study was unable to give an exact number of average costs for 
oneASD case by surgical and trancatheter closure. However, it can be seen that the cost for a 
surgical patient is higher than transcatheter treatment. The cost includes all services during the 
hospital stay, namely the following: 
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The length of hospital stay before surgery is longer (15 days) than the trancatheter 
group (12.3 days). 

The period of resuscitation after surgery was 1.2 days in the surgical group while the 
transcatheter group did not have to pay this cost. Moreover, the cost of medicines, tools, 
ventilation machine at the post-operative resuscitation department is very high. 

The postoperative period of surgical group was also higher (8 days) compared to the 
catheter group (6.4 days). 

In summary, all costs for beds, medicines, resuscitation, postoperative ... are higher 
than those in the open surgery group. The final cost to be taken into account and also the most 
important cost in all current costs is the "cost of the operation" and "the cost of the device 
closure": 

The operation cost includes all tools for one operation and for circulation extra cardiac 
(CEC). 

The transcatheter cost includesdevice price and the cost of the interventional 
procedure. 

In Da Nang Hospital study, the average cost of one ASD transcatheter closure is lower 
than the cost of one case of ASD surgical closure, averaging 2306.8 USD compared to 3257.0 
USD (p <0.001).The study by Yinn Khurn Ooi et al. found that the cost of ASD transcatheter 
closure was lower when compared with ASD surgery, the average cost of trascatheter 
was19,128 USD compared to the cost for surgery was 25,359 USD (9).In the future, the price 
of closed devices is getting cheaper, the cost for transcatheter closure will be significantly 
lower than that of surgery.  
 
About aesthetics: 

The method of interventional treatment without leaving a surgical scar, ensuring 
aesthetic issues facilitates patients to integrate into the community, not feeling ill. 
Psychologically, patients as well as families are more likely to accept intervention through 
skin than open surgery (3). 

 
Follow up after treatment: 

After surgery or trascatheter closing, patients at Da Nang Hospital will be re-examined 
after 1 week, 1 month, 3 months, 6 months, 12 months, and every year. However, the patient's 
re-examined record could not be found, this study have to follow patients through phone calls. 
The following time from surgery or closing though to the earliest is after 3 years, no later than 
8 years. As a result, only about 50% of patients responded (because many phone numbers 
were changed, so we cannot contact to these patients) and most patients in both groups were 
in good health, only 1 case in the surgical group with complications and then returned to 
hospital and complications have been resolved. 

Tien-Hsing Chen et al. monitored the results 4 years after discharge, there were no 
statistically significant differences between the two SC and TC groups (8). Long-term follow-
up, TC patients had better results in all-cause mortality and ischemic stroke and systemic 
thromboembolism than those who accepted surgery. Moreover, patients treated with 
transcatherter closure had a lower rate of arrhythmias than the surgical group (8). 
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About reintervention after treatment: 
Our study followed for 3-8 years without any reintervention in both SC and TC 

groups. Mark A. Kotowycz et al. Evaluated the comparative and long-term effectiveness of 
safety of CT despite the surgery of ASD, among 718 times of ASD performed between 1988 
and 2005, 383 had surgery and 335 CT. The long-term relapse rate is higher in patients with 
parasite closed parenterally (7.9% versus 0.3% after 5 years, p 0.0038), but most of these re-
interventions occur during the year. Firstly. The surgical group had 1 surgical intervention 
that occurred on the first postoperative day and 1 case occurred nearly 13 years later. The 
group closed despite 6 cases after 30 days, 12 cases after 1 year and 38 cases after 5 years of 
follow-up (7). 

 
About death after treatment: 

Our study after 3-8 years of information via phone calls to about 50% of patients in 
the study did not record patients who died in both groups. According to Mark A. Kotowycz et 
al., the long-term mortality rate of patients with transcatheter closure was not significantly 
different from that of surgical patients (5.3% versus 6.3% after 5 years, p<0,01) (7). 

 
Indications for transcatheter closure: 

Secundum ASDwith defect’s diameter not more than 38 mm on echocardiography, 
shunt from left atrium to right atrium with Qp / Qs is 1.5: 1 or the presence of right ventricular 
overload or patients with minimal shunt but present clinical symptom. Another important 
criterion is that a minimum distance of 5 mm from the edge of the defect to the coronary 
sinus, atrioventricular valve and the right upper pulmonary vein (6). 

 
Contraindications fortranscatheter closure: 

Cases of ASD complex need surgery to repair multiple defects at the same time, 
primumASD, venous sinus ASD, coronary sinus ASD. In addition, ASD patients with 
pulmonary hypertension superior to  7 Wood units, ASD had reverseshunt from right atrium 
to left atrium, ASD in patients with recent myocardial infarction, unstable angina, 
decompensatedcongestive heart failure, sepsis, thrombosis in the heart are also candidates for 
open-heart surgery (6). 

 
Limitation of research: 

This is one of the first studies done on ASD patients who underwent surgery or 
intervention to close parachute in Da Nang hospital. However, the study has some limitations, 
namely the nature of the study is a cross-sectional study and a hospital-based study of 
patients, so some CHD patients may choose where treatment other than Da Nang hospital. 
Secondly, the collection of data based on medical records stored in paper also has many 
difficulties and shortcomings that are likely to cause inadequate or lack of data in the study. 
 
