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EDITORIAL

I have yeceived a letter from Dr. Umm-e-Kulsoom of MCH
department, Institute of Public Health and I found it most suitable for
reproduction as an editorial for this issue. She writes

“SPIRITUAL POLLUTION: Health is defined by WHO as a 'state of

complete Physical, Mental and Social well being and not merely absence
of disease or infirmity".

[ would like to add to it “spivitual well being” as well because man
is not merely the name given to a physical body but also to the Roobh”
which gives real life to bim.

Many physical, biological, socio-cultural and economic factors are
responsible for maintenance of the bealth equilibvivm in the buman

body. But, do we need only clean air, water and environments [ree from
chemical and other pollutants? I feel that clean onris !5 must
include clean bearts, clean thoughts, loving itude 1! Stnce
relationships between individuals and instititions. In ! §STH
only when there is a pure and clean Rook in i

with positive qualities enlightening and purifying it ¢
as love, affection, respectfulness, trustworthiness, crec {ovice

bounesty, justice, faithfulness, sincerity, thanlju 1c¢,
endurance, beneficence, courtesy, kindness, courage. rniodc wscipline
generosity and bospitality etc. A Roob which is free of all those negative

quclities polluting its environments, such as, corruption, dishonesty,
anger, harshness, batered, crookedness, jealousy, malice, thanklessness,
selfishness, superiority and inferiority complexes, exploitation, vanity,
arrogaiice, confrontation, prejudices, immodesty, greed elc.

The Holy P)‘()[)/J(!fﬂ’l()/](lﬂlﬂlﬂd (PBUH) made it clear that our bands
and tongues should never be harmful for anybody. it we do so our
submission will never be accepted.

Man is appointed and placed as “viceroy in the earth’ by the creator
of the universe (Quran 2.30). He was told by the operating authority that
“All that is in the earth bhas been created for him”. (Quran 2:29). He was
Sfurther told: “See ye not how Allah hath made serviceable unto you what
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best way. (2:41). 5y o
- , new not” (90:5). He .
To do so be “was taught whal he fknen taupeht uttere ot Elvey,
; ' 3 5 reds LAUOr Lerdnce s
bearing and sight and heart (32:9) ”,Hd " o de?‘id(} s (>5/U i
that /;(' can see, observe, listen, il A ded and oy lfhe st
- - pidd . Orde , My
However all of bis actions dre bl ;’e(—' bty Allabh whe e[d“;)' il
- ? R [ ) ) 2 . o
judgment will be presented before thoe APTIERL) o deflde
about their virtue.
; honorable creatyy,
Thus, man is the most respect able and ure on the

. . . y o1 | / o 4 i
carth being served by all the things in bis c'nmr()bnmcfr ! r s l?ls right 4,
get rid of all the pollutants around bim, so that be can [lipe , safe

conferrable and contented life.

Intensive and sincere efforts should be done to ic - tify moral gy
spiritual  pollutants in the environment. All of . policies gy,
programmes should be reviewed and evaluated on the  viterig that they
do not cause or add to the spiritual, moral or physical  liution

Comprebensive research should be undertake; 1o more . fully
understand the bealth hazards caused by different ollutants in oy
envtronment.

Moral suasion, leadership, social sanction and economical, legal
and regulatory instruments of change, all with their various strengths
and limitations will have to be applied to bring about a hierarchy of
varlue, knowledge, institutional change and technical innovates. Two key

value changes are restoration of the conservation ethic through Qana'at,
honesty and thankfulness and a revival

Haqoog wl Ibaad through low
sincerity and kindness.

of the community spirit ie
e, affection, respectfulness, courtesy,

Intensive and sinceye efforts sh
spirituat pollutants in the enviy
and actions showld be ye
don't cause or add to the

ould be made to identify moral and
Onments. Al{ of the policies, programmes
viewed and evalygreq on the criteria that 1h¢)

SPritual, morat or physical pollution™".
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MATERNAL KNOWLEDGE REGARDING ACUTE RESPIRATORY
TRACT INFECTIONS IN AN URBAN SLUM OF LANORE

SAHIBZADA AZHAR MUNS, ASDUL JAMIL CHOUDHRY, NANNUDA MURASNER
Department of Fubic ~ears 0mimarados & Maciee any Enoeminiagy
Irshiute of SubDic Segth L3

Summan

Acute respiratory tract imfections (ARD) are respoasible for 20.5% of all deaths wader five
years of age in Pakistan To determine the knowledge of the mothers regarding managoment of
acule respiratery tract imfections, 239 randemly selected mothers, having at last ane child
below 3 years of age, were interviewed in an urban sham of Labore. 3% children were sulfering
from ARI at the time of interview. 23% childrem had suffered during the last twe months
preceding the imterview but were free from any svmptom of ARI at the time of interview, The
symptoms identificd by the mothers, during the last episode of ARI i their youngest child,
included cough in $5.9%, running nese in TS.0%, fever in 43.4%, bBlocked nese in 2039, sore
throat in 20.7%, difficulty in breathing in 10.5%, whistling in 35%, carache in 10% and ear
discharge in 0.8% childrea. ln 91.4% cases the illmess of ARD was first recognized by the

mother herself. 54.5% and 76.6% mothers considered congh and Fer o0 dangerous ymptoms,
respectively. The main causes of ARI as described by the w = ol revpesare te cald®
by 63.4% and “intake of sour or cold food™ by 3389~ % Luthe SR “dee to goraa™
by 5.0%, “evil eve™ 3.1% and “change of weather™ b» - mathers did wot
know about any cause of ARL 206 (30.5%) mothers < s coalified docter
should be started at the beginning of the disease.
Introduction Medical S cabad, for the poriod
In Pakistan Acute Respiratory Tract Infection (‘:f:;;_ : ‘“;;‘ '\, 'l‘- ‘f ol \h\::“:“\‘::\rt\m:: ,}“ m
(ARI) is considered as one of the major killer R o T e o B o2
distase uf children. A survey showsd that ARE ARL 5% ol these pationts were helow 12 mostio
) Killed 16 4P 5 of age. S0.5% had mild ARL 1R 7% moderate ARL
7 v e ﬁ?ﬂ;““’mﬁ“gc‘. e 0d Q0% soere ARL S12% had Upper
of ARI in a year. 33.6% of total admissions are for Resg::\l{m"l‘rm‘ ‘:“\N‘m:l‘ b M \
ARI and 26.5% of all deaths under 5 years in the i S S ST
Information  System,  Health  Department,

community were attributed to ARIL Stabistics
show that 9.4% of all hospital deaths are due to
ARI and 26.5% of all deaths under five years of
age in the community are attnibuted to ARL
Regardmg the morbldn statistics, studies in

‘ n have s.lmwn that

Government of the Punjab Annual Report in
Punjab Province during the year 1995, 20.8% of all
children below 3 years presenting at first level care
facilities were suffering from ARI while for the
year 1996 the Ngure was 288948,

A number of risk factors have been shown (o
contribute to high mortality from ARL These
include low birth weight, malnutrition, anacimia,
and poor accessibility o adeguate treatment
facilities including supplies of antibiotics and other
drugs®. Proper recognition of danger signs of
Acute Respiratory Infection by mothers and care-
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Methodology

Ihe study was conducted in Gulbahar Colony,
an urban slum situated in Lahore Cantt. The er;;
was provided health care by community base
Family Health Complex (FHC) Project, an out
rcach project of the Institute of Puhhc- ch.]lh,
Lahore. The study conducted was an interview
based Lrn-\\-\u.liun;ﬂ, community h{ithv
descriptive study. The study population consisted
of the mothers, having at least one child aged .IC-‘-S
than 5 years with the symptoms of ARI at the time
of interview or had suffered from ARI during the
preceding 2 months period. Sample size was
calculated with the help of computer programme
Epi Info 6. In the absence of availability of studies
with the comparable data expected frequency was
presumed to be 50% (to ensure the maximum
sample size for the given population). Taking
worsl acceplable as 44% at a confidence limit of
95, sample size estimated was 2567.

The area map with house numbers of
Gulbahar colony was available at Family Health
Complex Project of Institute of Public Health,
Lahore which was used o draw a sample of 256
houscs with the help of simple random number
table®. A semistructured data  collection
instrument  based on open and close ended
questions was designed to collect data about
knowledge and practices of mothers regarding
ARIL The questionnaire used was pre-tested and
nceessary changes were made. A total of 256
mothers  were interviewed. Four lady health
visitors (LHV), who were the regular staff of the
FHC Project and well accepted in the community
collected the data. They were thoroughly trained
by the authors (o decrease the inter-observer ang
intra-observer variability, A data enlry programme
was developed on Epi Info 6, a Word Processing,
Database and Statistics Program for Pyblic Health
and all the data was entered in (he computer, The

- PAKISTAN JOURNAL OF HEALTH VOL. 34 NO. 3.4
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Mother's Background

In this study a total of 254 Mot
.mcrvicWCd who had al least one chilg —lr'a; e,
years 0l age and at least one of (heg, ‘hlld,:
cuffering from /\R! at the time '-un,:? "
cuffered from ARI in the preceding gy, mu, &
Among theses mothers 210 (82.0%,) Were hpl‘:m}.,:.
years of age. The average age of mother, %m;‘g,
years, 144 (56.3%) mothers were i”iICra(t : ‘da(
of 112 (43.7%) Iilcralf: mothers, 49 (4355,
educational level of primary or below, 4y ””id
were middle or matric and 22 (19.6% ;:‘Z;
intermediate or above. Only 39 (15.2%) mul‘!:lat
were involved in economically ¢ re
occupations. Husbands of 219 (82%)
interviewed were below the age of 49 years, 1
average age of the husbands was 328 Yot (S[;
6.7). Among the husbands 70 (273%) “
illiterate and out of 186 ( %) literate hLBband&
58 (31.2%) had educatic il level of primary
below, 89 (47.8%) were - ildle or matric il
(20.9%) had Intermedia r above qualificagio,
Two husbands were | s at the (g, o
interview while remainir > 254 were inyglyeq i
various  occupations luding 53 (2079
employees of various ¢ ‘crament ang privae
organisations, 50 (19.5% ) labourers, 43 (1689
businessmen, 23 (9.0%) factory workers, 1
(6.3%) drivers, 17 (6.6%) gardeners, 52 (203%)
skilled workers including carpenters, plumbers,
motor mechanics, electricians, painters and tailors
139 (54.3%) mothers belonged to the nuclear

€

rljduqiw
W()mtn

Table 1: Mothers Background In formation (n=256)

Average age of mothers 28.5 years
Literate mothers B7%
Mothers in economically

productive occupation 152%
Average age of husbands 328 years
Literate husbands %
Average family size 7.5 perstf®
Average number of children per mother 3.3 childe?
Average total family income Slgs s
Average income per capita per month T8RS
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famihies with an average lamaly size of 78 (5D
337). The average number of children per mother
was 3.3 (5D 1.89), The average total family mcome
was Rs. 51088 (5D 3681 58). The AVELIRe income

PET capita per month was Ry 72368 (SD 461 38)
(Table 1),

Knowledge OF Mothers Regarding Ari

According 1o the mother's knowledpe
regarding ARL among the total of 256 youngesl
children, 89 (34.59%) were sullering from ARI at
the ume of interview, while 103 (40.29%) had heen
sufering since last two months and 64 (259)
suffered from ARI during last 2 months prior (o
the interview and were free of (he symptoms at the
tme of the interview. The number of ARI
episodes in the last two months as stated by the
mothers varied from 1 to 6 episodes. 173 (67.6%)
children suffered from one episode of ARI, 56
(21.99%) children suffered from 2-3 episodes of
ARI and 27 (10.5%) had 4 or more episodes of
ARL In 234 (91.49%) cases the illness (ARI) was
first recognised by the mother herself while in 22
(8.69%) cases illness was first recognised by the
other family members including husbands,
mothers in-law, fathers in-law.

During the last episodes in their youngest
child the symptoms of ARI identificd by the
mothers included cough in 220 (85.99%), running
nose in 192 (75.0%), fever in 111 (43.4%), blocked
nose in 52 (20.3%), sore throat in 53 (20.7%),
difficulty in breathing in 27 (10.5%), whistling in 9

Table 3:  Frequency Distribution of Symptoms of ARI being Dangerons «

MATEINAL WNOWLE G0 141 GARE MG AL VR HE RIMHA T CY (Al |

(A9%), earache i 4 (1.6 ) and e thinchiaipe w0
(OR70) ehildren (Table 1)

Table 2t Frequency Distribagtion of Symiptorns of
ARL ax Sven in the Last Episode 0 the

Youngest — Child,  Gulbahar — €olony,

Lahore (n+ 256)
Symptoms of ARI Frogueney Porventuge
Cough 20 H4 9%
Running Nose 192 75.0%
Fever 11 AV A%
Sore throat 53 20.7%
Blocked Noke 52 20 3%
Difficult Breathing 27 10.5%
Whistling U] 35%
FHarache 4 1 6%
Far discharge 2 0 8%

Regarding the perccived seriousness of a
symptom 120 (54 5%) mothers considered cough
as a dangerous symptom while 85 (76.6%)
mothers o Jlever as dangerous among the
moths, Dose vounpest child bad the related
‘ cpononde. Similarly, for the
y wu:h'mg" 26 (%.3%)
m ot - deager uiga of disease and
i ‘ » belled “whistling” as a

! not Dangerous as Perceived by

Mothers duning Last Episode of ARI in their Youngest Child, Guipahar Colony, Lahore

Symptoms of Total Dangerous Not Dangerous

ARI Obs. Frequency Percentage Frequency Percentage

Cough 220 120 54.5% 100 45.5%
Running Nose 192 102 53.1% 90 46 9%
Fever A 85 76.6% 26 23.4%
Sore throat 36 67.9% 17 32.1%
Blocked Ni 25 48.0% 27 52.0%
26 96.3% 1 1%

9 100.0% 0 0.0%

4 100.0% 0 0.0%

2 100.0% 0 0.0%
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of AR ss described by the
o mki‘" L] 175

The main causes

mothers  wchoded  “exposurs

(68 4% ) Itake of somr o0 cokil food’ by 92
(A 99.). “After Rathing™ by 15 (39%), “Due fo
gorms’ by 1y (S0%) ‘evil eve’ MI(‘I"‘)IM

: A}
change of weather™ by 8 (20°%) mothers

(1 2%} mothers said that they do nol know shout
any cause of AR (T able 4)

Table ¢  Frequency Distribution of Comses aof ARI
as Perverved by the Mothers, Clulbahar

Colony, Lahore (n=250)

e ——————————
Canses of ARI ¥Frequency Pereentage
Exposure to cold 178 o 4%
Intake of sour / onld fond 92 LR
After Bathing 15 9%
Due 1o getms i 5%
vl ove 5 L%
Change of weather § 20%
Teeth eruption 3 1.2%
Dusty stmosphere ] 12%
0 not kniow i 2%
Meastes i Gan
Congested house 1 04
After eatang hasouits 1 a4
When asked about the tume to get
treatment from a qualified doctor, 206 (%0.5%)

Mothers are first health care providers for
their children, however their ability to perform ths

factors. Perception of the mothers regarding the
~of the discase is dependent upon their

knowledge and beliefs which is the main driving

PAKISTAN JOURNAL OF HEALTH VOL 34 NO 5 4
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4
force e managing dineascs m the,, chilg,
werking M.' pestrantltat 1ome 5 -

to different atudies  mothey, wer,

foand 1o be able 10 rEcORRME & mung, o
and symptoms wwocksted with oy, |
different communities  mothers 0 W
importanee 10 various sges of ARy (o iy

care. In the siudy ung,, -in.’“"l
difficult breothing and whiling . "
L as danguious symptom., by 4 y;ﬁs
100% of the mothers, whose chilgy,, Mg o™
symptoms in the last cpisode. Thi r..‘,“:

v

wimi the finding of a study i 0y
4,.:::: tachyppoca and dmn.; ~
yops . p Firack
considered important for oot M""“""u

care conire a8 compared (o
o ethary? (Denno 1954 S gy
obwerved 0 8 Gambisn sudy wher, ._::
considered difficull breathiog o sydem, o
an indicator of severe illsess in "Meﬁ:
“'ANM Byass and  Greeswond iy,
Regarding the other symploms of ARi ,
larger propottion of mothers consdercd fever g
sore throat as dangesous SYMPOMS &4 compy,
to cough and ruaning o Hﬂdﬂd nose. Tig
Mu”.’lnih!lolh: hn(ﬁ”ilal'-*‘
studies conducted in Gonbia, Uraguay, Bp
Bolivia and Indoncsia, where fas hﬂhh
and cough were consider. | more importas, we
varying relative importan U (Comppey o
al 1990, Hortal 1992, Kb o0 1992, Kresso g 4
1994). However in ov  ulture children g
wrapped heavily in wantc viﬂch*~ d
have respiratory sympto which increae g
symptoms ~ (Kunds c1 o 1992} S0 w thexe
circumstances a study whiM“
discased child is done both by physican ad
mother is recommended  to  evaluate G
concurrence between both the groups.
Once the presence and scverity of the dscme
was assessed by mother, the decisios f
management by home remedy or consultationbys
health care provider depend upon a sumber of
factors like mother's perceved sl
the symptoms, socio-cultural background s
cconomic condition of the family, but =
important factor was the knowledge of l.b*'
rcgardingmmolmediscm.hmaﬁﬁg_
discussion, mothers had poor understanding o &%
ctivlogy of ARI because only S5 of the matken
attributed the causation of ART to germs Sm
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findings were found i the study conducted i
urban Gilhanaan population, m o which only 5 of
the mothers labelled origin of ART ax e based”
(Denno 1994). Other causes of ARL as mentioned
by mothers include “exposure 1o cold” 6R A% and
“mtake of xour and cold food” 15.0% Kreuno in
hl\ study o rural Indonesia alsa stated  simili
findings that the most commonly pereeived ciose
for ARL in children was air entering the hody
through some type of ehill, cxpnﬁrc o dravght or
brecze or change of weather ! (Kresno el al
1994), Similar findings have also been found in o
Nigerian study in which the causes of ARI ax
perceived by the mother included cold walcr,
heredity, poor hypiene, exposure to smoke and
dust and supernatural foree' (Oyepde & Oke
1995). The evidence of mother's prfnqﬂhm ol the
supernatural forces causing ART also existy in e
study under discussion where V1% of the mothers
related ARI with ewil eye, Similar findings were
observed i a study  conducted o Matlah
Bangladesh which also highlighted the associntion
of pncumonia and similar illnesses with  evil
influences!'? (Stewart et al 1994), This shows (hat
similar beliels regarding causation of ART exists
among the mothers of the develaping countries. In
the study under discussion  poor  maternal
understanding of ARI may be related to poor
cducational status of the mathers. But as hus been
studied in Tndia literacy alone may not be the only
factor responsible!®. (Khan ct al 1995)

Although majority of the mothers would like
o get treatment from a qualified medical
professional from the beginning of the ARI in
their children but 20.3% mothers did not consider
that treatment for ARI should be sought from
qualified doctor at the beginning of the discase.
This is an alarming situation and indicate
requirement of health education for improved
health seeking behaviour.

