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EDITORIAL
DEVELOPME ST AND HEALTH

D
purpose Of}’::g&?i?:;t'::‘Ji:r)"aﬁel;i\elinf}d as a process lwhich waould lead to "Goal Oriet g
in quality of life, Devslonm, i (.I It |n_\p||cs progressive improvement in Infe styles, we L nd
rationally aimed activiti P d?"t, thus, is a process of organizing and carrying out prudenay Lo oo _p
development i iteesrmlsrec:ed lovyards achieving defined goals. But it wou'ld be faiia 4) *;
accompanying positive social :ndsuts)tliligzld Fconomlc growth. Development, in fagl, hecesssly W

ot Trsaltls and preshuctivity are the bacis shiei e reciprocal and
complimentary. W ithourt] heF;rlct)h u;rtgclitl},c;:/?t tl::e b?]SIC(uO b]e.ctlves . dtevemprgi?rtr;ilTair\leyvjtrgorjf lp;)r;:i:ctd.y
opportunities for acquiring b. it h T ratva iy 19 d health can enjo;
b acq g better health cannot develop. Only people who enjoy goo - i
VONKing, and are likely to achieve a high degree of productivity. Health is not only basic to leading a happy
life b.ut is necessary for all purposeful and productive activities in a society. It is man’s most precious asset
and its promation is essential for sustained economic and social development. Unfortunately,-often, social
planners forget this simple truth, and squeeze health out of their

i "Planning horizons".
_ It is universally accepted that health is a fundamental human right. Health and Development are
closely inter-linked and are inseparable. Thus, good health is both a major pathway towards development,

as well as an end-product.
A large number of nations of the World are finding themselves handicapped in meeting the felt
ban communities. Advances in medical

health needs of the masses, especially in rural and poor ur
technology and therapeutics have further widened the gap between the "haves and have-nots™. Post-war
models of western health systems have not worked in Third World countries because of different cultural,

economic, political and geographical settings, and also due to different patterns of health and disease. The

framework in which health status is maintained is different for the rich and poor worlds.
city of economic and human resources, different metrologies and different

In the presence of scar
system approaches are indicated. We have to identify the methodologies which are required because of

changing social philosophies and aspirations.
The low priority assigned to health by planners and administrators has resulted in lack of dynamic

relationship between health and development. Submissive and obliging health planners and administrators
have therefore continued to adopt the old models of Health Care Delivery Systems in the Third World
countries, which have out-lived their utility. Health officials, usually lacking political support, have found it
convenient to be accommodative, rather than aggressively attempt to win the necessary political support

for essential health-based social changes.
ts of urban based hospitals and health centers, and the use of

The capital and maintaining COsts -
inappropriate technologies and non-productive operational methodologies, account for the bulk of health

expenditure in Pakistan. Urban population whif:h constitutes about 20 percent of the population absorbs
) sarsat 0l the health buci_gEI and avaulab}e health manpower. The distribution of qualified health
manpower s skewed. Highly qualified and experienced healt.h personnel fell little responsibility towards
poor people specially in the rural areas and u(ban slums. This ‘h'as resulted in an extraordinary situation.
B sanvioet svailable to -rur_al pqpulal|on are under-utilized and work at low level of efficiency.
Poorly framed priorities do not coincide vylth consumer "EEdS-.

services are distributed on the basis of political pressure and in response to the

Medical skills and
They are also dependent upon the sophisticated norms set up by super-

demands of pressure groups.

pakistan J. Health. Vol 32 No.1-2, 1995
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A. H. Awap :

(i)

specialized experts who have major concern for persons L Jor o h iranai
factor encourages and supports the concentration of medical skills in a few urban metropolitan areas.

Economic framework is also responsible for the brain-drain of medical skills from the already depleteq
Third-World countries to the developed industrialized World. The net result.of all the_above anomalies js
that health care system is developed in such a way that it serves selectively the interests of a smaj|
percentage of richer population. The cost-explosion caused by hlgh-technology-car'e, and demand by
pressure groups for super-specialized personnel not only depletes resources available to poor, but
perpetuates the state of deprivation and want. . ‘ .