Conclusions: 

Our research was done at the hospital level to evaluate the results of the ASDsurgical 
closure versus the interventional transcatheter closure technique. We found that the proportion 
ofTC patients, despite their majority, has increased significantly since the introduction of this 
new technique and it has become the main method for ASD current treating in Da Nang 
Hospital. Compared with surgery, ASD intervention close have high success rates, no deaths 
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and fewer complications. 
The success rate of TC and SC treatment were not statistically different, however, the 

complication rate was lower and the hospital stay was shorter when TC was treated compared 
with SC. Choosing the right patient is an important factor for success. ASD transcatherter 
closure by devices is a safe and effective alternative methodeto current surgical treatment in 
Da Nang Hospital. 

Overall, our research data shows that the use of transcatheter closure forASD patients 
is effective and safe, with fewer complications, resulting in aesthetic benefits and lower costs 
compared to surgery. 
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keÀebkeÀefj³ee kesÀ keÀLee meeefnl³e ceW JewéeerkeÀjCe 
 
Òee. jervee efmebn: Deej. kesÀ. leuejspee ceneefJeÐeeue³e, Gunemeveiej 
 

JewMJeerkeÀjCe keÀe MeeefyokeÀ DeLe& mLeeveer³e ³ee #es$eer³e JemlegDeeW ³ee IeìveeDeeW kesÀ efJeMJe mlej Hej ªHeeblejCe keÀer 
He´efke´À³ee nw~ Fmes SkeÀ Ssmeer He´efke´À³ee keÀe JeCe&ve keÀjves kesÀ efueS Yeer He´³egkeÌle efkeÀ³ee pee mekeÀlee nw efpemekesÀ Üeje Hetjs efJeMJe kesÀ 
ueesie efceuekeÀj SkeÀ meceepe yeveeles nw leLee SkeÀ meeLe keÀe³e& keÀjles nw~ ³en He´efke´À³ee DeeefLe&keÀ, lekeÀveerkeÀer, meeceeefpekeÀ Deewj 
jepeveweflekeÀ leekeÀleeW keÀe SkeÀ meb³eespeve nw ~ JewMJeerkeÀjCe keÀe GHe³eesie DekeÌmej DeeefLe&keÀ JewMJeerkeÀjCe kesÀ meboYe& ceW efkeÀ³ee peelee 
nw, DeLee&le J³eeHeej, efJeosMeer He´l³e#e efveJesMe, Hetbpeer He´Jeen, He´Jeeme Deewj He´ewÐeesefiekeÀer kesÀ He´meej kesÀ ceeO³ece mes je<ì^er³e 
DeLe&J³eJemLee keÀe Debleje&<ì^er³e DeLe&J³eJemLeeDeeW ceW SkeÀerkeÀjCe ~ 
 Fmes JewMJeerkeÀjCe keÀnW, Yetceb[ueerkeÀjCe ³ee yeepeejJeeo, ³en nceejs Yeerlej Deewj yeenj peerJeve kesÀ oesveebs He#eeW keÀes 
He´YeeefJele keÀjlee nw ~ meeefnl³e Yeer Fmemes Deítlee veneR nw ~ ceOeg keÀebkeÀefj³ee kesÀ keÀLee-meeefnl³e ceW JewMJeerkeÀjCe kesÀ Ieele-He´efleIeele 
yeæ[er He´cegKelee mes GYej keÀj DeeS nwb~ DeLe&Meeðe mes mveelekeÀesÊej nesves kesÀ keÀejCe Fme efJe<e³e Hej GvekeÀer ienjer Hewþ nw~ GvekeÀer 
keÀneefve³eeW Deewj GHev³eemeeW kesÀ Hee$e SJeb IeìveeDeeW Hej JewMJeerkeÀjCe keÀe mHe<ì He´YeeJe efoKeeF& Heæ[lee nw~ 
 ceOeg keÀebkeÀefj³ee kesÀ GHev³eeme `mespe Hej mebmke=Àle' ceW Fme JewMJeerkeÀjCe kesÀ og<HeefjCeeceeW keÀer Deewj mebkesÀle efkeÀ³ee ie³ee 
nw~ JewMJeerkeÀjCe keÀes osKee peeS lees ³en HetbpeerJeeoer osMeebs kesÀ DeceerjeW keÀer ke´Àebefle nw~ FmekeÀe mejeskeÀej nceejs yeepeej mes nw~ 
nceeje Jen yeepeej pees iejeryeeW ves DeHeves HegMlewveer OebOeeW Deewj Þece mes lew³eej efkeÀ³ee nw~ ieesjKeHegj ieebJe ceW neì ueielee nw uesefkeÀve 
Deye Iejsueg meeyegve keÀer yeÆer keÀesF& veneR Kejerolee~ meYeerr ye´eFì meeyegve efvejcee, meHe&À Kejeroles nQ~ Deye cewoeve ceW yeæ[s-yeæ[s je#eme 
Glej DeeS nQ~ Henues ieebJe keÀe meeyegve ieebJe ceW KeHe peelee Lee~ Deye yeæ[er-yeæ[er kebÀHeefve³eeB Spebì yeve meeyegve yes®e jner nw~ Fmeer 
GHev³eeme kesÀ jepeHeeue keÀekeÀe kegÀcnej nQ~ Jes osJeer keÀer cetefle&³eeB, efo³es, ceeìer kesÀ yele&ve yeveeles nQ~ ceboer keÀer ceej kesÀ keÀejCe Jes 
keÀuekeÀÊee peeves keÀe efveM®e³e keÀjles nQ~ JeneB peieoerMe yeeyet keÀer ieÎer nw~ GvekeÀes ojyeeveer keÀj ueWies ³ee cesnvele cepeotjer keÀj 
ueWies~ ceOeg peer ves yeepeejJeeo mes GlHeVe mecem³ee pewmes kegÀìerj GÐeesie ve<ì He´e³eë nesves keÀe mebkesÀle keÀj, yeæ{leer yesjespeieejer Deewj 
yesjespeieejer Hej He´keÀeMe [euee nw~ ceeìer kesÀ oer³es Deye keÀesF& veneR Kejerolee~ ceeìer Deye ceeìer nes ieF& nw~ GmekesÀ mLeeve Hej 
HueeefmìkeÀ keÀer yeesleueW, LeceexkeÀe@ue kesÀ iueeme efyekeÀles nQ~ 
 `Yej oesHenjer kesÀ DebOesjs' keÀneveer keÀe yeg×ve Henues ceesnueeFve Hesæ[ keÀer uelej keÀer Keeue GOesæ[ GmekeÀe THej keÀe 
efíuekeÀe Gleej GmekeÀer yeer®e keÀer ceppee keÀes yeì keÀj jmmeer yeve ueslee Lee~ Gmes neì ceW yes®e oslee Lee~ Deye neì ceW jmmeer veneR 
efyekeÀleer~ Deye JeneB HueeefmìkeÀ keÀer memleer jefme³eeB Dee ieF& nQ~ cegefMe&oeyeeo keÀe efmeukeÀ ogefve³ee ceW ceMentj Lee~ Flevee yeejerkeÀ 
