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UNIFORM REQUIREMENTS FOR MANUSCRIPTS
SUBMITTED TO BIOMEDICAL JOURNALS

In the 18 years since it was first published, the “uniform requirements for Manuscripls
submitted 1o Biomedical Journals”(the Vancouver style), developed by the International
Committee of Medical Journal Editors (ICMJE), hus been widely nccepted by both authors
and editors; over 400 journals have stated that they will consider manuscripts that conform to
its requirements. This is the fourth edition of the Uniform Requirements, the first to be
published in the Journal, which now serves as coordinator of the ICMJE in North America.

International Commitiee of Medical Journal Editors

Members of the committee are Suzanne and Robert Fletcher (Annals of Internal Medicine},
Laurel Thomas (Medical Journal of Australia), Stephen Lock (British Medical Journal).
George D. Lundberg (Journal of the American Medical Association). Robin Fox {Lancet),
Magne Nylenna (Tidsskrift for den Norske Laegeforening), Lois Ann Colaianni (Index
Medicus), Amold S. Relman and Marcia Angel (New England Journal of Medicine). Povl Riis
(Journal of the Danish Medicul Association, Danish Medical Bulletin), Richard G. Robinson
(New Zealand Medical Journal), Bruce P. Squires. (Canadian Medical Association Journal),
and Linda Clever (Western Journal of Medicine), Address correspondence to Editor, the New

England Journal of Medicine, or Editor, British Medical Journal.

In January 1978 a group of cditors from some
major biomedical journals published in English
met in Vancouver, British Columbia, and decided
on uniform  lechnical  requirements  for
manuscripts (o be submitted to their journals.
These requirements, including  formats  for
bibliographic  references developed  for  the
Vancouver group by the National Library of
Medicine, were published in three of the journals
early in 1979. The Vancouver group evolved into
the International Committce of Medical Journal
Editors. Over the years, the group has revised the
requirements slightly; this 1s the fourth edition.

Over 400 journals have agreed 1o reccive
manuscripts prepared in accordance  with the
requirements. It is important Lo emphasize what
these requircments imply and what they do not.

First, the rcquircments arc instructions 1o
authors on how lo prcpare manuscripts, nol Lo
editors on publication style. (But many journals
have drawn on these requirements for clements ol
their publication siyles.)

Sccond, il authors preparc their manuscripls
in the style specificd in these requircments, editors

PAKISTAM JOURNAL OF HEALTH VOL 33 NO.1-2

of the participaling journals will not return
manuscripts for changes in these details of style.
Even so, manuscripts may be alicred by journals 1o
conform with details of their own publication
slylcs.

Third, authors scnding manuscripls o a
participating journal should not try to preparc
them in accordance with the publication style of
that journal but should follow the “Unilorm
Requirements for  Manuscripts  Submitted o
Biomedical Journals.

Nevertheless, authors must also follow the
instructions to authors in the journal as to whal
Lopics are suitable for that journal and the types af
papers that may be submitted — for example,
original articles, rcvicws, or casc FCporls. In
addition, the journal's inslructions are likely 1o
contain other requircments unique to that journal,
such as number of copics of manuscripts,
acceplable languages, length  of articles and
approved abbreviations.

Participating journal arc expected Lo state in
their  instructions  lo  authors  that their
requircments arc in accordance with the “Unilurm
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M anuscrpls Slrbmilﬁn d 1o

sguirements ot e
Reguircmy o v i 3 Published

Biomedical Journals™
VETAIOn

This documenis will be revised al intervals,

inquirics and commenis from Central and North

America about these requirements should be senl
to. Editor, the New Englands Joumnal of Medicine,
10 Shattock St Boston, MA 02115 those ffmn
other regions should be semt to Editor, f!n!‘lsh
Medical Joumal British Medical Association,
Tavistiock Sq,. London WCIH 9JR, United
Kingdom. Note that these two journals provide
sccrelariat  services  for  the  Intermational
Commiltce of Medical Journal Editors; they do
nol handle manuscripts intended for  other
journals. Papers intended for other journals should
be sent directly to the offices of those journals.

Summary of Requiremenis

~ Type the manuscript double-spaced, including
utle page, absirad, text acknowledgments,
relerences, tables and legends.

Each manuscript component should begin on

a new page, in the following sequence; title page;
abstrad and key words; text; acknowledpmens;
Enmu; lables (cach table complete with title

polnoics on a scparate ; and ds i
lustrations. e Vst

[lluqnl.iuus must be good-quality, unmounted
glossy prints. usually 127x173 mm (5x7 inch.), but
no larger irhan 203x254 mm (Bx10 inch.)

Suhqui the required number of copies of
manuscript and figures (see journal's instruction)
:m‘ hF*‘Tmol“:Pﬂ' envelope. The submiiied
Ic-ltr:rm, ': de::rit:damIJMd by a covering
Manuscripts  and R
Povondy  pike 'I*rcflt rmissions (o
illustrations that may ;

SR Authors
everything submityeq.

Prior and Duplicate Publication

Most jour :
pll-blil:al.iur: . p:al" 40 not wish o consider for
Avemee i qu:LI iﬁﬁn work that has alregq ¥ been
paper submilied o ©d paper or js described in 5
where. This Fﬂiq!{: ‘;p::dn;”’ Publication gfge
ﬁ:;i‘:“;’;‘:“:{ 3 paper thy has“l:::::ijm'grm“dc
Tollows Puhl.i::al_'m:r i tomplete n:j b

ol g prtlimin'df:l' rurﬂli‘l“rulﬁ lhl?l
1 USlg| ¥
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1-2

Tlsd U BUIN-_I*"T' Pm

Hoy,

ol an absiract.. Nor docs ;

consador 2kt fa PII"-" thl[ has tmn :‘M

a a scientic meeting if not publisheg M ;“M

procecdings of similar publication, Pres ﬂii

of the mectng will not usually by ﬂumu::‘

breaches of this rule, but such reporyg shoulg .

be amplified by additional data or cop; of a

and illustrations. When mhmilling a {ably

author should always make a full ﬂllmm -
editor about all submissions and previgys "
that might be regarded as prior or "tpory
publication of the same or very gimilg wt

Copies of such matcrial should be includeg with

the submitted paper 1o help the editor decide hy

to deal with the matter,

Multiple publication--that is, the publicaijog
more than once of the same study, irrespective of
whether the wording is the same .-
justificd.  Sccondary publication in  apothe
language is one possible justification, provided (he
[ollowing conditions are mel.

1. The editors of both journals concerned are
full informed; the editor concerned with
sccondary  publication should have
pholocopy, reprint, or manuscript of ihe
primary version.

2. The priority of the primary publication &
respecied by a publication intcrval of af least
Iwo weeks,

3. The paper lor sccondary publication is wrillea
for a different group of readers and .-
simply a translatcd version of (he primary
paper; and ahbreviated version will opted be
sullicicnl.

4. The secondary version reflects faithfully the
data and interpretations of the
version,

3. A footnole on the title page of the ’“m“dﬂlg
version  informs  rcaders  years -l
dnl:l.lmrmting agencics that the pape’
edited and is being published, for 8 MUY
dudience in parallcl with a primary ¥
bascd on the samc data and interpreatiof
suitable footnote might read as gfows he
arlicle is bascd on a study first report .
[title of journal, with full refercnee] dcﬁ“"d
Muliiple publication other than 2 "0

above is not acceptable 1o editors. I 2y,

violate this rule they may expect 2PP' v

editorial action 10 be (aken. .. medit

Prn!iminu}r relcase, wsually 10 P"'bm (hat
of scientific information deseribed in @

e

id

B
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FE LTS POA MANUSCUPTS

cpted but not yet published s

podicies of many journals, In a few
v -_1 v by arrangnment with the cditor,
predatic s rclense of data may be acceplable --
fuse vooo, o to warn the public of health hazards,

Preparation of Manuscript

Type the manuscript on white bond pape
216%x 279 mm (B1/2x11 inch.) or [SE)JF.:I;
':21,21 297 mm), with margins of al lcast 25 mm
(1 inch). Type only on onc side of the paper, Use
double spacing throughout including title page,
abstract, lext acknowledgment references, tables
and legends for illustrations. Begin cach of the
following sections of scparale pages: title page,
abstract and key words, text, acknowledgments,
references, individual tables and legends. Number
pages conclusively, beginning with the title page.
Type the page number in the upper or lower right
hand corner of cach page.

Title Page

The title page should carry (a) the lile of the
article, which should be consist but informalive;
(b) first name, middle initial and last name of cach
author, with highest academic degree(s) and
institutional affiliation;  (c)
departments(s) and institution(s) to which the
work should be attributed; (d) disclaimers il any;
(¢) name and address of author responsible for
correspondence about the manuseript; () name
and address of author to whom requesis for
reprints should be addressed or statement thal
reprints will not be available from the author; (g)
source(s) of supporl in the form of granis,
equipment, drugs, or all of these; and (h) a shorl
running head or [ool line of no morc than 40
characters (count leters and spaces) placed al the
foot of the title page and identificd.

Authorship

All persons designated  as authors shnu!d
qualify for authorship. The order of authorship
should be a joint decision of the coauthors. Each
author should have participalcd sufficicntly in the
work to take public responsibility for the content.

Authorship credit should be based only on
substantial contributions Lo (a) conceplion and
design, or analysis and interpretalion n[‘d_uta; and
to (b) drafting the article or revising it critically for
important intelleciual content; and on (c¢) final

PANISTAN JOURNAL OF HEALTH VOL 33 NOU 1 - 2

name of

3

uppr{'rlt"'ul of the version lo be published
Conditions (a), (b), and (c) must all be met.
Parlicipation solely in the acquisition of funding or
the collection of data does not justify authorship.
General supervision of the research group is also
nol sulficicnt for authorship. Any part of an article
eritical to ils main conclusions must be the
responsibility of at least one author,

A paper with corporate (colleetive) authorship
must specily the key persons responsible for the
article; other contributing to the work should be
recognized scparalcly (sce Acknowledgmens).

Editors may require authors Lo justify the
assignment of authorship.

Abstract and Key Waords

The second page should carry an abstract (uf
no more than 150 words for unstructurcd abstracls
or 250 words for structured absiracts). The
abstract should state the purposes of the study or
the investigations, basic proccdurcs (sclection of
study subjeets or laboratory animals; obscrvational
and analytical methods) main findings (give
specific data and their statistical significance, il
possible and the principal conclusions. Emphasize
new and important aspects of the study of
ohservation.

Below the absiract provide, and identify as
such, 3 to 10 key words or shorl phrascs that will
assist indexers in cross indexing the arliclc and
may be published with the abstract, Use lerms
from the medical subject headings (MESH) list of
Index Medicus; if suitable MESH term arc not ycl
available for recently introduced terms, prescnl

terms may be used.

Text

The text of obscrvational and experimental
articles is usually bul nol necessarily divided into
gections with the headings Introduetion, Methods,
Results, and Discussion. Long articles may need
subheadings within some seclions Lo clarify their
content, especially the Results and Discussion
scetions. Other types of arlicles such as casc
reports, reviews, and cditorials arc likely to necd
other formats. Authors should consult individual
journals for further guidance.

Introduction

Stale the purposc
ihe rational for the stud

of the article. Summarizc
y or ohservation. Give only

CamScanner
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i ' CRIW |-1i'.,
stritly pethinenl reforences and do ol l.‘~i L »
subject extensively, Do ol include  dala

conclusions from the work being reporied.

Methods

Describe your selection of the observational
or experimental subjects (patients or laboratory
animals, including controls) clearly. Identily the
mcthods, apparatus (manulacturer's name iil':ld
address in  parentheses), and procedures 0
sufficient detail to allow other workers (o
reproduce  the results, Give references 1o
eslablished methods, including statistical methods
{(see below); provide references and  briel
descriptions for methods that have been published
but arc not well known; describe new or
substantially modificd methods, give reasons for
using them, and evaluale their limitations. Identify
preasely all drugs and chemicals uscd, including
gencric name(s) dose(s), and roule(s) of
administration.

Ethics

When reporling  experiments on human
subjects indicalc whether the procedures followed
were inaccordance with the ethical standards of
the responsible  committec  on  human
experimentation {institutional or regional) or with
the Helsinki Declaration of 1975, as revised in
1983. Do not use paticnt’s names, inilials, or
hospital numbers, especially in any illustrative
malerial. When reporting experiments or animals
indicale whether the institution's or the National
Rescarch Council's guide for, or any national law

on, the care and use of laboratory animals was
[ollowed.

Statistics

Describe  statistical methods with ¢nough
detail (o cnabic a knowledgeable reader with
access (o Lhe original data ig verify the reparted
results. When  possible, quantify findings and
presents them with appropriaie indicators of
mcasur:ruunll. GITOr - or uncertainty (such s
mn!'ldcnce mlervals). Avoid sole reliance gp
slatistical hypothesis Lesting, such as the use of P
?ralucs, which [ails 1 convey important quantitative
m[nlrrnatiun. Discuss cligibility of experimental
Suhjcr:'ts. Give details  about randomization
Describe the methods for and succesy of anl
blinding of observations, Repon trealmeng

PAKISTAN JOURNAL OF HEALTH VOL 3a MDD, 1.3

Uik R GUINL MENTS Fog »“M

coneatons, Give  numbers  of ,
H ot lgsees to ubservalion fﬂﬂ‘.h a oy,
frown o chimical trial), References for Mudy g iy
and statistical methods should he ¢ “lmh“lﬂ
works (with pages staled) when possible flh:
than to papers in which the designs or
were origimally reported, Speeifly any genery| Py
compulcr programs used.

Put general descriptions of methods in the
Methods section. When data are SUmMmarizeq g
the Results section specily the statistical methods
used (o analyze them, Restrict tables and
to those needed to explain the argument of (h
paper and (o assess its support. Use graphs ag 4
alternative to tables with many entries; do ngy
duplicale data in graphs and tables, Awaig
nontechnical uses of technical terms in statistics,
such ss “random" (which implics a randomizing
device), “normal,” “significant,” “correlations,
and  “sample.”  Delinc  stalistical  erms,
abbreviations and most symbols.

Resulis

Present you results in logical sequence in the
text, tables, and illustrations. Do not repeal in the
text all the data in the tables or illustrations;
emphasize  or  summarize  only  imporiant
ohservation

Discussion

Emphasize the new and important aspects of
the study and the conclusions that follow from
them. Do not repeat in detail data or other
malcerial given in the Introduction or the Resulls
seclion, Include in the Discussion section the
implications of the findings and their limitations,
including implications for future research. Relate
the observations to other relevant studies. Link the
conclusions with the goals of the study but avuid
unqualificd  statements  and  conclusions '“’I
compleicly supparted by your data. Avoid claiming
priority and alluding to work that has not been
completed. Stale new hypotheses when ws"“'_““d*
but clearly label them as such. Recommendations,
when appropriate, may be included.

Ackn owledgments

Al an appropriate place in the article (il
page foolnote or appendix to the text; se¢ !
Journal’y requirement) one or more stalcm
should specify (a) ~contributions that 98

CamScanner
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wowledging but do nol justily authorship, such
venzral support by a departmental chairman;
| acknowledgments of technical help, (c)
acknowledgements of financial and maicrial
support, specifying the nature of the support; (d)
financial relationships that may pose a conflict of
interest.