On the basis of this study we can walcly
conclude that keeping in view the relative
prevalence  of cach symptom mothers were
generally well aware of the symptoms associated
with ARI and could appreciate the severity of
more dangerous symptoms correctly. However the
concept about (he causation of ARI was very

MATENRAL MROWLE I [LECRREINE AR P SRR LY 1AL |

coomvpapn, tvelving Dot Bealih caee faeibity S d
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peconmmended to dmprovee e st and
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repnrding AL g their childeen The  meosgu
should conphmsive oo the vale o peoms i
conmantion  of disense . pdvantape of carly il
coreect detection ol dongerons sl il
symptons of ARL sod dngertnnee ol petiing
eentment from aquahibied doctors froame bepinning
nl e dinepue
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ANTENATAL CARE AUDIT BASED UPON CONCURRENT OBSERVATIONS
OF SERVICES RENDERED BY LADY HEALTH VISITORS

FAYYAZ AMMED KHAN, MAQSOOD AMMAD. RABIA ARSHED USMANI
institute of Pubiic Health, Lahore

Observational study 1o assess the antenatel care provided by LHVs Al the LHVs were

nbcndndtkﬁuﬂnpmw-atmmm.iﬁyﬁd
mnﬂsmuﬂliﬂulmﬁmmhwmmw

Introduction

In Pakitan 3 large proportion of women i
reproductive age suffer duc to camses related to
pregnancy and childbirth. Maternal mortality s
one of the keading causes of death among womes
of reproductive age in the developing world. Th
main causes of maternal deaths are hacmorrhage
wfection, toxacmia(hypertensive  disorders)
obstructed labour(Akhter 1984). Studics have
shown that the factors that coatributc
maintaining high maternal mortality s  the
developmg countries include the relatively large
oumber of pregnancies amomg women af the
extremes of the child bearing range, matcrnal
depletion through pregnancies that are too doscly
spaced and the high prevalcnce of high-parity
births. The risk of deaths related 10 pregnancy is
further oxacorbated i women  arc poor,
malnourished, uneducated or beyond the reach of
adequate  health care{Roysien and Armstrong
1989).

On the basis of data tabulated by WHO, it has
been estimated that cach year more than 200
million women get pregnant world-wide, at least
half a milbon of them dic from causes related 1o

health superveaon of the prognant women i order

to mainimn, protect, and promote the health and

well bemng of mother, the foctus and the acw-bora

miant Obsenation, crammation and counsclling

{ : st mother should hcgncuh-thc

Rey = mac al appropriatc miervals

miant and for a reasonsble

= post-partum penod. The

n who have carly and

¢ of good guality results

rematurely born infant

i besedes reducmg the

hscase and death (Bang et ol

1989). Thus ! sty of asticmatel care may

determine 1 large cxicat the outcome of

pregoancy  regard o the bealth of both the
mother and ber child(Mallet 1991).

Oualty assurance or cdimical audil = shout
sciting standards and montoning performance
against these standards, and in accordamce with
chinical gwidelines (Elder and Romen 1995)
Quality of antcnatal services i developing
countries is often impeded by factors such as
poorly trained personnel limited financial
resources and poor workers moral (Zeitz o ol
1993).

The responsibility of providing antenatal
service is shared by many cadres of health
professionals te, doctors, LHVs, Lady Heahh
wmus(urwgadmmwm.m_
role in the provision of antenatal services. Tt looks
quite reasonable and appealing that working of
LHV should be thoroughly scrutinised so that
quality of care provided by her is assessed.

B e F K



https://v3.camscanner.com/user/download

FAYYAZ AHMED KHAN, MAQSOOD AHMAD, FARIA ARSHE ) USMANI

Methodology

Phe study was a cross sectional observational
study, Tehsil Attock heimg the study arca. District
Attock is one of two districts in Punjab where
Health Management Information System (HMIS)
lor the First Level Care Facilities (FLCF) s
functioning since 1992 and is fully developed. The
mother and child cards have been provided (o all
LHVS working in RHCs, BHUs and MCH
centres, ‘

There are three MCH centres staffed with
LHVs, and out of 16 BHUs, LHVs were posted in
L3 only. Hence performance of 16 LHVs were
studied. Study tools included specially designed
questionnaire. Data was collected by concurrent

N

it

! vorking of \V
nh‘\t'l""'““” ol the wor . LHY “‘f-f’ll”):

the ]lennllrh and " ‘Ilul)
rs \L'|L'(H'(| were the same a8 ¢ o
"”l“l'
I

Parasme ey,

recorded on

Paramete
the HMIS manual.  Thes

categorised according 1o the
sregnancy. During the first trimester o |, :
preg et i P Ehirgg
that the pre-existing problems are -

pruhl(‘m.\ appearing due to pregnancy ar, f,
nd rymester. In the 39

I “
Firn 6( s

I

o

T d

I”lliv Sier

during the .
screening  helps in pelvic
decision rcg;n‘din;! mode of delivery

ARSCSSMEen| y
i andg
ity

Observations and Findingg

Following observalions were corded:

Table L Observations in the First Trimester

Standard Observation by LHV Not Observed by LHV = Observed
Medical History 04 12 25
ODbs History 15 01 94
Height 06 10 35
Weight 15 01 94
B. P. and Pulse 12 04 5
Ocdema Feet 02 14 13
Anacmia 14 02 KK
Advice on Blood

Grouping and Rh factor 01 15 06
Advice on Urine RE 01 15 0f;

Table-1 shows that during the Ist trimester
LHVs paid more atiention (o recording of
obstetrical history and weight (94%); assessment
of anaemia was done by 88% of LHVs and BP and
pulse were recorded by 75%. The neglected
parameters were-advice on blood grouping and Rh
factor and urine R/E (6%), and oedema feet
(1392). Medium attention was given (0 assessment
of height (38%).

Table-2 depicts that during the ond trimester
all LHVs recorded fundal height; weight and
anacmia were assessed by 947 and BP recorded
hy 81%. Advice on TT immunisation was done by
75% of LHVs and advice for blood examination
was given by ¢4%. Only 67 of LHVS gave advice

PAKISTAN JOURNAL OF HEALTH VOL 34 NO 3 -4

regarding urine R/E and 13% did assessment of
position of the foetus.

Table-3 shows recording of performance of
LHVs during third trimester. All LHVs assessed
anacmia and fundal height; 94% recorded BP.
Weight recording and assessment of oedema feel
was done by 44%. Foetal heart rate and foetal
body movements were recorded by 54% while
position of foctus was assessed by 25%. Not #
single LHV gave advice about family planning
breast feeding and care of nipples; no b
performed pelvic  assessment  (actually P"i‘
assessment during the third trimester is supposet
to be performed by the WMO).

¥IC

el
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16 1K)
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16
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(7 56
15 06

In the first trimester, aim of the antenatel care
in (o assess the health and nutritional status of
mother and (o rule out pre-existing medical
problems,  Therefore  medical  history is  very
important during this trimester, but only 25% of
LHVs  recorded it .Sxmllarly complete
examinations  of blood and urine are  very
signihicant during this trimester, but only 25% of
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VS advised tor blood test and (6% lor uriae
\ akion. Recording of obstetric history and
woight were near (o the 100% standard, and 753%
M LHVS recorded BP and l‘l\i\\'

detection and

due W

AT O Yl

MUNORLKM 3t

trmester s
appearing
Progress ol

problems

and Lo
prognancy. Fundal heght is a determinant ol the
progress of pregnancy and was recorded by 100%

Mognancy  waclt AASESS

S LHIV S Tetanus immunisation is very important
o prevent letanus neonatum,
& of LHVs advised regarding  this. Early
Jetection of hypertensive disorders ol pregnancy 18
very important and recording of BF, examinaltion
of oedema feet and R/E urine help in this regard;
recorded in  the

o thas tnmester

thase paramelers . were
poreentages of 81, 19 and 06 respectively.

In the 3% trimester aim is (o assess Progress of
_ cheek and
malprosentations to decide about the mode of
delivery; 259% of LHVs fully considered these

aspects. This is also the best time o give advice

pregnancy  and malpositions

regarding family planning, breast feeding and baby
care, as the mathers are very receptive, but it is
evident that no LHV availed this opportunity.
Foetal heart rate and foetal body movement are
wdicators  of foetal distress; 54% of LHVs
oot \l\'li lhk'.\f.

Analvsing the findings of study indicates that
the quality of antenatel care services in the study
population is very low. It can be assumed that the
reasons ol this low quality care are:

s deficient basic training of LHVSs in the Public
Health Nursing Schools;

e lack of in-service training
supportive supervision;

and on job

» low job satislaction resulting from

morale and lack of motivation.

poor

Recommendations

{. The training curriculum ol Public Health
Nursing Schoaols be serutinised and revised to
accommodate issues like quality of care and
Jdue importance given to enhancement of
knowledge and skills regarding antcnatel care.

2. Supportive supervision is provided (o the
LHVs working in the periphery. WMOs
working at RHCs should be made mobile and

PAKISTAN JOURNAL OF HEALTH VOL 34 NO.3 -4

9.

N

12
their  job tlL‘.\L‘fipl'illll “'f“tll\l i
supervision of LHV § \\'nrk|.n‘|_. al By,
Managerial and supervisory skills of Asgigpy
lnspectress of Health Services(ATHS)
at cach district should hL: enhanced.
Srengthening of MCH directorate at the off,
Dircctor Health | -
development ol its linkages with districg MCH

an|
Posteq

General Services
services. j

A comprehensive system of in-service training
evolved for the ficld health workers, ~
Poor working conditions of LHVs shoulq p,
addressed and a performance based inceniyeg
package should be introduced.
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CURRENT PRACTICES OF RADIATION PROTECTION IN
TEACHING HOSPITALS OF LAHORE
A COMPARATIVE STUDY OF SERVICES & MAYO HOSPITAL

AYUB ALI, TARIQ MASOOD BUTT
Institute of Pubiic Health Lahore, Wapada Hospital Lahore

Summary

This study was conducted in the main radiology departments of Mayo and Services Hospitals,
Lahore. A check list was used to observe the radintion protection measures being practiced in
the two hospitals. All the radiographers of the two departments were interviewed, using a
structured questionnaire, to assess the practice of radiation protection measures. The score of
cheek list and responses from the all the radiographers were analyzed manually. Results of
this study indicate that current standards of the practice of radiation protection measures of
Mayo Hospital are better than the Services Hospital but still are not up to the recommended
standards. Both hospitals need improvements in the practice of radiation protection

measures.

Introduction

The radiological examination is important and
integral part of investigations to arrive at a
diagnosis in various medical disciplines. Radiology
6-10% of the health care
expenditure!. Radiation Health hazards are one of
public hcalth problems in Pakistan and  other
developing countries, which have been ignored and
not considered seriously. Although International
Commission For Radiation Protection (ICRP)?
and Nuclear Safety and Radiation Protection Wing
of Atomic Energy Commission of Pakistan have
formulated the radiation control programmes, but
these are not properly followed either due to lack
of knowledge of the subject or due to lack of funds
or due to long-term delayed somatic and genetic
clleets ol the ionizing radiation. Therefore, the
subject is important from the public health point
of view,

In Pakistan, the projected annual demand of
x- ray technicians for the year 2,000 is 236, while
the estimates for x-ray technicians graduating in
1990 was 109°. These x-ray technicians are being
trained in the 22 training institutions®. In our
hospitals, due to lack of adequate knowledge
about radiation hazards, proper radiation
protection measures are nol adopted by the

accounts for

PAKISTAN JOURNAL OF HEALTH VOL. 34 NO. 3-4

radiographers. Therel f  current
status of radial Ol o nong

radiographer n nda i

improveme: I \nd
l'hiuxl‘ of th
. To
being p
Lahore
:A Tl compa
being prac | services hospitals
Lahore to the generall ceeptable standards
3. To identify the uareas where there are

deficiencies or deviations from the standards

4, To make recommendations to achieve
satisfactory protection from x-radiation in
diagnostic Radiology Department.

Methodology

This study was conducted in the Main
Radiology Department of Mayo and Services
Hospital, Lahore. All the Radiographers working
in the main Radiology Departments of Mayo and
Services Hospital, Lahore comprised the study
population. This study was an evaluation research,
which involves looking at some system or practice
which already exists®. Evaluation itsell is a
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2 The place of study vistted 1o

[ radiation protection measures
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A guestionnaire  was Ji‘\l“l‘“‘i about

practice ol radiation protection Measurces

the

Data Collection

The study was conducted in the month ol July,
1995 in the main radiology departments of Mayo
and Services Hospitals, Lahore. The check hst
was filled by observing the practice of radiation
prolection measurces at the place of study Each
question in checklist was given a score according
to its benefits in radiation protection. In this way
total score of Mayo and Services Hospitals was
calculated separately. Then grading of the hospital
was done according to the score achieved by
adoption of protective measures against radiation.

Data Analysis

I. Hospital with score of less than 14 was
deemed 1o have unsatisfactory protection
measures.

2 Hospital with score from 15-20 was deemed to
have satisfactory protection measures.

3. Hospital whose score is from 21 ta 28 was
decmed Lo have good protection measures.
Simple table and Bar Charts were prepared
according to the score secured in the check list
by the Mayo & Services Hospitals (Table-1)
and then the results were compared.

=

Similarly, each question in the questionnaire
was given a score according to its bencfits in
radigtion protection. The questionnairc was
distributed among the all radiographers of the
Mayo and Services Hospitals. In this way total
score of ecach individual radiographer was
calculated. On the basis of this score, the
radiographers in cach hospital were grouped in
three categories.

I. Those whose score was upto 4 had
unsatisfactory practice of radiation protection
measures.

PAKISTAN JOURNAL OF HEALTH VOL 34 NO 3-4
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Results and Discussion

Practice Of Radiation Protection Measures In

Mavo Hospital, Lahore

During the visit nf. the mam ”dlnhm
department ol Mayo Hu.\pll.ll, observations wer,
made during the X-ray CXpOSUIE;  persong)
intervicws were taken of the "’d'”ﬂ”{llhcr, the
patient and their attendants. Matters of radiation
pmlcctiun were also discussed wath the teaching
otaff of King Edward Medical College, radiologisy
and medical officer of the dcpanmms Main Xeruy
department was inspccl‘cd. keeping in mind the
principles  of the radiation proteciion. Main
ohservalions were as follows:

1. Building: Man rachology irtment g
located on the ground flocs cen Albery
Victor Hospital (AVH) and cardiology
department.

There is a small wailing roomn i verandah

isy. Here X-
rises abow

in front of a room which is ver
ray chest are taken which -

709% of the total X-rays donc . a day. This
room is small as compared other X-ray
rooms; and is not spacious . regards the

work load it has.

There is no proper waiting room and patient
and their attendants were Liable 1o be exposed
from scattered radiations during exposure in
two rooms The height of all the rooms is
about 16 feet and length and breadth of each
room is sufficient to meet the minimum
standards. The thickness of the walls in about
26 inches. There is no lead lining on the walls
and doors; but the thickness of the walls
compensate the absence of lead lining, As for
lead lining of the walls is concerned, there is
only one hospital in Lahore which has lead
lining in the radiology department ie.
WAPDA Hospital, Ferozepur Road, Lahore.
Although it is an expensive project but it is

CamScanner

4


https://v3.camscanner.com/user/download

6.

10.

I

k2,

13,

No pocket

woal as (ar radiatem Prodcolem w onmoerned
It wall Prifect the other medscad £ o e d
patients and thesw aMicadants m the fe b
YiCinsly

Verandab s on the one wude of the Vosibeclorng,
while the other ssde has open space whisch has
the advantage that there m m traffic of the
gcncral public In short the ’vuddng of mvam
radwlogy department of Mawo Hospital &
near (o the mmnimum sandard bat o s oo
wdcal one

All X-ray machines are SO0 ma cucept one
which is a 30 ma

During cxposure of X-ray, no sticadants were
present in the rooms except i one room
Control console of cach machine s in the
same room which s not ideally required.
However the distance of console from the
machine was about five feet which is the
minimum requirement.

Protective lead screens were present in cach
room.

Warning Sign boards were displayed on the
walls and doors indicating the danger of
radiation.

During exposure of X-ray, it was observed
that 4 radiographers had good practice of
radiation prolection measures, while 5 had
salislactory and 5 had unsatisfactory results
Personal interviews with the patients and their
attendants  relieved that they had  no
knowlcdge about the dangers of radiation. In
fact some comsidered it 1o be therapeutic in
nature.

There was no check on the unnecessary X-ray
as any person could had X-ray on payment of
Rs.15/- only.

Film Badges and lead aprons were used by the
radiographers working in the fluoroscopic
rooms.

Numbcr of repeat X-ray was less than five per
day.

Dark rooms were more or less properly
maintained and automatic processor is in
operation. ‘ ‘ — '

I T SO TR IR SR ey

Table b: Scome Secowd by Mew snd Somee:
Honpaad

s Hospizai  Tomd Sy

N Sener Swowrnd  Peroanage

' Mg > = N O%

2 Servces b J 2 &%

¥ = 457 1 = B p = BB

Table | shame the sorr achecwed by the Mawe
Hospatal and Services Hospitals acoording 1o the
Checklist. It s dear from the resolls that mam
radiclogy depariment of Maye Hospital had
ugnificantly beticr practice of radiaton protection
measures thes Services Hospaal

Table 2: Score Achieved by the Radiographers of
Moo  Hospaal Acconding o e

Senee

Lot eved Percestage
s ) ASTS

5ol

(Satisfaczory) Lo

1t ‘

(Unsanactory) Ea,

Ractice Of Radiation Protection Measures In
Services Hospital Lahore
Main radiology department of Services
Hospital is situated in the first floor of the main
following things were observed kecping ia mind
1. Building The height of the rooms is sbout 186
feet, while thickness of the walls is about 16
inches. The length and breadth of the rooms
were adequate. There is a central corndor
which is used as a waiting room. In front of
the main entrance, there is a verandah which
Jis also used as waiting room. No proper
waiting room is present. The walls and doors
had no lead lining. The patient and their
mwd:msﬂma&gm*mqu
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greneral public
Iiv short, as regards the general principas
tadialicmn prrolection are cond ned, the man
of  service b it al

radiology  department

@ nd

prolection 1o the paticnts
stiisig m Ine

provide less
their attendants because peopl

ed
centeal cornidor  are caticred

¢ ,[,<,-,1,1] 1o
radiation from both sides

2. There were three X ray machines apart from
a fluoroscopic unit (image intensificr). Two
machines were 500 ma and one was 100 ma

Y. During exposure of X-ray, attendants of the
patienls were present in the rooms

4. Protective lead sercens were present in front
of the control consoles in each room

5. Control console of each X-ray machine was
present in the same room which is not ideally
required. However the distance of console
from cach machine was about 5 fect which is
the minimum requirement.

6. Warning sign boards were not displayed on
the walls and doors.

7. Film badges were not
department.

8. There was only one lead apron which was
used by the radiologist during Muorascopy.

Y. There was no check on the unnecessary X-
rays. Same was the case with the protocol
patients.,

10. Dark rooms were more or less properly
maintained and there was no automatic
processor.

11.  Number of repeat X-rays was more than five
in a day.

12. No pocket dosimeter was available.

13. During cxposure of X-ray, it was observed
that only one radiographer showed good
practice of radiation protection measures,
while 3 had satisfactory and 6 had
unsatisfactory resulls.

14. Pcrsonal interviews with the patients and their
attendants revealed poor knowledge about the
dangers of radiation.

15. Radiologists of the department used to check
the working of radiographers off and on.

in the

available

It 1s worth noting ¢
being used in the two

dosimeters were not
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Table 3 Soomre Achieved Dy he Pf»-'i*'/?:.,’,w;;, o
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.
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Table 2 represcnt the frequescy distribatiog
of the radiographers aczordmg e N ——
in Mayo Hospital. Four were I« > have pood
practice of radiation protection s whsich i
2% 57% of the total population.
Five showed satisfactory prac of radzgnog
protection measures, which is 357 - of the togad

population. Similarly five show: _asatidacion
result which came omt to be 357 of the tord
population.