keÀer Hetjer ceeef®eme keÀer ef[efye³ee ceW Deì peeS~ uesefkeÀve Deye Flevee cenbiee nes ie³ee nw efkeÀ keÀewve Kejeros~ Deye yeejerkeÀer keÀejeriejer 
Deewj keÀêoeveer keÀe pecevee ueo ie³ee nw~ ceMeerveeW mes yeveer ngF& memleer efmeukeÀ efceueves ueieer~ ceMeerveeW ves neLe keÀeì [eues~ Henues 
Hetje ceesnuuee F$e iegueeye kesÀ peue yeveeves JeeueeW mes cenkeÀlee Lee~ Ssmeer cenkeÀ efkeÀ Hesefjme keÀe HejHeÌ³etce Yeer keÌ³ee cenkesÀ~ uesefkeÀve 
Deye Hetje ceesnuuee Jeerjeve Heæ[e nw~ iegueeye SkeÌmeHeesì& nes ieS nw, kesÀJeue keÀebìs jn ieS nQ~ 
 Yeejle ceW iueesyeueeFpesMeve keÀe pees Yetpeeue Dee³ee nw, GmekeÀer SkeÀ meyemes yeæ[er efJeMes<ele `He´efleYee Heuee³eve' nw~ 
veewpeJeeve Menj keÀer Deesj Heuee³eve keÀj jns nQ Deewj MenjeW kesÀ veewpeJeeve efJeosMeeW keÀer jen HekeÀæ[ jns nQ~ ceOegpeer keÀer `jnvee veneR 
osMe efJejevee nw' keÀneveer keÀe vee³ekeÀ oerHe ieesu[ ces[efuemì nw~ Jen DeHeveer mesJeeDeeW keÀes Yeejle ceW veneR yeefukeÀ kewÀefueHeÀesefve&³ee ces 
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osvee ®eenlee nw~ ie´erve keÀe[& efceueles ner Jen DeHeveer ceeB keÀes Yeer JeneB ues peevee ®eenlee nw~ He´efleYeeDeeW keÀe Heuee³eve Yeejle kesÀ 
YeefJe<³e kesÀ efueS SkeÀ ienje mebkeÀì nw~ Yeues ner efJekeÀefmele HetbpeerJeeoer osMeebs ceW Jen keÀesF& keÀu³eeCekeÀejer MekeÌue jKelee nes, Hej 
efJekeÀemeMeerue osMeeW ceW Jen Mees<ekeÀ keÀer MekeÌue ceW ner Dee³ee nw~ Jen keÀu³eeCekeÀejer veneR, efJeveeMekeÀejer nw~ 
 iueesyeueepesMeve (JewMJeerkeÀjCe) ceW peneB Hetje mebmeej SkeÀ ieebJe keÀe ªHe OeejCe keÀj ®egkeÀe nw, JeneR FmekesÀ 
HeefjCeecemJeªHe ceeveJeer³e efjMles Yeer mebkegÀef®ele nesles pee jns nw~ Deepe meb³egkeÌle HeefjJeej yeæ[er leerJe´lee mes SkeÀue HeefjJeej ceW 
HeefjJeefle&le nes jns nQ~ efjMleeW ceW mebJesovenervelee yeæ{leer pee jner nw~ DeLe& He´eefHle ner peerJeve keÀe cegK³e O³es³e yeve ie³ee nw~ ceOeg peer 
ves DeeHemeer mebyebOeeW ceW Kelce nesles iecee&nì keÀes `ues[er yee@me'keÀneveer kesÀ ceeO³ece mes J³ekeÌle efkeÀ³ee nw~ DeHeveer kebÀHeveer keÀes iueesyeue 
yeveeves kesÀ ®ekeÌkeÀj ceW cew[ce keÀer mJe³eb keÀer HeefjefOe veHeÀe-vegkeÀmeeve lekeÀ jn ie³eer Leer~ DeHeveer kebÀHeveer keÀes Jes yesìe ceeveleer LeeR 
Hejbleg JeneB keÀece keÀjves Jeeues keÀce&®eeefj³eeW keÀes Ssmes osKeleer pewmes ceO³e³egie ceW keÀYeer veerie´es ³ee nyMeer keÀer Deesj osKee peelee~ 
 efpelevee ner GvekesÀ kewÀefj³ej keÀer lejkeÌkeÀer keÀe ie´eHeÀ Deeies keÀer Deesj yeæ{lee, Glevee ner peerJeve keÀer yesnlejerve ®eerpeW SkeÀ-
SkeÀ keÀjkesÀ ítìleer peeleer~ Hebên meeue kebÀHeveer kesÀ efueS KeHeeves kesÀ yeeo peerJeve kesÀ HeQleeueermeJeW Je<e& ceW Yeer `DekesÀuesHeve' kesÀ 
DeueeJee keÀesF& GHeueefyOe GvekesÀ neLe veneR Leer~ Heefle ceneso³e Yeer efkeÀmeer jefMe³eve ³egJeleer kesÀ meeLe efJeJeen keÀjkesÀ iueesyeue yeve 
®egkesÀ Les~ Jen megKeer nesvee ®eenleer LeeR Hej megKeer nesves keÀer nesæ[ ceW Jen Yetue peeleer nQ efkeÀ, megKe keÌ³ee nw, efkeÀmeceW nw? efove-jele 
keÀece lees keÀjleer Leer Hejbleg FvekesÀ keÀce& otmejeW keÀes ítles lekeÀ veneR Les~ ³eMe kesÀ efMeKej lekeÀ HengB®eles- HenBg®eles Hewj meerOes peceerve 
Hej Dee efiejs~ Deye lees efkeÀmeer efYeKeeefjve keÀes DeHeveer ie=nmLeer kesÀ meeLe osKeleer lees efþþkeÀkeÀj JeneR Keæ[er nes peeleer Deewj GvekeÀes 
DeHeves DeeHe mes p³eeoe megKeer Heeleer~ 
 Fmeer He´keÀej `uees[ Mesef[bie' keÀneveer ceW ceOeg peer ves keÀuekeÀÊee Menj keÀer Yeeræ[ Yeæ[ekeÀ, Mesnj yeepeej keÀer GþeHeþkeÀ, 
Mes³ej ye´eskeÀme& keÀe HeÀeìkeÀe, HeesuesJeeueeW (KejeroejeW) keÀer mecem³eeSB pewmes yeepeejJeeoer ceenewue keÀe ef®e$eCe efkeÀ³ee nw~ Fme 
HeÀìeHeÀì keÀceeleer ogefve³ee kesÀ ueesieeW kesÀ Heeme meye kegÀí nesles ngS Yeer Deelcee keÀes mebleg<ì keÀjves Jeeues Hes´ce leÊJe keÀe DeYeeJe nw~ 
keÀLeevee³ekeÀ ³eesiesMe Ssmes ner J³eefkeÌle³eeW keÀe He´efleefveefOelJe keÀjlee nw efpevekeÀer efpeboieer keÀe cetue ceb$e `cegveeHeÀe keÀceevee' nw~ keÀnves 
kesÀ efueS lees ³eesiesMe kesÀ Heeme Helveer, Heg$e, ceeB, yenve meYeer Les~ Hejbleg Gmeves ner keÀYeer keÀesefMeMe veneR keÀer Gve efjMleeW ceW jbie Yejves 
keÀer~ yeepeejJeeo kesÀ veMes ves GvekeÀer lejHeÀ HegÀjmele mes osKeves keÀe DeJemej ner veneR efo³ee~ ³eesiesMe keÀer lejn ve peeves efkeÀleves ner 
Ssmes ³egJekeÀ nQ pees yeepeejJeeo kesÀ ®euele DeHeveer efpeboieer kesÀ Ketyemetjle uecneW keÀes ne³e-ne³e keÀjves JeeueeW keÀer metDejyeeæ[er ceW 
efyelee osles nQ~ 
 