Persons who have contributed intellcclually 1o
the paper bul whose contributions do not justify
authorship may be named and their function or
contribution described -- for example, “scientific
adviser,” “eritical review of study proposal”, “data
collections,” or “panticipation in clinical trial.”
Such persons must have given their permission Lo
be named. Authors are responsible for oblaining
wrillen permission from persons acknowledged by
name, because readers may  infer  their
endorsement of the data and conclusions,

Technical help should be acknowledged in a
paragraph separale from (hose acknowledging
other contributions.

References

Mumber reflerences consecutively in the order
in which they are first mentioned in the text.
Identify relerences in text, tables and legends by
Arabic numerals in parenthescs. Refcrences cited
only in tables or in legends to figures should be
numbered in  accordance with a scquence
established by the first identification in the text of
the particular table or illustration.

Use the siyle of the examples below, which
arc bascd with slight modifications on the formals
uscd by the US National Library of Medicinc in
Index Medicus. The titles of journals should be
abbreviated according to the style used in Index
Medicus. Consult List of Journals Indexed in Index
Medicus, published annually as a scparalc
publication by the library and as a list in the
January issue of Index Medicus.

Try to avoid using abstracls as rcfcrences,
“unpublished  observations” and  “persomal
communicalions” may nol uscd as refcrences,
although rcferences 1o wrilien, ol oral,
communications may be inscried ( in parcntheses)
in the text. Include among the references papers
accepled but not yet published; designate the
journal and add “In press”. Information from
manuscripls submitted but not yet accepied should
be cited in the text as “unpublished obscrvation™
{in parcnihecscs)

PARISTAN JOURMAL OF HEALTH wOL 33 HD 1 -2
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The references must be wverificd by the
author(s) against the original documents.

Examples of correct forms of references are
given below.

Articles in Journal

1. Standard journal aricle (List all authors, but if
the number exceeds six give six followed by et al.)

You CH. lee KY, Chey RY, Menguy R.
Elccirogasirographic  study of patients  with
uncxplained nausca, bloaling and vomiling,
Gastroenicrology 1980 Aug; 79(2)3114.

As an option, il a journal carries continuous
pagination through out a volume, the month and
issuc number may be omilted. You CH, Lee KY,
Chey RY , Menguy R. Electrogastrographic study
of paticnts with uncxplained nausca, bloating and
vomiling. Gastroemerology 1980;79:311-4

Goalc AM, Haynes AR, Owen MJ, Farrall M,
James LA, Lai LY, ¢ al. Predisposing locus for
Alzhcimer's discasc on chromosome 21, Lancet
1989;1: 352-5.

2, Organization as author

The royal Marsdon Hospital Bone Marrow
Transplantation Team. Failure of syngencic bone
marrow graft without preconditioning in post-
hcpatilis marrow aplasia. Lancet 1977,2: 724-4

3. No author given

coffec drinking and cancer of the panercas
[editorial] BMJ 1981:283:628.

4. Anicle in u foreign language

Massonc L, Borghi S, Pestarino A, Piconi R,
Gambini C. Localisations palmaires purpuriques
de la dematite herpetiforme. Ann  Dermatite
venereol 1987;114:1545-7

5. Volume with supplement

Magni F, Rossoni G, Berti F. BN-52021 protects
guinca-pig from hcart anaphylaxis. Pharmacol Res
Commun 198820 Suppi 5:75-8

6. Issue with supplement

Gardos G, Cole JO, Haskell D, Marby D, Paine
55. Moorc PP. The natural history of tardive
dyskincsia, J Clin Psychopharmacol 1988,8(4
Suppl): 318 375.

1. Volume with pan

Hanly C. Metaphysics and

psychoanalytic  perspective.  Int
1UHA;69(F13):389-09

H. [fssue with part

Edwards L. Meyskens F. Levine M. Elfcel of oral
isotrctionion on  dysplastic nevi. J Am Acad
Dermatol 1989; 20 (2 pt 1): 257-60.

innalencss: a

Psy choanal
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G Jesie with no volume ’
Baumcisler A, Origins and control ¢

enl
stercolyped movements. Monogr Am Assoc N

Declic 1978;(3):353-84.
10, No irsue or vilime
Danock K, Skiing in an
medicine. Nord Medicinhist Arsb |

11, Pagination in Roman aumerals . 5
Ronne Y. Ansvarsfall. Blodtransfusion till e

paticnl. Vard[lacket 1989, 13:XXVI-XXVIL

12, Type of article indicated as needed

$pargo PM, Manncr JM. DDAVP and open hcarl
surgery |letter). Anacsthesia 1989;44:363-4, :
Fuhman SA, Joiner KA. Binding of the third
component of complement C3 by Toxoplasma
gondii [abstract). Clin Res 1987,35: 473A.

13. Article containing retraction

Shishido A. Retraction notice: Effcct of platinum
compounds on murine lymphocyle milgencsis
(retraction of Alsabli EA, Ghalib ON, Salem MH.
In: jpn J Med Sci Biol 1979;32:53-65). Jpn J Med
Sci Biol 1980;33:235-7.

14, Anicle retracied

Alsabti EA, Ghalib ON, Salem MH. Effect of
platinum compounds on murine lyphocylc
mitogenesis [Retracled by Shishido A, In: Jpn )
Med Sei Biol 1980,33:235-7]. Jpn J Med Sci Biol
1979;32:53-65.

15. Article coriaining comment

Piccoli A, Bossalli A. Early steroid therapy in IgA
ncuropathy: still an opcn question [comment],
Nephron 1989,51:289-91. Comment on: Nephron
1U88:48:12-7.

16. Anticle commenied on

Kobayshi ¥, Fujii K, Hiki Y, Taleno §, Kurokawa
A, Kamiyama M. Sicroid therapy in A
ncphropathy: a retrospective  study in heavy
prmcinuric CASCH ISL‘.E.‘. mmmgnls]’ Nﬁrll'll{m
1988;48:12-7. Comment in: Nephron 1989:51:289.
91.

l?h T‘nfcfc with published arraium

Schoflicld A. The CAGE ucslionnal
psychological health |Puhiiﬁhmicérralum ﬂd[::;arzljl:
Br J Addict 1989,84:701| Br J Addict 1988:43:761-4

d through the history of
GHZ:B6- 100,

Books and Other Monographs

18. Personal authars)

Colson JH.Armour WJ. Sports inj
treatmenl. 2nd rev, ed. London: §,
19. Editor(s), compiler as guthor
Dicncr HC, Wilkinson Me, editors,
headache, New York: Springer-Verl,

uries and (heir
Paul, 1956,

Drug indyceqd
1, 1088,

PAKISTAN JOURNAL OF HEALTH VOL 33 Ng, a

Toxic Substances Contro

LHIFORM REQUIREMENTS FOR MAK {
l:llcm :
y |

), EIrgnitzapon Uy author and publishey

Virginia Law Foundation. The medica) ,

implications of AIDS Char lottesyille: .

Foundation, 1987.
91, Chapters in a book
Weinstein L, Swartz MN. Pathologic properg,,

“"b |

invading microorganisms. In: Sodeman wy |

2 an WA, cdilors. Pathologic phys
:::I{:l:l?ninms of discase. Phlludclphiu:%:ﬁl&%
1974:457-72,

22, Conference proceedings

Vivian VL, editor. Child abusc and negleg. ,
medical community response. Proceedings of (p,
First AMA National Conlcrence on Child Abyg,
and Negleet; 1984 Mar 30-31; Chicago. Chicage:
American Medical Association, 1985,

23. Conference paper

Harley NH. Comparing radon daughter dosimiric
and risk models, In: Gammage RB, Kaye SV,
cditors. Indoor air and human health. Proceeding
of the Scventh Life Scicnces Symposium; 1984 Oa
20.31; Knowville (TN). Chclsca (MI): Lew i,
1985:069-78.

24, Sciemtific and technical report

Akutsu T. Tolal hecart replacement devic.
Bethesda (MD): National Institutes of Healh,
National Heart and Lung Institutc: 1974 A
Report No: HIH-NHLI 69 2185-4.

25, Dissertation .
Youscf NM. School adjusiment of children wilh
congenital heart discasc [dissertation]. Pittrsb?
(PA): Univ of Pittsburgh. 1988.

26, Patent A
Harred JF, Knight AR, Meclntyre JS, invenlo™
Dow Chemical Company, assignee. Epoxidati®
Process. US patent 3,654,317, 1972 Apr 4.

Other Published Material

21. Newspaper article d
Rensberger B, Specter B.CFCs may be d““r?c
by matural proccss. The Washington Post
Aug 7:Sect. A:2(Col, 5)

8. Audiovisual

AIDS  cpidemic:  the  physician®
[Viderorecording]. Cleveland (OH): Aul
Medicine of Cleveland, 1987.
29. Comprter Jile 500
chfil syslem  [compuler  program L M
version. Edwardsville (KS): Medi Sim. o

30, Legat material

;|.1k
my ﬂ!

ct: Hearing o if”"
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Tahle

Type each table double spaced on a separale
sheet. Do not submit tables as Photographs.
Number tables consecutively in the order of their
first citation in the text an supply a bricl title for
cach. Give cach column a short or abbreviated
heading. Place explanatory maller in [ootnotes,
not in the heading. Explain in foolnotes all
nonstandard abbreviations that are used in cach
table. For footnotes use the following symbols, in
this sequence: *. f, 5, § 0 L "7 .. -

ldentily statistical measure of variations such
as standard deviation and standard error of the
mcan.

Do not usc internal horizontal and verlical
rules.

Bc sure that cach table is cited in the text.

If you usc dala from another publishcd or
unpublished source obtain permission and
acknowledge fully.

The use of too many tables in relation to the
length of the text may produce difficultics in the
layout of pages, Examine issues of the journal to
which you plan to submit your paper lo estimale
how many tables can be used per 1000 words of
Lext.

The editor, on a acccpling a paper, may
recommend that additional tables containing
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importani backup data too extensive Lo publish be
deposited with an archival service, such as the
National Auxiliary Publication Service in the
United States, or made available by the authors, In
that cvent an appropriate statement will be added
to the text. Submit such tables for cosideration
wilh the paper.

Wlustrations

Submil the required number of complele sels
of figures. Figures should be professionally drawn
and pholographed; frechand or  (ypewrilicn
lettering is unacccplable. Instcad of original
drawings, rocnigenograms, and olhcr material
send sharp, glossy black and white pholographic
prints, usually 127 X173 mm (5 inch), but no
larger than 203 X 254 mm (8 X 10 inch), Lellers,
numbers, and symblos should be clear and cven
throughoul and of sufficicnt sizc thal when
reduced for publication cach item will stll be
legible Titles and detailed explanations belong in
the legends for illustrations, not on the
illustrations themselves,

Each figure should have a label pasted on ils
back indicaling the number of the figure, author's
name, and top of the figure. Do not write on the
back of figures or scratch or mark them by using
paper clips. Do not bend figures or mount them or
cardboard.

Photomicrographs must have internal scale
markers. Symbaols, arrows, or lclter used in the
photomicrograpphs should contrast with the
background.

If photographs of persons are used, cither the
subjects must no be identifiable or their pictures
musl be accompanicd by wrillen permission Lo use
the photograph.

Figurcs should be numbcred consceutively
according lo the order in which they have been
first cited in the text. If a figure has been published
acknowledge thc original sourcc and submit
wrillen permission [rom the copyright holder to
reproduce the material. Permission is required
irrespective of authorship or publisher, excepl for
documents in the public domain.

For illustrations in color. asccrtain whether
the journal rcquires color ncgatives, positive
transparcncics, or color prints. Accompanying
drawings marked to indicale the region to be
reproduced may be usclul to the editor. Some
journals publish illustration in color only if the
author pays for the cxtra cost.
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Legends for lllustrations.

Type legends for illustration duu!ﬂc spacm;h
starting on a scparatc page, with Arabic numcrals
corresponding to the illustrations. When Symbqisr
arrows, numbers, or letters arc used (o [dcnllfy
parts of the illustrations, identify and EI]J]ﬂ‘m each
onc clearly in the lcgend. Explain the mtcrnlal
scale and identify method of slaining In
photomicrographs.

Unit of Measurement

Measurcments of length, height, weight, and
volume should be reported in metric units (meter,
kilogram, or liter) or their decimal mulliples.

Temperatures should be given in degrees
Celsius. Blood pressurcs should be given in
millimelers of mercury.

Al hematologic and  clinical chemistey
measurcments should be reported in the metric
system in lerms of the International System of
Units (S1). Editors may request that allernative or
non-SI units be added by the authors before
publication.

Abbreviations and Symbols

Use only slandard abbreviations. Avoid
abbreviations in the title and abstract. The full
term for which an abbrevialion stands should
precede its first use in the text unless it is a
standard unit of measurement.

Submission of Manuscripts

Mail the required number of manuscript
copics in a hcavy paper envelope, enclosing the
manuscript copics and figures in cardboard if
necessary, lo prevent bending of photographs
during mail handling. Placc photographs and
transpa n:ncic‘s in a scparale heavy Paper eavelope

Manuscripts must  be accompanicd hy :1
cavering letter signed by all coauthors, This must
include (a) information on prior or
publication or submission elsewhere of a
the work as defined earlicr in this doey
statement of linancial or other

duplicate
ny part of
ment, (h) g
relationships that

il

UNIFORM REQUIREMENTS FOR muﬁl‘.‘ﬂj

might lcad to a conflict of interest; (c) a Stalemgy
that the manuscript has been read and appr
by all authors, that the requiremenis |

a;uhnrship as previously stated in this dﬂcum':nh
have been met, and furthecrmore, (hy cach
coauthor believes that the manuscript Tepresen)s
honest work; and (d) the name, address, and
telephone number of the corresponding author,
who is responsible for communicating with
other authors about revisions and final approva) of
the proofs. The letter should give any addition;
information that may be helplul to the editor, such
as the type of article in the particular journal he
manuscript represents and whether the authors(s)
will be willing to meet the cost of reproducing
color illustrations.

The manuscript. must be accompanied by
copics ol any permissions Lo reproduce published
matcrial, 1o usc illustrations or reporl sensitive
personal information of identifiable persons, or to
name persons for their contributions.

Participating Journals

Journals that have notificd the Intcrnational
Commitice of Medical Journal Editors of their
willingness to consider for publication manuseripts
prepared in accordance with carlicr version of the
commillee’s  uniform  requircments  identily
themselves as such in their information for
authors, A full list is available on request from the
New England Joumal of Medicine or the British
Medical Joumal. Citations of this documens
should be 10 onc of the sources listed below.

International Committee of Medical Journ?
Editors. Uniform requircments for manuseript
submitted 1o biomedical journals. N Engl J Mg
1991; 324: 424.3.

_International Committce of Medical _mur.n-'ﬂ
Editors. Uniform requircments for m;mu-‘-ﬂ"Fl;
submitted 1o biomedieal journals. BMJ 1991 o
9302(6772), :

This documen i not covercd by copyright: it
may be copicd or reprinted without permission
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TEACHING HEALTH ECONOMICS TO MEDICAL
PERSONNEL FROM DEVELOPING NATION

JOHN LLOYD
South Bank University, Londan, U. K.

This article sceks to outline some of the major
lessons learnt, as a result of the tutor’s experience
ONER LY LS Al a time when the role of
economics, especially in the financial ficld, is
playing an increasing role in the management
Lraining of doctors and others, allempts arc made
to point the way to more elfective and realistic
learning in the arca.