Table 3 shows the frequency disinbution of
the radiographers according to the score achieved
by using protective measures in Services Hospital
Only one radiographer has good practice of
radiation protection measures which is 105 of the
total population.

Three radiographers had satisfactory practics
of radiation protection measures which is 30% of
the total population Similarly six radiographers
were found to have unsatisfactory knowledge 20d
practice of radiation protection measures which &
607 of the total population.

When we compare the results of these %0
tables and figures, we came to the conclusion that
radiographers of the Mayo Hospital have better
knowledge and practice of radiation protection
measures than radiographers of the Serviees
Hospital. However, both hospitals are not fulfilling
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the requirements laid down by the Atomic Encray
Commission and by the International Commission
of Radiological  Protection (ICRP). Therefore
hoth hospitals need improvement in radiation
protection mcasures  particularly  the

Hospital, Lahore.

Seniaces

Table 4: Comparison of Score Achicved by the
Radiographers of Mayo Hospital Jor
Radiation Protection Measures

Results Mayo Services
(Score) Hospital Hospital
Satisfactory

Ciood (Y10 12) 0 4
\illlﬂﬁfdnr}‘

(S 1o X)

Unsauslactory 5 6
Total 14 10

Fisher exact test P value = 0,14

To apply the test of significance, the score of
satisfactory — and  unsatisfactory  results was
compared as shown in Table 4. Although there 15
no significant difference in the results of the two
hospitals, but 1t is probably due to the small
number of radiographers,

Conclusions
From the discussion it can be concluded that:

I, Main radiology department of Mayo Hospital
mecets the minimum standards as regards the
practice of radiation protection is concerned.
The score secured according Lo the check list
is 20 which is about (71.43%) which is
satisfactory. As compared to this the score
seeured by the Services F
which 1s unsatisfactory.

1o this 407,
ital  have
ot

Pyl

o

s

10,

(8

CURTENT PRACTICES OF RAMATION MO TEC YION

radiation protection measures and 607 necds
improvement

So the radiation protechion measures  an
better practiced o Mayo Hospital - than
Services Hospital. However, both hospitals
need further improvement as regards prachicg
of radiation protechion measures s conedrned

Recommendations

Health education of the radiographers, the
paticnts, their attendants and gencral public
about  radiation  hazards  and  profective
measures for their prevention,

Film badges and lead aprons should be
provided to the radiographers of  Services
Hospital

Both hospitals should purchase the poacket
dosimeter, as this is guick method of radiation
detection

Al Film badies should be sent immediately at
' month (o Directorate ol Nuglear
Radition Protection,  Islamabad

¢ ondgd
I e asked o send the results
(ihle
phors should  have  annual
o pacticularly for their wtal

X cchunes should he periudically
' be leakage radiation,
Strict supervision of the radiographees should

be done as regard  practice of radiation
protection measures is concerngd.
Unnecessary and protoeol patients should be
discouraged. \

Neray fee for out-door patients should be
increased and no Neray should  be  done
without any indication,

Haospital doctors should he divected 1o write
X-ray examination  only  when  there  are
genuine indications.

Proper dark rooms techmiques should e
practiced 1o avoid repeats. This will help 1o
decrcase work load  and  hence  radiation
exposure Lo patients and radiographers.
Radiographers should he rotated in different
rooms cvery - month 0 avoid  exeessive
exposure to any particular radiographer.
Proper wating rooms for patients and  for
their attendants should be constructed
Warning sign hoards should be displaved on
the walls and doors about the dangers ol

radiation.
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CHLOROGUINE EFFICACY AGAINST PLASMODIUM
FALCIPARUM IN PUNJAB PAKISTAN

M. SALEEM RANA, MOHSIN A. NAQYI, RAHEELA HUSSAIN, N. A. CHAUDRHY
Departments of Microbiology PGMI and Health Services (Malaria)
Departments of MEP IPH and Pathology PGMI Punjab, Lahore

Summary

The effectivness of chloroquine against plasmodium falciparm malaria was tested in
three districts of Punjab Multan, Muzaffar Garh and Jhang by in vivo test in
nontransmission season of November and December 1995 Chioroguine was found to
be 60% sensitive while Rl resistance was 38.33% and Bl was 1.67% No Rill resistance
case was found. Health authorities should remanin vigilant on the issue of chloroguine
resistant malaria. Frequent in vivo and vitro studies should be conducted and also
quality control be properly imposed on locally manufactured chicrogquine.

Introduction and ' v 2. Follow up is doae
y h oaly R1 and RII can

w the determination of
2 ficld test has to be done

Drug resistance is the ability of 2 parasite
multiply or to survive in the presence of
concentration of a drug that normally destory

parasites of the same species or prevent their
multiplication. Such resistance may be relative or
complete!,

Pharmacokinctic  properties of  some
antimalarials have lead to the modification of this
definition to the fact that the form of the drug
active against the parasile must gain access to the
parasitc or the infected red cell for the duration of
the time necessary for its normal action?.

The intcrnationally accepted procedurc for
asscssing the response of malarial parasite 1o
therapeutic doses of anti-malrials with particular
cmphasis on chloroquine was set out by WHO
scientific group on resistance of malarial parasite
to drugs in 1965°.

There was initially a 2 s
was subsequently revised b
on chemotherapy of r
to this revision chlo
cither as a single
and the patient
Alternatively 25

ioflowed up for 28 days.

ctation of the results of the in
W
Recommended
Response  Symbol Evidence
Sensitive S Clearance of asexual
parasitacmia, within 7 days
of mtiation of treatment,
without subsequent
recrudescence.
Resistance [ Rl Clcarance of  asexual

parasitacmia as n

seositivity  followed by
recrudescence.
Resistance I RIl Marked  reduction  of

asexual - parasitaemia  but
no clearance.

Resistance III RIIl No marked reduction of
asexual parasitacmia.
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Fhe question as o how malarial parasite
pacticularly P, falciparum develop resistance (o
chloroguine has been under the investigation ol
biochemists and genelists, since last thirty years,
bul no satisfactony explanation so far has been
underlying  the
development of resistance. Some of the lactors

suggested  for  the  mehanism
which play an impartant role in development and
propagation ol drug resistance in P, falciparum
Ae massive  drug administration,  inadequate
therapy, veetor intensity, movement of population

and immunc status of public®.

Material and Methods

The present study was under taken in five
districts of Punjab, Multan, Muzaffar Giarh, Jhang,
Khushab and Gujrat but was conducted only in
Multan, Muzaffar Garh and Jhang duc 10 high
malaria incidence and high P. falciparum ratio in
these three districts.

The only practicable method of cleminating
the chances of reinfection was (o carryoul the fest
in known non transmission scason i.c November,
December and January in Pakistan. The criteria of
selection of cases was as recommedded by Paync
David (1982)%. Only single species infection i.e
plasmodium falcipaum was included and cases of
mixed infection were excluded from (the study.
Cases were selected with a minimum threshold of
1000 a sexual parasites per cubic millimetre of
blood. Medical history of patients included in the
study was taken and patients receiving any 4-
aminoquinolines, during the previous 14 days were
excluded. The urine of patients was tested for 4-
aminoquinolines and patients with positive result
were excluded. The test cases who mel the criteria
were weighed and administered chloroquine dose
as per schedule, 10mg / kg on day 0 and 1 and

Table 1

sme / kg on day 2. The chloroquine used in
\l\](i\' was supplicd by the Dircctorate of Malari,

Control Islamabad. All the test cases were givep
chloroguine from the same hatch o

The urine was tested through Dill-Glazko ey
for detection of chloroquine metabolites in (he
samples. 10 drops of Dill-€ ”;I/kl? t'(!,\il? were .ul(l.ud
to 2ml urine in test tube and mixed vigorously for
15 seconds. The presence of chloroquine in the
urine is indicated hy change in colour of the
precipitated chloroform from light yellow to voiley
red’,

The follow up hlood slides were obtained
fromall the Lest casces on day
1.2.3,4.5,7,10,13,17,19.22.25,28 [or monitoring of
the course of asexual parasitacmia®,

Alter initial Oxation of thin smear  with
methanol both the thick and thin smears were
stained with 2.57% Gicmsa [or 35 minutes. Ascxual
parasites were counted Gll 1000 WBC's have boen

counted or 500 asexual parasites. Gametor ies
were however, counted against 2000 WBC s
were declared negative only after thorough )

ol at least 100 ficlds®.

Results

i

The results of the screening survey carricd oul
in 5 districts of Punjab are summarized in Table 1,
It was found that in Khushab and Gujrai
transmission of falciparum malaria was very low
and thus these districts were excluded from test. In
Multan, Muzalfar Garh and Jhang cases werc
considered suitable for the test. In Multan district
71 cases were found to be positive for P.
falciparum. Among these complete follow up
study was possible in 29 cascs. Ninteen cases
were sensitive Lo

among  these 29  cases

[nitial Screening Survey Carried Out In Five Districts of Punjab

Name of district Multan Muzaffar Garh Jhang Khushab Gujrat
No. of localities surveyed 9 15 0O 23 16
No. of persons examined 200 900 1562 1667 1182
Plasmodium vivex

(positive cases) 14 46 21 19 3
Plasmodium falciparum

(puositive cases) 71 48 A 1 4

PAKISTAN JOURNAL OF HEALTH VOL 34 NO 3 -4
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lll'lll A

Responyg

Name of st Multin

ne "

Sensilive 19 (6S.51%)

Muzndtiur Gl

5 (50%)

FAL TOS L EACING (O IEANT DA TH

of Plasmodinim il it o Chilosoggicinge i oo Disiricls

Total
1 20

Thinp

) ne6l s

W(62.2004) 12 (077 )

:f' VAT 14 (A6.00"7) 23 (3. 1%) 46 (W33
Nl | (348%) NERLLS 0 2(167% )
I 0 0 T i)

chloraguime while 9 canee had BRI and one case had
RIT resistance. In Muzaftnr Carh distoet A8 canes
ol B fletpaeum malarin were detected and im0
cases complete follow up study  wiis porsible
Among  these W IS were sensitivi
chlotoquine while 14 cases had U and one case
had R resistance whereas in Jhang Y8 cases of P,
Bdeiparam malara were deteted with complete
[ollow up in 61 cases, Thirty cipht among (hege
were chloroguine sensitive, 23 had RI resistance
while no RII resistance case was identificd in
Thang district,

[RTPTRAN 1oy

Fhere was no RIN resistance case against P,
falciparewm in all the three distriets studicd

Discussion

Resistance of P, falciparum (o chloroquine,
the best known of 1he 4 aminoquinolines was firsf
noted in the late 1950's from Colombia and
Thialand. Reports of similar resistance patterns
quickly followed from other countries in South
America and South East Asia”. The present study
has revealed 60% chloroquine sensitivity while R
resistance was 38.33% and RII was 1.67%. No
RII resistance cases were found in the present
study,

The first well documented case of chloroquine
resistant P, faleiparum was reported from Africa
i 1979 in a tourist who had contracted the
mlection - Kenya.  Since  then, have
mncreasingly been reported among non immune
vistors Lo cast Alrica®, From 1981 onwards,
resistance has been reported among indigenous
semiimmune inhabitants.

Alter repatriation of Pakistan nationals from
Bangladesh to Pakistan in 1973-74, the Directorate
ol Malaria Control carricd out a study on suitahle
subjects from  the districts of Jhang, Muzallar
Garh and D.G. Khan were included in the first

CAases

PAKISTAN JOURNAL OF HEALTH VOL 34 NO 3-4

ever an viva teat e the country during Jan-Feb
1976, According (o this study 30% of the tesl
subjeets  showed  the
reststant Talciparum malaria parasites. However
the  Ihrectornte of (1981)
regarded the high percentage of resistant cases to

presence of  chloroguine

mloria Contral
be due 1o the sub-standard chloroguine 1ablets
manulactured locally rather than the resistance of
malarial parasite. Later on studies were carried
out by Directorate of Malaria Control. lalamalbad

along with (he WHO assistance from 991
According 1o these sludi the sen ol
chloroguine varied from 940
V1.87% in 1984-87. Wheste: var |
500% 1o S68%. Wi fr
0.24%-8%. Thor :
case 0112131414

In 1991 a «
(Mardan) districts
chlorogquine whil
RII' was 8,14%
laund?®,

The first report
falciparum malaria in Fa
1992 in a male from Rahim %
Saudi Arabia for Umrah'®

Aunr(linu o WHO emcrpgenc [ resislance

(o the tune of 207% is sufficient enough o warrant
that life threatening and scrious suiation exists
and should be treated with quinine parenterally
rather than chloroquine, providing henefit ol
doubt to the patient?’,

The epidemiological situation in India, our
neighbouring country is very serious. In 1978
chloroquine sensitivity in India was 89857 which
in 1995 was only 7.07. S/RI resistance in India in
1995 was 76.5%. RI 6.3%. RIl 53% and RIII
resislance was 4.2% 15,

Keeping in view the reporls of outhreaks of
chloroquine resistant P, falcipanim malaria in
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Indha, our health department needs (o he more 8
vigilant 0 monitor the  development  of
chloroguine  resistang falciparum  malaria in 9
Pakistan. Also check should be kept on the quality

ol the drugs specially chloroquine which arc being 1
manutactured locally so that resistant strains do b !
not develop. " Pakisti

1]

S hﬂhy {8
Chloroquine
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COMMUNITY BASED PREVETION AND TREATMENT
OF AVOIDABLE BLINDNESS
(A study report of tree eye camps)

NAHEED HUMAYUN SHEIKH
Dapartment of Community Medicine,
Fatima Jinnah Medical College, Lahore

Summary

The study was conducted to identify the factors leading to early senile eaturaet |
treatment of cataract in the free eye camps and the attitude /response of the
towards the free eye camps. The attendance of patients in cye camps has been
always, and this was the case with these eye camps too. All the risk factory lend
senile cataract formation viz Dictary deficiencies, certain diseasesidinbetes «
hypertension), smoking, deprivation and over exposure (o mcmhmﬂw
present in the study areas. Patients turn out was excellent. During 15 '
camps (of 5 days duration each) 7643 patients attended these camps with
of which 4812 were male patients and remaining females. Average patient’s
was above 500. Overall 851 operations were performed !
plerygium. A team of 2-eve surgeon with four para i
the Tehsil Headquarter Hospital were thev're (o
intracapsular cataract extraction was carried out per da
cases was found satisfactory on follow up after one month.

« M

o1y

Introduction

Blindness has been recognized as a major
public health problem, not only because of its
wmpact on the quality of life of individual, the
family and the community at large, but also
because of the gross socioeconomic impact of
: blindness. In 1960 the WHO recorded a globs
survey on the incidence of blindness. Discases
lens and of the retina contribute anatomi
about 657 of cases of blindness. In general
ol bhindness is caused by ‘Senile’ cataract wh
an avoidable blindness. In 1976 there we
million blind people in the world, in
figure was 30 million and today there
than SO million blinds—and 807
avindablc. Blindness caused by senil
ol a disease, but 1s a part of aging p
Iving individual is going o expe
related change in the lens. It
which vary from individual
are some risk factors,

T T T
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l\llh‘k'.l[)&llldf, and mixed). The study identihed an
interesting mix of associations for specific cataract
tvpes. The findings are consistent with the view
that age-related cataract development is a complex
multifactorial process!

(@) Dietary Deficiencies:

Oxidation of lens
calaract. It has

protein  causes  senile
been observed that dictary
antioxidants Vitamin C and E, carotene, riboflavin
might thercfore prevent the formation of senile
cataract. U.S, workers recruited over 50000 female
nurses aged 45-47, and recorded their food intake
and usc of vitamin supplements. During cight
year’s follow up, nearly 500 of the nurses required
calaract extraction. Those with a high dictary
vitamin A intake (excluding supplements) had a
40% lower risk of cataract. Spinach, rather than
the carrots, appeared to be especially protectives it
contains the less well-known carotenoids, lutein
and zcaxanthin, where as carrots contain beta
carotenc. Women who used long-term vitamin €
supplements also had lower risk of cataract,
though no association was found neither with
multivitamin supplements nor with vitamin E or
riboflavin. Our findings suggests that dictary
carotenoids, although not necessarily beta
carotene, and long term use of vitamin C
supplements may lower the incidence of cataracts
severe cnough (o require extraction®. Professor
James  Robertson, Ontario  claimed  that
supplementary C and E might reduce the risk of
calaract by about 50-707%. The chances of such
patients having taken extra C were only 30% and
E 44%,.

(b) Hypertension and Diabetes:

A study conducted in US by ophthalmologists
investigated possible risk factors for cataract, such
as hypertension, diabetes mellitus, and drugs used
in the treatment of hypertension. A statistically
significantly increased risk of cataract was found
in-paticnts  with hypertension (odd ratio [OR]
1.49), and diabetes mellitus (OR 1.79). Estimation
of the combined effeet of hypertension and
diabetes mellitus resulted in an even higher risk
for cataract extraction (OR 2.66). A positive
association of cataract extraction and treatment of
hypertension with the diuretic frusamide was also
found (OD 1.95)%.

PAKISTAN JOURNAL OF HEALTH VOL 34 NO 3 4
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(¢) Smoking and Cataract:

A study conducted in US SURpes( ;
sigmificantly increased, :(:'f“‘:h’;;?:gcm risk g
purc nuclear _IL‘n!sTh(il S nLu| .]u,‘m'd
cigarelte smoking. .‘4 : ) ciear ¢y
decreased if the subject stopped smoking, Ty
cffect of smoking was mos strllkmg N those e
40, No relationship \/\".l(h carlier age 0[. Startjy
cmoking Was scen’. Cigarctte smoking increage,
(he risk of aged related x?ucl‘car calarael Study
conducted in US strongly indicates an ass0ctatigy
between smoking and calaract.formaliun_ Thi
study involved 17824 d()Cl.ﬂr:_x. The doctors who
smoked 20 or more FIgill'CllCS per day o
enrolment were twice as likely to develop calarag
as those who had never smoked: they had 4 s
fold risk of nuclear sclerosis cataracl and (hyg,
fold risk of posterior capsular cataract, Doctors
who had given up smoking hcfo_rc the study had ,
marginally significant 50 % increased risk o
cataract®. Another adjacent study involved mgp,
than 50,000 female nurses followed for 8 yegre
The author found that smokers were more likely
to develop cataract, particularly subcapsular
cataract (relative risk 2.6).