Deepe keÀer efoMeenerve ³egJee Heeræ{er  
 Fme JewMJeerkeÀjCe kesÀ vekeÀejelcekeÀ HeefjCeecekeÀe peerlee-peeielee GoenjCe nw~ veMeeKeesjer kesÀ iele& ceW [tyeles ³egJeeDeeW keÀe 
ef®e$eCe ceOeg peer ves DeHeves GHev³eeme `HeÊeeKeesj' ceW yeKetyeer efkeÀ³ee nw~ HeefM®eceer osMeeW keÀer ueeFHeÀ mìeFue, Keeve-Heeve, HenveeJee, 
KegueeHeve Deeefo Deepe kesÀ ³egJeeDeeW keÀes yeæ[er leerJe´lee mes DeHeveer Deesj DeekeÀef<e&le keÀj jns nw~ DeHeveer ceneve Yeejleer³e mebmke=Àefle 
keÀes ªefæ{Jeeoer, pepe&j yeveekeÀj mJe³eb keÀes HeefM®eceer efJe®eejeW keÀe Hees<ekeÀ yeleeves ceW ³en Heeræ{er ieJe& keÀe DevegYeJe keÀjleer nw~ veMee 
keÀjvee GvekesÀ efueS SkeÀ HewÀMeve yeve ie³ee nw~ Fme yegjer uele keÀes GvneWves DeHevee mìsìme efmebyee@ue yevee efue³ee nw~ JeemleJe ceW 
Yetceb[ueerkeÀjCe kesÀ Fme ³egie ceW ®ekeÀe®eeQOe Deewj megvensj keÀue keÀe meHevee osKeves Jeeueer Deepe keÀer ³egJee Heeræ{er peerJeve keÀer DeveskeÀ 
leveeJe, mecem³eeDeeW, kegbÀþe Deeefo mes mebIe<e& ve keÀj Heeves kesÀ keÀejCe veMeeKeesjer kesÀ iele& ceW efiejves kesÀ efueS DeefYeMeHle nw efpemekeÀe 
Deble Del³eble $eemeoerHetCe& neslee nw~ Fme JewMJeerkeÀjCe keÀer ogefve³ee ceW #ecee, Oeerjpe Deewj yeoe&Mle pewmes cetu³e eflejesefnle nes ieS nQ~ 