The content (and the literature) programmes
tend almost universally to cover the twin paths, of
the macro environment, development and health
and the micro analysis of health care and decision
making. However, significant dillcrences of
emphasis and approach exist within this overall
framework. Onc exireme and limited option,
which draws heavily on the North American
model, relics extensively on the structure-conduct
and performance model, to demonstrate different
outcomes fro health care practice and policies
under various assumptions of competitive and
monopolistic provision.

Clearly this sophisticated model building
approach which focuses upon the hospital and
physician as the major agents, has valug in lerms
of academic model building in the contcxt of a
wealthy, private cnler prise socicty. It is inlcresting
Lo appreciate how <uch models can predict, and
hence reinforce, cerlain common Sense resulls
likely to arisc in differing situations. The resulls of
prganisations operaling with  non-for-profit
objectives leading 10 guantity maximisali::u..nr !h::
physician control model reveal some sﬂghmlncatmn
in analysis, but do not translate Lo casily to n“"."
nations and cultures. It can also be argued that in
sociclics where the information base is mu
weaker, it is of little valuc.

An allcrnative dircetion 15 @ more
“introductory” approach, emphasising the wealth

PAKISTAN JOURNAL OF HEALTH vOL 33 MO 1-2

of knowledge behind economic concepts rclating
to hcalfh and health care, the uscfulness of
cconomic analysis and cspecially the cconomic
evaluation of health care programmes. Clearly for
students of cconomics, there is much of relevance
but for managers and planners in developing
countrics, charged with dealing with the
practicalitics of difficult situation, often with litte
information or organisational support, perhaps a
more broad hased and less theoretical perspective
is likely to be of greater use. Such an approach is
taken by a morc focuscs vicw, which takes
planning in its widcst scnsc - a5 the major theme,
and sccks to utilisc an economic approach 1o
icucs of management and planning. Given the
general usclulness of the planning concept, lo
“managers” at all levels of the health care system,
from national planncrs to thosc with responsibility
for directing hospitals and rural clinics, an
approach which relates and uscs ‘cconomics’ in
such situations. can provide a very usclul
framework for so many decisions.

The planning scenario also allows for a dircct
link to macro and micro issues the (planning of)
macro development process, and the (planning of)
health carc decisions. It alsp permits a very
[ cconomics a rangc of situations,
demonstrating il relevance  and limitations,
allowing for a basic cconomic approach to decision
making, without concenlraling  over much on
sophisticated technigues such as cost-benefit
analysis and quality adjusted lifc ycars. The
methodology underlining such ‘techniques’ of
course, is a valuable addition to the “health

practical usc ©

managers” armoury but decrcasing returns can
quickly oceur with a highly technical level of
miled number of

knowlcdge, unless required by a li
‘cxpcﬂ' USErS.

%] CamScanner



10

My own expericace has led me to a policy :.1I'
: i h, using economic
using a planning approach, e pre
concepls and idcas in practical situalions s
always secking to contrasl an : cconomisl’s
approach with the other important influcnces on
decisions faced by operators in the ficld, The
lonely manager is always faced by other powcrful
influences, political and emotional at all levels of
an organisation, bu can be well served by a
generalist approach secking always to weigh up as
best s/he can, the relevant costs and benefits. Su.ch
© an approach, on a community level, so ofien Mics
in the face of the more ‘individualistic’ approach of
clinicians, to best serve ‘the patient’ before them
and seeking scientific ang objective diagnosis, It is
also in contrast with (he realities of much decision
making based upon rank and powcr, in which
individual clinicians have a voice, which normally
carries considerable weight,
Participants’ reactions both 1o such conlent
and methodology, as well g o the style of
Presentation, tent to follgw a predictable fashion,
Initially there js much concern i

necessary  jp
information gn
still limited,

In similar vein, Parlicipanis especy
Can sometimes rcact
which can seom to limj
freedom, Problems seen
:Iinlica.l lerms, through the ‘prmri:ll:r's
nolions of elficiency inn lerms of
Communily henefi can tak
time to establish, The very
many siluations cgp make
rather pointless and (img
course, such scarcity should maje n
inelficiency - opcrational o allocaiye &

unacceplable. The VErY stron : N Mo
the heavy establishmen biaE nmrcd::c:i Inbb:,r and

SChior medicy)

Such exerej

PAKIETAN JOURNAL op HEALTH v Buo g,

Personnel can alsg mean (hy MY i s
of current medical orthodg r::"““i'ﬂ,‘
Additionally, and close relatey lo :;:’.l: pqu
that litle changes is possible anyw, el l&&‘.
Decisions relating 1o msuurm}:“ !
investigations (o Compare Acivigy l?gii"hf
resources across and iy, i fog . W
provoke interest, byl be diﬁmiw:d f:‘h "h
relevance in situationg where d¢ﬂisium I o i{|
arc always ‘political’, This may wel] 0 chy |
hospital level, where the Meg, Supor 2k
or Dircctor has medica qualificagigp u::“h
conlrol over 50 many degje: i
lcchniqulcs arc importani mﬂnag{:-;i;]jl :
‘economic’ can only play an impartang rale
the  fange  of other ‘manageriyp skill |
ncgotiation, leadership, COMM Unjgg(jgge
political 'sense’ can also be broughy jno Play, Ay
lutor failing 1o stress such a theme, j5 guilly ¢ |
failing 1o understand (he organisationa| réalilieg of '
decision making, ;
Clearly the teaching style adopied Wi b |
partly dirceted by the specific siluation of i |
Programme, In general though and particularlyp |
able 10 confrant the rcactions alrealy
described, an apen learning, pariicipative siyk i
recommended, Wik many group contaising
from  different counlrics, i
professional Eroups, particular cfforts need to be
made to encourage open and (rank debate, Somt
members may initially e unwilling to challesgt
the views of more scnior doctors, or [0 ““,‘
Crilical vipw of their own health systems 1N
internatipnal debate. Cultural factors can m“:
that womep Participants may not wish to (ake u:,
Icadcrs.hip role, unless a BHPFﬂ”i“:" and ﬂup
thrcamning allitude is cstablished within lh:dﬂ:z ;
al a very carly siage, Perhaps accustam man
more formal, lecturcr-student relationship callod
Participants may e challenge the s0
“cxpery” role of (he' tutor, and will hcm
comforiable with the lecture, model '::.:iir
ormat. In Parlicular, the assumed g 1o
the surgeons ang physicians, in ”I“Imnfc_a
[ " i " I
administragjye: role of the public health p
also needs to be (ackled carly on. af e
lechnology ang reproduction facilitics €17
Make endiegs notc taking less than vital- uilf

g
It is Noticeable (hat concepls such B e d

s ¢
and fairness gpq of the paraded 85 ‘:n il
Individya) country’s systems, but seem Uy

: me
houghy QUL in analytical or measurc
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when debated. The pattern of *free’ clinics, under
resourced and under-utilised, a model repeated in
numerous situations, is often only reluctantly seen
to be inefflicient and also inequituble and unfair.
Through the use of case studies, busincss exerciscs
and the individual knowledge and expericnce of
the parlicipanls, a challenging and rclevant sct of
scenarios can be established. Ofien it is possible to
draw out wonderful examples of ‘good practice’
being followed in such difficult situations, where
high level of operational efficiency and customer
salisfaction is being achicved as a result of
individual thought and planning by those with no
formal management or economic training. The
personal commitment and extraordinary hard
work delivers a successful health programme even
under the most difficult of circumstances. Such
success slorics can also provide a very welcome
antidote, to the more circumspect line of cconomic
enquiry. :
By adopting a parlicipative, problem posing
approach an involving the discipline of economics
in tandem with other skills and disciplines, it is
possible to have a multi-disciplinary approach
which can relate to organisational an cultural

PAMISTAN JOURMNAL OF HEALTH YOL 33 NO.1-2

issucs. The relevance and vital importance of the
information gathering and use cven in a quick and
rcady fashion can strip away many of the
preconceived ideas and superficial judgements,
The very process of working through evaluative
cases is 50 oflen more valuable than the final out
come achicved. The question of value judgements
must not be underestimated, but its role made
morc explicit in decision making process. Finally,
be left [rustrated by their inability to employ newly
lcarned lessons and techniques, when they return
to their places of work,
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DOTS: WORLD HEALTH ORGANIZATION RFJ‘CGMMEN
TUBERCULOSIS CONTROL STRAl EGY

DED

WUAHMMAD AMIR KHAN, MUHAMMAD HUSSAIN KHaN

Association for Social Development,

Backgroung

Tuberculosis is an ever increasing discuse in
developing countrics', and was declared o global
emergency by WHO in April 1993, Despile the
availability of clective drug regimens,  (he
treatmen completion rale varics widely and s
gencrally poor in mesy of the developing counlrigs,

© poor compliance (usually defined as (he
exient to which Patients behavigyr coineides with
medical advice) js 5 major problem, leading 1o
chronic  disease

mulli-drug resistance,
continued Lransmissign?,

Faced with the problem

Proven gnd cosl
a lorm of

elfective Tp
Tb. control, works by

supervised care for
Cnsuring (hy( 5 Continuoyg

supply of Ireatment jg availahle | the paticnt,
mfnrrnalinn

logether with Cncouragemeny gpg
Necessary to assis him /her take that treatmen
until (s)he is cureq,

Assumplign underlying Do Approach js; at
human nature i unrcliablc, i

[ appropriaye
The a

FBUMENLS presengey in
includes:

lavour of DOT;

Colrse C
led 10 the i

d enh i i
of distriet healgh con s the role

ind {he COMmuypj ;.
in tubereulogjg Cimnlrg), Lo
The argumens Presented aging DOT; includgs.
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Direciorate TR Control, Pakisian

(b) additional {unjusliﬁﬂhln} CXpengg |,
services, b) potential for driving (p, s
into the private seclor, ang

hu {

€) inversigy 0 |
basic human right by (req i

pulicnts gs guilty unil Proven innoggy

Possible ways of offering DO,
i) Healih fucllity bused:
 a) population ;

i) Henlth Worker by
a) availability of 5

dequate numbers of ey
workers with cery

ain desirghle characterisiis,

adequale supcwisionfmutivaiinnfnwm
5¥slems, i

i) Communlty e

availability of ¢

a) able and v

People with [

d:  The approach relis o
Ommunity volunteers wha are
illing to provide assistance o
uhcrculusis, and b) are knoun
both (g the healtp facility stalf and the
Paticnts, Thege may include fﬂ"“‘-‘:r,TE
paticnis, leachers, Jocal NGOs, tradition

iv) F A lamily member is F“‘:ﬂ
% 2 treaiment supervisor. Formalizing i
relationgh; between (e palient, ﬁ::“c
SUPCIViSOr and oy facility may go §
Way lowards Encouraging cﬂrﬂl'lm'fﬁ
reatmeny, This form of DOT w i
Particularly Mportant where health ¢
are poorly chcli:-pc:d, and stigma is m;:h!rﬂ“

It may Particularly appropriate for ¢

With T, atuall

N of thege four strategics arc ™ Ly

Xclusive, o healgh Facility may offer all four s

At Minaling according III: i

paticnt  and “":; cis

d jointly make the de

tlor a particular patient.

L

(& comsconncs

ling tuberayyy, |

This is morg fgyy
15 dense, b) heal .

sed: The approach needs |

|
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WHC RECOMMENDED TUBERCULOSIS CONTROL STRATEGY

DO Experiences in other countries:

Although, direclly observed treatment has
shown encouraging resulls in some parls of the
world including South Africa’, Tanzania, New
York and China® etc. Yet surprisingly fow
countries are implementing WHO's proven and
cost eflective Tb. control stratcgy’,

South Africa: Eighty ninc percent of surviving
palicnts completed six months fully supervised
twice weekly treatment through the use of unpaid
non health workers as  community  based
supervisors?.

Tanzania: One of the first to demonstrate that
Tb can be controlled in poor countries through the
use DOTs. In pilot projects cure rates increased
from 43 pereent o nearly 80 percent®.

New York: Morc than forty percent of Th.
patienls now reccive dircetly observed treatment
in New York. The number of cases lost to lollow
up decreased by more than twelve lold ([rom 1991
o 1993).

China: Pilot project in five countries, ncar
Beijing, achieved astonishing cure rate of 94
percent. Although the program has expanded Lo
almost half of the counlry, but cure rale remains
very high i.e. more than 90 percent.

However: experiences in these few countries can't
be generalized, without further assessment, 1o
other developing countrics, duc o the wide
dilference in context.

DOT’s in Pakistan:

Pakistan is among 30 pereent of countrics in
the world, where luberculosis control policics
rccommended by WHO and the IUATLD
(International Union Against Tuberculosis and
Lung Discasc) havc been adopted.

In recently developed nalional guidelines
{March 1995), the dircclly obscrved treatment
short course (DOTs) has been adopted as a
strategy for tuberculosis control in Pakistan!”,

The Dircctorale Tuberculosis Conirol
Pakistan in collaboration with provincial health

PAKISTAN JOURNAL OF HEALTH VOL 33 M0 1 -2
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aulhoritics has alrcady launched DOT Pilols in
sclected districts of Pakistan, The Dircctorate in
collaboration with  Association for  Social
Devclopment, an NGO, is also involved in an
operation rescarch/development projeet Lo assess
the cfleclivencss and the [casibility of dircctly
observed trcatment, and to develop procedures
and materials for clfective implementation of
DOTs.

Despite these on-going elforts of making Th.

* Control more cffective, there is a definitc nced

lo: a) [urther strengthening of NTP
infrastructure, b) developing procedurcs and
malcrials for clfcclive implementation of DOTs,
¢) eslablishing ways and means o cffectively co-
ordinate the Th, control activilics at various levels,
and d) strengthening the capabilitics of the
government  health  faciliics and the privale
medical practlilioners,

1. World Bank Investing in Health: World
Deveclopment Report 1993 Oxford University

Press
2, Twumasi P. Non-compliance  with
tuberculosis  treatment:  the  Kumasi

experience Tropical Doctor January 199G F:
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1995 Geneva; WHO
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7. WHO Report on the Tuberculosis Epidemic,
1995 Geneva: WHO

8. Wilkinson D. compliance with tuberculosls
treatment In a rural district Tubercle and
Lung Discase 1995, 76: 180-81

9 Thc Tanzania Nationmal Tb./Leprosy
Program, IUTALD and WHO Tb. Program.

10. National Guidclines for Tuberculosis Control
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NATURAL FAMILY PLANNING

A LITERATURE REVIEW

SHAHEENA MANZOOR AND _Rn.um T;:?Hﬁﬁ USMANI
Department of Maternity & Child Hea
Institute of Public Health, Lahore

Summury

Natural Family Planning (NFP) Is a refinement of Non-Supply methods known to manking fyr
cenlurics. NFP relles on the knowledge of reproductive physiology and Its use to contrg)
fertility. In a country like Pakistan where religlous bellefs and social taboos, coupled wigy
logistics problems reluting to contraceptives, result in low l:nlﬂrfu:l.'lrtlvt Prevalence Rute
(12%), NFP can be promoted as an alternate and adjunct method of Family Planning, NFP jg
not only cost-elfective in the long run, but its effectiveness Is not less than the traditlonal
methods of Family Planning. A thorough review of contemporary literature on the topic of
NFP was done and relevant and useful abstracts reproduced in o briel article,

There is wide disparity between women's
knowledge and use of contraceptives in Pakistan.
While 78% of currently married women report
knowing at least onc method of contraceplion,
only 21% have ever used a method, only 12% are
currently doing so. (1)

Some  factors  responsible  for low
contraceptive prevalance rate quoted in a study
are:

L. Inadequate and interrupled supply  of
contraceptives nol mecting the demand,

2. Religious beliefs, discouraging contraceplives
use.

3. Fear of side cffects of modern contracep-
lives.(2)

Natural Family Planning (NFP) is a term used
to describe methods of planning or preventing
pregnancy based on  obscrvalion of naturally
occuring signs & symptoms of feriile and infcryjle
phascs of the mensiryal cycle. People who use
NFP to avoid or delay pregnancy abstain from
inlcreourse on  potentially fertile days. It s
imporiant o note that NEP is ney a method of
contraceplion  bul  rather d Iﬂchniqu: for
determining the fertile period - ABSTINENCE
DURING THIS PERIOD IS wyar
PREVENTS PREGNANCY.,

A chart produced by the United Malions
Secretariale on world contraceplive yse in 1987

PAKISTAN JOURNAL OF HEALTH VOL. JAND 1.5

shows that, on avcrage, 25% of couples in the
reproductive age group in developed countrics rely
on “non supply” mcthods, i.e. rhythm and
withdrawl, for contraception. In more detail the
slatistics for the United Kingdom show that
although only 7% of women usc the Intra Utrine
Contraceplive deviee(IUD), “NON SUPPLY"
methods are used by 8% (3).

