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Gestational diabetes mellitus (GDM) is defined as
any degree of glucose intolerance with first recognition
or onset during pregnancy regardless of whether diet
modification or insulin used for treatment or if condition
persists following pregnancy [1]. Even though national
estimates on GDM prevalence are lacking in Sri Lanka, a
study conducted in Homagama reported a community
prevalence of 10.3% [2]. Ministry of Health and Nutrition
of Sri Lanka practice guidelines recommend two hour postprandial blood sugar (2hPPBS) after standard meal at
booking visits for those with risk factors for GDM as the
screening test. It further states that if 2hPPBS is >7.22
mmol/L proceed once to 75 g oral glucose tolerance test
(OGTT), and if <7.22 mmol/L with at least one risk factor to
proceed to 75 g OGTT at 24-28 weeks [3].
We carried out a descriptive cross sectional study to
explore GDM screening methods currently practiced in
Anuradhapura district from February to May 2010. The
study population included pregnant mothers with a period
of amenorrhoea 24 weeks or more and residing in
Anuradhapura district. Participants were selected from
field antenatal clinics using a two stage cluster sampling
procedure. Twenty Public Health Midwife areas were
selected from three Medical Officer of Health (MOH) areas
in Anuradhapura district. Sample size was calculated to
detect 10% prevalence of GDM with 5% precision and

95% confidence interval. Data were collected using an
interviewer administered, structured questionnaire and
perusing ante-natal records after obtaining verbal consent.
Approval for the study was obtained from the Ethical
Review Committee, Faculty of Medicine and Allied
Sciences, Rajarata University of Sri Lanka.
A total of 223 pregnant mothers were studied. There
were 96 mothers with at least a single risk factor for GDM.
These included current pregnancy indications in 81
(36.3%), previous pregnancy indications in 23 (8.1%) and
mothers with first degree relatives with type 2 diabetes
mellitus, 25 (11.2%). Only 29 (30.2%) mothers with risk
factors had any type of standard screening test (Table
1). This included PPBS 26 (27.1%) and OGTT 3 (3.1%).
However, only 6 mothers had PPBS during the first
trimester. In the present sample, there were no mothers
with GDM.
The guidelines issued from the Ministry of Health
have not been followed in GDM screening in
Anuradhapura district and risk assessments were limited
to documentation without further actions. Thus GDM
was grossly under-diagnosed. Educating the health care
professionals on GDM screening and proper follow-up is
recommended as an urgent measure to improve maternal
and child health services in Anuradhapura.

Table 1. Distribution of risk factors for GDM in the study sample
Screening test

With risk factors
(n=96)

Without risk factors
(n=127)

Total
(n=223)

Urine Dipstick

94 (97.9%)

125 (98.4%)

219 (98.2%)

FBS

7 (07.3%)

4 (03.1%)

11(4.9%)

RBS

4 (04.2%)

2 (01.6%)

6 (2.7%)

PPBS

26 (27.1%)

17 (13.4%)

43 (19.3%)

0

1 (0.8%)

1 (0.4%)

3 (03.1%)

1 (0.8%)

4 (1.8%)

37 (38.5%)

24 (18.9%)

61 (27.4%)

GCT
75g OGTT
Any Blood Sugar

FBS = Fasting blood sugar, RBS = Random blood sugar, PPBS = Postprandial blood sugar, GCT = Glucose challenge test,
OGTT = Oral glucose tolerance test.
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Spontaneous reports on anaphylaxis: the applicability of Brighton case
definition
Ceylon Medical Journal 2011; 56: 129-130

Anaphylaxis is a clinical diagnosis with no gold
standard confirmatory investigation. The need to have a
uniformly accepted case definition for anaphylaxis led to
the development of the Brighton definition [1] for
anaphylaxis following immunizations (Box 1). It ascertains
diagnostic certainty and classifies it into 3 levels. The
level 1 classification is associated with the greatest
diagnostic certainty. The objective of this study was to
examine the applicability of the Brighton case definition
to drug induced anaphylactic reactions.

male to female ratio of 1.3:1. Antimicrobials accounted for
62% followed by immunological products (20%), antithrombotic medicines (6.9%) and colloids (3.4%). Thirdgeneration cephalosporins accounted for one-third of the
cases. Causality was probable in 95% of reports. Case
fatality rate was 22.4. Streptokinase (3 deaths), 3rd
generation cephalosporins (3 deaths), anti snake venom
(3 deaths) benzathine penicillin (2 deaths), oxytocin (1
death) and MMR vaccine (1 death) were the agents
implicated in fatal drug induced anaphylaxis.

The National Adverse Drug Reaction (ADR)
monitoring centre for Sri Lanka which functions at the
Department of Pharmacology, Faculty of Medicine,
Colombo receives spontaneous ADR reports from health
professionals. Spontaneous ADR reports on anaphylaxis
received by this Centre since its inception in 1996 were
retrieved from the database and used as the case reports
to examine the applicability of Brighton case definition for
drug induced anaphylaxis. The level of diagnostic
certainty of these cases of drug induced anaphylaxis was
determined using the Brighton case definition of
anaphylaxis. Standard pharmacovigilance tools were used
in further analysis. Naranjo Adverse Drug Reaction
Probability Scale was used in assessing the causality [2].
Descriptive statistics was employed in presenting the
results.

Cardiovascular, respiratory, dermatological and
gastrointestinal symptoms were documented, respectively,
in 86%, 55%, 22% and 21%. The majority of cases (93%)
occurred following an injection. The mean duration
between drug administration and onset of first symptom
was 29 minutes (range = 2,120). The majority (67%) of
reports was from the doctors. Pharmacists accounted for
28% of the reports. Almost equal proportion of reports
from doctors (72%) and pharmacists (69%) met the Brighton
case definition for anaphylaxis following immunisation.

Over the period of 13 years, 58 cases have been
reported as anaphylaxis. Of these, 39 (sensitivity = 67%)
fulfilled the Brighton case definition for anaphylaxis; 12
with level 1, 23 with level 2 and 4 with level 3 diagnostic
certainty. The mean age of the patients was 36 years with
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The Brighton case definition for anaphylaxis
following immunisation is applicable with high sensitivity
for spontaneous reports on drug induced anaphylaxis.
However the number of reports assessed as level 2
diagnostic certainty is almost double the number of reports
assessed as level 1. This was mainly due to missing data
in the reports because detailed records of clinical
manifestations are required to apply the Brighton case
definition for anaphylaxis. In the absence of detailed
records of symptoms, chances are high that the anaphylaxis
being classified as level 2 rather than level 1. The routine
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