July 2019   Entire Research, Volume-XI, Issue-III  59 
 

ISSN 0975-5020 

³en ueieeleej nceejer mebmke=Àefle keÀes efJeke=Àle keÀjlee pee jne nw~ nceejer meefo³eeW Hegjeves ceeveJeer³e mejeskeÀejeW Deewj mebmkeÀejeW keÀes 
leesæ[lee pee jne nw~ 
 ceOeg peer ves JewMJeerkeÀjCe kesÀ ueieYeie meYeer He#eeW keÀes ®eens Jen jepeveereflekeÀ nes, DeeefLe&keÀ nes ³ee meeceeefpekeÀ, DeHeves 
meeefnl³e kesÀ ceeO³ece mes GodIeeefìle keÀjves keÀe He´³eeme efkeÀ³ee nw~ FvekeÀer keÀneefve³eeW SJeb GHev³eemeeW kesÀ DeO³e³eve kesÀ HeM®eeled 
JewMJeerkeÀjCe kesÀ ogjeieeceer HeefjCeeceeW keÀes mecePeves ceW mene³elee efceueleer nw~ 
 
meboYe& ieb́Le: 
1)  yeerleles ngS, ceOeg keÀebkeÀefj³ee 
2)  Deewj Deble ceW FMet, ceOeg keÀebkeÀefj³ee 
3)  mespe Hej mebmke=Àle, ceOeg keÀebkeÀefj³ee 
4)  HeÊeeKeesj, ceOeg keÀebkeÀefj³ee 
5)  ceOeg keÀebkeÀefj³ee keÀe j®evee mebmeej, [e@. G<ee keÀerefle& jeCeeJele 
6)  keÀLeekeÀej ceOeg keÀebkeÀefj³ee, [e@. megeflee keÀebyeUs  
7)  JewMJeerkeÀjCe Deewj mebyebOe, Mewuee Sue. ke´Àes®ej 
8)  Yetceb[ueerkeÀjCe ë meeefnl³e Deewj mebmke=Àefle, Þeer keÀceuesMJej  
9)  Yetceb[ueerkeÀjCe Deewj efnboer Gvev³eeme, Heg<HeHeeue efmebn 
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ceOeg keÀebkeÀefj³ee kesÀ GHev³eemeeW ceW meeceeefpekeÀlee 
 
[e@. Deefveue efmebn: DeO³e#e, efnvoer efJeYeeie, meesvegYeeT yemeJeble ceneefJeÐeeue³e, MeneHegj - 421601 
 
 efkeÀmeer Yeer osMe keÀe meeefnl³e GmekesÀ meceepe keÀe He´efleefyebye neslee nw~ He´l³eskeÀ meeefnl³ekeÀej DeHeves mecekeÀeueerve meceepe 
keÀer DevegYetefle keÀes DeHeveer efJeue#eCe He´efleYee Üeje DeHeveer j®eveeDeebs kesÀ ceeO³ece mes DeefYeJ³eÊeÀ keÀjlee nw~ Fmes mHe<ì keÀjles ngS 
[e@. De®e&vee efceÞee ves efueKee nw, ’meeefnl³e ³egie SJeb keÀeue meeHes#e neslee nw~ mecemeeceeef³ekeÀ HeefjJesMe keÀer nj Oeæ[keÀve keÀes 
jsKeebefkeÀle keÀjles peevee ner GmekeÀer meeLe&keÀlee nw ~ meeceeefpekeÀ JeeleeJejCe, HejbHejeSB, ªefæ{³eeW, HeefjJele&ve, meebmke=ÀeflekeÀ YeeJe-
yeesOe pees Yeer uesKekeÀ keÀes He´l³e#e ³ee DeHe´l³e#e ªHe mes He´YeeefJele keÀjlee nw, DeHeveer ke=Àefle ceW Gme mel³e keÀes DeHeveer mebJesoveMeerue 
MeefÊeÀ Deewj J³eefÊelJe kesÀ DevegªHe æ{euekeÀj Gmes SkeÀ veJeerve Dee³eece oslee nw... ³egie yeesOe keÀe ef®e$eCe j®eveekeÀej keÀYeer He´l³e#e 
ªHe mes mecem³eeDeesb keÀe DebkeÀve Deewj GmekesÀ meceeOeeve keÀes He´mlegle keÀj mekeÀlee nw; lees keÀYeer Hejes#e ªHe mes v³etveleeDeesb kesÀ 
ef®e$eCe Üeje He´leerkeÀ, mebkesÀle Deeefo kesÀ DeeÞe³e mes, keÀYeer He´Mve GHeefmLele keÀj, keÀYeer YeeJeoMeeDeeW kesÀ ef®e$eCe Deeefo kesÀ Üeje 
keÀjlee nw~“ 