The desire of many modern women to liberate
their bodics from the dictates of drugs and doctors
had led some (o takc a closc look at the natura
method of family planning, In the past, ignorance
and distrust made members of the medica l
prolession, and conscquently their clients, rejed
nalurifl mcthods, bul (his situation is nO¥
changing, largely as a resull of public demand and
modern  scientifie discoverics about how (¢
reproductive system works, ;

Today, natural methods are being increasing
and sucmy.l'ul]j.- used h_'f mupius in wslﬂfﬂ
cultures, nof 4 jn preceeding decades for moral
religious reasons, bul for reasons of ccology 27
heallh,

Natwre has provided women with a high?
ellective, bujl-in system of fertility regulation-
ﬁf‘h’: for M5ers of natural family planning
_:.' ¢ this natury| birth control system 4P i
; MINALE the negd for artificial inputs to the wh]ﬁ
PUrprisingly few women realiz that they ar
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FAMILY PLANMING

ufu:civc lor only a few days each month and
cat e as possible, with increasing accuracy (o
puage the timing and duration of the fertile period,
Henee, NFFP offers a RISK-FREE, RELIABLE
AND, MOST IMPORTANT OF ALL, A
FOSITIVE  APPROACH TO  FAMILY
FLANNING. These methods are devised to work
with, rather than against, the natural cycles of a
wamen's body

Advontages of NFP
Methaods include the Following :

NFP can be uscd either to avoid or to achicve
Pregnancy,

There arc no physical side cllccts,

The correct usec of NFP mcthods increascs
scll-awarcness  and  knowledge of  human
reproductive lunctions.

Users develop sclf reliance.

NFP use can promole involvement of the
man, and cooperation, communication and sharcd
responsibility of the couple for family planning,

NFP services can be provided as a scperalc
service or as part of an cstablished health and
family planning or communily agency programmc.

Delivery of NFP scrvices is not dependent on
medically qualificd personncl.

Disadvantages of NFP
Methods Include the Following :

When NFP is used (o avoid pregnancy, some
couple experience emolional stress as a result of
the need to abstain from intereourse for between 8
and 16 days, depending on the method they use.
Tension may also be caused by unccriainily aboul
the effectivencess of the methods.

At present the four natural methods used for
family planning are:

1, Calender (Rhythm) Method

It is a mcthod for preventing pregnancy by
identifying the fertile days of a woman eycle. The
woman calculates the begining of her fertile period
based on the knowledge that:

Ovulation occurs 14 days before the onscl of
her next menses.

The ovum is viable for 24 hours.
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Sperms remain fertile from 48-72 hours.

The fertile or unsalc period is taken lo be
bct?-'ccn 11 and 18 days belore the next menstrual
period. To estimate this the first unsale day is
obtained by deducting 18 from the number of days
in the shortest of the last 12 cycles and the last
unsale day by deducting 11 from the number of
days in the longest cyele of the last 12 cycles. For
example, il the shorlest cycle is 25 days and the
longest 31 days, the caleulation is (25-18) and (31-
11) the fertile phase would be eonsidered to last
from aboul day 7 until day 20. During her fertile
Funsafc} days shc would have to abstain from
intercourse Lo avoid pregnancy. Safe period is days
1-6 of slarl of the cycle and from 21 10 27 days of
the eyele.

This method is effective only in women with
tegular periods.

2, Basal Body Temperature (BBT)

A woman using this method must take her
body temperalure every morning for 3.5 minute
before getting out of bed and cating any food. She
has to be taught how Lo read the thermomeler and
reeord the daily reading, She will notiec an
incrcasc in lemperature (0.2 - 0.5 C) begining soon
after ovulation. The temperature may drop slightly
about 12-24 hrs belore ovulation. The BBT
remains clevated until the next menstrual period.
The women must ake accuralc measurcmenls
with a special thermometer to deteet this slight
incrcase  and rccord  temperalure  on an
appropriate chart.

When the BET method alone in used, the
couple should abstain [rom day onc until three
days after the lemperaturc  increascs.
Alternatively, anolher backup method can be used

during this time.

3. Cervical Mucous Method

A woman using this method obscrves and
records every day the changes in her cervical
mucous. Typically, a woman may observe no
mucous for 2-3 days alter her menstrual blecding
ends. Then when cervical mucous appears, it is
sticky and pasly, and is [rom yellow Lo white in
colour. As ovulation approaches, the mucous
increascs in quantily, becomes clear in colour and
wetter so thal it can be stretched between two
fingers. Aller  ovulation, thc mucous agan
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beeomes sticky and pasty and d“aw]hcs u::
quantity. In or Lo avoid pregnancy, the coup E m @
abstain on all days when the woman nolices lhlr
presence of mucous until the fourth day after the
peak sympton day (the day ol wetlest mucous).

4. Sympto Thermal Method

Sometimes the BBT and the cervical mucous
method are combined; this is known as
Symptothermal method.

The more recently developed methods identily
the fertile period from either the basal body
temperature or the characleristic of the cervical
mucous or both, These primary signs may be
complemented by olther signs detected by the
women as rccurring in her own pattern of lertility,
for example, breast sensitivity, abdominal pain,
intcrmenstrual blecding and changes in the
posilion, opening and texture of cervix.

The use of a natural family planning mcthod
requires a period of abstinence from intercourse at
the lime the woman is fertile. The length of
abstinence varies depending on the length of
woman's cycle, the signs and symptoms in the
cycle, and the method used. Some couples, if they
have choscn NFP mcthods for reasons other than
religious ones, may choose Lo combine lertility
obscrvations with cffeetive barricr methods during
the fertile time, rather than abstaining from scxual
intercourse. However, as this is the lertile lime,
one limilation against this course of action is that
there is an increased risk of pregnancy should the
barricr method fail. Also, the use of spermicides
interferes with mucous obscrvation.

It will not be out of place 1o mention bricly
about NON-SUPPLY METHODS OF FAMILY
PLANNING i.e,

(1) Coilus interruplus or withdrawl,
(2) Breast [eeding.

Withdrawl is a crude and ancient method of
natural family planning, This particular method
(the only contraccplive method known) was
practiced by companions of Frophet, and he knew
and did not forbid it (Jabir). The practice should
have the mulual consent of the couple-According
to the Prophet’s ruling” a man musi ney praciice
withdrawl with his wile without her consen (Aby
Dawood}. (2)
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Breast Iecding is naturc’s way o
children by drlaying the return of mm;ﬁ%
and fertility, In many developing COuirigs i
family planning services arc not widely ﬂ'-'aitahft
breast feeding is often !.hc c.ml ¥ Way 10 space m L
Exclusive breast feeding is more refighy,
method of child spacing during the firg; ¢ m“nLh‘
pust partum. ;

The three breast feeding practices (hy ik
(o have the greatest influence or lactafiony
infertility arc the lollowing,

The degree of exclusivity of breast leeding o,
the supply of breast milk unsupplemep o
with other foods or liquids,

-~ The duration of breast leeding or the numpg
of weeks or months the mother breast feog

her baby.

-- The frequency or the number of times (h

mother breast feeds her baby in a 24 hoyr
period. (7)

Elfectiveness of NFP

The cllcctiveness of many reversible methods
of lamily planning depends both on how the users
understand the mothods and on how well they use
that knowledge. Most family planning methods
have a thcorctical failure rate of 5% or loss.
Natural family planning methods also have a
theorctical failurc rate of betwcen 1% and 5%
depending on the methods used (4).

Cost Effectiveness

The NFP users must be taught o usc the
method and this can be cxpensive. Often, one
lt:av.:h-_:r lcaches onc user or couple, at a time:
Training can take 3-4 months (or cycles) and
nstructional materials (charts, booklets, usef
record charts, ete) are required.

However, some aspects of NFP may offsct
cost of lraining, NFP instructors nced nol
medically trained, Ofien, successful NFP ysers
olfer (or can be fﬂEIUiiEd} to become MEF
lcachers and 1o tcach as unpaid voluntcers. Onct
the ‘methods have been learnt, the cost ©
continued use is low ginen the uscr only nce
PCI!I'.I.I,I T paper chart and a thermomeler
recording basal body Temperature.

(L8

CamScanner



TAMILY PLANNING

: Delivery

The first concern in NFP service is always
sether the natural methods will be aceepied by
potential family planning uscrs. In some cullures,
the socal attitudes of the pecople may make NFP
acceplable; Indecd rcligious and ethical belicls
may mean that NFP is the only option some
people will consider using,

The literacy level of the users will affect the
way in which any [amily planning mcthod is taught;
in general, the morc literale a population, the less
difficult it is to tcach a method. Perhaps more than
any other method, NFP is based on cducation.
However, this docs nol mean that a user must be
able to read. llusiraled instructional and uscr
meterials have been developed for NFF and used.

The New Technolugies

The two main problems for couples using
NFP are the daily chore of observation and
charting and the subjeclive asscssment of her
fertility by the woman. There have recently becn
rapid devclopments in technologics to detect the
fertile phase in the cycle.

Technology can [ail or err, and in such
circumstances, il is the basic knowledge of fertility
and scxualily which can comc lo the rescue.
However some noteworthy inventions are:

(i) Urinary dispticks/pads and colour changes:

The leutiinizing Hormonal (LH) Dipstick onc
step (LH) dipstick which can be carricd out in a
matler of scconds and gives a result in a few
minutes. The dipstick is held in the stream of the
first urine in the morning and the results are
immediatcly available.

Depending of the eycle length, the test is
carried oul Tor § days (normal and short cycles)
OR 10 days (Long cycles) This test is particularly
useful for women or couples who wish to detect
high fertility in the cyele in order Lo conceive.

(i) Test kits for ocstradiol and pregnandiol in
urine.

Test kits for the urinary detection of the
meciabolites of ocstrogen and progesieronc arc
also availablc.

A single drop ol undiluted urinc is P[EDEEI on
the matrix and then add an enzyme congugate and
a substrale solution,
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The Minal result will be:

(a) No colour change (indicating high pregnandiol
level).

(b) Dark bluc spots which is cqual o or darker
than the reference colour (indicating low
pregnandiol level). The test only takes 5
minuics to perform and the resulls are
immediately available, test 1o be performed on
3 consecutive days during the mid lutcal phase
of the cycle.

(iii) Measurement of changes in body fluids:

There are changes in the amount of vaginal
Muid (transudatc) during the cycle under the
influcnces of oestrogen and progestcron. Vaginal
transudate is incrcased in the high oestrogen
phase and decrcased in the progesterone phasc in
a similar manncr 1o mucus volumes. The
development of a small plastic, graduated,
disposables  vaginal aspirater, the Rovumeler,
makes it possible to aspirate the combined mucus
and vaginal Muid (ccrvico-vaginal Nuid-CVF) and
accuralely measurcs the amount aspirated. There
is a tenfold incrcase in cervico-vaginal Muid
volume in the fertile days of the cycle. The
aspiration has only to be donc 10 days of the cycle
lo deteel changes.

(iv) Measurement of changes in electrical resistance:

The clectrical resistance of the vagina saliva
and skin change during the menstrual cycle. Due
to the changing levels of sex hormones changes in
electrical resistance can be  mcasured. This
mcthod is still under Lrial.

(v) Digital and electronic thermometers

For those women who usc BBT method for
NFP, digital thermometers have the advantage of
reducing the recording time from five minutes o
45 scconds. The digilal read-out facilitates casy
and rcliable reading, Micropressor calculates the

“rate of change of temperature and gives an audible

beep when the temperature reaches equilibrium.

Two electronic
available.

thermometers  are  also

1. The Rite-time rhythm clock combines an
electronic  thermometer and  a  battery
operaled caleulator, a temperature probe is
uscd (o mecasure the BBT and the reading is
displayed on a small sereen.

The daily BBT mecasurcments are slored in
the computer.
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idcal altcrnative for a country like Pakistyy ;
consider the objections ol religious tin;h? |
family planning and take inlo accoun the h“. |

2. The sccond clectronic thermomeler is the
Bioscll 110 Fertility Indicator. .
This thermomeler works in a similar manner

to thc Rite-ime excepl thal no temperature
reading is displayed. The deviee uses a
combination of the calender and temperature
methods to deteet the fertile and infenile phascs
of the cycle, and indicates by means of signal lights
the fertility level for any particular day in the cvcle.
Green light indicates fertility, a steady red light
indicate low fertilly, and a flashing red light
denotes high fertility.
(V) Computers

Small batiery operated compulers are now
available into which clinical data can be enlered
and degrees of [enility obtained, Onc such is
called the OVIA, a home computcr. This
corrclales  lemperature, mucous palicras  amd
cervical changes 1o indicale varying degrees of
fertility. The results are displayed on a small
screen,

Conclusiuns
The most important point lo remember when

considering natural lamily planning is thay j 15 not
s0 much a technigue as 2 way of life. This is ang
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term cosl and logisties problems.
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PRIVATE MEDICAL PRACTITIONERS
AND TUBERCULOSES CONTROL

MADSOOD AHMAD AND MUHAMMAD AMIR KHAN
Institute of Public Health, Lahore,

Association for Social Development, Islamabad

Introduction

It has been  widely recognized and
acknowledged by public health professionals that
elfcctive control of Tuberculosis (Th) is only
possible il diagnostic processcs and treatment
regimens/procedures are slandardized and are
uniformly applicd by all health care professionals,
In Pakistan, anccdotal data and small scale
rescarch studics have highlighted the fact that
there is significant range of varying processes and
trcatment regimens in place, especially among
Privale Moedical Practitioners (PMPs). The
general opinion of Th. carc profcssionals in
Pakistan is thal this is duc to different levels of
profcssional capabililics, supporl [acilities and
allitudes of the health care prolessionals.

Al the level of the Government Health
Facilities (GHFs), significant cflorts arc underway
by the National Tuberculosis Programme (NTP)
to enhance institutional capacitics and professional
capabilities of the public sector Tb. control
services. However, there is no program at present
to inlcgrate the privale medical proflessionals in
Th. control, though their is a realization that
clfective TB. control programs will only be
possible with the integration of the PMPs. The
NTP managers and representatives of the privale
medical professionals have time and again
expressed the need and willingness to - work
together and that there are a number of arcas
where this mutual support can be effectively built,

This paper addresses the issue [rom the
perspective of its importance and then cxplaing
opportunitics and threats for collaborative work
hetween PMPs and GHFs for control of Th.