Culturally people have high regard for medicine. They have a mistaken belief that practice of
medicine can solve all their woes. They have not realized that social problems of development cannot be
solved by medicine but require a mix of socio-economic and political approaches. Without this support the
health dilemma cannot be solved. Medicine can no longer be visualized as one of the most fundamental
contributors to good health. The determinants are controlled by the social order and political maturity of a
nation.

and not for communities. Unequal €conomic

A.-HAWAN

Maternal & Child Welfare Association of Pakistan
M.C.H. House 30-F, Gulberg-ll, Lahore
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COMPUTER-BASED MULTIMEDIA PATIE

Overview of Melanoma

FOR PRIMARY CUTANEOUS MALIGNANT ME

AKBAR KHAN AND SAMIR KHABBAZ,

NT EDUCATION © VSTEDN

LANOMA

carborough General Hospital and St. Michael’s Hospital, Ontarto, ( anada.

removal. After

all, the ten year survival rate for a lesion

whereas thicker

Over the
— focuse[::nlfth few years, the eyes of public health
This stoss 1o lC-. fauenuop on malignant melanoma.
o scarceg)a Y Irom United Stated data (Canadian
smaBgnant mél ’ “”hld.l sh'o.ws that the incidence of
e i cance:noma s mising faster than any other
fashical. Taie is’ art!ld it is doing so in an cxponential
the de\‘elopmemrcf ccle'd in the lifetime risk figures for
1500 foe. 1935 1 o mahg{mnt melanoma which are I in
% B 14 & ) rls7mg to 1 105 for 1991, and projected
e el - (F}ﬂ S by the year 2000 if current trends
pravisenil s igure 1). T.hesc numbers are especially
s re% cn one considers that this form of cancer
resul?is :l:l;nrym;:gh young ba::ndf middle-aged adults. The
- ; :
lost, namely 17.1 years3, e el R

Fig. 1 Lifetime Risk of Melanoma

0.015 ¢

0.01 |

Lifetime Risk

0.005 |
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*sprojected data

The Mortality rate continues t

o rise as well, albeit
(almost leveling off), with 1994
d 3% for women?. Despite
he more level rise in
isease (Figure 2), five year survival
antially from approximately 40% in
tely 80% presenlly5. This has
hange in the major treatment
se in the mortality rate and

in a linear fashion

estimates of 3% for men an

the alarming rise in incidence and t

mortality of this d
has increased subst
1940 to approxima
occurred without any ¢

odality-surgery- The small i !
3: ‘n::rtzasc %nrcyure rate are probably a result of_carhcr
e in¢ o and treatment of thin !cssnoqs. This data
dctcctl(t)o paghh atient survival with malignant
seems

[ .
i dirte i rlier detection and
melanoma 15

ctly related to €a

Pakistan J Health. Vol 32 No. 1-2 199

less than 0.85 mm thick is 95.77%
lesions have decreasing survival rates’ (figure 3). Thus
improving  carly detection is important, however
prevention of new lesions is the most desirable
situation. It scems logical then to focus oo improving
primary and sccondary preventative strategies. It is the
family physician who is in the ideal position to provide

these services.

Fig. 2 Incidence and Mortality of Melanoma

Rate per 100,000

s

Fig. 3 Ten Year Survival Rates of Melanoma
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Primary Prevention

Primary prevention involves reducing the risk of
acquiring a certain illness or diseaseS. This can be
achieved through a numbcr'of avenues.

(a) mass media campaigns

(b) directed campaigns in schools, workplaces etc.

(¢) education from health-care professionals during
office visits.