1) ceOeg keÀebkeÀefj³ee ve³eer meoer keÀer SkeÀ meMeÊeÀ uesefKekeÀe nw~ FvekesÀ meYeer GHev³eeme meeceeefpekeÀ HeefjJesMe mes 
DevegHe´eefCele nw~ FvekesÀ GHev³eemeeW ceW meeceeefpekeÀ ®eslevee HetCe& ªHe mes DeefYeJ³eÊeÀ ngF& nw~ Deece pevepeerJeve mes pegæ[s peerJeve ceOeg 
keÀebkeÀefj³ee ves DeHeveer yeewef×keÀ mepe&veelcekeÀ He´efleYee mes meeceeefpekeÀ HeefjJesMe keÀes ¢ef<ì ceW jKekeÀj GmekesÀ mekeÀejelcekeÀ leLee 
vekeÀejelcekeÀ oesveeW HenuegDeeW keÀes HeeþkeÀes kesÀ mece#e jKee nw~ DeeOegefvekeÀ meceepe kesÀ J³eefÊeÀ keÀer ef®eblee, mecem³eeSB, GmekeÀer 
F®íeSB Deewj cenÊJeekeÀeb#eeSB, GmekeÀe DekesÀueeHeve Deewj DepeveyeerHeve, He´´sce Deewj ³eewvemebyebOe, Deece Deeoceer keÀer kegbÀþe, Iegìve, 
mJeeLeea Je=efÊe Deeefo meYeer He#e GvekesÀ GHev³eemeeW cesb J³eÊeÀ ngS nw~ 
 ceOeg keÀebkeÀefj³ee ves DeHeves meceepe mes pegæ[s ngS meeceeefpekeÀ HeefjJesMe kesÀ meeLe- meeLe keÀF& Ssmeer meeceeefpekeÀ mecem³eeDeeW 
keÀe ef®e$eCe efkeÀ³ee nw pees J³eefÊeÀ kesÀ meJee¥ieerCe efJekeÀeme ceW DeJejesOe keÀe keÀe³e& keÀjleer nw~ J³eefÊeÀ Deewj meceepe keÀe mebyebOe 
Dev³eesv³eeefÞele nw~ ceneosJeer Jecee& pewmeer He´K³eele uesefKekeÀe ves `meceepe' keÀes HeefjYeeef<ele keÀjles ngS efueKee 
nw, ’meceepe Ssmes J³eefÊeÀDeeW keÀe mecetn nw, efpevneWves J³eefÊeÀiele mJeeLeeX keÀer meeJe&peefvekeÀ j#ee kesÀ efueS, DeHeves efJe<ece Dee®ejCeeW 
ceW meec³e GlHeVe keÀjves Jeeues kegÀí meeceev³e efve³eceeW ceW Meeefmele nesves keÀe HewÀmeuee keÀj efue³ee nw~“  