Tuberculusis :
A Major Public Health Problem

Tubereulosis is the largest cause of death from
a single infectious agent in the world killing ncarly
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three million people every year'. The discase
accounted for 3.4% of all disability adjusted life
years lost globally in the year 1990 and the
increasing linkage of Th. with HIV posilive cases
underlines the nced for immediate aetion for
control of the discase. The projected rapid risc in
HIV prevalence in Asia, adds o the urgery of Th,
eontrol in the region’.

As per WHO cstimates, more than 0.3 million
ol new cases of tuberculosis develop in Pakistan
cvery  year, Lhree quarters of which are
conccntraled in the productive age group leading
to disproportionale effect on cconomic and social
lifed. The NTP program is based on the
understanding that cifective case management (i.c.
diagnosis, trcatment and follow up) is the only
measure likely 1o have a signilicant cffect on Th.
control lor the foresceable [uure’.

Tuberculosis Control Situation

Traditionally, resources for Th, control have
been  channclled and  programs  have  been
implemented mainly or wholly through the public
scetor, These programs have had limited sucecss,
duc to a number of lactors, in many developing
countrics, cspecially in thosc where a  high
propartion of qualilicd doctors work in the Private
scetor®. Preliminary findings of a qualitative study
conducled recently in Pakistan pointed ol that
about two thirds of the paticnts inlervicwed had
attended a private medical practitioner belore
approaching  povernmenl health facility.
Furthermore, that paticnts had received treatment
for a number of ailments (ranging from simplc
cough to pncumonia) before being diagnosed as
tuberculosis paticnts”. A wide range ol variation in
Th. case managemenl practices has been identificd
among privalc medical practitioners in India®
Once diagnosed many patients shop back-and-
forth of treatment between the private and public
seetors resulting in frequent changes in treatment®.
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The Pobicy Dircctlon o

All the alwwe dearly dumun.-.n.'nlci;ilill;:'- tuw
implement  measures 1o '-’"'-"““'_I’" and private
management in both  the l“fm“ . s
scclors, and cllective nmrdimtr_«.m bclm.E. oo
Standardisation and coordination of dmgm"_""
practices, treatment regimens, heallh cduc.lnv.lw
practices and eoordination between the I:.E:';' :
medical practitioners and the gov. hunllh_fa{l .|I|:¢
is the only probable stralegy 10 achicve e
obyjeetives of 70 case detection and cure of B3Y
of newly diagnosed cases'?,

Private Medical Practitioner’s Role

The high proportion of  palicnis ‘who
preferentially  use  fee-charging privale
practitioners, rather than [ree public services,
testily 10 the importance of this services lo the
services o the consumers  and polential
significance of the seetor for achicving national
Th. control objeciives. Interventions 1o oplimize
Tb. control in countries where high proportion of
cascs aticnd Privaic praciilioners, nced (o he
based on understanding (he capability, (he
praciices and the faclors influencing the quality of
care in hoth the private and the public sectors,

The understanding  should base on (he
lollowing questions;

(a) What are the current professional capabilitics,
capacitics of (he praclice infraslrucmr::,
allitudes  and practices of PMPs in the
diagnosis and management of Th cases?

(b) What is (he professiona| capability
inslitutional capacily ang Praclice ig;
management of Th cascs?

{c}) What are opporiunities ang constrain(s i

cnhancing the capacilics of PMps |
g 0 Manage

(d) What are the possible sirac
and mutual support betwee
(¢) What is the leusibility, ellectivencss |, d
replicability of (he agreed blralegiog f“
PMP/GHF parincrship in (he Ty, cinlrg) b
h_iu recognized that therg arg ‘n':;riu;
potential mechanisms fur :i1hanr.ing the T y o
capabilitics and case managemgn Practices. ‘-'l!jiri:
these need 1o be employed g BilTorgn Juy{:| e
health eare services both public any Private: Aol
there are & range of aclors why can 1..;]““"' thay
development  and Ium:liuning of 50

gics for linkages
" PMPs and Gipn
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' cechanisms, The gyy
S jpp sl mor 1L : " '-'-ll‘lhw |
;:f, l:;,r,].._--.i to explain that how these uﬂn::ﬂ‘t
be combincd o dfwlﬂl? and uﬂcﬂ“ﬂ}' impl,
mechanism and strategies for effective mp::‘
Iy

in Pakistan.

o ATIMATY ANT) “'-"lﬁkua.n y

Systems Approach
:ﬁ, the PMPs, GHFs Linknges'!

Application ol general syslems (b v
particularly open  system nrg{nluﬁum |hu1
offers a useful tool for furthering the Procey
impml'i'i".!_l CHHI'LGI.‘III‘.J.III dmong heas,
organizations. An important .
consideration of the ways 10 inlcgraie iy,
organizalional nelworks, Such an (:II]T‘m iﬂ'i'ﬂhu‘
allempl (0 construel  an  absirag
chﬂrnsmring a  desired  pattern  of inker.
dependency coordination of cxisling and 1o},
developed health and health related organizating

A system is a whole of componenls whig
inler-acl 1o produce some cffeei. Open syiea
theary provides an cxplanation of not only the
internal environment of health organizalion ba
also how it relates to other organizalions a
other elements in  (he covironment, Ead
organization has its boundary constituted by «
differentiation of technology, territory, or lime o
some combination of these. The permeability o
the organizational boundary depends upon, what &
brought in and senl out in terms of inpuls ad
Oulpuls and the variation in the nature of intcrd
and external resources. The particular nature &
the boundaries detcrmine how dependent @
independent  (he organization is o
Mlucnee and physical and social isolations 09
Surround syslems  and  adequacy
mmmunicu[in" f-‘hilnncls_ :

1:|!1‘.= linkugus beiween GHFs and PMPs .;Iarrbl
:“FI“'"“‘J o7 the basis of systems theory. A i
j::;:ﬁnr:mdcl Could be the best o P
e sys| & {© this upproach both GHFs and " .
il Cmg, hl‘]lh. sysiems have their houn e

mnu.:liﬂfl by a differentiation of technolog:
Serviees - OTC Stleclively permeable to resoY pA
ilm:;r.u!i e information, Both the systems
l‘usnurciwnidcm and in competition mg;.rd'“ﬂ”
P mutrli.s {n.!l'll.llﬂ and services {ﬂulplll.ﬁ}a ﬂ:rl w
¥ po |“ PIng of sysiem domains (characl e
of “'r"." -{lltml served, diseasc covurage pMf
S¥slemy w]:’mmn] between the GHF and

ich further make them inter-de
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& their inputs and oulputs (and to some
i provcesses as well).
in e context of tuberculosis control it is
unpert ol o know, how far both the systems are
inter ‘cpendent and whal are the potentials for
furthcring this interdependence; to which types of
resourees the boundarics are permeable and how
for the "boundary control” can be managed and
who could best act as "boundary spanncrs”, How
the domain overlap can best be exploiled in
collaborative activities for T.B. Control,

Forms of Organizational Linkages'

Organizational linkages may take different
form of interdependeney ic. cooperalion or
compelilion.

COOPERATION
Cooperation has been further classificd inlo
Bargaining, Cooplation and Coalition,

(i) Bargaining

An organizalion nceds the support of another
organization and the negoliations arc enicred
into for the exchange of resources or services
between the two organizations. Generally Lhe
sccond organizalion whose support is necded
is in a posilion lo excrcise control over the
organizalional decision process of the [irst
one. An cxample may be resource sharing by
the GHFs with PMPs [or T.B. control.

(ii} Cooptation
Goal sclling is shared by the coopled
organization through dctermining  the
occasion for a goal decision and through
parlicipaling in analyzing the cxisting situation
to suggest alternatives and through taking part
in the deliberations of consequences. In I:hc.
context  of hecalth  system, overlapping
memberships through cooplation can help in
the intcgration of the diverse sub-sysicms. An
example may be cooptation in hospital ward
facilitics for the Private Medical Practitioncrs.
(iii) Coalition
Coalition is sharing of common goal. Goal
sharing may be short-term or long-term. 1t s
dilferent from a merger in a sensc that none
of the organization loses ils scparale
boundarics and cach member can withdraw
from the rclationship. This form of inter-
dependency requires most extreme form of
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environmental conditioning. This perhaps can
best be applicd in goal sharing in TB control
by the stakcholders.

Competition

Organizations may bceome interdependent in
their compelition for scarce resources. Acquiring
of resources by onc organization is at the cost of
others nceded resources. In a health sysiem
context the sub-systems may compete for cither or
both inputs and outputs. These may be in the form
of resources or clicnts. This competition can also
be exploited in a positive dircction for T.B. control
provided there is domain conscnsus

In simplificd terms following collaborative
linkages can be hypothesized between the GHFs
and PMPs for T.B. conirol activitics*.

(1) Access of PMPs (o diagnostic facilitics
available al GHFs.

(2) Access to specialist advice including referral
of patients Lo facilitics available at GHFs.

(3) Awailability of admission facilitics for palicnis
requiring hospitalization.
This may take lwo lorms.
Ward beds can be allocatcd (o0 PMPs for the
carc of their patients, or PMP rclerred
paticnts can be taken care of by the GHF stalf
for hospitalized carc and for continuity of carc
they may be referred back Lo the reflerring
PMP.

(4) Availability of continuing education lacility for
PMPs catered at GHFs/

(5) Sharing (herapeutic, health cducation and
other matcrials.

To Conclude, slandardisalion of practices,
coordination and rcsource sharing belween PMPs
and GHFs, is required if NTP targets of 85% cure
rale of newly diagnosed sputum positive eases and
70% case detection of the estimated incidence by
year 2000 arc o be achicved. And for the
standardization of practices, coordinalion and
resource sharing an action research is urgently
required which should identify and test strategies
for strengthening the role of PMPs Lo control TB
through improved cascs management  and
mutually supportive linkages with GHFs.
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CEREAL-BASED ORAL REHYDRATION THERAPY “MOTHER’S CHOICE”;
A STUDY IN SQUATTER SETTLEMENTS OF KARACHI, PAKISTAN

INAYAT H. THAVER, ASMA ISLAM, KAMAL [SLAM
Department of Health System Research & Development, Faculiy of Health Sciences,
Department of Paediatrics, Department of Cormmunity Health Sciences,

The Aga Khan University

Summary

Diarrhoeal deaths can be prevented by prompt use of oral rehydralion therapy. Effective
management is dependent on ready availability of ingredients for preparing oral rehydration
(OR) solution, which have a low cost and are culturally acceplable. The present study was
conducled in 5 squutter settlements of Karachi (o determine mother's preferences for cereals
in preparing cereal-based oral rehydration solutivm,

Fifty one to ninely one percent of the respondents living in the dilferent squatter seitlements
preferred ground rice (home made or rice Mour (ready made) for preparing OR solution.
There were no dilTerences in the choices of rice or wheat when compared umang diverse ethnic
groups. In only one selting — among Punjubi speaking people in Azam Basti — did (41%)
mothers preferred wheat flour. A majority (90%) of the mothers chose rice because of its
soltness and couling elfect. Preferred for rice was dependent on its availability (P <0.00) and
price (P <0.05). ln addition, during diarrhoea, rice is commeonly used as a diet in combination
with lentils (Khitchri). The results of this study indicate that rice is preferred for preparing
OR solution in urban sguatter settlements irrespective of ethnicity. However, availability and

cast need o be taken into account.

Introduction

Dchydrating diarrhoca is one of the important
killer of children specially in the developing
countrics of the world. Approximately four million
children dic every yoar (1,2) accounting for
between 25% o 35% the child mortality (3).

Diarrhocal discases also remain onc of the
major hcalth problems of the urban squalicr
sclilements (Katchi abadis). Diarrhoca .'ls.-‘.ncialf.:,d
mortality accounted for 34% of all infant deaths in
the Kaichi abadis of Karachi'. The cause of
diarrhoca death is duc to dchydration and
malnutrition. However, both these causes arc
preventable with carly administration of n_r.ll
rehydration solution (ORS) and feeding during
and aficr recovery [rom diarrhoca (5).

Although ORS packets have been proved Lo
be powcrful weapon for the managemenl of
diarrhoca both in (e trcatment cenler and at
home (6,7) but in praclicc problems still arise
related to knowledpe, and correct preparation.
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According 1o the control of diarrhocal discases
reporl (CDD) (8) ORS usc rate in Pakistan is
reporied to be 17.4%. The lower use rate of ORS
may be duc to the non-availability of ORS packets
in remole arcas and/or [ailure Lo train mothers to
prepare sugar salt solution.

ORS or sugar sult solution when preparcd
incorrectly may posc the problems of osmolic
diarthoca. Furthcrmore, the inability of the
present ORS 1o reduce stool volume and the
duration of diarrhoca leads to a luck of conlidence
on the part of molhers (9). In contrasi, rccently
developed cercal based ORS has less osmolality
and thus is [ree [rom osmotic penally and also
reduce  the  severity  of  diarrhoca.  The
pulysaccharide of the cereals serve as the carrier
molecules (7). Henee necessary carricr molecules
can be provided by a natural, familiar, and staple
food. Greal emphasis arc now being given by
WHO -to promole cereal based home  Muids
beeause of ils  scientific merit and  cullural
acceplance and enst-cllectiveness (10). Rice-based
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ORS is reported to be superior Lo glutmfﬁumﬂﬁu
based ORS (11). Recently several other curc:fls
such as wheal, maize, milicl, sorghum and lentils
have been reported to be cflective in treatment ol
diarrhoca in many other developing countrics of
the world (9).

As the staple food varies in different parts of
Pakistan, there is a needs lo assess and identily the
knowledge and cullural acceplance of the ccreal o
be used for the management of diarrhoca, It is
important to reach a conscnsus of the specilic
staple lood, the majorily of the houschold can
alford before developing any training malerial and
imparling knowledge to the mothers of varicd
ethnicity for the effcctive use of cercal based ORS
al homec. In Bangladesh, ricc-based ORS was
more acceplable in Lthe community and treatment
cenler (6,7) as rice is the staple and blended with
the traditional practices of the mothers (7). Unlike
Bangladesh, the staple food varics in Pakistan,
according to the geographical scope and cthnicity.