The City Eye Study in London was a 9-teq
longitudinal study into the most important hlinding
condition s in an aging population, immedialeh.
before and after retirement. During the first 3-
year phase it recruited 1029 volunteers aped
between S4an d6S years, primarily from companies
and organizations working in or around the city of
London. The analysis of the first cohort data
showed a significant association between nuclear
lens opacities and moderate to heavy smoking
The relative risk for nuclear lens opacity and
cigarcelte smoking ranged from 1.0 for past light
smokers through 2.6 for past heavy smokers, 1o 28
for current heavy smokers®

ilra(:l

(d) Deprivation Dehydration and Cataract:
Dehydration caused by severe diarrhoca of
otherwise by increasing blood urea concentration
makes eyanate more available for carbamylation of
lens protein may be an impaortant risk factor for
cataract formation. A study in the Mimalayas
found a relation hetween cataract and deprivation,
notably poor nutrition and hygicne®. During a eas¢
controlled study of risk factor for cataract. the oSk
of blinding cataract was noted to be strongl¥
related to level of exposure to dehydration crisis

A
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Table 11 Rek

Hhattinn Bala

(Muzafturabad) AJK,

ML 199 to V61996

Patients Muale 1 342
Female 858
Total 2200
Qperations Male 80
(Cataract) Female b
Fotal 157
Operations Muale N
(Prreygium)  Female )

Fotal 17

6.0.1996 1o 10.6.1996

CRARALIET 1) ol P &0 HEATRAEN ]

Noater il and Methaod

| R TRY it tiju il ol Dttt Wi
sdvvott e B o vabien andd the oo i g ol
wore  piven aedionl adviee Tliesn @ BHLpIS W
cotabibe e g thie ekl bl 'l"|ll.|l|' i Ha ]vrl,t" al
the anen Maie ape and discase of (he patiem
webe cnteeed e the sepster Afler prelimnary
e dieal e b atony cxarnntions e e,
wore ape el tlree va live comneo seleral Stehes
wore apphed The patients were diselrpeed alyer
U howes sty o the comp. Aphakie plasscs wen
provaded o all pattiente by the MO0 who
avonnped the eye campa Al hese compr were of &
dayn durition and aperations were  perlarmed
duceg fust four days ol the cye camp Patients
awrlterige Tein pecypeonm were aperated on the
Lt iy ol (e Pree Byve Campn The aperated
patients were advised (o vt the came hospital
cxactly alter ane manth lor nllow op Durimg
follow up examination condition ol all the patients
wits lound satelactory, The relsed information
abiout the campe s piven in Table |

wed Informanon about Three Free Fye ¢ Wi,

Sadda
(Parachannar) FATA
29.6.1996 10 3.7.1996

Forward Khauta
(Dist, Bagh) ALK,

1694 1776
043 1042
20387 2808
191 186
191 [ H6
305 127
10) 11
10 14
20 25

Cable 2: Percentage Divinbution of Total Eye Patients and Operations Performed at Three Eye Camyps.

Serial Total Number Total Number
No. Place of Eye Patients Percentage of Operations Percentage
I Hattian Bala 2200 2878 174 20.45
3 Forward Khauta 2037 34,40 328 IR 19
3. Saada (Fata) 2808 30,73 352 4136
Iotal - 7645 100) 851 100)
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Results gere pettormed i tatal, o
“”’,“.yu‘ v . ! '\‘
A4S patients with cve complimts camt i ‘ |!” (0150 pg ol bR s,
consultation / treatment during 15 days of (hes et ove L T A 0 ) al ptes i gy
‘ v () { i o8
three eyes camps (4812 male paticnts (0294700 it isifenl anulysis I8 EIVES LR LT
and 2833 (emale paticnt (37.00°0)] el
30007
ra N
25004~ pr——r AN HIA
THATTIAN BALA
2000}
15004 W FORWARD
i ( KHAUTA
10004 [1SAADA
5004 T
0 )
Fig. 1: Numbers of Patients Attended the Threa Eye Camps
COHATTIAN BALA
W FORWARD
KHAUTA
CO0SAADA
Fig. 2: Cataract Extractions Carried Out at Three Eye Camps
Table 3:  Percentage Distribution of Operations Performed at Hattian Bala
Serial Operation Number of Patients Operated Total Percentagy
No. Male G ape Female % ape
| ('Lnr;\c_l 86 (Q14017) 71 (88.757 ) 157 a(). 23
i‘ Plerygium 8 (519 ) 0 (11.25%) ¥ o 71
g 8} 3 T Pt
Total 4 100.00 80) 100.00) 170 TR
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Nl o Fationts Operated Lotal Percentage
Mak 0 Feinak Wi
i ) | (1 ) (] I
A \ ) ) \ )) '
) 100 00 {24 100 Ot
a \ \
Ot ation Nuiher of Patlents Operated Total Percentage
Ml ¢ AUk Femal Yo ape
\ (A4 ) (W03 j2 02 M)
e |4 (L0 '3 i |
) N\ 1) (R) TH2 ) )
¢ o LY VoA FLree ! ve L amps,
»eral Ne Place of Eye Camp Patients Fotal Patients
Male Female
Hattan Bala 1342 (619%) 838 (394 2200
; wward Khauta LoLd (043 299) 943 (35.89) 2037
} Nadda 1776 (63.2%:) 1032 (R36.87%) 2808

‘ﬂ‘ attian uala
!I: arward
| Rhauta

O Saada

PREOWM B4 NGO 3

O Hittian Bala

Female

B Forward
Khauta

0O Saada

ntage Disnbution af Male and Female Patients Attended the Eye Camps
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Table 7: Percentage Distribution of Male Female Paticnts
Clammyps SR
RN : s Patients e
Nerial No. Place of Eve Camp Female
: Male BN

i Hattian Bala 86 ( ”’j‘:;’;

- Forvward Khauta 191 (412 (,,'

3 Sadda 186 (40.17%)

@ Hattian Bala

M Forward
Khauta

OSaada

Discussion

Senile cataract in Pakistan is the commonest
cause of avoidable blindness. After independence
in 1947 there were few eye centers other than
tcaching hospitals where eye discases were tackled
and eye operations performed. Some Eye clinies
werc established in private sector but they could
nol coup with the increasing number of senile
cataract. Few NGO's during sixties starting
arranging free eye camps in the country. Presently

every year about 100 to 125 free cye camps are
established in the under developped / remg
neglected areas to treat the blinds (m
cataracl, pterygium and rarely glaucom
Population living in remote / hard areas j
devoid of these facilitics. The persons livi
these areas are virtually blind due ¢
cataract, they are also malnourish
debilitated and financially poor, ther
travel to the hospitals / eye centers w
facilities. Even at Rural Health Cen
25 beds reserved for all type of il
mct with the demand of the
patients. Therefore major

(% CamScanner
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In India there are about 24 million ¢

; ; ! aluract devord of Tacilities (o frea h&wf
patients every year, Natchiar ef al, in the L

article Frec eyve camps shonld be ap

f\{rznt‘kll\g the hacklog of Indias cutable blingd neplected arens wo the pi
o I 3 v o o 5 . ¢ P ) i
write that, “Indian oy SUTReOns carry ont 12 also enjoy charm of visio

million cataract extraction 4 year, but this is only

; Welliare Organizations an
the hall of what i ;)

s needed simply (o keep up the such free eye camps
new cases, et alone deal with (he hacklog ol 10 blindness. The popula
million lvyhn remain untreated. A report from aware of risk factors lead
Madurai in south India describes anapproach that senile eataraet, These fact
Cn_uld help reduce the number of reatable dehydration and over
blindness throughout (he developing world, The light can he avoided
Avarind Eye Hospital has 1400 bedds and carries
out 09000 aperations a year with 4 medical stall of
only 30 plus 47 residents, Patients are recruited vig
temporary but highly structured ‘screening eye I Maohan M et al.
camps™ held  throughout  (he community, and related eaturnels
treatment s free in most cases. Both the hospital
and  sereening camps rely heavily on (rained
support staff, thereby making maximum use of
doctors’ time. For example, paramedics carry oul 3
most of the routine tests, and four surgeons with

IS support stall can perform 200 intracapsular
cataract extractions in S hours”!2, 4.

T

Recommendations

India introduced an national programme (0
attack blindness in 1976, with a major emphasis on
cataract  surgery. The number  of  cataract
operation rose from 500000 in 1981-82 (0 2.2
million in 1994-95. With an increasing and aging
population the number of people with cataract
blindness has increased. Between 1971 and 1995
the population over 50 years old rose from
million to 125 million and the number of peop
blind from cataracts was 2.4 million in 1974
4.3 million in 1986. It currently estimated |
between 2.5 and 5.8 million operations are nee:
cach year and that with optimal use of pre
staff and resources some 3.5 million coul
done. Belter case selection is needed sinee
than half of the operations done at present r
in the restoration of sight'3,

The number of unattended catara
increasing in Pakistan every year, Pop
in the citics has the facility for catar,

tacilities (as related to eye p
atiention. Like India in P
to treat the avoidal

launched. Speci
should be

(% CamScanner
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PRESUMPTIVE COLIFORM TEST OF DRINKING \ !
IN THE HOTELS OF KARACHI (SOUTH AND

SHABBIR AHMED KHAN, MUHAMMAD
Institute of Public Health, Lahore. JPMC, Ka

Summary

This eross sectional study was conducted with a view (0 assess lllgf
waler mpplled in diﬂ‘erent hotels of east and soulh districts of K

situalion En highclass hntela. however smsruuury, one (14
waler for drinking purpose. However, further studies are

Introduction

Waler is necessity and amenity. Wholesome
and abundant, it supports and cnriches life.
Unwholesome and scarce, it is a threat to health
and to life uself. 1t is major component of human
hody (2 / 3), needed rightly in all body processes,
digestion, absorption, and climination of waste
products.

The amount of water in the world 1s fixed
some 1500 million km3 in all'. No doubt three
quarter of carth s covered with water, but
unfortunately 979 of this water is mlly in the form
ol ocean and seas, 2% as Ice, rcmammg, 1%
fresh water, in tanks, ponds, springs, rivers &
underground water?, ¥

In a typical American community, the ave
per capita consumption is about 600 litters
day. In Asia and Africa per capita consumg
may be only 50 Lit. per day which doubl
summers season’,

Much ol il health in the country is la
drinking water and there can he no
community health and well heing
water supply. Infecuous diseases ar
through human and animal excre
facces of active cases and
community. The faccal contar
results in the causative organ
water or prepared  food
mlection  spread. These
discase  from  mild

PAKIGTAN 0
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Material and Method

District. East and South of Karachi were of the ahive sl
selected as study area, Our (rom 50; Hais

ample frame wag 110 ; el
hotels, 50 Hotels were sele with faccal colitorm

cted on random basis

with the help of random number table. 22 were Juﬁrwatcr h:';(p!? .
Ivmm lower class (having no lodging but boarding ?O ll“m-l d:] d ,'l;t
lacilitics only). 21 were from middle class (having RGP ;

lodging and boarding facilitics but no reercational
laclitics and no facility for social activitics like
Banquet Hall, Seminar Hall, Swimming pool etc, 7

High class (furnished with all above mentioned
facilities).

according 1o

Walter was collected according (0 the WHO District Fa
guide lines for drinking water in sterilized glass
bottles with glass stopper with overlapping rim of o- i pRaat
300 mile capacity. To the sampling bottles sodium e g

thiosulphate was added to neutralize (he watcr
samples. These bottles wee sterilized in autoclave

I Jug water
at 120°C for 15 minutes. Water was collected from
the Jug water put to the customer for drinking 2.
purposes and also same amount of water was
taken from the water Reservoir of the hotel. Total

Bottles were labbled and put in Ice box and taken
to  the Chemical Bacteriological laboratory,
Government of Sindh. Transporting time was
taken 20 minutes to reach the Laboratory from the
source of collection of samples. In the laboratory
bacteriological testing of water was done for the

presence of E.Coli on the basis of presumptive
Coliform test!2,

Discussion

As walter has a key role in maintaining health
of any community and part and parcel of humar
lile. It is as cssential as air and food. For hur
consumption water must be free from physi
chemical —and  Bacteriological — contaminat
Though water has been used since dawn h
hut  realization for health hazards
contamination is not ancestral.

Khalig ct al (1980) have reported 57
[rom spring streams shallow wells were un
drinking purposes'®. Study conducted by P
Karachi (Baqgai 1988). 87% walter sam
Taps were contaminated'. Samce and R - 2
(1985) studied pipe water supply an e
52 treated samples were positi ' [
The same situation is revealed by
(1993) in Rawalpindi / Isla
samples of treated water
Coliform hacteria'®

PAKISTAN i |
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':‘:‘]"‘_’l!l“:"lt!:l"\zm.n‘ in In\wcr class hotel was I'nqnd
ol poor ll\;r.%l.]Lt.‘ in hgures shows additive efed
L‘IWII‘\ml“Ql\l'li‘“ i at - fhe -waskar and the
@ syrple: l(”ll‘ (ldw ol middle class Hatels frmp
e llH :1 lllg water ?’amplc‘s. 21 reservolr
found L“(!nlun';i( mp:s (BA.71R) af jup waler MOVE
BT o ln“cﬂ:k and average No. of E.Coli Per
it L N ‘ln.u, 144, while 15 .\nn'1p|c.'~. ol water
“““lélminmudL:Ld ’lt'und umlum_m:lnlc'd werc
o wf :‘.‘ R o of E.Coli per 100
i"n}'t'r(u|;c.,» ”fd Lf was 069, again hlgh lighting the
e,y personal hygicne ol the workers.
i T :Sf"}g thing is that in middlc class
was | i V_L r“ 1 hﬂlc'lS. where reservorr water
ree from E.Coli but in these three hotels, Jug
water was found contaminated.
. Sc;:';crcqi;:.h siu_l.nliun in high class hotels out of
was unfit lor Slc-rvifr water samples one (14.287%)
B s I:““. ing purposes and average N(L ol
e ‘_'I el 100 ml. Table No.4 But in the
;;w f;;u | Sy supplicd on the table in Jug was
. Q .‘( oli. Clearly indicating the importance ol
intermediate  treatment and other factors  like

Fab. 3 Bacteriological surveillance report distribution
according 1o the source of water supply at
middle class hotels hotels District East and
South Karachi.

5. Types of Contaminated  Uncontaminated  Total

No, Water

No. %age No. G age

I Jug water 18 8S.71 3 1428 21
2 Tank water 1S 742 6 28.57 21
Total 33 ’S7T 9 2142 42

workers  hygicne and environmental sanitation
help to minimize the problem. While in anather
hotel which was the near beach of Arabian sca
supplving unfit  water for  drinking  purposes
average No. of E.Coli in Jug water of this hnlu‘l
was 10 per 100 ml, while its reservoir water sample
were (1 for drinking purpose.

PAKISTAN JOURNAL OF HEALTH VOL 34 NO 3 14

gTunY BASED ON PRESUMPTIVG GBI o
5
Sy
4 M H'”UI!'E“", survelllanee mpie  digp

Tab. .
acvording ¢ the STRUITCE of warer «
clays Dot Js Distracr Fast arnd Souith &

< Typesof L'unmminnled L nron

Nn. Water

No. o age No.
| Jug water I 1428 6
2. lank water 1 1428 6
28
Towal 2 14.2

In view ol analytical results 1t
that thosc hotels which were |
Station or bus stop Of in slum
ated with [ecal

more contamin
from the passcnger. the emple
class hotels werc also creating
lack of personal hygiene. Anot
internal sanitation, improper \
the hotel for custo

utensils in
in

drainage, moopishness

lcaking sewerage system
supply, open reservoir
flics were problem crea
hotels dircet filling of t
irrespective of dusty p

dish washing with dirty

) i

same cloth for cleanir
lime was in practice,
practice. ik

However in |
regarding m
upto the stani
keeping their ¢
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should be paid to clean the ute
customers.
4. Spt'Qcial attention  should  be paid o the
sanitation ol the hotel premises by managing
proper disposal system regarding hotel refuge
garhage cte.
Hotel owners must cons
fasalities for their workers.
Municipal Corporation should be advised to
construct the Sanitary Latrine for public
purposes mostly in those areas where people
movements are at large like railway station
and bus stop.
7. Very special attention in the hotels should be
paid to clean the utensil used by the
customers,
There should be continuous survey by local
authorities for under ground Tanks reservoir
m the hotels regarding cleaning, chlorination,
and their proper maintenance.
9. Water supply to the hotels should be in
excessive and contineous type to compromise
the daily need.

nsil used by the

truct proper toilet
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1 PLAN
DECENTRALISED DISTRICT HEALTH PLA

ARSMED USMANL
Brovincial Heelth Develanmen L <

A
mhah*m\m,lﬂmmwgmwhﬁ;: ‘
For ANl can partly be aftributed to the exiting e80T
provimce is im the initial stages of introducing deceRitd i
order to promete equity. District Health Planning wifl "“’wl -
-NMMF:HNWM‘“M\« by
MM\MQM!«\"“‘“‘*‘"“”

The health planmme s Pamah w onganescd waploment
around a boavily contralised and burcawcratx - have helped:
. The cotng Qructere fals to moorporate the defimitron
commumaty ncods and aspurations. besides wmonag horpe
the wicws of porphoral healh  managens powerful nd
Therefore decomtralisation of planning svstem and the bestE
mroduction of district bealth planming are the
noeds of the day.

Withen the healh sector of Pusjah, the diant
has beea recagnised a the key level for matching
local necds and priorities with provimcial policres
and pedclmcs. This recogmiion led to the
mirodectron  of Drstna Health  Management
Teams (DHMTs) and Distria Health Authorities
(DHAs), winch are gomg to he vehacles for the
decentrabsation of health servicss 1o the dinarid
level @ the provimce. Decentralisation of planning
o districts s an @mportanl intenvention under
sersoms comsideration m Panjab

The system of decentralised DHP in Pusjab
depends on development of planning struciares,
sysiems and skills & the ditricts m the provimee.
The development of DHP docs not mean &
weakemine of the provimce, rather a
provincial planning system s a prere
DHP. Strong orgamisational I‘mkm
distnials and the provincial planaimg
distnicts and the lower leveks are
meamaginl  hason  bhelween  di
Similarly. DHP would be daosely
budpeting at the distnas.
partiGpation i deason-maks

an moeased ami
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\
Implementation
and monioring '
wttang
Programming - i Oprum apptams

Figg Planmng Sparal

The profile & (0 be arranged w vanous sub- 1.2 Infarmation ‘
divisions e, Introduction, Health Necds, Health operative in the Punjab
Services and Resources and Management Systems requircd al district level fou

To produce a usclul district health profile be made effectively,
requires a combination of a good local knowledge system 15 the  hackh
of the district and all the available health occurring  al  the
miormation. The latter information s required ulimale aim 15
hmhlm-&cbcalhsewiecssyﬂcmnswﬂu resSponsive i
dircctly  from  the community.  Historically post-mortem
mformation needs have been associated with commlation

hmited
towards planning and management is necessary
(Green er al. 1997). It is imperative thal a balance
15 reached between the community perceived and Ly
techmcally felt needs.

I1° A magor category of information required for
DHP concerns services and resources. This
mcludes  information on:  the SOCIO-ceonomy,
(mcome;  employment; cducational levels /
bteracy.  culiwral / religious  characteristics);
gcography / topography, infrastructure (transport;
communication), non-health  sector  services
{education; water / sanitation; apamll»m,
commumsty development: public works). This

comtextualised by analysis of national policies

PRETAN JOURNAL OF HEALTH VOL 34 NG


https://v3.camscanner.com/user/download

36

needs are Lo be met, - and which, therefore have (o
be left. Prioritisation decisions should take into
daccount the wider context, as deseribed by the
situation analysis, and incorporate strategies for
cosuring greater cquity of access Lo and use ol
health services(Tarimo, 1991). Collins (1997) has
dc§crxt.)ed a detailed process of priority, goal and
objective setting as discussed below.

2.1: Problem prioritisation

The first step is (o identify a list of problems
based on the information in the district profile.
Each problem should be formulated as a full
statement (o clarify the nature of the problem.

C.g. PTOPorlion of women provided antenatal carc
Is lm.v. The budget for supply of medicines is
insulficient.