2) ceOeg keÀebkeÀefj³ee ves `Kegues ieieve kesÀ ueeue efmeleejs', `mespe Hej mebmke=Àle', `meueece DeeefKejer' leLee `metKeles 
ef®eveej' Deeefo GHev³eemeeW ceW ceejJeeæ[er meceepe cesb DeeS HeefjJele&veeW kesÀ HeÀuemJeªHe GlHeVe mebIe<e& SJeb ®egveewefle³eeW keÀe mepeerJe 
JeCe&ve efkeÀ³ee nw~ Fme meceepe kesÀ J³eeHeejer Jeie& kesÀ DeefleefjÊeÀ ìtìles- efyeKejles meb³egÊeÀ HeefjJeej, mebyebOeeW ceW leveeJe, DeeOegefvekeÀlee 
keÀer Deesj GvcegKe ³egJee Heeræ{er Deeefo keÀe JeCe&ve yeKetyeer efkeÀ³ee nw~ efMe#ee He´meej leLee DeHeves DeefOekeÀejeW kesÀ He´efle mepeielee kesÀ 
HeefjCeecemJeªHe ceejJeeæ[er ðeer HeejbHeeefjkeÀ peerJeve Mewueer mes cegefÊeÀ ®eenleer nw~ Iej keÀer ®eej oerJeejer mes yeenj efvekeÀuekeÀj DeHeves 
peerJeve keÀes SkeÀ veF& efoMee osvee ®eenleer nw~ 
 ceOeg keÀebkeÀefj³ee ves `meueece DeeefKejer' GHev³eeme ceW JesM³eeDeeW kesÀ peerJeve keÀe ef®e$eCe keÀjles ngS ceejJeeæ[er meceepe keÀer 
PeebkeÀer Yeer He´mlegle keÀer nw~ keÀuekeÀÊee ceW ceejJeæ[[er keÀe lespeer mes yeæ{ves keÀe keÀejCe J³eefÊeÀiele mece=ef× kesÀ meeLe-meeLe mecetn ceW 
keÀece keÀjves keÀer mebmke=Àefle Yeer Leer~ efJeÊe mel³e ner FvekesÀ peerJeve keÀe mel³e nw~ ceejJeeæ[er Jeie& peerJeve keÀer jbieerefve³eeW mes otj 
jnkeÀj meb³eefcele jnles ngS DeHeves peerJeve keÀe DebMe-DebMe DeHeves OebOes ceW PeeWkeÀ osles nQ~ GmekesÀ yeeo ner ³es efkeÀmeer J³eeHeej ceW 
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cepeyetleer mes Hewj peceekeÀj Keæ[s jnles nQ~ GHev³eeme kesÀ Hee$e ceVeeueeue Yeer Ssmes ner J³eefÊeÀ Les pees leerme Je<e& HetJe& Hebên Je<e& keÀer 
DeJemLee ceW jepemLeeve kesÀ efkeÀMeveiebpe mes veewkeÀjer keÀer leueeMe ceW keÀuekeÀÊee DeeS Les~ DeHeves cesnvele Deewj ueieve kesÀ yeueyetles Hej 
`ceVeeueeue SJeb megjes' HeÀce& Keæ[er keÀj ueer Leer~ `metKeles ef®eveej' GHev³eeme ceW cespej meboerHe kesÀ efHelee Yeer J³eeHeejer Les~ Jes DeHeves 
yeæ[s yesìs meboerHe kesÀ HeÀewpe ceW Yeleea nesves kesÀ meKle efKeueeHeÀ Les~ Jes ®eenles Les efkeÀ GvekeÀe yesìe GvekesÀ OebOes keÀes meerKekeÀj yengle 
yeæ[e J³eeHeejer yeves~ DeHeves mebIe<e& Yejs peerJeve keÀe JeCe&ve keÀjles ngS Jes meboerHe mes keÀnles nw, ’Dejs cegPemes Hetíes kewÀmes Hewmee-Hewmee 
peesæ[ pegìe³eer ns ³es megefJeOeeSW~ keÀYeer ome Hewmes ye®eeves kesÀ efueS efme³eeueon mes keÀe@uespe mì^erì lekeÀ Hewoue peelee Lee~ legcnejer 
oeoer cebefvoj peeleer Leer lees jemles ceW Heæ[e ieesyej Gþe ueeleer Leer efkeÀ GHeues yeve pee³eWies~ Dejs! HeÀewpe ceW Jener peelee nw efpemekesÀ 
efueS otmejs meejs jemles yebo nes ®egkesÀ nesles nw~ legcns keÌ³ee keÀceer pees legce cejves keÀes, ieesueer Keeves keÀes HeÀewpe ceW peeDeesies~“ 

3) Fmeer He´keÀej `mespe Hej mebmke=Àle' GHev³eeme keÀer mebIeefce$ee DeHeves HegMlewveer OebOes keÀes efHelee keÀer ce=l³eg kesÀ GHejeble Yeer 
peejer jKevee ®eenleer Leer~ FmekesÀ efueS Jen keÀeHeÀer cesnvele Yeer keÀjleer nw~ cesnvele mes meeyegve yeveekeÀj neì ceW yes®eleer nw~ Oeerjs-
Oeerjs Gmes ³en OebOee yebo keÀjvee Heæ[e keÌ³eeWefkeÀ ueesie Iej ceW yeves meeyegve kesÀ mLeeve Hej yeepeej ceW yeves memles meeyegve keÀes 
He´eLeefcekeÀlee osles Les~ Yetceb[ueerkeÀjCe Deewj yeepeejJeeo ves HegMlewveer OebOes keÀes yegjer lejn He´YeeefJele efkeÀ³ee nw~ 
 Yetceb[ueerkeÀjCe kesÀ HeefjCeecemJeªHe meceepe ceW nes jns HeefjJele&veeW keÀe uesefKekeÀe ves meceie´lee mes ef®e$eCe efkeÀ³ee nw~ 
DeewÐeesefiekeÀerkeÀjCe Deewj MenjerkeÀjCe ves DeeOegefvekeÀ HeefjJeej kesÀ cetue mJeªHe keÀes ner yeoue [euee nw~ yeepeejJeeo ves HeefjJeej keÀer 
OeejCee keÀes Yeer He´YeeefJele efkeÀ³ee nw~ Heefle-Helveer SkeÀ mes DeefOekeÀ mebleeve venebr ®eenles~ leerve meom³eeW Jeeues ueIeg HeefjJeej ceW Yeer 
leveeJe SJeb mebIe<e& keÀer efmLeefle yeveer ngF& nw~ `HeÊeeKeesj' GHev³eeme ceW meceepe keÀer Fme iebYeerj mecem³ee keÀes `HeÊeeKeesj' GHev³eeme 
ceW He´mlegle efkeÀ³ee ie³ee nw~ 
`HeÊeeKeesj' GHev³eeme keÀe He´cegKe Hee$e Deeefol³e keÀer ceeB veewkeÀjer keÀjves keÀes ner veejer mJeleb$elee mecePeleer nw~ Fmes Iej cebs mece³e ve 
osves kesÀ keÀejCe Heefle - Helveer ceW ncesMee yenme neslee nw~ Iej ceW ncesMee leveeJe keÀer efmLeefle yeveer jnleer nw~ DeHevee He#e jKeles ngS 
Deeefol³e keÀer ceeB keÀnleer nw,’ Gme mece³e peceevee Deueie Lee~ Fleveer cenbieeF& veneR Leer~ ceefnueeSW Fleveer J³emle veneR Leer~ Deepe 
keÀneB mecYeJe nw efkeÀ ceQ ncesMe GmekesÀ meeLe Kesueleer jnBt..... HejíeF¥ keÀer lejn Gmemes ef®eHekeÀer jnBt..... cesjs Heeme lees cesjs efue³es 
Yeer mece³e veneR nw~ efHeÀj cesje DeHevee J³eefÊeÀlJe nw, pees efmeHe&À neGme-JeeFHeÀ yeves jnves mes FvekeÀej keÀjlee nw~ cesjer mJeleb$elee keÀe 
Yeer lees kegÀí DeLe& nw~“ 