Therelore, the present study aimed 1o reccive
a response from mothers living in a representative
population of the five Katchi abadis of Karachi.
Not anly the preference for cereals were inquired,
but also the reasons for preference in different
cthnic groups. The [feasibility of using ricc or
wheal as cereals for home-based oral rehydration
Ltherapy was also studied,

Materials and Methods

A cross-seclional survey was conducled in §
squaller  scitlements  of  Karachi. These  are
presently under the surveillance sysiem of a
teaching instilution. A Primary Health Care
system has been established covering a population
of 7.000 1o 10.000 in cach arca. The Survcy was
completed in 2 months of duration. Using
systematic random sampling, 558 houscholds were
sclecled from 5 field sites in order o have a
population representative of diverse cthnic groups.
Communily Health Workers [CHWs] of the
respective ficld siles interviewed mothers who had
al least onc child under 5 years of age, using a sel
quesiionnaire.  CHWs = were
administering the questionnaire by the guthors,
The queslionnaire was transliicd into Urdu and
pretesied in the ficld siies before conducting the
survey. Dala collected were collated, entered into
a compuler and checked for consislency and

analyzed.
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Results

Filly onc 1o pincly onc percent of (hy
respondents living in di ffE:mnl squaller s-.:lllt:,m.;,r"_Ii
preferred both ground rice {h‘nmc made) or riee
flour (rcady madc) for preparing nmli !L‘,h}rdraﬂq“
solution (Table 1). There were no differences in
the choices of ricc or wheat when mml'-'"lfﬁd
among diverse cthnic groups. In 1::|rul_1.r onc sciling -
among Punjabi and Urdu spcaking people in
Azam Basti, 41% and 37% of mothers,
respectively, preferred wheat flour (Table 2),

Table 1 Percentage  distribution of choice of
cercals i different  wrban  squatler
seitiemenis of Karachi,

Rice Mour  Wheat Ground rice Not
(ready made)  Mour  (home made) sure
Settlements T O L &
Orangi 40.4 81 374 14.1
(n=99)
Grax 117 1.7 392 475
(n=120)
Chanesar Goth 33.1 48 58.1 4.0
(n=124)
Essa Nagri 1.7 19.6 293 174
{n=92)
Azam Basti 342 36.2 158 133
{n=120)

A majorily of the mothers chosc rice because
of ils soflncss and cooling cffccts, as compared (o
casy availability (52%) and casincss in cooking
(44%) for preferring wheat Nour for OR solution
(Tuble 3). However, preflerence for rice was
allccied by s availability and price (Tahle 4),
When rice was currently available g home, 223
maothers preferred o use rice as compared o 148
only, when ricc was not available (P <0.00).
Similarly price of rice was an important factor: 34
mathers preferred (o use wheat floyr when price
ﬂl'. rice was morc than Rs, 6,00 per k. (P <0.05).
Rice has been traditionally used in different forms
l'n::r the management of diarrhoca. This during
diarrhoca, was commonly used as a dict |n

combination with lentils » Khitchri (39%) and
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atune with yogurt (259%) and sometimes only rice
A rice with yogurt.

Table 2 Percentuge distribution of choice of
cereals for OR solutions, according to

major ethnic groups in different sqauiter
settlements of Karachi,

Ethnic Rice Nour Wheat
Group/ {ready Muur Ground rlce
squatter mide) Al (home made) Not sure
Selllements % % T %
PUNJADI
Orangi 45.5 182 182 182
Girax 17.1 ] 58.5 240
Chanesar Gath 42.1 10.5 421 53
Essa Magri M0 19.8 29.7 16.5
Azam Basti 30.5 40.7 15.3 136
SINDHI
Grax 62.5 o 12.5 250
Chanesar Goth 377 38 547 iR
Esssa Nagri 0 0 ] 0
Azam Basti 0.0 333 0 16.7
URDU SPEAKING
Orangi 188 7.1 00 141
Grax 0 62.5 175
Chanesar 150 50 70.0 10.0
Essa Nagri 0 0 0 0
Azam Basti 333 6.7 167 7133
Conclusion
Packet made ORS has wrongly been

promoted as a drug with a gencral belicl that il
will cure the diarrhoca. However, as we know it
only replaces the lost fuid and fails to reduce the
magnitude of diarrhoca which compels many
physicians for indiscriminate usc of antibiotics.
Besides, logistic problems of procuring glucose or
sugar, packaging, storing and ecic. all posc a
problem on the CDD programme of the poorer
countries where diarrhoca is more frequent. This,
although (he production of ORS packets has gone
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up, actual availability is limited to less than hall
the population who need this (12).

Tuble 2 Reasons for preference of rice & atta for
preparing cercal based oral rehydration
solution

Rice  Atta (wheat Mowr)
T R

Soliness effeet 920 BO

“Cold" cffect 94.4 5.1

Good Digestive effea 9.2 ’ 6.8

Truditionally used 560 44,0

Ensily available 417 523

Easy 1o cook 56.1 439

Tuble 4  Preferences of different cereals according
to availability and price of rice.

Rice Currently availuble
at home
Preference Yes No
Rice (Mour or ground) 223 148
Wheal flour 21 57
Chi-Square P <0.00
Price of rice

Prclcrence < Rs. 6.00 > Rs. 6.00
Rice (Mlour or ground) 156 183
Wheat Mour 12 M

Chi-square P < (.05

How can we rcach more than hall (almost 240
million under 3 ycars) who may suller anything
belween 3-6 cpisodes cvery year. “Cercal - based
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oral rehydration solution™ may be the solution (o
this problem. s

ipplimliun of an intervention within a home
must take into consideration the factors such as
cultural  beliels, practices, availability and
alfordability of different cereals. This sludy
indicates that the majority of mothers in 5 squatter
seltlements of urban Karachi prefer using ricc as
the cereal base for preparing oral rchydration
solution. But this preference is conditioned by the
ready availability and low cost of rice. )

These findings, together with expericnce in
using cereal-based OR solution, suggest that it will
be advantageous for communities wilh regard to
ready availability of ingredients, better cultural
acceplance, increase in self  reliance  and
immediale access 1o therapy,

However, belore Laking a policy decision more
operation rescarches need 1o be done 1o prove the

cost - cllectivencss  of  cercal  based oral
rehydration therapy.
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MULTI-DRUG RESISTANT FALCIPARUM
MALARIA IN A PAKISTANI

Ml_JI-LAMMAD YOUSUF, MUHAMMAD ASHRAF NADEEM
King Abdul Aziz Hospital, Madinah Al-Munawarah, Saudi Arabia

Summary

Previous reports of chloroquine resistant fulciparum malaria in Pakistan have been of level
R 1 or R IL. We report a case of R I1 resistant falciparum malaria in a Pakistani visiting
Saudi Arabia for Umrah. This report underscores the need for new strategies for treatment

of malaria in Pakistan and Saudi Arabia.

Introduction

In Pakistan, Plasmodium falciparum malaria
resistant to chloroquine was first reporied in
Sheikhupura district of Punjab province in 1981
and since then it has been reported from most of
the other areas of Punjab and North West
Fronticr province. However, it has been mainly of
level R I with occasional cases of level R 11
resistance (1-4). Although there is  clinical
suspicion of level 1l chloroquine resistance in
falciparum malaria, there is no previous proven
documentation of such a case in a Pakistani. We
report a case of Pakistani [alciparum malaria who
had not only R 111 resistance Lo chloroguine but
was also resistant to pyrimethamine-Sulphadoxine
combination (Fansidar).

Material and Methods

A 62 years old Pakistani male from Rahim
Yar Khan while visiting Saudi Arabia for Umrah
Pilgrimage  developed  intermitient high grade
quotidian fever for 5 days before admission Lo
King Abdul Aziz Hospital, Madinah in December
1992, There was no history of travel clsewhere
outside Pakistan before his visit to Saudi Arabia
and he had used no prophylaxis against malaria.
He was conscious and cxcept for the iemperalure
of 39.°C, physical cxamination was normal. A
periphcral blood smcar was posilive for P.
falciparum ring forms with parasilcs involving
about 1% of the RBC. His Hb ranged between
10.5 1o 15.5 Gms/d1 with WBC count of 5.5 to 8.3
x 10 and platclets ranging between 77 to 191 x 10.
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His urca, crealining, liver [unction tests remaincd
normal. His chest X-ray and EGG were normal.
He was given a standard course of 10 tablels of
chloroquine with no responsc in fever and a repeal
MP flm was positive with to decrcase n
parasitacmia.

Al this stage hc was given a course of 3
tablcts of combination of pyrimethamine-Sulpha-
doxine (Fansidar) on third day of admission again
without any response and a repcat MP [film was
still having no change and he conlinued Lo have an
inlcrmittent fever upto 32.06°C,

A diagnosis of chloroquinc and Fansidar
resistance was made and he was starled on
Quinine dihydrochloride (20 mgs/Kg initially
followed by 10 mgs/Kg as i.c.. infusion over 4
hours in 5% dextrose cight  hourly) plus
tetracycling 250 mgs QID on 4th admission day.
On 5th admission day the MP film was ncgative
and the wemperature had decreased. However, on
6th day of admission he was again having high
grade fever upto 39.8°C and MP film was positive
for Talciparum gametocytes. Blood culture done at
this stage was ncgative. Primaguine 15 mgs BD
with Cotrimoxazole forte BD was added to the
treatment and he responded to this treatment by
subsidence of fever on Blth  admission day.
Primaquine was conlinued for 3 days while
cotrimoxazole was given flor 5 days. Because of the
non - availability of any other drugs for resistani
falciparum malaria or vral guinine he had 10 be
kept in hospital o complete 7 days of treatment
with quining infusion and tctracycline and when
discharged 10 days afier admission, his repeat
blood films was nepalive for MP. Only side clleet

CS CamScanner



: i . He
of quinine was transicol Lnitis and deafness

i i r 3.2
also developed hypoglycacmia (lasting suga
mmol/L) which responded to 10% dextrose

inlusions, -
Discussion

The decreased susceptibility of P. fﬂlﬂlpar“m
to drugs of the 4 aminoguinolonc scrics, most
importantly chloroquine, has placcd many
countries in a quandary as to the first - line drug of
choice. The resistant parasite has now bccome
well established in the endemic areas of Smlli! -
East Asia and South America and is present in
varying degrees in most African countries (5).

To our knowledge this is first reported casc
of falciparum malaria with R 11T chloroquine and
Pyrimethamine - Sulphadoxine combination
(Fansidar) resistance from Pakistan. In view of
this report and the recent outbreaks of
chloroquine resistant P. falciparum in India,
malaria control departments need to be more
vigilant to avoid a similar scenario in Pakistan, It
also underscores the need for ready supply of
injectable as well as oral allcrnative drugs for
resistant falciparum malaria in Saudi Arabia
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EPIDEMIOLOGY OF SPINAL INJURIES

RIZWAN M. BUTT, SHAHZAD SHAMAS, ANJUM HABIB, M. ALI BOKHARI
AFAQ SARWAR, AFTAB AHMED, NAZIR AHMED, IFTIKHAR ALl RAJA

Department of Newrasurgery
King Edward Medical College & General Hospital Lahore

Summary

On year study was conducted at Lahore General Hospital. A total of 173 patienls were
admitted. Eighty eight (51%) were from small towns and villages und Eighty five (44.95%) were
from major cities. Majority of patients (41%) were between 21 to 40 years of age. More men
{69.7%) were admitted with spinal injuries than women (30.2%). Muost of them (39.5F0) were
from area between 11 to 400 miles around the Lahore General Hospital. Commonest level of
injury was cervical region (58.9%). Maximum number of Injuries (45.7%) were due to road
traflic accident. Causative agent in Twenty two (12.5%) patients sustained firearm Injuries.
Agriculture related accidents were responsible in thirty three (1956) patients. Among all the
173 patients Electric shock was responsible in four (23%) cases. Associuted injuries were
present in nineteen (10.4%) patients. Twenty one {(12.5%) patients died during their stay in
hospital. Spinal injury is one of the grave neurosurgical emergencies. It is because it involves
young men who are usually the sole bread earners of their families, it has a poor prognosis

and its incidence can be reduced by raising safety standards at workplaces und roads.

Introduction

Purpose of this study was to analyse the
pattern of spinal injury among the paticnts
admitted in the Department ol Neurosurgery,
Lahore General Hospital. This is the largest
Neurosurgical unit in Pakistan. Within a distancc
of 900 to 200 miles, Neurosurgical centcrs of
Faisalabad, Rawalpindi and Mullan are located.
Similarly Orthopacdic units of Teaching hospitals
also admit and manage palicnts with spinal injury.

Materials and Methods

This was a prospeclive study in which dala was
collected about all the patients admitted with
spinal injury in Department of Neurosurgery from
January 1994 to Deccmber 1994 Some of the
paticnts were dircctly reccived from casualty
department while some were relerred  from
peripheral  hospilals. Investigations performed
were mainly plain X - Rays, and sometimes

myclography.
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Results

Total number of patients (with spinal injury)
admitted in Neurosurgery depariment, Lahore
General Hospital during this period was 173. One
twenly one (69.7%) werc malc and fifty two
(30.2%) were female. Eighty eight (51.19%) of
these patients were from small town or villages
and eighty five (48.9%) were from major cilies.
We recorded the distance from where the patients
were brought to Lahore General Hospilal (Table
1). Young adulls have been the most commonly
affected group (Table 2), According Lo level of
injury; ccrvical spine was the commonest region
involved Table 3 shows the incidence of different
level involvement. Tnvestigating all the patients
(102) with cervical injury spinal level involvement
is a5 shown in Table 4.

In one hundred and [Ny five (89.5%) cascs
injury was accidental and in eightcen (10.4%) it
was duc lo assaull. When we looked into the
circumstances in which the injurics were sustained,
il was found that cightecn (10.4%) paticnls
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{Table 4).

We analysed the cascs wha had fire -"“"l':
bl e . 500) among 2
mjurics. These were twenty two (12 o
the patients with spinal injurics. Among thed
cighteen (83.39%) had injury at cervical spinal, four
(18%) al thoracic, and five (22.7%) at Lumbar
spine level. Eight (36.4%) patients were attached
by strangers, while fourteen (63.6%) were fired at
by acquaintances. Fourteen (63.6%) cases were
due to assault, and cight (36.4%) were accidental.
Diferent types of weapons had been used, Tweaty
(91.6%) eases were due to hand guns or rifles and
in two (B1%) cases the weapon was a shot gun.
There were nine (41.6%) paticnts with associated
injurics. Pneumothorax was there in two (9%),
intra - abdominal injurics in four (18%) head
injury in two (8.3%) and limb injury in two (B3%)
patients. Only two (83%) paticnls among this
group died. Both had injury to the cervical spinc.
Out of all these, wenty (91.6%) paticnts were
below 40 years of age and wo (8.4%) were above
40 years. Sixteen (72%) patients sustained injury in
Lahore or a big city near Lahore while other six
(27.2%) had fircarm injury in small town or a
village.

Agriculture related accidents were responsible
for spinal injury in thirty three (19%) paticnis,

Circumstances in which these occurred arc as
follows in Table 5.

Four (23%) patients had injury while they
were working near high tesion strect electric wirgs,
Twao patients were WAPDA linemen,

Nincteen (10.9%) paticnts ol of 173 hay
associaled injurics. These included head injury in
four (2.39) four (2.39%) had abdominal injury and
eleven (6.3%) patients had injury of either upper
or lower limbs,

Twenty one (12.1%) paticnts died while (hey
were still in the hospital, sevenieen (80.9%) of
these had bony cervical spinc injurics, pwy (9.5%)
had Dorsal spine injury and (wo (95%) hag
clinical evidence of cervical aping injury by o
radiological evidence of bony injury, Foyr (19,
patients died during the first 48 hoyrs of their

admission, fifleen (71.4%) died beiween 4 hoyrs
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Discussion
Incidence: Aboul 1 nd

persons / million / year  are  hospitaligy ¥
spinal injurics’. Qur drainage area mog prqﬂi!
includes a population of I‘Zrm_lllmm ind
incidence  of  spinal injuries  yy
14 /million / year for our unil. There wyp, ¥ig
men comparcd 1o women among qhi Brogy
(67.7% vs 30.2%) as has been reporied iy Other
series!,

Age relation: Palicnls are mosi likely 1 be
older adolescents and young menl, In oyr Krigy
maximum number of paticnts were in the
range of 11 to 20 ycars. Among children 0% 4
spinal injurics occur in boys?, In our study i wy
seen that 3.1% of patients were below 10 years of
age, and lour or 66.6% were boys. Elderly patien
who presenis with a history of a fall or miner
\rauma may have a cervical spine injury®, In owr
scrics five (3,19%) paticnis were of age 61 and
above. Four patients had history of just by tripping
over and landing on the foor.