The final list will be probably quite long and
complex. -The next step, therefore, is to select only
a ff.:w main problem areas for initial consideration.
T.l'us_should be done through discussion among the
district planning group. It would be pragmatic if
only threc main problem areas arc selected. The
problems selected should be a combination of
those relating to health needs and those relating to
health systems. At least one health system
pr‘oblem should be included in the selection. Some
criteria useful in selection are:

o Magnitude / Equity:

How big is the problem? What proportion of
'Lhc population will be affected? Which groups
in the population does the problem affect?

e [mportance:

How serious is the condition? Does it threaten
life or decrease the ability to live a 'normal’
life? Or, in the case of a health system
problem, how seriously does it affect service
delivery?

e Vuinerability:
Is a solution to the problem readily available?
e Last year plans:

It is also important to examine briefly the
present level of service offered for different health
needs. If some areas have been identified in past
years, it may not be nccessary (o make them
priorities in the current plan.

PAKISTAN JOURNAL OF HEALTH VOL 34 NO 3. 4g
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QU HIEAL TH PUANNING I Py

DECEN TAALISE &l

2.:2: Problem analysts

decrding about  the lhreg
glage is 10 analyse th
hasic technique |
plem under C(mﬁidc.”luﬁm
the qucslinn ‘hut wlry/l TIHZC:;:,U
underlying problems, l1f: Iq lhmk
would be repeated, 1m nrd'u ul .
(urn causes Lhese. Ffwllnwmg this r:f,
helps us to distinguish hclw.c;::u;,d i
Analysing the rool causes § lh
eventually it becomes nb-vmu5
reached at which 1L 15 p('\sslhlc to un
<ort of health cervice action.

Aller
ems, (he nex!

pruhl e, The

prohlcm
about the pre

2.3 Identifying Godls and Objectives

These are simply the inverse of
and their corc causes. For cxampl
area is high level of maternal m
goal will be to decrease the e
mortality. Then, if the core cause
rate were the low level of bi
trained staff and low level of an
objective would be; increased |
trained staff and increased

carc,

The relationship betwi
should be hierarchical,

rcached. If there are
not happen, or assumpt

A strategy is best ‘
approach or ¢ tion
result. Mo |
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3 Option Appraisal

(‘)‘mmn appraisal catails derving and asse Ssing
the different options o Strategies for achieving
ohjectives and reaching targets  Choices need 10
be made as 1o which strategy s better for
achicving priorities, which should be given mor
resburces, or be mtroduced first, The oplion
appraisal may lead to revision of objectives and
related  targets.  Certain objectives  may  be
postponed to a later planning period while others,
possibly of lower priority but which are more
feasible in the presemt circumstances, may he
added. '

It would be quite  difficult o apply
complicated  appraisal lechmques  eg.  cost-
cffectiveness and cost-henefit analyses al district
level, as the data required is rarcly avalable here.
Collins  {1994) describes  the following criteria
when selecting interventions at district:

*  “Appropriateness:

Are the interventions selected appropriate to
local conditions? Are they acceptable to local
communitics?

e Effectiveness:
How many people will the intervention cffect?
Have_ the interventions been shown to be
effective? Arc they likely to be effective in this
particular district?

s  Cost:

Is the intervention expensive? Does the high
level of effectiveness justify the large cost
compared to other interventions?

e Feasibility:

Is the intervention technically,
administratively, and legally feasible?

s Sustainability:

Can the effects of intervention be sustained
over time?”

The final choice of strategies will depend on
many variables. Tt is advisable to consider
strategies for which resources are either routinely
available or readily mobilised. As many strategies
may be comprised of operational components or
sub-components. therelore, if it is not immediately
feasible to implement a complete strategy or
combination of strategies, it may be paossible to

PAKISTAN JOURNAL OF HEALTH VOL 34 NO 3 4
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COMPONCTHS

i rodec WE NG Of BRWT Sty o

4: Programming and Budgrting

The newt step i the planmng ovole mvalves
comsidenng the acuvities or programmes reguared
to implement cach siratcgy. The overall ostoome
should be an action plan and budgat

41 Prepanng Achion Plans

The preparation of detaded actiom  plans
cntails a numbcer of critical steps which should be
followed in logical scquence. Both rowtine amd
incremental acdimties would be considered whale
drawing the action plan. The ontical steps m the
tormulation of action plan are ax follows

e ldenulying activities
e  Timing

Person(s) responsble

o The resources necded

Quantity and unit cost
Preparation of budgets
Sources of funding

Expected outcome.

4.2: Linkage of District

Health Planming With Budgening:

The process of planning at district level
often ignored budgeting. Resources are of
allocated to districts without consultations
DHOQOs, as a result the DHOs has a mi
understanding of the budgeting process a
mechanism involved in the disbursement

Introducing district  health
accompany a radical change in
system of health services budgeti
become an aclive mstrument [
distributing  resources  cquitabl
budget (both for developm
expenditure) for cach vear
by the information provid
process. The revised bu
bring out exsting inequ
health care, support t
reduction, and allo
comparing act
projections.
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whentiy oxpenditures by geographical arcn aml by
ovel of care(hogall, 198 1)

S0 hmplementation

Fhe wnpleomenianon stage of the plannmg
ovele o where theames van be manslated mto
avtion(Muemohan, Warton and Piog, 1900 The
decimions necded Tor maplomentation coneerm
tstly persomnel who have to be allocated o the
peht place, wothe vight numbers, and at the nght
e Nevond, decisons will need o be nade
about how 1o find and allocate both physical and
fmancial vesources, Third, s the question of the
ype ol mlormation veeded  to undertake  the
activities - the action plan, and how (o process
and disseminate it

Memohan, Barton and Piot (1992) have listed
the Tollowing cavses ol implementation failure,
which are also valid for Punjaly

®  Cresistance  to plaoned  change,  whether
mternal or external to the health sector;

® resource searcities;
®  pour programming (unclear abjectives);

e nadequate
management
implementation’,

organisational — strocture  and
skills (o oversee

Tramming ol health workers s often  the
principal input used for mproving the clficiency
and elfectiveness of implementation. Development
ol management skills, espectally leadership skills
i the district health managers of Punjab will go a
long way towards making the most of district
health plans. Activity-based learning involving in-
service seminars and workshops interspersed with
periods of implementatton where health workers
try out new procedures under supervision would
be the wdeal approach to (raining,

6: Maonitoring and Evaluation

0.1+ Monitoring is concerned with the observation

of activities and programmes during the phase of

implementation. Obviously, the actual
implementation of activities may deviate from the
planncd  progression.  Monitoring  involves
developing methodologies and tools for following
the progress ol activities. In addition, monitoring
invalves providing planners and managers with the

PARKISTAN JOURNAL OF HEALTH VOL 34 NO 3 4

N TG IIED) DB THIET FAL TR ANNING IN PLNIAE

iy teed (0 corect unplanned
itics back on track
implementation can .lu:
manitared by usmg o varicty ol ‘nn'll.\nd‘h, lnclmlfljg :
the Tollowing monitorng fools for distiet plannug

'\llmll"\ll'll by the Moll( P (198
awritten and verhal reports from the distrie

mlormation
deviations and get activ
Thie  propress ol

L
health system

Vadts (o health facilities and communities
o Mecting Or Feview Sessions

e Use ol a cheekhst.”

0.2 Fyaluation_compares objechives and

atnst the results, and unlike monitoring s n

AR 5.
poant i i

anpoing activity but oceurs al one
I valuation can he carned out upon comple
an inlerveniion  or  pait  way thr
implementation. .

Monitoring and cvaluation at distri
Punjab would take into account VICWS nl"
ectors and community. Conn, Green &
(1990) advocate use ol participatory l_c:C‘
and tools for monitoring and cvaluation
have supposedly the following potential:

e ‘Asking views of people actually inve !
projector targeted by it can
important, and often  very S8
information on costs, benefits and‘,}l
ol the intervention; :

e It can help cmpower manage
workers and communitics by
sense  of - ownership  of
generated. 1T people feel that
being addressed, this will hel

commitment (o change and
future interventions; :

e It can be used as a

ensuring that less v
not discriminated

Participatory
evaluation, as sugg
heavily on com
casily used in Py
methodologies a
the ficld by p
(raining in
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S ot poople '« vigws Weing wor ki al
MOTTIES s WA o hn-\\pws. Protuee s il
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b mportant that ol Pl proceding s
W adopted at distoet Tovel While i s VO G o
et hogeod  down i bureaworati Pl
provedues, W i helphal e e oo
documentation on - the watwre of the various
planing e amd who e ivedyved i cach ol

them

A simplo st Planning Manual dist el
e all the people mvalved directly w the Provess
an b usehul way of dorng this, provided i i
clear and does not become unwieldy 1t should
ot attempt o answer all the detarded
procedural questions, but By to st ou he
relations with ather management proce s
capectally budpcting

® A umorm format of district plan, avoiding the
use o technial jargon will help the st
planners 1o chalk ont their activities and would
melude:  the sitwation analysis of district,
objectives and fargets sot by the district plus
the resource implications o proposals for
developing the health services, special resource
requirements i terms af recuerent and capital
budeet amd personnel

® i also necessary that a clear action plan s
et tor the various planning activities at the
distriet level This s important (o ensure that
Koy dates are adhered (o, and responsibilities
Tor vanious activities are explicatly spelied ot

® Combiing o long teom perspective with (he
shortterm Hexibihty and detailed opetational
mformation can be achieved by adopting three
vear tolling plan cyeles: Year one of the plans
will be the most detailed one, while  the
successive vears will focus on progressively
broader outhnes.
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Introduction

Pukisian has o maletnal morialy ration of 54
pet 00 live biiths Thas fgure 5 ome off 1o
lighest atnongst the regaon One of the topson
which van be ascribed for this Pgure o the pors
avvess (o healih care svailable 10 wemen dwring
prregnancy and child barth Thae molludes debewr 1y
st the hands of unirsned peraonmel and othet
shart wominge of the heshth care delivery systom
which are diroctly resgomsibde for the g 1t ol
pregnancy related  complicatons 10 b bres
estimated that 759% of delverwes take place af
home  the hands of traditomal bitrth attendnt
Unieained traditional tarth sttondant s or Dae Lack
the knowledge and skills requared for casrymeg ol
wafe deliveries, The das are seldom able (o debver
hypenically, cannot prowde  adequate ot b
uncomplicated delivenies or are able 1o recogniz:
amil refer comphoated defiveries 1o higher level
referval care lacilities st the appropriate tme The
inadequacy and ngcerssivility of bealth facilat:
dluo contributes 10 the lack of care women reEcemns
from trained personnel duning pregnaancy The
health faviliiies may not be asccessitle  dunng
gmergencies, they may be staffed mamiy by truighe s
the quality of care bemng provided may he o
the facilities may be chosed most of the times duc
tn unavaillability of personnel o shortagr o
cyuipment. Lack of transpon coupled wath culiural
resinictions that mhbibit the movement of womes
cven during chsictrical emergencies may be somc
o the vther predisosmg lactors contribetiag 1o te
enhapeed maternal mortality hgerer of  owr
Conmiry

Maternal morbadiy and moriality apart from
having a dircet bearing on the health of the cntr
fumily has both direct and wmdivoot costs. The
direct costs to health facilities for the treatment of
comphications of prognancy and child barth  arc
gencrally conssdered (o be hagher than the costs
mvolved in proventing such comphcations w th
first place. The ndirect costs can be beked o the
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b dhioatiom o vl
Vokieatiosm ol husdail
Famddy Xvsbom disinl
N teat

Table M Vende doesemi N

Home Delivery o W
Do o fammily s than By S0
Pinssne inore than K St

LBL
Wy
SN L
AL

Voswded @ Somnpeiattly { Beirue (0500H0 )

L
ek
R
LU

[P L
1A%

i atiomal status (pomaiy cducation) 2 50

Tabie Wy

ospital Delivery - a2
Tacome of tanily loss than Ry 500/
Tavome more than Ra 3

Educational satus (primary education) 69 0504

Table da:

e s

Home Delivery n= 38

S4%,
dnty

Antenatal care 0%,

Post natal 104

Moan number of chaldren 544

lmmunization status S2'%

Table 4b:

Home Delivery n= 58

Antenatal care 51%

Post natal A2%

Mean number ol cluldren 4. 7%
61%

lmmunization status

PARIETAN JOURNAL OF MEALTH VOL 34 NO. D4

i1

Ui b

Pl aime ol the stasly wis ool e deselop a
Byt biestn bt b winnn the v Lactors thw
fftenee e deempm of women segarihig place
al dplivery of fhew chatdres As the siudy shows
e oty al wianen T8 ot b B
bsedd dilivery  Lovel o eduvation amd s
conmiinte stabus wis fllaencing s devision
Sionew 12 A% woimen wha delivered al home were
wieeuvated ta contyast women who spted Tor g
gt bl delivery G089 wier ciucated 1o
alleant e puomary lovel Stntlarly  the
sl eomonnie status bas also an wlluencing elec
an b e cpse of wamen who underwent hospital
delivery 090 had o Taaly icome ol more ian
e s/ while i the ofher geoup anly $7% ol
P preogele T an o above B St/

e tdings of e stady clearly mdivate that
the prablem al delivenes at the and ol winlaiied
Pty attendants still vemains rampant. The major
citses ol maternal death can e attzibuted o
Bemonihage, adection,  hypertensive  disorders,
eimbolism, cardioe discase. Siee the deasion of
woimen (o underga a bome  delivery may  be
avcounted an groumds of socio caltural traditions
connomie status ol the Tamily, accessibility and
avilability of o health facibty, lactors which may
b hand to alter, however effors can be made to
make home based deliveries saler il the following
recommendations are given doe consideration:

() Trabning  of  the  teaditionsl  birth
attendantst Traditional barth attendants are
an important clement of a safe motherhood
stratepy, hecavse of their aecepted role i the
communtty and the value of much ol themr
Traditional knowledge,
These birth attendants require to be retra
in basie skills, meluding the identifica
problem pregnancies, sale manageme
notmal deliveries, relerral ol probl
and elimination ol unsale tradition
The training should be appro
level of mativation and educati

(1) Developing linkages bety
the Health System: B
incorporating then
TBA'S can be reeruite
change. There is a nees

callaborative syste

the Lady He
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Minister’s Programme for Family Planning
Health Care. .

Uhe need for doing so is to diminish the
development of mutual suspicious or rivalries
fﬁc!wecn two workers. Instead both can work
l‘n harmony and augment each other’s work.
Such a system would allow the health sector to
be able to monitor and supervise the activitics
ol lltc TBA's and the able to discourage
unsa.lc practices in a manner that would be
readily adopted  without opposition.  Hence

such  supervision  would be  supportive
guidance based on respect for the work being
carried out by the TBA.

(¢) Establishing a well organized referral
hystfsm: The  functional integrity  of - an
efﬁcnenf referral system would depend upon
the training of the birth attendent / health
wnrker: who can pick up the signs of an
obstetrical emergency at an early stage. 1t also
depends on availability and provided there.
Availability and accessibility can be influenced
by such factors as availability of transport and
the oumber of such facilities (if the number of
facilities is more the distance to be travelled
would be less). There also must be an
afnbulunce linkage between the first level and
higher level care facilities.

In far off remote areas first level care facilities
could be designated as obstertric  waiting
homes_, where  women  with  anticipated
c_omphcation could be brought well before
time and taken in an ambulance to a higher
centre at the opportune moment.

PAKISTAN JOURNAL OF HEALTH VOL 34 NO 3-4

at the hand .
main common place, strategies must

for ensuring saler deliveries, so as to
maternal mortality in our country.

re

1

FACTORS L EADING TO INFANT DE

Encouraging lnslitl.lliomll_ Deliveries: Tiig
soved by improving the quality of
available at the health fa qﬂlm&
Quality 18 dependent upon “"_)rkiﬂg s ol
the centers attitude of the stafl, their technicy|
competence, il\'ﬂll(l‘hlllly of cquipment i,
medicings, anesthetics cte
g the mass media to play a
motherhood: It m
cmphasized (hat the safe motherhaod s
enocOmpAasses the good health of t_he ;
(hrough out her life. The mass e
an important rale in changing nor
(raditions, male attitudes towards
health and cncouraging women to al
delivery  practices. This  would
stressing  the need for  timely

postnatal carc.

Encouragin
ensuring  safe

Conclusion

n view the fact that hom

Keeping i
of untrained birth atte
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MATERNAL AWARENE S5 & NEONATAL OLiTe

OME FOLEOWING U0 i

TECHNIQUE S OF GENIERAL ANAEETHESIA FOR AV SARE AN UEC IR

MOHAMMAD AF 2 A
Drnarmment of Anaeeiinsm
Quaid-e Asam Mool af Coitagn. Baliwe i

Une handeed and Rty mothers sohedulod foy olo

annesthesin were siudied
were divided in 1 equal

e Cavmnrim st wader il

oarting awneenees dnng st ey sl sl LTI RRTTTIER & P
aroups and thiee diffent feelindques of eneesl saaeelfively wise

employed, Gronp T mothers rsecebved 8019 N O i O Befnes e debtveny of Bhe Bibie wivid f90
Ni O and 2% O, afterwards, supplemented with g peitasoctine W s plven 0V il
clamping of the cord. Gronp 1 mothers were phven RS habathme thsigdonit sl il 1,
Qand O; 80.50 hefore the delivery of the baby w6000 b e While |y s M

O3 was given throughout the procedure with 1xofiy WS e e et ot LRV G (e
nevt 8 minotes and 0,780 therealtor (overprossine fechubged Appne goore ol e weoate Wi
assessed at 1 and § minutes time md o mathers were Bt I8 Bane bt npetathing
regarding awareness during anaesthesia. The o
Was mare in group Fand neonatal snteome wik better b pronp 1L

Introduction

_Thc phenomenon of PErEOperative. awaienes
during anaesthesia has been vevopnised  sinee
IR but it still remains a mystery. By commaon
usage, the term “awareness” refers (0 the situation
where the paticat is able 1o remember cither being
awake during an operation or having unpleasant
dreams and  hallucinations. The incidence ol
awareness is  especially high i obsieni
anacsthesia as the anaesthelist must choose g
method which is least depressant for the newhorn,
A light general anaesthesia ix usially - piven
alongwith  neuromuscular blocking  drugs and
narcolic agents are withhold. At the (e of
oceurrence, the patient is usually paralveed and
cannot indicate her feeling,

Awareness can be classified into (he following
groups.

(1) Concious aawareness with normal recall from
long term memaory

(i) Concious awarencss with prossly impancd
recall of peri-operative events

(m) Unconious awareness where some stimuli
perceived by brain may be stored in long

PAKISTAN JOURNAL OF HEALTH VOL 34 NO 3 4

sults voveatond thnt tha dibdenn o asni v

P menneny Bt e met sobegue sty i
vomnbomaneas Phisgh e patient will it b
able v pevall perd apecative coente bt e
Bigh dovel stivali wav b ail
subconvions ey ad ikl
aubsequent e by

i

OV Severely attennted peveeption ol sl by
e Brabn with nee vegiateation w1 iyt
forme ey, which b the fileal el of

goneral wnaeat !

Awareneme ol evemta commnonly oecnes ol the
P of fndiction and ftibation amd ot e el ol
operation i the paticnt becomen comions bidi e
mscle control vet g

P appears that miacsthe e apente g
memuory consolidation aud vegistoation ol vy
long term memory. Amneddn i vanentind
mparment o consolidation ol
memory. On the other hanl, evin
ifluence of anacathetic agents, LOIETIAY
potent stimuli may e perceived. i

are tense Ueonioms e s
prechide awareness!
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Al prescnt, (he anacsthelist’s main s0Urce of
information on the depth of anacsthesia is the
paticnt’s somatic and aulonomic responses “’_
surgical stimuli. In  the modern practice ol
anaesthesia, the  responses  are modified by
neuromuscular blocking drugs and drugs alfecting
autonomic nervous system. Presence or absence of
these responses does not correlate with concious
awareness?, There is no clinical criteria by which
the anacsthetist could be definite about the
conciousness of the patient.