4) uesefKekeÀe keÀe ceevevee nw efkeÀ Iej mes GHesef#ele jnves Jeeues ye®®es Deeies ®euekeÀj DeHejeOeer yeveles nw~ `HelleeKeesj' 
GHev³eeme kesÀ He´cegKe Hee$e Deeefol³e kesÀ [^ie Sef[keÌì yeveves kesÀ keÀejCees ceW mes ceeB keÀer lejHeÀ mes GHesef#ele nesvee He´cegKe keÀejCe nw~ 
 veF& DeewÐeesefiekeÀ meY³elee keÀer ®eslevee ves mebmkeÀeefjle Yeejleer³e meceepe ceW ÜbÜ keÀer efmLeefle GlHeVe keÀj oer nw~ He´e®eerve 
mece³e ceW meceepe keÀe nj J³eefÊeÀ DeHeves Yeerlej SkeÀ meeceeefpekeÀ yeesOe ueskeÀj peerlee Lee~ otmejeW kesÀ megKe-ogKe ceW menYeeieer neslee 
Lee~ GmekeÀe J³eefÊeÀlJe meeceeefpekeÀ efnleeW kesÀ He´efle meceefHe&le Lee~ uesefkeÀve DeeOegefvekeÀlee kesÀ meeLe meeceeefpekeÀ yeesOe keÀer ³en He´Je=efÊe 
ke´ÀceMeë Ieìleer ieF&~ nj J³eefÊeÀ ves DeHeves Deeme-Heeme SkeÀ Je=Êe yevee efue³ee nw Deewj Gme Je=Êe keÀer HeefjefOe keÀes ner Gmeves mebHetCe& 
mebmeej ceeve jKee nw~ HeefjCeece mJeªHe Deepe keÀe J³eefÊeÀ ceeveefmekeÀ leveeJe, meb$eeme, efvejeMee SJeb kegbÀþe keÀe efMekeÀej nw~ ceOeg 
keÀebkeÀefj³ee ves meceepe kesÀ efJeefJeOe jbieer ef®e$e keÀes He´cegKelee mes DeHeves GHev³eemeeW ceW GkesÀje nw~ 
 Deleë meceie´ ªHe ceW keÀne pee mekeÀlee nw efkeÀ ceOeg keÀebkeÀefj³ee keÀer j®eveeDeeW ceW J³eefÊeÀiele ¢ef<ìkeÀesCe SJeb meeceeefpekeÀ 
®eslevee keÀe Glke=À<ì meecebpem³e efceuelee nw~ meceepe kesÀ mecemle HenlegDeeW keÀes uesefKekeÀe ves DeHeveer met#ce ¢ef<ì leLee mHe<ì 
DeefYeJ³eefÊeÀ Üeje SkeÀ ve³ee Dee³eece He´oeve efkeÀ³ee nw~ 
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meboYe&: 
1)  ef®e$ee cegoieue kesÀ keÀLee meeefnl³e ceW ³egie ef®ebleve - [e@. De®e&vee efceÞee, He=-06 
2) Þeb=Keuee keÀer keÀefæ[³eeB - ceneosJeer Jecee&, He=. 129 
3)  metKeles ef®eveej - ceOeg keÀebkeÀefj³ee, He=. 05 
4)  HeÊeeKeesj - ceOeg keÀebkeÀefj³ee, He=. 19 
5)  ceefnuee GHev³eemekeÀejeW keÀer j®eveeDeeW ceW yeoueles meeceeefpekeÀ meboYe& - [e@. Meerue He´Yee Jecee& 
6)  He´e®eer - Je<e& 1 DebkeÀ ë 6 veJecyej - 2018 
7)  Jeeo mebJeeo - DebkeÀ ë 1 Je<e& ë 2016 
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