Level of injury: 60% of total spinal injuries
involve cervical spine®. In our study, cervical spist
injuries comprise 60.4% of total spinal injurics. .h
has been noticed thar recently injurics oecur i
younger age groups, patients arrive sooner, hae
less severe cord injurics and higher frequencics o
motor vehicle, sports and recreational accidests
but fewer work relaed injuries’. We do nol hat
Published  gtatistes regarding  spinal injury ¥
Pakistan, therefore itis hard 1o know whether 15
Pallern js :hanging_

Ct_;rum.r; of injury: in paticnts with tetrapke®
Owing Were the causes in previous e
vehicle  accidents (54%), sport
el (29%). Majority of spinal &
; ransport related, with motor Y9
flﬂfllmns. being the chief causc!. we have o
u'ilunﬁ:.'d‘:““ A work &76 cascs or 43.9%) "
Eum““ns: of road traffic (79 cases or 457
o that gy salely standards al

P het
"'thid:ﬂ[:i "affic accigen;: Wagons hitting mdu‘
" 2 pedesirian are the commones!
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©7 OF BRIRAL INJURIES

valfic accident, It is probably duc to well
cvorspeeding and overloading. Role of
| ,".‘ preventing spinal injurics is well
. 1" in our system use of scat belis is non
ex
“earm injuries: were present in Lwenty two
(1227} patients.  Predominantly men  were
ivolved (B33% vs 16.6%). Commonest level of
injury was cervical spine (thirlcen or 58.3%).
Assaults were more common than accidents
(fourteen or 66.6% vs seven or 33.3%). Hand guns
or rifles were the commonly used weapons, Nine
(41.6%) patients also had associated injuries,
commoncst were had Intra - abdominal injurics in
four (16.6%). Two (8.3%) paticnt agong this
group dicd. He had bullet injury at C' | Young
men below 40 years are involved in such accidents,
Fircarm injurics havc been scen o be more
commonly involved in big cilics as compared to
small towns®.

Agriculture related injuries were present in
fourteen (8.3%) of patients. Fall [rom tree was (he
commonest cause. Other causes were hil by cattle
ox, ladies had their duppalas (scarfs) caught up in
lension bell of grass shredder and sustained acule
hyperfllexion injury of cervical spine, while
traveling on tractors on uneven ground, vehicles
bumped and they jumped up and out of their
vehicles. Agriculiure  related machinery  and
vehicles are used by untraincd persons men or
women, leading to higher rale of accidents.

Two patient (1.2%) were assaulted by dacoits.
These were beaten up by kicks, punches and with
bars.

In cases of electric shock related injurics, the
electric shock led to violent jerks and (he viclim
landed on the ground (wo injured the lumbar spine
and the other two injured cervical spine. These
have been duc Lo low lying high tesion electric
wires and improper salely hardwarc used by
WAFDA lincmen.

Catchment area There was no marked
difference in number of cases from villages and
small towns (51.1%) or [rom major cilics
(489%)* Maximum perceniage of paticnts
(39.5%) came from a distance between 10 to 40
miles around Lahore General Hospital. The
reason is hard to explain. 1t might be because the
area around Lahore Gencral Hospital within 10
miles is not well populated. On the other ha_mtl
patients who belong o arcas morc than 40 miles
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away from the Hospital, cither do not survive the
trauma and gencral stress of transport under
insceure circumslances, or are Lreated by local
practilioners, Quakes, Hakims and Pahalwans.

CT and Magnetic Resonance Imaging, arc
commonly used investigations in  developed
countrics®, In our scl up we have been using plain
X - Rays and in sclected cases Myclography. In a
sludy by Allen et al 1982, 33 were palicnls
reviewed. No apparcnl bony injury or lype
(unknown), was present in 11.3% %1%, Among all
the patients with cervical injury il was found out
the commonest level of injury has been C4 thal is
31%. The syndrome of iraumalic spinal cord
injury without spinal column fracwure is well
known and predominantly involves the cervical
spine of children?, In our paticnts cleven out of
one sevenly three had evidence of spinal injury but
no radivlogical cvidence of bony injury Traumalic
facet diglocation of the spine, unilatcral or
bilateral, may or may not be associated with a
fracture®®, Fraciures of the atlas comprisc
approximately 10 percent of all injuries of the
cervical spine and about 2% of all spinal injuries®.
In our study incidence of C1 fraclure has been
low; i.e. 1.79% alter JelTerson lractures. Similarly in
our serics C2 fractures are rare as reposied in the
literature®.

Injurics to the middle and upper thoracie
vericbrae represent less than 10% of the spinal
injures!2, Associated spinal cord injury occurs in
70 to 85%". In our study 21.8% had thoracic spine
injuries, and associated spinal cord injury was
present in 89% Thoracolumbar spine [ractures,
occur in less than 2-3% of spinal injuries!®14,

Associated injunes injurics lo the Thoracic and
Lumbar spine are  associaled wilth  mulliple
fracturcs of the ribs and extemitics as well as with
thoracic and abdominal wisceral injurics™, Among
our paticnis, 104% has associaled  injury,
commaonest being limb injuries (5.1%).

Twenly one (12.5%) paticnis died, while they
were still in the hospital. Among this group
paticnts  with  ecrvical spinc  injury were
predominant (forty three or 81.7%) as reported in
previous studics'. The highest mortality has been
was within first week of injury. In these paticnts,
cleven (25%) has associated injurics, seven had
head while four had limb injuries. Thus patients
who dicd also had higher incidence of associated
injurics  with their complications (25% s
10.4%) 718,
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Conclusion

: ; wen
Spinal injury commonly involves }'9;-*“&: nin'1
who are sole bread carners of the family. & pane

T GHA ABAAS, ANJUM Hamg, H'NJH

Table 4. Vel ._'-'flht'lrxexzf in 79 Case of
tralfic decio ity

A i

Gty : ‘ . . idity and e of vehicle No. of Clgey
injury is associated with high morbi Typ
mortality,. With increased salcty acarth ?1'; -___—-___ by any vehicle :5-__-“\
worksiles and roads ils incidence can be ruduccd Pedestrian hil by any {:‘M%}
Medical first aid system of ambulances an Wagons 15 (189%)
paramedical staff is nceded il we want (o Improve Tractors 12 (1559,
the prognosis alter such injurics. R 1 )
Trucks 1 (1399
Motor bikes 10 (12,6%)
Table1. Di of incident from Lahore g ks
able 1. Distance inci rom
key cart 3 (6.
General Hospital Tanga/Donkey (63%)
Car S 3%
Distance in miles Mo, of cases
Less than 10 25 (14.5%) , £
11-40 65 (39.5%) Table 5. Causes in agriculiure related injuries
41-90 59 (34.3%)
91-200 20 (11.4%) Cause of injuries No. of cases
Fall off trce 19 (57.5%)
Table 2. Age Incidence of 173 patients with spinal Tractor accidents 9 (272)
inju
i Hit by cattle 3 (9%)
; Agromachinery related 2 (6%8)
Age in years No. of patients e
Below 10 5 (28%)
1120 49 (283%)
21-40 71 (41.0%)
41-60 43 (24.8%) Table 6. Fm'fmf spine involvement of differ™
Above 60 5 (2.8%) evels
gesi oets:
Table 3. Spinal level of injury M Nl‘h_ﬂjﬂ.
C1
- s 2 (1.9%)
0. of case
. ety ik 2 (1.9%)
Cervical 102 (58.99) C4 12 (31.3%)
Dorsal 39 (22:5%) = 28 (274%)
Dorsolumbar 6 (3.45) Ch 7 {1}‘.5%]
Lumbar 25 (15.09) C7 5 {l-“a?%’]
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COMMUNITY GERIATRICS -

PROBLEMS AND PREVENTIoN

- OF MALE ELDERLY FROM THREE VILLAGES OF pyy; Ay
(A STUDY ALE EL

- ) MEHM
IQBAL AHMAD KHAN, SYED SIBTE HADL KHALID MEHMOOD

I Jh lhl-lth-‘illhli tqu.
l - . 2 s ]

Rawglpingdi and Govermment Poly Technical College, Rasool

Summary

ith the better health care and increase In the

quality of life, the number of Senlor Citizgn,

are Increasing duy by day. In Pakistan the concept of gerontology Is new and aged peaple fire

i ' inist mixed (open ended und
oy brdo £l gk oy ni:u':'l:dm villages of Punjub. n = 200 { All were male), 74% of

was designed to collect the date T

close ended) Juestionngire

' ood health, 9%
the elderly ried their health as unsatlsfuctory und 26% were enjoylng g
were illllcnr::“-lﬁ had eye problems, 40% Joint problems, 15% dental, problems, Other

problems enlisied were sleep disturbance,

hearing problems, Incontinence, hypertension,

branchinl asthma, dinbetes mellitus, RTI and memory loss. Major disability with dependency
In three or more Activities of Dally Living (ADLs) was 7%, Two third of the elderly complained
of not being provided the proper health care. Problems ofher than health are Economie
Problems, Domestic Problems, Loneliness and disobedient children, Majority of the elderly
suggested that all medical facilities along with the Elderly allowance should be paid by the
Governmen Combined fumily sysiem should exist and social clubs al Mohalla level must be
organised. Last but not the least they requested for more attention and love from family

Introduction

“And you show kindness 10 parents. If gne of
them or both of them 1 altain old age with he say
ool ‘File’ unto them por repulse them by spcak
unto them a gracioys word and lower unggo them
the wing of submissjon through merey ang say. My
Lord have mercy on them both ge they did eare for
me when I was Jigle™ (1).

don't heal old age. You protect it, yoy promotc jj,
you extend honouring a person 5 @ Senior Citizep,

The population €ensus data shows (hy 5.7,
of the tota] Population of Pakisian in 1951 was tha
of individuals 60 Yedrs or more, This proportion
was 6.99 in 1961, 739 in 1973 and 6.7% jn 1981
(3). It will become 864 million jn 1996, 1027
million in 2001 ang LLES million in 2006 AD (4),
The age distribution of Pakistan's population is

PAKISTAN JOURINAL OF HEALTH vOL. 33 g, 4. 2

shilting towards (he older age group. Because of
the growing interest of the mation i family
planning ang tonsequent lowering of the birth
ate, the population pyramid of the future wil
shrink at the boltom ang grow wider at the 1op. By
the year 2000, the percentage of the population of
60 years or more is expeeted 1o increase uplo
2 15% (5). This Phenomenon merits an organizcd

SMmmunity Programme for the health and welfare
of eldp rly.

. While in (he Western world this is not a new
iMerest, in Pakisian it has not received any one's
mrcruait that deserve.  World  Health
qrg‘]""’iﬂiﬂﬂ Regional Advisory Panel on Health
Care of he elderly in its report (6) says that nonc
o lhe Countries o EMR has a national
Programme for Creating mass awarcncss about the
Special neggs ol the clderly population and thejr
vulnuruhi!ily 19 severyl hazards, and nonc of Lhe
. - COoUNring hy, o comprehensive najignal
policy for (he wellare of the ageing Populating,
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IHITY GERIATRICS - pPRORLE ME ANL PACYENTION

Materials and Methods

osurvey was conducted in three villages
5 provinee (Chak No. 60 Shumali a?:iuﬂ::{
wan ol District Sargodha) and (Miana Gondal
+irict Mandi Bahawaldin), Sample size was
sampling technique  was simple random

ple. Questionnaire with mixed questions (o
endud and close ended) was designed rclcslﬁcnl
and then face to face interview was carrqu out ;]i

respondants were males 60 year of age. :

It was very difficult, time consuming and u
hill task to extract information out of old pm:plg
Number of them responded that they had no
pr::tblcms worth mentioning. It could not be
belicved. Probably they have learned to live with
their problems. What we term as problems
hecome part of their life, They don't take the hard
ships of lifc as problems. It has become their
second nature.

Results

All respondants were male from Rural of
Punjab. 42% were from 60 - 64 ycar, 16% from
65 - 69 years, 20.2% from 70 - 74 years, problems.
The common eye problem was cataract.

Hearing impairment was 30%. A US study in
1984 (8) established hearing impaircment ranging
from 30 - 60% among men over 65 year of age. In
addition to potentially profound limilations in an
individuals ability to communicate with others,
impairment in both thesc scnsory syslems arc
associaled  with  significant  limitations  in
performing activities of daily livings as well as with
depression.

Early detection and intcrvention may reverse
or delay sensory impaircments. Surgical treatment
of cataract with lens implantation has been shown
lo improve physical function as well as vision.
Hearing aids represent the main stay ol hcaring
rehabilitation, which, if used effectively, can
reverse psychosocial and particularly psychosocial
disability associated with hearing loss.

80% of the elderly were nol satisficd with
present health care facilitics, the main rcasons
were:-

1. Medicines arc not available all the time.
2. There is no special care for elderly.

3, Casual attitude and apathy of hospital s
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Dependency
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Health Status
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Eye Probism

Joert Prostdanm
Dhssn il P by
Hearing Prokéar
Slnp Ditirtance
Urinany Probism
Hypertmnsion
Bronchial Asthma
Dlabintos Mokl

LAORR OF k0 RS Y

Health Prablems

4. Nomedical care for poar,

5. Consullants are out ol approach.

Prublems other (han health are following:-

1. Lonclinggs,
2, Disobedicnt children,
3. Economic problems (Finance)
4. Domestic problems,
V [t
Must ol the uldurl}r gave Tollowing suygesiions

their beyyer cire;.-

" E lh
LAl the medicings should be P'*“'“‘lcd o

Bovernmign;,
i 1 e
2 ;"F“—L'm! care for the clderly should be prov
In the hospitals,
3

> ; e
Elderly allowance should be paid BY
Eovernmey,,

| LTI
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™ GEMATRICS . RORLEME AND PREVENTION

‘minned family system should persist,
i e s meed of health edueation,

llam has given great respeet (o the clderly,
~ople should act upon the teachings of Islam.
criatric health insurance,

Pension should be increased.,

Old people’s homes should be set up by the
government.

11, Sm:inl_ clubs &t mohalla level should be
organised 10 solve problem of how 1o pass
leisure time,

11. They wanl more allention and love [from
familics and doctors,

Discussion

According 1o WHO (3), in 1950, there were
approximalcly 200 million persons 60 years of age
and over through out the world. By 1975, their
number had increascd 1o 350 million by the year
2000 and 1100 million by the ycar 2025. It means
increase of 224% since 1975, During this same
time period world population as a whole is
expected 1o increase rom 4.1 billion 1o 8.2 billion,
as increase ol 100%.

In Pakistan, the percentage of clderly is
increasing day by day. The rise of life expectancy
in Pakistan shows cvidence of increase in the
population of senior citizens from current 8% level
10 20% in the loresceable futurc. This constitules
a special risk group which nceds an infrastruciure
for the provision of personal health services,

According (0 survey conducled major health
problems faced by the male clderly were defective
eyesight, joint problems, dental problems, hearing
problems,  psychiatric  problems  and  urinary
problems. As a whole, 74% of clderly reported
their health as unsatisfactory and only 20% werc
found to be healthy. It shows that majority of our
aged population is sick. In a study conducied in
1972 (3) it was reported that 25.3% of the rural
males reported that their health is satisfactory.