The thrust of such education should be towards
identifying high-risk individuals, and towards promoting
sun protection and avoidance. The high-risk group’
would include individuals who:

(a) have a large number of typical moles

(b) have atypical mols

(¢) have a family history of malignant melanoma

(d) have had prior melanoma

(e) have a history of repeated severe sunburns, ease
of burning, freckling or inability to tan.
This group should be made aware of their

increased risk and taught strict guidelines as to sun

FIGURE 4
PATIENT NOTICES SOMETHING
NEW OR DIFFERENT ON SKIN
Average "
Time 7.3 MONTHS
Delay:
PATIENT BECOMES
. T UIsusPIcious
1.5 MONTHS B -
PHYSICIAN VISIT
R 2
3.9 MONTHS
DIAGNOSIS OF MELANOMA

frame from animation sequence illustrating browth
e f:‘r’n &':Mstasis of cancer (cervical cancer used as an example

Pakistan J Health Vol 12 No 1-2.1995

Akbar Khan: Samir Khabbay.

“wyriate clothing, hats,
- #2 should be directed
“ut the thrust need

protection/avoidance (ic. -

sunscreens etc.). The samo »
towards the general publi: ..
not be as intense.

The final step in the -
is an assessment of its cifiiis '
mortality. This is currently being lu.ammcd as present
strategies are relatively new, an it takes a number of
years to see changes in these parameters.

"y prevention strategy
w2 incidence and

Fig. 6 Sample screen from risk factor assessment questionnarie

P

Secondary Prevention

Secondary prevention involves early detection and
prompt treatment of disease®. Its aim is to cure discase
and to limit disability. This can be achieved via public
education and/or screening. Public education appears
to be a very important factor in the carly detection of
malignant melanoma, if one looks at studies illustrating
the reasons for delayed diagnosis. A British study in
1986 concluded that patient delay in seeking medical
attention was a key factor in the delayed diagnosis of
malignant melanoma®, In another study, Cassileth et al.
found that both patient and physician delay lead to an
average diagnostic delay of 12.7 months after the
patient noted a new or changing lesion?, The average
(lilime sc%lcnce of event can best be shown using a

agram' (figure 4)

"A" represents the time between recognition of a
new or changing lesion and the time when the payj
became suspici is i g

picious. This interval was 73 months on
average. "B represents the time before
his/her doctor after
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3
Computer-Based Multimedia Patient Education System

There scems to be a major role for .thc cd.ucauon
malignant melanoma, including .f,clf
and the need to seek medical

early signs of malignant melanoma (i.e. change in size
or colour), and more quickly to the late signs such as of patients about
skin examination,

=5 B I
o (e ' ‘\i 4 (ﬂ 1

|

T

Step 2: Hod your hands with
the palms face up, as shown in
the drawing Look at your Palms,
fingers, spaces between the
fingers, and forearms. Then twm
your hands over and examine
the backs of your hands, fingers,
spaces between the fingers,

fingernails, and forearms
o

(o )

the mirmor, Il your arms over

[

! tep 4 Agan using the hdl- your head with the palms facing
fongth mirmor, observe the ertice | each other Tum so that your
Step 3: Now position yourself | . ‘ i nd
Step 1: Make sure the room Is | in front of the fulllength mirror. | :w:o:. ,::.b?::.m.',:n,mk m m;h:‘n:n;:w;or;"
well-ighted. and that you have | Hold up your arms, bent at tha | Tum you paims 10 face the | body, your hands and arms,
nearby a full length mirror, a | elbows, with your palms facing | o ook & . of ok
hand-held mirror, @ hand-held | you. In the mirror, look a1 the Qo] el sl o shighes, e w’ sty
blow dryer, and two chairs or | backs of your forearms and l'"“‘ b osar

stools. UM!&sscWeMy, elbows. | :r:é:—:l’);;w:wp:nx area, ::n‘,:"\d'::aal the process with
Exercise Exsrcise
bleeding or ulceration!!. The patients that saw their attention if they see the early signs of this disease. After
physicians in response to the early signs of malignant all, if lesions are removed earlier, the likelihood of cure
melanoma were found to have significantly thinner will be increased (as discussed earlier).
lesions at excision and thus greater curability. = N
i Ol—