The objective of the present study was Lo ﬁn’d
out the incidence of concious awarencss 10
mothers undergoing Cacsarcan section  With
different techniques of general anacsthesia and 1o
know the neonatal outcome.

Material and Method

One hundred and twently ASA (American
Socicty of Ancsthesiologists) 1 and 11 mothers
(aged 17-38 years) scheduled (o have clective
Caesarean section were included in this study. A
crystalloid infusion was started after establishing
the intravenous line with a large bore plastic
cannula. No premedication was given except inj.
metoclopramide (maxalon) 10mg i/v just belore
induction of anacsthesia.

Alter preoxygenation with 100% O, for three
minutes, rapid-sequence induction was performed
with inj. thiopentone sodium 4-5 mg /kg i/vand a
7.5 mm culfed endotracheal tube put after giving
inj. suxamethonium 1.5 mg/Kg i/v.

The paticnts were then divided into 3 groups:
In group I, 50% N O in Op was given (0 the
mathers before the delivery of the baby. After
clamping of the cord, inj. pentazocine (sosegon) 30
mg 1/v was given and the ratio of Ny O: O, was
changed (o 67:33,

In group I, 0.5% halothane was given
throughout the procedure alongwith nitrous oxide
and oxygen in ratio of 50:50 before the delivery
and 60:40 afterwards.

Group 11 mothers were given 100% O
throughout alongwith isoflurane 2% for the Ist §
minutes, 1.5%, for the next S minutes and 0.75%,
therealler,

Non-depolarizing muscle relaxant used was
pancuronium (pavulon) 4-0mg as bolus dose and
1-2 mg subsequently, if and when required after
checking the train-ol-four (T OLF) response with

PAKISTAN JOURNAL OF HE
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of a peripheral  nerve  stimyjy

. hel )
l(lllr:i"i,ﬁ.li"?)_ Intermittent pu.s!llvc Pressuss
ventilation (1.P.P.V) was maintanined throughgy,

the pmccdurc',
Alter delv
(methergin) a0

ery of the baby, in:i. ergomelerming
d oxytocin (synlocinon) were giye, i
intravenously as demanded by the obsictrician, :
in Apgar score of the neonzate was assessed )
P”and 5 minulc time. At the end, residug] ,.
uscle relant was reversed with

4 mg/kg mixe with inj. atropine

minute
cffect of the m
prosligminc 0.

0,02 mg/kg 1/v- ) )
) Thgc/ mothers were interviewed 48 hours alle!

cific questions regarding awarenesg

npcrnliﬂn. Spe X 2 ]
of evenls during anacsthesia and pain experienceq
e asked. £

during surgery, il any, wer 3

¥

S

Results
Incidence of maternal awarencss duﬁ“ﬂf; 4
anacsthesia is shown in table I .

Table 1: Incidence of Awareness

Percentage

Group No. of concious patients
I 6
1 -
111 --

In group 1, 6 patients reported
during aanacsthesia but only one
complained of pain. None of the pat
1I and 1T complained of awarent
pain during surgery, although o
patients reported dreams.

Average Apgar score of
in lable 2.

Average Apgar score

of mothers N, O was av
was given right from indu

neonale was less
required. But it
(uterine incisig
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Table 2 Appar S¢ope of the Neonates

FRCTORS LEADING T0) EANT DEATY

Group 1

Group (1 Group
Apgar s¢ i
PRArscore No. of patients % ape No.of patients % age No. of patients % age
810 0 W% 15 R7.5%, 2 95%
57 4 10% 4 10% 2 5%
<5 B N [ 2.5% I i
Discussion
Matcrnal  awarcness during  general Liu-WH ct al* gave a low incidence of recall and

anacsthesia for operative delivery has always been
a challenge for the anaesthetist. It demands a
meticulous technique which, on one hand, is least
depressant for the nconate and on the other hand.
avoids the unpleasant situation of an wake bul
paralyscd mother. The common causes of recall of
mtra-operative cvents include: poor or inadequate
pre-anacsthetic medication;  lack  of  amnesic
agents; balanced  anaesthetic technigues  and
injudicious use of muscle relaxants withoul an
adequate state of uncondousness,

Painful memory is not much a problem as
pain disappears in carly stages of anaesthesia, so-
called stage of analgesia The commonest from of
recall is auditory awarcness, as hearing is the last
of the central special senses (o be obtunded!.

Several studics have reported a high incidence
of maternal awareness of surgery and birth with
subscquent  unpleasant expericnces  such  as
nighmares  following  nitrous oxide, oxygen,
relaxant  techniques  for  vaginal delivery  or
Cacsarcan section. The indidence appears Lo vary
inversely with the concentration of Nitrous oxide’.

In the present study, the incidence of
awarcness was 15% with N; O, 0, and opioid
technique and it was reduced to zero when a

volatile anaesthatic agent like halothane or
isoflurane was added.

The results are comparable to Warren et al
and Abboud et al who gave 17% and 127%
incidence of awareness respectively’. Bogod DG et
al reported a 7% incidence of awarencss in
clective and 287% in emergency Cacsarean section
by using solated forcarm technique and lower
oesophageal  contractility’.  Lyons G and
MacDonald R, m their study of 3000 patients of
Cacsarcan section reported 0.9% incidence of
recall and 6,17 ncidence of dreams”. Similarly

PRKISTAN JOURNAL OF HEALTH VOL 34 NO 3 -4
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dreams during operation, 02% and 09%
respectively. McCrirrick A et al, by using an
overpressure (echnique with wollurane  showed
that hte patients are at less risk of awareness®

The results of these studies are varied so
much hecause several methods have been
described to detect awareness but none has vet
been found Lo be totally reliable® There is,
therefore a need for development of better
techniques to monitor depth of anaesthesia in
paralysed patients. Until now, autonomic activity
of an awake, paralysed and terrified paticnt like
dilation of pupils, rapid bounding pulse, sweating,
hypertension tachycardia and lacrimation  are
maostly relied upon!!. But none of the above
mentioned  signs  is a  definite  indicator of
awareness.

Tunstall? originally employed an isolated arm
technique (o  examine unconciouness during
general  anaesthesia. Russell” later  suggested
some modifications to enable the technigue to be.
used for much longer periods. Until more rese
is done 1o evolve a fool-proof method 1o judge
depth of anacsthesia, the anesthetists could
advised to add volatile anacsthetics and
the injudicious use of muscle relaxants
the trauma ol awareness during :
their patients.

Regarding the nconatal out
of the present study are compa
Piggott et al** and Barake et
minimal necd for neonatal resu

In conclusion, i
volalille anae:
awareness
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with  low

traditic .

cm:lcl:‘::m" general  anaaesthesia

o W:riilmra of either halothane or isoflurane is

o i 0 prevent conciousness, woflurane given

unconcinurg;:::mc dlcc:mquc almost guaranices
; css and there 15 i

e iy no added risk of
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poor socioeconomic lnu'kgrmln(
illiterate fathers wyy RR

Y way condiere
unjab, wign, W ereny

Fexperienced t
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Wy

live births. In Jallo Chyk ST(90.47%) deliver

Wala 32 families experie s
Mortality Rate were 156/ thousang live
experienced 2 deaths whereny
respectively. Families with illiterage mothers
amongst illiterate mothers way 200/ thous
deliveries were conducted by untraine |
among these two villages was chie
awareness about hygienic he
serving or have served the

undermateric an

Introduction

Infant mortality continues 1o be a challenging
problem in Pakistan. It is a sensitive index of
health condition of a community or a country,
According (0 UNICEF, “Pakistan falls in a
category of high infant mortality, The Infant
Mortality Rate during the year 1994 was 95/
thousand live births. It is the probability of dying
between birth and exactly one year of age”!. There
are many causes of high mortality in Pakistan, viz.
. Conditions of mothers, which results in death

of habies.

2. Circumstances during natal and nconatal
period resulting in loss of babies.
Causes p+resent in the babies.

=

The major avoidable factors, contributing
! ir. ) 7 ] () B YRGS
towards high infant mortality such as “illitcracy,
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d 1y ientity (e

Cthousin live

hirthy, Phere were 2

need live births, five

births.

TOINFANT DEATH
Villagoes of Punjab, Pakistan)

SUAIN, SHABTHI AHMAD KHAN
atima Jnnah Moclioal « callesge Laliora
(lmvm‘,/ly atthe Punjaly and

s Institule of Public Health, Laliore

UIHTRY

fctory conteibuting to fnfiints’
CVEEment wd o atlon, Study vevesled it
e, and twae infanty dicd ducing 1993 and (he
birthy, Six fumilies with (ternte tathers nnd
le two denths obintints and the IMR pmongpst
22 Lawmdlies with Hliterate mothers
R amongs iternte mothers was 91/ thousand
vowere conducted by nntrained Diay, In Gunea
(5) Infants died during 1993 and the Infant
IS families with illiterate fathers had
d postmuteric experienced 2 and 1 infant deaths
experienced all the 5 infunt deaths the IMR
and live births. In Gunea Wala 2H(K7.50%)

d Dias, It was observed that the difference ol mortality

fly influenced by the environmental conditions and
alth habits through the

Armed Forees in the past.

male members of the families who are

nonutilization of health services, health habits and
unhygicnic environments'™, Two study arcas have
been selected  Jallo Chak near Dina (District

Thelum)  and  Gunea Wala Warirabad
(District - Gujranwala),  The  majority  of  the
residents of Jallo Chak following the (raditions of
their forefathers prefer to serve the Armed
FForces. Therefore the familics residing in the arca

near

arc wellversed with the hygienic health habits and
they have better knowledpge of health education as
compared Lo other rural arcas. Being hilly arca the
cnvironmental status of Jallo Chak was better than
the residents of Gunea Walla, Education and
awareness  about  hygienic  cnvironment  effects
dircctly as well as indirectly through improved
utilization of services,

Maccormacks” study on education of mothers
proves that “There is direct relationship hetween
social investment in women and survival chances
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ol their infants”’, This statement has heen
supported by the World Bank Report 1000, The
l‘cllmrl. conveys  that, “One years of mother’s
:li\:‘\tl:l::l:: g ""fﬁ“fiﬂlb‘d with 9% reduction i:l
& il _",“'”“l“)' (Wnrld Bank Report, 1990)"
SFoin “;"‘[‘;.'l“nyil.l lﬂnﬂly.‘.l\ ol risk faclu‘r'in rural
mothers Wi; Il:’1 o F:‘h vaalsd .“"“' °« |u|drc!l =
poar huu&chl:l‘:[" ,l,urm‘_‘l schooling, :Lmd lhusc .Imm
death (tlluc ” S ‘-’TCr:cnccd 1.83 time high risk of
whike "mlhu:\- ;“.deslc.s) than their munlcrpu'rlﬂ
andl Uitse rrnn-] 1wad al I.Cﬂhl one yc.‘nr‘(.\f schooling

5 cconomically better ofl houscholds
I‘L‘spcchvdynq- 2

Objectives of the Study

To colleet and compare the:
(a) Infant Mortality Rate of two villages

(b) underlying avoidable factors leading 1o infant
death

(¢) impact of cducational status of parents on
infant mortality and

(d) elfect of cnvi
vironment and locali 2o
death. ocality on infant

g
Material and Methods

A rclrnspcclivc cross-sectional vy of '
allo (hak and Gunca Wala comg I :
d information for the year Il}q-‘uc“’a
[ling in the proforma lhr“llgh h o "'f“
hased on recalled “|!s|“ y i
m ol live students of g“'fif o
of the  Punjab gy

villages J
and relate
collected by 0
(o houst survey.
history. A survey (ca
Wwork Department

Univerg:
¢ this purpose- Versity

(rained fo

Table I: Related Information about Popudagigy,
n m

the Study Areas.

[nformations Jallo Chak  Gunea Wy,
(District (District I8
Jehlum) Warirahad) D

Total Popululion 273 2003

Total Familics 329 150

Family Size 67 827

No. of Families having

Infants (0-1 year) during

the year 1993

(live births) 03 32 3

No. of Infants

Died during 1993 2 s

Infant mortality

31.75 per 1000 1562
rate / 1000 Live births -

live births

Fig 1: Live Births and Infant Deaths in T
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Clinies Ni| l” | tre 35() Families were resiuding had 32 live births
: : oy ; .

[amily Wellare Centey Nil Tl”""' !t)"‘ and expericnced five (5) infant deaths

(npdicralt Center N I Be Infang Mortality Rate was 156/ thousand live
f il bip ;

| irths.
s 2
q

|l4s|<l”k'~ ol

pasic Health Unit 1o Di o K .
; e ICussion And Conclusion
[he Center ol the willage 5 i

”"‘_»-N p 4T'|"C survey was conducted in two villages ol
uny; Pa ki : - j

| Jab, l.lkl\l‘m o adently  the impact ol

ey b .

Calton of parents an martality of mlants and 1o

rable 3 Infants Deathy gy Related Educyy {
onal Stqpyy of

e /\,Ul/l('r.\‘
|ducational Status JALLO CHAK —_—
No. of live No . g :
- 0f nfy GUNEAWALA
Births deaths " LMR. per No. of live No.ofinfant  LM.R.per
: 0L, births 1 .(I : l'(‘nn't Ii B
deaths PR AN
. 2))
[lliterale ~ 2(10”4-;) :
Under matric 15 0 N.09 25 S(100°7) 200 00
Matric / Post-matric g & 0 4 0 0
(
0 0
Total 63 2
32 per 32 5 156 per

1000 I3

100D B

> 25 _
30-’ A r .,'
] 2olllFl
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Fig. 2: Live Births and Infants Deaths According to Educational Status of Mothers
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compare the avoadable causes feading o wnlants'
death. b was abserved that i both the villages
only i the families with literate  mothers
Shperienced whant deaths. But it was also very
mach evident that in dallo Chak only 2 mfants died
OBk of 63 hve births du me 1993 aund the Infant
Mortality Rate was 32, thovsand  live  births,
Whareas . Gunoa Wala aut of 32 five births five
) afants died and Intang Mortality Rate was
:g,w hve hirt':m. The rano of mortality 1s
S, which s quite alarming, T tnd out the
factors leading to &h@ -di?.ﬂ’firt‘-nm n mortality rate

; H : B8 Wlerviewing ane while
m - of tlh. proformas thay ulliusl d4:11! l:h:*
M&e‘& residing in Jally Chak have their male
mmm n the Armed Forees, The people of this
&; hm‘ Mm w the Armn;cl Forces tor the Jay

oo . Personals are well versed with
personal %wl:: and han;tl:s;uir amount of health

. Was 0 evident from (hejr
:mﬂl‘: 3)";;&:;1"‘ h;;l&g& In Guoea Waly the

‘ W toget erent. Inspite of ¢
e iy S e
uhllmd Pﬂ% their living standarg Was poor
and hvgrenic covIronme 1 very low,

Mt was also ﬁhwwd that almost all (e
Ae!weﬂes (w M conducted in (he homes by
uatramned Dias. Only seven (7) were conducted a1
eovernment private  hospitals. This shows that
the utthzation of BARSl services in these arcas is
very low because of lack of trust on (hese services,
There are  two  NGOs (Non  Government

THISTAN JOURNAL OF HEALTH VOL 34 NO 3 -4

FAL TORS CFADING TCHINFANT (IEATH

‘ ‘ il AW o
Orpgantcations) workmy m Gunca “:llll hut lh;“’
progress as tar as andant mortahty s concerncd s

ero,

Recommendations

Inorder (o reduce the infant mortality rate the
NGOs,  Mass  media and  Social Wc!fur(-
Organizations pay special attention in making the
healthy environment. Lack ol awareness uhnsll ‘lhc
hygiun'c and cleanliness s the main cause ol infant
mortality. From the study it is cvident that fm'rr?ul
cducation alone cannot change  (he community
toward healthy cnvironment, Informal information
about the  basic health knowledge  should hc
provided by the povernment, NGOs, Mass media

and welfare organizations,
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lamilics  wirp Uhiterate  mughyep,
CXperienced infam deaths. But it was alsi very
much evident that in J allo Chak only 2 infapg, dieql
out af 63 live births during 1993 and g Inling
Mortality Rate was 32 / thousand [y Pirehs,
Whereas i Gunea Wala out of 32 live bipgy, live:
(5) mfamis died and Infant Martaliy Rate wyy
156 / thousand hve births. The ragiq ol maortahiy i
PS5 which s quite alarming, T, find oup
factors leading (o this differenee i margl; rat
I was observed during interyiew: e
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Organizations) working in Gunea Wala bl lhcfr
progress as lar as amlant mortality 1s concerned is
7er.

Recommendations

Inorder to reduce the infant mortality rate the
NGOs, Mass  media  and  Social Wellare
Orpanizations pay special atiention in making the
hcullhy cavironment. Lack of awarencss ulm.ul the
hygicne and cleanliness i the main cause of infant
mortality, From (he study 1t is evident that furm_ul
education alone cannot change the community
toward healthy environment. Informal information
about the basic health knowledge  should I?v
Provided by (he povernment, NGO« Mase media
and well e arganizations,
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Various types of food handlers were studicd to find
themsignﬂimlmmbuufswnmpksﬂfmm“u signifscantly lower sowmber
were found to be positive for Salmenella specitt.
Salmonellae

QIERS OF SALMONELL

HASEEH A CHAUDRY

o
e
g pumyab, Lanorne

sl nste Lanore

out the carriers of :
with previous hustory of iyphosd fe

: s
were isolated from food-handlers with preY is 3 pood preveniive measure.

vaccine. Therefore the given dala indicates that Y200 .' potestial carmen o Se
the present study confirms that the food-handiers. a7 for strict s
lewislation peeded

_ . P M"
surveillance of food handlers under the supervision of

species, therefore, amendment in existing

Introduction

Food is a basic human peed Food-borne
arc major public health concern
w?rldvddc‘. There are three main routes by which
micro-orgamms reach our food, namely raw food
stulls and ingredients. the food-handlers and the
environment? 3,

In many countries it is a legal requirement for
food-handlers 10 be medically examined before
employment, but the extent of the cxamination
and the frequency of re-examinations vary from
one country to another?,

Enteric bacteria have been implicated as the
major cause of food or waler borne discases in
countries all over the world™%. Enteric fever
caused by Salmoncila group of organisms is still
cndemic in most of the developing countrics
including Pakistan. It is a common cause of
morbidity and mortality in these areas’?.