%% of rural males elderly were illitcrate, it
reflcets that litcracy level among rural aged
population is still much lower. According Lo
previous surveys the lileracy rale among senior
people was 133.4% in 1973 and 10.3% in 1981, for
the rural populations (3). Accerding lo presenl
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survey, literacy rate in the male rural clderly was
10%. It shows no change in the literacy rate of
rural populations over the period of time,

In 1951 pereentage of widowed male was
321% corresponding figures in 1961 and 1973
were 25,2 and 20 (3). According o present study
34% of the clderly were widowed, 1t shows that
percentage of widowed elderly has increased over
this time period, This is duc to the fact that still
the life expectancy of a male is more than a female
in Pakistan. These results also refleet that Health
Carc facilitics in rural arcas are much more
negleeted.

Elderly people deserve and should reccive the
best medical care available, given with diserement,
enthusiasm and kindness. The extensive nature of
illncss in the clderly means (hat the physician in
geriatric medicine has 1o keep up o date with
advances  in knowledge  management  and
therapeultics in the wide range of subjects, not only
in his own speciality, but also in other spheres
which have implications for the treatment of the
older person (7).

Despile the best cfforls of primary and
sccondary prevention and health promotion, the
majorily of older persons will develop one or more
potentially disabling medical conditions. Under
these circumstances the goals of health care
should be early intervention and rchabilitation to
limit disability (8).

In all EMR countrics thc majority of the
clderly live in rural arcas. The primary health care
workers of 1oday arc neither trained in hcalth care
of clderly nor do they realize the special needs of
this segment of population. The WHO Regional
Advisory Pancl on Health Carc of Elderly
(RAPHCE) was cstablished in 1993 by the
Regional Dircctor. The main  objective  of
RAPHCE was Lo review and endorse a Regional
stralegy for WHO programme on Health Care of
the elderly for the decade covering the period 1992
- 2001.

A report of the International  Labour
Organization (9) says “A major concern is the
increasing  old  age  dependency  on  the
cconomically aclive population. 1t has been
estimated that if low level of ceconomic activity of
older persons persist by 2025, there may be as few
as 1.5 active persons for cach ageing dependent.
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) ¢, Provision ol old ge  hy 1
Recommendations institulion in the  urhyy a:r ol 1
Ministry of Health, Governmenl of Paktas, migratian, 47% from rural (g Urhyy , e
chould conduct a nation wide survey on will shilt the load of elderly | o, |
elderly to provide salicnl inl'umli.a:hun Present mci“'“mﬂﬂmic o ﬂqnﬁ
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SPINAL TUBERCULOSIS: EASY TO DIAGNOSE
DIFFICULT TO MANAGE

RIZWAN MASOOD BUTT, SHAHZAD SHAMAS, MUHAMMAD ALI BOKHARI
Depariment of Neurosurgery, King Edward Medical Callege,
General Hospital, Lahore

Summary

The author reviewed 60 cases of spinal tuberculosls treated from Jun. 1993 ta Jun, 1995 at
Lahore General Hospital. Clinical findings included back pain in 47 (79%), paraparesis in 40
(66%) and kyphosis In 31 (52%) patients. Less common features included fever sensory
disturbance and sphincter dysfunctions. Predominant vertebral body involvement was present
In 26 (43%) and marked : bone collapse In 11 (18%) patients. Intraspinal grunulomatous
tissue causing neurological dysfunction in the absence of bone desiruction was seen in 33
(55%) cases.

All 60 patients received antituberculous medications. Laminectomy and debridement of extra
granulomalous tissue, or abscess drainage was done in 43 (71%) patients. Laminectomy and
bracing In 83% biopsy followed by bracing in 11 6% and bracing only In 3.3%. We didn"t
perform inlernal stabilization in any of our patients. An average follow-up time of 6 months
Coorses of Antituberculous therapy (ATT) shorter than six months were invariably associated
wilh disease recurrence.

It is suppested that any young female from poar social background with buckache and positive
family history of tuberculosis should be examined and investigated fully fur tuberculous spine

with appropriately selected treatment, modality and compliance of the patient, satisfuctory
oulcome can be oblained in majority ol patients,

Introduction

Spinal tuberculosis, traditionally referred 1o as
Polt’s discase occurs in less than 1% of palicnts
with tuberculosis. The insidious nature, its gradual
progression and its varied clinical prescnlations
often result in delayed diagnosis. The [requent
absence of concurrent pulmonary involvement
heightens the diagnostic  challenge, though
familiarity of the discase among physicians helps
in early diagnosis. It is a fact thal spinal
tuberculosis is a potentially curable discase but
msidious onset may lead to delayed presenlation
and serious sequel. Aims of our study was o find
oul incidence and assess success ol our Lreatment
methods.

Materials and Methods

This prospective study was carricd oul al
Lahore General Hospital over the period of two
years, Tolal number of paticnls with spinal
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pathologics of acquired origin admiticd during the
course of Iwo years was 623, Out of these, 452
patients were admitted duc to nonlraumatic
causes, These were, Spondylosis. Tumours and
Spinal tubereulosis (Carics Spine). There included
60 (13 2% of 45% paticnts) patients, admitted with
Spinal tubereulosis (Caries). All the patients with
clinical diagnosis of tuberculous spine bul negative
histological evidenee were excluded from the
study. Twenty seven paticnts, were admitted
during the first your and 33 patients during the
sccond among palicnts with caries, 57 (95%)
underwent surgical ‘procedure. There were 39
(65%) women and 21 (35%) men. Patients mainly
belonged 1o Punjub and North west [ronlicr
province. Nearly all the patients belonged to lower
socincconomic group. Only two of the paticnls
belonged 1o middle social class. Age range was
from 14 1o 78 years but mainly young palienis
between 11 to 20 years were alfected with the
discase (Sce Table No. 1)
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Table 1. Age Incidence in Years

Patienls
Age incldence In years

30 (50%)
11-20
21.30 5 (8.3%)
1140 3(5%)
41-50 4 (6.6%)
5160 5(8.3%)
61-70 10 “'ﬁqﬁ%:l
71 and above 3(3%)

Results

Al the time of presentation, common clinic‘al
findings were back pain, paraparesis and kyphosis.
The rclative is shown in Table No. 2.

Table2 Clinical Jindings in patients

Clinical Findings Palients
Back pain 47 (19%)
Paraparesis 40 (66%)
Kyphosis 31 (52%)
Fever 27 (45%)
Sensory disturbance 20 (34%)
Bowel/Bladder dysfunction 19 (31%)

The erythrocyte  sedimentation ralc was
measured in all of the individuals and was
uniformly elevated above 40mm /hr.

Diagnostic imaging studics included plain
roentgenograms in all cases (100%), computerized
tomography (CT) scans in (18%) myclogram with
CT scan in (7%), and magnelic resonance imaging
in (1%), Commonest leyel of involvement was

dorsal spine ( see Table No. 3).
Table3 Relative inciden ce af spinal  fevel
inmvelverneny

Spinal Level Patients
Cervical 3(2%)
Cervicodorsal 2(3%)
Dorszal 33 (55%)
Dorsolumbar 6 (10%)
Lumbar 17 (28%)
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methad of slabilizay
),

i aall

\

¢ lieel X-ray were oblained in gl) -

revealed wvidence of active or healed p“l""'ﬂn.,l

discase in ((4%). Mu.n;: thal 50% hag Previg,

extraspinal tuberculosis and  the Ss0cialigy |
shown in Tuble No. 5.

Evidence of astoctated Tuberculosis

Table 5
o

. Patlents
Association
Frevious !

extraspinal luberculosis 31 (52%)
Carics as

initial manilestation 29 (48%)
Family history

ol Tuberculosis 10 (17%)
Conaeurrent drimary

6 (10%)

lubereulosis

Radiologically, predominant vertchral body
involvement was present in 43% marked bone

collapse with ncurological compromise was scen in
60% (scc Table No. 4).

Table 4 Pathological findings among ail the patients with

carey

Pathological lindings Patients
Abseess 12 (20%)
Vertcbral body involve menl 26 (43%)
Collapsc 11 (18%)
Granulations 33 (55%)

Al paticns

reecived  combinations  of
Rifampicin,

Myambulol. Isoniazid,  ang
Pyrazinamide, Doses were given according 1o body
weight  of  (he paticnl.  'We  preferred the
preparation (Myrin P) in which all the drugs are
included in 3 single preparation, for at leasy 18
maonths,

Surgical procedures included, simple biopsy 1o
decompressive I.':mim:clumy, drainage of abscess
and excision of granulation tissue. In cases with
unstable, painful pine cxlernal bracing as a

ion was uscd (Sce Table No.
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Frecaremisioe mvendalities wredt im 80 corges of Cries

went methods Patlent
edication only 3 (5%)
oy nmd medication 1A%
famineciomy decompression 43 (M0
Laminectomy and stallizatmon {hrawing) 5 (B.3%)
stabilizatioin {Rracing) 203

Forty two (707%) paticnts were lost to follow
up none of the palients dicd. Average length of
h:!l:.:-w up was 0 months. Al six months, 66% of
paticnts who presented had mild or no
neurological deficit, while 34% had significant
deficit. Paticnts with significamt deficit had motor
power of grade 111 or less, were unable 1o mobilize

themsclves. These paticnts also had impaired

scnsations (o the extent of having bed sores Mild
ncurological deficit means thal inspite of sensory
and molor deficit the patient can mobilize with
support and spend tindependent life (see Table
No. 7). Good indicator of prognosis has been
presentalion belore paraparesis.

Tuble 7 Stertres ot Six mronts follew p

Results of treatment Patients
Mild or no deficit 40 (667:)
Significant deficit 20 (34%)

Courses of antibiotic therapy shorter than 6
months were incvilably associaled with discase
recurrence twelve paticnts stopped
Antituberculous therapy prematurcly worsening of
symptoms and rise in ESR was noticed among
these paticnts. Further counsclling encouraged
them Lo take medication regularly.

Discussion

Spinal Tuberculosis has to be diagnosed and
trealed early. The conscquences of a delay in
presentation or diagnosis may include irreversible
newrological deficit and even  death. It is
imcumbent in he physician 1o become familiar
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with the varicd manifestations of (his infection
bused on clinical and rudiographic Mindings.
Tubereulous  spondylitis  is  not  difficult (o
dilferentiale  from  melastases,  mycloma,
lymphoma or pyogenic vertebral osteomyelitis. A
history of tuberculosis, a positive skin test and an
clevated erythrocyte sedimentation rate are usclul
diagnostic clues, but these are not uniformly
presenl. We dont perform  Tuberculin test,
beeause in our population iL is positive in morc
than 90% as compared (o western studics, where it
is reported o be posilive in 629%.

Plain  rocnlgenograms  reveal  endplate
disruption and bone destruction’, CT scan
delincates hone involvement and paravertebral
abseess Lxicnsion, intrathecal conlrast
administration shows the degree of theeal sac
compression™” and MR imaging demonstrales the
exient of sofl tissue involvement. The diagnostie
procedure of choice is MR imaging which reveals
a ring enhancing, hypo -- (o isoinicnse lesion on
Ty-weighted images and a hypoinicnse arca with a
variable central hyperintensity (refleeling cascating
neernsis) on T2-weighted images.

Culture of Mycobuacterium  [rom material
oblained at the time of an open procedure can be
diagnostic in 08% of cases. Our diagnosis was
mainly based on Histopathology {cascous necrosis
and Langerhan's Giant eclls). Due to lack of
resources we  have been unoble 1o use the
technigques of Mycobacterial euluring which is
also a time consuming procedure. In luture use of
DNA amplification lechnigues may allow for more
rapid and- accurate identification of tuberculosis
inlcction.

Surgical intervenlion may be a diagnostic
biopsy drainage of a large paraspinal abscess,
decompression of ncural clements, correction of
spinal deformily, and or stabilization nl: the
spinc!’. Paticals who are neurologically intact
wilhaul significant bong destruction are H':"‘:I’a"ii’
treated with biopsy, antiluberculous medications.
External bracing is used for painful and unstable
spine,

There were paraparcsis of more than 4 weeks
duration and unstahle spine with involvement of
both anierior and posterior eomponents of the
vertchral scgment, All of these palients ]_13{1
provious history ol Tubereulosis Any surgicdl
mancuver would have made spine more unstable,
leaving no chance of neurological recovery.
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There were 7 (11.6%) paticals with ﬂhm;:it'
: ; richral body leading Lo unstablc
ipvolvement of verie o seal deficit
scgment with long standing n.:;_nuh*f-ﬂ-:l 't have
lrl;nrc than 4 wecks). These pmwr}is ;}l ‘n e
any previous history of tuberculosis. Bic W.
taken before starting anti Tuberculous therapy. ‘

Diagnaslic biopsy followed by external hralifi“E
was used in 11.6% of all the paticnts with Spinal
Tuberculosis, .

In cascs where neurological compression was
of short duration (less than a week), lamincctomy
and decompression was done  in idcfii
arcumstances we should treat the paticnts within
few hours of development of neurological deficit.
Unfortunately our  paticnts  presemt  late,
somclimes weeks aller complete sensory, motor
and sphincier control Inss,

In the majorily of our cascs, the presence of
ncurological deficit resulied from cither marked
bone collapse with spinal camal compromise (truc
tuberculous spondylitis) or a granulomatous
epidural mass producing effcct without significant
bone involvement. Becausc both epidural infection
and bone destruction typically progress for a
variable length of time afier antituberculous
chemotherapy is instituted the presence of even
mild ncurological deficit may be tuken as a strong
indication for surgical intervention®2, In our series
there was no cvidence of intramedullary
tuberculomas bul in somc scrics these are
reported as high as 7%"™. It has hcen our
experience  thal  patients  with cpidural
granulomatous tissue in the abscnce of significant
bone collapse may be (reated satisfactorily with
simple  decompressive lamincclomy  and
debridement. However when  vertcbral hody
involvement is significani enough 1o produce
wedging and kyphosis.

An aggressive debridement and stabilization
procedure  is  indicated, We  have heen
successlully using external bracing 10 stabilize the
spine. We arc not in favour of using internal
lxation devices. We think that firstly wound
hcalfng is further dulaycd, Sl:n:;n:}rldf_"-'1 bones are
already weak (o bear any stress of weight bearing
anyway, and thirdly, metal picces gel Jonsen up at
bn:c I:'Il‘.'lﬂ; interface'™. In some serics, 95% of the

patienis who were initigl) e
laler required fusion e o o ey
eyt sicomu L
. aVe examined the ellicacy of
vanous lrealmenl regimens fipr spinal tubereulosis,
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procedures for progression of -

confirming the  advantage ul: radical
combined with chemotherapy in such jny
Anterior  fusion  procedure sum.r,limu

producing  kyphosis " Thcrcflrrc it has

suggested thal these puhcnlsl may !T"" ircaled
by combincd anterior-posterior fusion 1o Prevey
clayed instability.

% ‘}*;“L:c optimum treatment of spina_l ufhcrculmi.
remains controversial and should be individualizg
in cach casc bascd on present guidelines, Iy
recommended that antituberculous chcmmhmm
consisting of at lcast two and p.tru‘_'l"i:ra]l:llgr four
medications, be adminisiered for a period of g
lcast 12 months though some studies have shown
success wilh three drugs.

fail,

Conclusion

The incidence of tuberculosis in Pakistan is
high, spinal involvement of this discase is
undoubtedly frequent. We reviewed 60 cases of
spinal tuberculosis treated over 2 years period. In
our cxpericnee, most paticnts had granulomaltous
and debridement. There were smaller groups who
needed, lesser procedures as biopsy or cxternal
bracing as method of siabilization. With
appropriately sclecied treaiment modality, and

compliance of the paticnl, satisflactory outcome
can be obtained in majority of the cases,
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