Salmonellac are zoonotic organisms carricd in
the intestinal tract and associated organs of most
farm and wild animals’’. The effluent from
infected animals and man is an important source
of contamination of the environment and the food
chain'2. Flies and cockroaches can also act as
vectors of Salmonella infection!*,

Salmonella typhi carriers play a major role i
typhoid fever transmission than do people wi
disease symptoms'®1*1?_ A chronic typhoid
is a person who is excreting typhoid bacill i
or urine for more than period of one ye

PAKISTAN JOURNAL OF HEALTH VO
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moculated as sueh Mot onkg Y oaen
nonella Stugella agar m dium, Xyloge
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elenite |

used oo '
- ¢ moculation,

pPrimary

pisms W wentiied by wndard
and;

chemnical tests Serotyping ol Salmoncella was
ed oul using immune sera (Sciken)

Results

Phe tood-handlers meludoed m Lhe

house WIVeS, 1) street

\llld\ were
vendors  and 1))
catering stall (B 1), Based on the history ol

Ho
ug ”WW

100

) ¢
‘\J

typhard VT among

\
-.lllllt)lh’“‘u Werg
among )y

A Stree el
1salialed from &
12 Sirog
typhap lever,

Casi hils
vendors withou history ol

lllll\, } CiNe.
£ ASCS  werg O8N v
Salmang ; R

i | Spe
ella Peaies (P - 0T Among the «apes

stall 28 pe
FPEERONS prave histary of
, 1 al typhord feves whnle
Salmonell; h by

solated lrom 4 (1 TS
I 7 O8 persons did oot have any histor
0 eve

typhoid fever and among these 4 ol
Salmonella were I ,
} el wer solated, Among the proup o
1ousewives 43 had history ‘

gy

‘.|H'l'il v werg
I'he rematnimg

ol typhoid Tevir wiil
I(‘) cases ol Salmonella were isolated [rom them
SX - among 57 housewives without history ol
typhoid fever had positive cultures for Salmoneli:
(Tables 1 and 2).

Table U Dostribution of 300 Food  THandler
Accordings 1o History of Ivphoud Fever”
History of typhoid fever
Group S Iy, e
Present Absent
Street Vendors (n 100) 43 57
Catering Stalf (n 100) 28 72
Housewives (n = 100) 43 5
Total 114 186

"Patients claimed their lever 1o be typhoid on grounds
ol prolonged fever over two weeks and the diagnos
suggested by treating medical personnel.

v

P<0.05 (sigmficant) Housewives comparcd  with

street vendors and catening staff

Table 2:  Distnbution of Positive Isolutes of Salmonella Species According to History of Typhoid Fever

Positive H/o typhoid fever

Negative H/o typhoid fever

Group P value
Salmonella Salmonella Salmonella Salmonella
isolated not-isolated isolated not-isolated
Street Vendors (n = 100) 8 21 2 09 PP < 0.001 Significant
Catering Staff (n=100) 4 24 4 68 NS
Housewaves (n= 100) 10 33 O S1 NS
Total (300) 29 78 12 188

Key: NS= Not significant
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fod 1o bo ]
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Salmonella species. Amont the Sres
persons gave provious
All of these were nesd
among the 63 street ven
typhoid vacone 10 were P el <l
(P 0.05). Sisty persans ameng e T pem
gave history of typhoid vaceine \:\mi o “ the 40
was positive for Salmonella while R
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ystory ©

7 CANeS

Table 3: Disimibution of Posiive [solates
....u—""

T NS e
positivell/o typhoid vaceine
Group
satmonella Salmonella
isolated ot-isolated
Housewaves (n = 100) 5 “t:
Street Vendors (n= 100) 0 37
S0

Catering Stafl (n=100) //
134

a
ol

Total (300)

Table 4: Seronpes of 34 Salmonella  Positive
Isolates from 300 F ood-Handlers

Salmonella Salmonella Salmonella

Group

typhi  paratyphi A paratyphi B
Housewife (100) 13 2 1
Street vendors (100) 6 4 0
Catering Staff (100) 7 0 1
Total (300) 26 ] 2

Discussion

Food borne discase have always been a great
problem for mankind®. Millions of people ullguv*
the world have been killed or debilitated du 5
ﬁ)ﬂd horne diseases’®*. The control of food bC -
diseases requires not only surveillance of (1 (fmw
stufl but of the people involved in handliltig OtOd
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persons

persons Previots

Salmonella species were isolated  from 16
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ANALYSIS OF ABNORMAL EEG WAVES IN EPILEPTIC PATIENTS;
A STUDY OF 93 ELECTROENCEPHALOGRAMS

SHIREEN KHAWAR, SHAHID RAFIQ, HAMID JAVED QURESHI
Departments of Physiology and Neurology, Nishtar Medical College, Multan

Summary

99 abnormal electroencephalograms of epileptic patients were studied and analyzed carefully. ,
It was observed that generalised epilepsy was more common as compared to focal epllepsy. i
The EEG in generalised epilepsy exhibited delta waves in 90% patients, theta waves in 70%
patients and spike waves confined to temporal or frontotemporal regions. 1t was nlso poted
that epilepsy was common in males and in children,

Introduction

Epilepsy afficts at least 1 to 2 million peoples
in the united states and about 20 to 40 million
peoples world wide!. In most studies, the overall
incidence of epilepsy has been found (o lie
between 20-50 cases per 100,000 persons in
general population. It is therefore, a major public
health problem.

Electroencephalography is the investigation of
choice in patients with epilepsy. It not only helps
to confirm the diagnosis but also help us to
characterize the type of seizures?,

We have studied EEG abnormalities in 93
epileptic patients in order to find the type of
seizures and abnormalities in wave form.

Method and Materials

We have analyzed the EEG rccord of 259
patients suffering from various disorders referred
for electroencephalographic studies to Neurology
Department of Mayo Hospital, Lahore during the
year 1994 (Table 1). The record of 99 patients of
clinically diagnosed epilepsy was separated and
analyzed carefully. The electroencephalograms of
these patients were obtained by a technician who
was primarily responsible for the entire procedure.
EEG consisted of 50 pages each representing 10

seconds in time. The criteria for diagnosing
various EEG waves are given below;

PAKISTAN JOURNAL OF HEALTH VOL. 34 NO. 3-¢

() Alpha waves asymmetrical, 813 per
second, 50 microvolt.

[aster than 13 per second and
low  amplitude  (10-20
microvolts).

(i) Beta waves

(i)  Theta waves slow waves, 4-7 per second,
high amplitude (50 to 350
microvolts),

(iv)  Delta waves very slow waves, less than 4
per sccond, high amplitude
(50 to 350 microvolts).

(v)  Spike waves very high voltage, maore th,
350 microvalts.

The criteria for diagnosing various
are given below:

EEG abnorm
to localized

EEG abnorn
diffuse an
cercbral he

Focal seizures

Generalised seizures

Results and Di

259 patients of variow
for EEG during the )
Department, Mayo H
had epilepsy, 17

enic
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- guﬂ(i’l -
post lreguent  abnormal - B
Disorder No. of patients (n = 259) mm.:'i‘:\ p,::‘""'t niinml cplepny were Theta lll)gl\‘::::h
Epilepsy 8} WHVES. I‘hvm WavEes \\;r-u'cy nhm': vl e o, i
Headache 12 Delta waves noted lf\ 0ol |\§' |m|i‘uim;., whil
Encephalitis 17 spike waves were present only w100 I"‘““N_,
Fever with fits 16 (Table 3).
Psychogenic fits 3
Vertigo Il S
Head injury 1 Table 3 Abnormaliies i EECEwave i epiepy
patients,
Out of 99 clinically  diagnosed epileptic Type of epilepsy Abnormil wines

patients, 93 had abnormal electroencephalogram. b ;
Analysis of the record of these patients showed I ‘| e
that 64 were male subjects and 29 females. Age of Generalised
the patients varied from 1 year to more than sixty
years. Depending upon age, the patients were
divided into 7 groups. Group 1 (age 1-10 years)
consisted of 45 patients, group 2 (age 11-20 years)
had 24 patients, group 3 (age 21-30 years), 10
patients, group 4 (age 31-40 years), | patient,
group 4 (age 41-50 years), 2 patients, group 6 (age
S1-60 years), 4 patients and group 7 included
patients more than 60 years and consisted of 7
patients (Table 2).

Theta waves (70
Delta waves (904%)
Spike waves

Focal epilepsy
Slow wave:
Spike wave

It is o be noted that all
encephalograms were obtained in
In nine clectroencephalogr
Table 2: Epidemiological data of the epileptic focal abnormality the FEG
patients (n = 93) slow waves in all the patients

in 3 paticnts. This abnormal

Sex conhined (o temporal lob
Male 64 (6877) frontotemporal lobes in 3
Female 29 (32%) Results of our h
: incidence of epilepsy
Age (in years) 5 ages; Incidence is hig
1-10 '35 (':“mf) middle adult life
11-20 24 (ésv:') Nelson and  Elle
';1:-23 10 (11‘:) disease s more ¢
;11-5(} lt-‘-"% with a prevalene
-2 & \J70 h -l “Vlh‘ e
51-60 4 (1.5%) : lAR r:.;ﬁL ;
> 60 7(8%) epilepsy is m
Type of epilepsy
Generalised 84 (909%)
Focal 9 (10%)
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eptlepsy the most common abnormal EEG waves
weke show waves (delta and theta) and these were
seatiered over both hemisphere. Spike waves were
obwerved anly in 10% cases, on the other hand (st
Waves ware wicommon. While describing epileptic
syndromes i chilkdhood, Tean Aicardi® has found
slow waves i about all the cases. Our data ix also
i consistont wath the findings of Mare A Dichier?
who have deseribed the slow waves in cases of
sencrdised eptlepsy Patients with focal epilepsy
have EHG that eshibae umlateral spike, sharp
waves o stow wave discharge over temporal or
frontotemporal - regions both nterictally  and
during seisures” Our data has also favoured these
Findhings.

Thes  study  has  clearly  indicated  that
pencealised seures are more frequent than focal
sasires. Shorvan® has analyzed his own data of
W epileptic patients and  has found partial
scrres only i 700 patients while 2000 paticnts
showed  generalised  epilepsy.  These  resulis
mndicate that generalised epilepsy is more common
as compared to partial epilepsy.

[

ANALY SIS OF ARNORMAL E 16 WAVES N EPILERTIE PATIENTS
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QUALITY ASSURANCE
A PRACTICAL FRAMEWORK FOR HOSPITALS

MAQSOOD AHMAD AND SHAHEENA ngS\Znal A,
Institute of Public Health Lahore, Lady Wellingdon Hosp

Summary i

X 3 2 CaAlS onomic, soci
Quality Assurance in health care has become very important buduserof 'eznn:e lcq ;gc::l,
political and professional reasons. This paper discusses the contemporary pts e

IS 3 : . i ssurance. This model is then ‘
:‘“bJEClS and develops on it a Conceptual Model for Quality As cvilal manavs 1
Incorporated into a practical framework as a ready-made tool for hospi S (

Introduction
1. What is Quality Assurance

Quality Assurance include all methods of
pcrformance assessment and readjustment, to
improve health care and as a result the health and
welfare of people. It is an organized activity
through which information is obtained about the
performance of a health care organization, the
patiern of performance js evaluated, the reasons
for the observed pattern are identified, action
taken to improve care, and verify the effects of
that action on performance.

Quality Assurance is a continuing activity
focusing on identification of ‘bes practices’ and
assuring that these are being practiced.

2. Current Interest

Economic, social, political and professional
are the basic reasons for current emphasis on
quality assurance initiatives',

Economic: Rising costs of medical care and
increased government funding.

Social: Increased consumer expectations with a
concurrent rise in malpractice suits.

Political Demonstrated poor level of quality,
proliferation of service institutions and market
orienlation.

Professional Rapid advances in medical science
and professional psyche of providing best possible
care.

PAKISTAN JOURNAL OF HEALTH VOL. 34 NO 3-4

3. Concepts in Quality Assurance®*

Process: A set of inter-related resources ang
activities which transforms inputs into outputs.
Resources may include personnel, facilities,
equipment, technology and methodology.

Supply chain: A sct of inter-related processes thag
accepts inputs from suppliers, adds value to these
inputs, and produces outputs for customers, Input
and outputs can be either products or services.
Customers and suppliers can be either internal or
external to the organization.

Quality improvement: Actions taken throughout
the organization to increase the effectiveness and
cfficiency of activities and processes to provide
added benefits to both the organization and its
customers.

Quality losses:  Losses caused by not realizing the
potential ol resources in processes and activities,
Some examples of quality losses are the loss of
customer satisfaction, loss of opportunity to add
more value for the customer, the organization or
society, as well as a waste of resources . Quality
losses are a subset of quality costs.

Preventive action: An action taken to eliminate
the causes of a potential nonconformity, defect or
other undesirable situation in order to prevent
occurrence.

Corective action: An action taken to climinate
the causes of an existing nonconformity, defect or
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other undesisable siaation w order
rourTen e

Unitemon.  Auribute of  strusture, Provess, o
Gutcome capable of leading 10 an nference about
quality

Mandend A specific, quantitative measure that
detimes goodness

0 prevend

4 Peamwiples of guality improvement

The quality of an organisation's producty,
services and other outputs i« determined by the
satisfaction of the customers who use them andd
results from the effectiveness and elhiciency ol the
processes that create and support (hem

Quality improvement is achieved by im proving
processes. Bvery activity or item of work noan
onganization comprises one of more pProvesses

Quality mprovement is a continuous achvity,
aming forever higher process effectivencss and
efhcency.

Quality  improvement  efforts  should be
directed towards constantly seeking opportunities
for mprovement, rather (han waiting for a
problem to reveal opportumties.

Correcting  process  outputs  reduces o
chminates a  problem  which hax  occurred.
Preventive and corrective actions chimmate or
reduce the causes of a problem, and hence
ehmmate or reduce any future occurrence Thus,

The Conceptual Model For Quality lmprovement

This model i based upon Donabedian's systems approach?, British Standards TOM approach** and

A PRRAL 10 AL PIOAME WOTRE PO OB ALK

prevenive amd correctve actions amprove the
provesses ol an organication and we cnhcal (o
quahiey fmprovement

S Attvihutes of Quality In Henlth Care

Eieciveness The abibity o attam the greatest
unprovements i health now achicvable by the best
care

Ffhicteney The ability 1o lower the cost ol care
without dimmishing attamable anprovements m
health

Opimatiy: The balancing of costs against the
ellects ol care on health tor on the benefits of
health care, meamng the monetary  vadue  of
mnprovements i health)y sooas 1o attam the maost
advantageous halanee

Acceprabiliy. Conlormaty (o the wishes, desires,
and - expectations ol paticots and responsible
members of their Tamalics

Legiimacy. Conformity 1o social prelerences as
exprossed i ethical prinaples, values, norms,
maores, laws, and regulations,

Equiy. Conlormity to a principle that determines
what is just or L i the distribution of health care
and ol ats benefits among the members of a
population

Deming's PDCA eyele’.
System Components for Quality Assurance
Quality Palicy and Resource Organizational
Assurance Process Strategy Inputs Processes
Assess the Mission Structures / Resources & Communication and
Svstem Commitment their arganization information Nows
Wastes

P'rocess of delvery of
care-Promotive,

Preventive, diagnostic,
curative and 3
rehabilitative
Wastes

PAKISTAN JOURNAL OF HEALTH VOL 34 NO 3 4
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. pance
Gystem Compononts for Cunlity Asir
o i i ——————— e o

e e Service Outpuls nnd
o NGy i Rmu:;r-v Urunnlmllmml i
Assurance Process Si 4 Procesaes ki o157

Stratepy e
! Fifeciiveness

- satlent care wideline/
Compare Management Standards [or stractures Fatient care oy

with Normy
ar
Standards

Audil measuros

and organizational
armnpements

standards

Measures ol consurmer

wilisfaction

(Onganizational Audit
measures)

R RS R

Assert Political

Reasons for

Resource seareity, risimg

(ansumer pereeptions,

Lraining

Warking cnvironment expectations

Costs Managerial d
; anagernial an
Yariation St e | cadership and ¢
Sacial Inapproprinteness e Technieal enpacity
mo
) ‘hange in Enviranment
(Identification Economic Internal and Lixternal Change
of causes) Supplier / Consumer
hehaviour
$afin ' ceting and excecdin
Putting the Economic of resources Gelting the seice e e f
Take consumers first Readucing wastes ‘right first time’ SO
Action Anticipating and Containing costs Training
Knowing their Appropriate selection Staff empowerment
(Developing and expectations and use Reinforcement of good
implementing performance.
solution) Enhancing
communication
Verify Action Supervise, monitor, review and appraise results

Sustain the Gains Improve mission, strategies and abjectives

in Quality

Repact the “best practices™ and other lessons learned

Developing Quality Assurance System
1. Policy and Strategy

Mission. Establish a  mission  statement,
institutional objectives, strategy for achieving
objectives and a service plan.

Comnuioment. Have visible, sustained
commitment starting from the hospital manager
and ecxtending (o every member of the
organization.

Unit objectives. Establish and maintain the roles,
responsibilities and objectives for ecach level and

PAKISTAN JOURNAL OF HEALTH VOL. 34 NO.3-4

unit of the organization Lo sup
institutional objectives. '

Leadership. Provide L
example.

Management system.
under review, an effec

Information
planned informat
organization.

tions interna
customers.
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'Cummunications should b
vertically |

ikl 10!‘:\/0(‘_!.\ .huspilal. manager and staff,

ugh all fevels ang honzunlally between (he
Processes (interactions between service consumers
and service providers) and between (he process

owners (service providers) and their suppliers and
customers whether internal or external (o the
organization,

¢ planned both

2. Resource Inputs

Appropriateness. Identify and

y SC appropriate
human, material and knowledge re

Sources.

Wastes, Minimize wasles in
lime resource use,

human, material and
3. Organizational structure & processes
Organization  strucyre, Establish  an

organizational structure geared Lo
Improvement.

cllcetive
wards quality

Working environment. n addition (o the physical

cnvironment of the work place (he relationship
between the individual and the organization and
other employees should be structured so that cach
individual, team, department of a process or sub-
process is aware of its contribution Lo the mission
Statement and the planned methods by which it
can cffect improvements. Create a culture for
quality improvement.

Process  Guidelines and  standards. Establish

measures of performance of individuals or leams
involved in cach process related, where possible,
o internal or external customer satisfaction.
Develop  diagnostic  and  case management
guidelines through involvement of care providers
i.c. clinicians, nurses and others.

The establishment of improvement requires
measurcment,

Improvement  objectives. Improvement  goals

should be closcly integrated with the institutional
objcctives.

Improvement  plans.  Establish plans  for
improvement of quality of patient / client carc and
customer satisfaction at all levels.

Monitoring. Set system for monitoring of process
of carc (e.g. Medical Audit) to cnsurc that the
carc is being provided according to established
guidelines

PAKISTAN JOURNAL OF HEALTH VOL. 34 NO.3- 4

A PRACTICAL FRAMEWORK FOR HOSPITALS

4. Service outputs

Measure. Improvement in Care delivered and
health status

Assess. Consumer satisfaction

Quality Assurance Process

The ways of adopting and implementing these
guidelines depend upon factors such as the
culture, size, nature of the organization, the typcs
of or services offercd, and the customer necds
served. Thercfore, any hospital should develop an

improvement process suited (o its own necds and
resources,

L. Assess the system Components
Identify any situation where there is an
opportunity for improvement.

2. Compare with norms and standards
Define the apportunity for improvement.

3. Assert reasons for variation

Identify the cause(s) of the situation requiring
improvement.

4. Take action

Devise possible solutions.
Select preferred solution.
Plan the implementation.
Implement the plan.

5. Verify action

Reviewing measures made, (0 determine
actual improvement in the process against g
expectations. izl

Determining why improvements did ne
as expected.

Reviewing (he use of the tools a
to find how well they were applic
use may be improved.

Holding a general projec
success of the overall project
practices” and other learning

6. Sustain the gains in g
Standardizing the s
normal operating procedu
other areas.
Addressing (h
prevent it recurrin

(%3 CamScanner


https://v3.camscanner.com/user/download

MaA 300D a
\QSO0Op AHMAD AND SHAHEENA AYAZ

Practical Framework for Hospitaly

Activiny

Method

I)rn:lupmrnl of Mission and Stratepy

\ .
lission, ¢ “Ymmitment and institutional
objeclives

Development of Organizational
Structures and Process

Team Development
Idenuification of QA Team Leader (QA Officer)

Identification of QA 7 eam Members

Training
I'raining of QA Team Leader and TF'eam Members
0 Quality Assurance programme development,

implementation and assessment of clffectiveness

Development of Patient Care Guidelines and
Standards (Quality Manual)

Idenuly prionity areas of external and
internal customers

Develop Guidelines for patient care and

Criteria / Standards for measurement

Development of Unit QA Teams
Idenulicatian of Unst QA T'eam [cader and

Members

Iraping o U'nat Teams an the Quality Manual

Meeting and discussion
1o analyze the existing
and potential quality
clements (o be

incorporated

Interviewing and assessing

the aptitude and motivation

Training Workshop

Customer expectation
surveysl. Literature review,
Professionals consensus
devclopment (Standard
commuttee Procedures,
Brainstorming, Nominal
Grop Technique, Delphi)

Interviewing and
assessing the aptitude and

I raming Workshop

64

_

Output Responsibility
Mission, commit- Tospital
Management,

ment and objective
document available

Team Leader identificd
and committed

QA Team Members
identified & committed

Team Leader and
Members trained in
Quality Assurance

A Quality Manual
developed

(including guidehnes,
criteria and standards
for identified
activities)

Unit QA Team Leader
and Members identified
motivation

Unit QA “leam Teader
and Members trained

Chinical Heads

Hospital Manager,
Chnical Heads
Team Leader,
Chinical Heads

Hospital Manager,
Team Leader,
Training Institute

Team Leader
Chinical Heads
Nursing Stalf

Assessment of Hospital System
Components and Development of QA Plan
Perform Situational Analysis and identify
situations where improvements can be made

Develop Quality Improvement Plan (o reiforce
cxisting quality practice and prescribe /

recommend new practice

Observation Survey
Data Form survey

(Standard commiltee
Procedures, Peer Reviews,
Brainstorming, Normal
Ciroup ‘Technique, Delphi)

Assessment Document

available

QA Plan available

|
!
i
|
|
OA Team Leader ;
and Team Members :
OA Team | cader
and Team Members
!
QA Team :
1
!
i

laking Action-Implementation of

Quality Improvement Plan

I'rovision of Material Suppart

Provision of Wrtten Guidelines to all concerned
Provision of recording tools and mstruments

PAKISTAN JOURNAL OF HES

Guidelines,
communicated and
understood. Recording
Lools and instruments
made available and
converned personnel

Ilospital Manager,
Team leader
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A PRACTIGAL FRAME WORK 1'OR HOSHITALS

Oulput Respansibility

Divelnpmen of Missj

Patient / ( ligm Care
Patient / Client Care acen
0l mdentiled nis

on and Strateyy
ting 1o guldelines

Supervision, Monitoring and
Verificntinn of Actions
Reviewing measires made, 1o
Actual improvement in the
urexpeciatinne
Determining why improvemens
did dot oecar ag expected
Reviewing the use of th
o find b we) they i

determine (he
quality agains goals

£ 100ls and framewark
re hieing
Upplied and how the USE mity be tmpraved,

Holding a general project review of
the success of the averall project 1o determine
“hest practices” and other Iearning paints.

Case management
methods

Unit Team Meetings

SUpPEIVISOTY Visits 10 unjts
€onducted

Scrutiny of the records

(use appropriate thols 1o
discuss the problems,
development of solutions,
implementation,
evaluation and sharing of
Tessons learned with other
unit Teams in meetings of
the Hospital QA Team)

Shilled i their use
Care provided according— Clinicine, Nursing

10 purdelines stall Auvilinries

Regular mectings of Unit
Teams held
Regula supervisory sisits Unit Team | eader
& Members of
QA Team
Record data Provessed.
analyksed

{problems tdentified.
solutins developed.
implemented and

cvaluated)

QOuicome Fvaluation

report available alony

with recommendation for
sustainability and application
ol the programme clsewhere

Sustaining the Gains and Follow up
Standardizing the solution, writing it

P as a normal operating procedure and
spreading it to other areas,

Addressing the cause of the lack of success,
10 prevent it recurring,

Identifving additional improvement

that may be made in the future

Sharing the results with nthers
Repeating the “best practices”

and other lessons

e g sustaining the improvement in the
Processes’ of care, reduction in post operative
infections, aptimization of ‘length of stay’

and improvement in ‘Patient Satisfaction® etc.

Writing up the project
4as a success slory.

List of standardized
solutions and ‘hest
practices’ available for
including in Qualuy
Manual

QA 'Team
Hospital
Maanagement

Tools And Techniques

Applicable in Quality Assurance3$

Standard Committee Procedures

Usual committec procedures arc adopted for
consensus - development e.g.  development of

guidelines

Brainstorming

To develop creative ideas
possible solutions Lo probl
opportunities for quality i

Affinity diagram

|
]
]
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Delphi

PI(\ Cﬂ"(:(ll. l\ggl;‘cgﬂ[c ﬂ“d ftﬁnc i\l(lgn‘lcﬂl,\'
made by distantly placed experts on sp'L‘ciﬁcd
problems or (opics. This technique avoids the
contounding influences of face-to-face groups,

Sunveys / Data Collection from

_ Togather data systematically o abtain a clear
pu;urv ol the facts. Useful in situational analysis
ARG assessment o consumer expectations and
satisfaction,
Nominal Group Technique

A structured technique for decision making n

a lace-to-face group, Useful in development of

new ideas,  priority setting, and conscnsus
development on identificd solutions.

Bench marking

To compare a process against those of
rcco.gmfzcd leaders to identify opportunities for
quality improvement,

Cause-and-cffect diagram

'_l'o an‘alyse and communicate causc-and-cllect
relationships. To facilitate problem solving [rom
symptom to cause lo solution c.g. high rate of
nosocomial infection, above normal 'length of stay’
for specific admissions.

Flowchart

Ta describe an existing process or (0 design a
NEW process e.g. preparation of Quality Manual.
Tree diagram
: To show the relationships between a topic and
Its component elements e.g. request for laboratory
Lesl.
Control chart

To evaluate process stability, (o detecrmine
when a process needs to be adjusted and when it

PAKISTAN JOURNAL OF HEALTH VOL. 34 NO 3 -4

needs o he
improvement (0

Histogram

communicate visually
hehaviour and (o make

66
et as is and (o confirm  gn

i [)l'l‘l'C‘is-

To display the patiern of variation ol data, o
‘ information about process

decisions aboul where (o

focus improvement elforts.

Pareto diagrani

contribution of cach ite

in order of importance, the

Tao display, 1 ,
l ! m 1o the total elfect and 1o :

rank improvement opportunilies.

Scatter diagram

two associale
anticipated re

To discover and confirm relationship between
d sels of data and (o confirm

lationships between (wo associdted

sels of data i
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SUSTAINAB|
PRIMARY HEALTY o LITY ANALYSIS wiTh

ARE MANAGEMENT ADVANCE
MENT PROGHAM
MODULES - PERIENCE oF AN NGO IN PAKISTAN

MUHAMMAD AMIR KHAN

s AND JOHN
Assaciation for Socjal DERIC WALLEY

Development, Islamabad

Nuftield Institur

Sustainability iy o relative
article describes the experi
Advancement Program)
care project in Pakistan. The authors fo
sustainability factors, to be useful, partic
Management issues. However the
resource allocation, its limited
appraisal. It is also
questions to be consi

Background / Introduction

The PHC MAP is package of nine adaptable
modules, developed by the Aga Khan Health
Network in collaboration with Primary Health
Care  Operations Rescarch (PRICOR). Each
module explains how 1o collect, process and
mterpret PHC-specific information that managers
can use o improve planning and monitoring, The
PHC MAP package comprises modules on:
mformation  needs, communily neceds, work
planning, surveillance, manitoring, service quality,
management  quality,  cost  analysis  and

sustamability analysis. (PHC MAP Module. 1,
1993).

APPNA SEHAT is an NGO devoted 1o improving
health  conditions  in Pakistan through the
mmplementation of practical, low-cost rural health
projects. The organization has been working in
villages in Pakistan for last five years and is
expected to expand its activities, both in size and
scope, in the near future?,

PAKISTAN JOURNAL OF HEALTH YOL. 34 NO.3 4

@ for Heaith, Loeds

Summary

Iy new, but major, ¢
ence of using three
modules for analyzing the

oneern of most development profects, This
PHC MAP (Primary Health Care Manugement
sustainability of an NGO-un rueal benlth

und the tool, which included checklists for ten

ulaely for assessing service quality and resource
re were limitations

capability to assess ¢
lime-cunsuming and depende
dered by potential users of PH

oo - muinly n lack of emphasis on
hanging situations and inadequate option
nt on u high level of user skills, Finally,
C MAP are proposed!.

Sustainability may be considered as the
capacity of the health system (o function cffeetively
over lime:

(1) without external help? (the ideal), or
(i)  with a minimum
moderate goal), or

external input*  (a

(i) with anticipated inputs® (the definition uscd
for this analysis).

The PHC MAP Modules were used to anal
the sustainability of APPNA SEHAT project
Pakistan. The purpose of the analysis was (0
strategies that will produce an aceeptable |
services al a cost the program can aflo:
process included: i) assessing the thre
sustainability and dealing with these
taking advantage of opportunities
subsequently incorporating these st
the next four year plans®.

The main reason for select
the analysis was (he familig
authors with the modules-h
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“Mauster Trainers' Training Workshop™, at the
ASEAN Institute, Thailand,

In the light of this limited experience ol using
three (ol the total of nine) PHC MAP maodules,
the following questions are considered:

- what does it do or not do?
skill and time requircd-is it user-fricndly?

- waht arc the other options for analyzing
sustainability?

1. What Does It Do Or Not Do?

The module has a well defined list of (en
political and managerial factors (le. a) target
population size, composition and distribution, b)
larget group KAP, ¢) PHC service quality, d)
management support, ¢) organisational capacity, f)
political commitment, g) personnel resources, h)
programme revenucs, i) programme expenditures,
and j) environment) influencing  sustainability.
However there is an un-cqual emphasis on
investment and resource management aspecls,
logether with a limited capability (o assess
changing  situations and inadequate  option
appraisal; these three points, which need to be
kept in mind while using the module, are discussed
below.

The PHC MAP modules include simple and
practical work sheets for; designing an cvaluation
study, and listing sustainability factors and key
indicators Lo asscss cach of these factors, as well as
checklists for collecting data on the ten
sustainability factors. All of these were found
uscful. Although it was not possible to come up
with a list of sustainability factors equally rclevant
for all situations, the given list was found to be
sulficiently  comprehensive  to  meet  our
requirements.

However the information gathered about the
(en sustainability factors was inadequate to answer
salisfactorily  two  questions’  of  practical
significance:

*  Which and how many of these ten factors

must be fullilled before the long-term
sustainability of a project is assured?

How strong an influence must certain factors
have in order (o paralyse others? More
generally, how do the various factors act on

cach other? Can certain factors replace
others? :

PAKISTAN JOURNAL OF HEALTH VI
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Sccondly, according to Save the Children
Fund UK', sustainability implics that resources
arc allocated appropriately, and arc mnr'mgc‘t?
clficiently-in other words, that !hc “right thl’ngﬁ
being done rightly”. Therefore, ideally any un.dly.sl.s
of sustainability should assess the process :!nd
clfectiveness of hoth allocating and managing
resources in (he health system.

The PHC MAP [ocuses on
management with little emphasis on resource
allocation. As a resull, it is a less than ideal l.uol
for analysing sustainability, because clficient
management of resources alone can not guar‘ar-llcc
a sustainable project unless investment decisions
are correctly made. ) ;

Thirdly, most of the sustainability analysis
module, including  the computer wnrks!wcls.
makes (he assumption of no change in the size or
scope of the program. So it was dilficult I‘n apply
(o a situation where cxpansion, bath in size and
scope, of program activitics is planned for the
period under review. No clear guidelines are
included (o forecast (he influcnce of planned
changes on the sustainability of the project.

Due (o the module’s inability to de:
satisfactorily with a changing situation, we ha
exclude “financial assessment of sustaina

resource

Finally, the option appraisal (for sele
‘optimum  strategy’) is limited 1o the

considered. This creates difficultics
changing situation.

2. Skills and Time Required:

The sustainability anal
adequate guidance to [facili
data / information and sugg
opporlunitics arc ‘conside
no satisfactory guideline
threats and opportuniti
information into
action plan. As a
dependent on the
and experienced

It took
collcagu
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suppart services could be misessed out of all (he
PHC and the management services,

The availability — of comptters — and
computerized information systems,  such  an
financial dccounts, - survey  records,  monthly
statisties cle. is desirable (o (acilitate the analysis
process and o improve the quality of the product,

_ 3. What are the other
. Options for Analyzing Sustainability:

There appears o be no dircetly comparable
tool for sustainability analysis, although there is an
overlap: between sustainability analysis and (he
planning process, such as described in Green A
and WHO', The lawer deal with situation
analysis, priority setting, and the ideatification of
strategies for chunge, PHC MAP is less suitable
for allocative decisions, on the other hand, it gives
preater guidance for assessing the quality of
services and resource management issucs,

Strengthening Health Management in Districts
and Provinces!! may be considered as another
approach to resolving problems which threaten the
sustainability of services. It seems to focus more
on solving the ‘immediately apparent problems’
faced by managers. Priority problems are taken,
one at a time, for remedial action, However, it
may not allow managers to focus on arcas which
are not - very visible  but still important  for
sustainability. Furthermore, it is designed for a
z workshop context and the decision-making process
B is dependent (at Jeast initially) on the quality of

& the facilitators’ input.
| s
& Conclusion: Issues For Potential Users

In the light of the above experience, the
authors  would like to suggest the following
precautionary points for potential users of the
PHC MAP Sustainability Analysis module;

I Conducting analysis does not mean that the
organization and its activites have become
sustainable-this will involve on-going follow-
up cfforts,

2. Organizations must clarify the need for and
the  purpose  of any such analysis s
sustainability analysis the priority issue in th
situation?

A Organizations need 1o carclully assess the
resource dmphcations  of - conducting  the
analysia s the appottunity cost of the whole
prrocess acee plalile?

4 Does the organization need o avaess the
investment — as - well  as the  resource
management aspects of sustamalility? il s,
PHC  MAP  should  be  modificd  or
supplemented by another tool.

S Ts the organization planning cxpansion m next
few years? have they  considered  the
limitations of the (ool and the projections
which conld be made?

PHC MAP is a usclul tool that can be used (o
develop stetegivs for sustainability, but it docs
have certam limitations which need be kept in
mind  while using the  sustainability  analysis
module.  Besides, a suceessful — sustainability
analysis docs nol guarantee a sustainable project.
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TREATING BY SLEEPING
EFFECT OF SLEEP IN PARKINSON'S DISEASE (Sleep Benefit)
A STUDY OF SLEEP BENEFIT IN 50 PARKINSON'S PATIENTS

SHIREEN KHAWAR, SHAHID RAFIQ
Departments of Physiology and Neurology
Nishtar Medical College, Muitan

Summary

We have examined 50 Parkinsonian patients and assessed them for the presence or absence of
sleep benefit. 40% of patients experienced sleep benefits. Compared with patients who do not
have sleep benefits, patients with sleep benefit tended to be younger at disease onset, have
longer disease duration, take higher total daily dose of levodopa and have longer duration of
levedopa treatment. Clinicians should consider the existence of this phenomenon when
prescribing or adjusting patients medication schedule.

Introduction

Sleep bencfit is a frequently observed
phenomenon in patients with Parkinson’s discase
(P.D.) It is defined as a period of lessened
disability upon awakening from sleep!. However it
has reccived very little attention in the literature
and treating physicians do not recognize its
importance. Marsden et al? and Parkes? estimated
that 10 to 20% of patients with mild to moderate.
Parkinson’s disease experience lessened disability
for 40 to 60 minutes after waking than late in the
day. The purpose of our study was to document
the beneficial effect of sleep on the activity of
Parkinsonian patients so the data may be used by
the physicians and ncurologist while treating the
Parkinson’s disease.

Material and Method

Fifty patients seen in neurology outdoor,
Nishtar Hospital, Multan from October 1996 to
November 1997 and diagnosed with Parkinson’s
disease were interviewed regarding discase onsct
and medication history, as well as current
symplomatology such as presence of dyskinesia
and fluctuations. Emphasis was placed '
obtaining the subjective opinion of patien
clfect of sleep on their activities.
benefit (SB+) was

S

subjective experience  of fecling “on”
awakening from sleep and not in neec
morning medication (o initiate acl
contrast, assignment of palicnts to
sleep benefit (SB-) group was b
subjective experience of feeli
awakening and requiring medi
activities.

Twenty patients, 40
reported the occurance o
30 (60%) paticnts
experience sleep benel

Table 1: Cliuicali
with and
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shows the means, standard deviations and result of
pronp comparon between S50 and S0 paticnts
Thive were significant differences between the
pronps with respect (o age at anset of symptoms,
discane duration, levodopa treatment duration an

average totul duily levodopa dosape. Specifically
SH paticnts were younger at time of onset of the
symptoms, (88 ;553 ¢ 10,2 yrk.; SO 58,7 £ 10.8
yiu ), and their mean duration of discase (102
yemrs) wan longer than the SB- patient’s mean
duration ol discase which was 8.6 years, 1n
addition the SB 1 patient’s duration ol treatment
with levodopa (7.2 £ 4.8 yrs.) was almost twice i
long as that of SB- paticnts (4.0 1 4.0), and the
SB+ group's total daily levodopa dose of 780mg
was similicantly higher than SB- group's daily
levadopa dose of 558my;

Discussion

In our study, 407 of the Parkinsonian patients
interviewed and examined, reported sleep benefits
upon awakening in the morning, The mcan
duration of lessenced  disability was one hour.
These patients delayed their morning dose after
awakening and they also did not require levodopa
to initiate their movement. This physiological
effect of sleep on the activity of Parkinsonian
patients is important because by sleeping morc,
the patients can increase their activitics, decreasce
the dose of levodopa and so avoid the side effects
of that drug.

The sleep benefit is more in  those
Parkinsonian  patients  who  have  [ollowing
characterslics.

1. They are younger.

2. They have long duration of levodopa therapy.
3. They have long duration of (reatment.

4. They have higher total daily levodopa dosages.

2. Marsden ED, Pa

3, Parkes Si i

THE A TING iy smﬂmﬁ

port by Curric e all, gy
jients ol Parkinson’s disense werp ‘
qents clearly showed sleep ben

o recent prclirninury report of 11
””"'“ ( the subjects reported sleep hep i
i(‘; /';1;:m|t:h (o greater (han 3 hours® §
lhut' Judy with sleep henelits were

aricr discase duration, and took
i ¢ authors concluded that

d with oild Parkinson's
may reflect the uﬂ‘ucl' t).f ’.‘ilet‘:p-
dupnminu slorage of df‘l‘l’hlmll‘ll. rchv

The findings of this study sugges
henefit is 8 common phenomenon
anticipated i@ subgroup (,r
Parkinson’s discase. The mechani
deep penclit do not .lppvmzln he
he multifacterial. Marden?  ani
spcculalcd that slccp.hcng
conscquence of replenishme

dopaminc sLOres.

In u pecent 16

[N
V3% pulu'n

sl )
per day. Ih

with associale

Refere

| Currie LJ. Bennetl IR
correlates of sleep i
Neurology 1997, 48-

disability in Parl
Movement dis
96-122. 4

discase:
Bulterwt
Nutt J¢
dop
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