sw’ﬁlﬁmmﬁmw

ONG I8G 0N a chawr of 82668 i ko of
YU 88 $hown. Usng the hand-heid |
IS, Sxamae e rede of e
Poppedup 89, begnrng = me
PN Mea and moveg Be o
down the leg 1 your oot Repeat
e procedurs ki you cmer leg
oY
[} |
|
|
Step B: Use e rand-heid maror
and e ful-length minor 10 lock &
your scalp. Because the
mnnmwnq;:bn:,
hand- 450 w8 2 handheld biow aryer
sl 1o :"":;":"’—-\unnn
@amine A Whis soms
| your Pecpie 61d € sasy 1 hoid e muror E:',:J‘:_s"% “oss ong
H Niso n one hand and the dryer n e o Sl ONer Use the hare
| arms | Other, whits looking i the S e v 0 exarie we 10p o
{ hard | freeron, many do not For e scaip "‘“m.“
! may find 1 | SLATIMCN 0 panicua, then, you -“-‘Mn“lm“,
2| gt ask your sptase o a end 1o o BORom of youy e

Step 6 Wi o see ¥ A
me kil lengtd ‘ helphs 10 85¥ st you "“‘""mqn..h“
your pusLocks Lv:f:ﬁi‘,/—l Exercise — ———1= = "™
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Besides patient education and sclf—sc{ccg;:l’f;

dary prevention of malignant melanoma IRVOTE”
secondary pres y s In many ways this
patient screening by their physicians. In ols of 8
disease mecls lhcb 7l'u]11damcnla| requircments ¢

ing program:™ " °°

i?reeilczglfnof:a is an important health concern
evidenced by its rising incidence and mortality.

2. The natural history of melanoma is known and
there is a recognizable pre-metastatic phasc.

3. Visual examination of the skin appears to be a
suitable and acceptable screening test.

4. An accepted treatment is available for cal_rly
disease and this treatment is effective in reducing
morbidity and mortality. )
On the other side of the issue, further preparation

of primary care physicians is required before
widespread  patient-screening  efforts can  be
implemented’. Furthermore, there is very scarce data
to show whether generalized screening for malignant
melanoma is effective in reducing mortality or is cost-
effective, and to date no randomized control trial of
screening versus no screening has been done’ 12,
Anecdotally, screening for malignant melanoma seems
to show promise, but more work needs to be done in
the arecas of implementation and in evaluating its
effectiveness.

It is clear from the preceding discussion that
malignant melanoma is an important health concern,
and that public education is needed with the aims of
increasing public awareness of this illness, defining
high-risk individuals, preventing new lesions, and
promoting the recognition of early lesions. It is with
these goals in mind that we have created a computer-
based interactive educational tool for malignant
melanoma. Before discussing our program, let us look
at some general aspects of computer-based education

as

Computer in Patient Education

Computer-based education is certainly not a new
field, as the first literature on this subject started
coming out in the mid to late 1970s. One of the first
studies using this "new” technology was done by Fisher
et al. in 197713, They examined ‘“clean-catch"
urinespecimens from women after spoken, written,
computer, and no instruction. They found that the
computer-instructed group did better than the written
group (based on bacterial contaminants on urine
culture) and at least as well as those patients that had
received spoken instructions. This paper and other early
work sparked interest in the use of computers in patient
education. This lead to lhc.dcv'clopmcnt of programs
on risk reduction and chronic diseases. An example of

Pakistan J. Health. Vol. 32 No.1-2,1995

Akbar Khan: Sam, Khaty,
z,

the former, the Kardia (» ¢ m dt;al.mg Carcliiac risk
factors), Was evaluated by i et al. in 19834,

laced this cducation moduic in the waiting are, of 3
pdcfi ractice unit and found that 979 of the 109
fami Iy {)h’ll used the program favoured the use of such
peopic T Furthermore, 90% of the same group foyng

ams. - . .
plrégzgmpuwr very uscful in improving lhf:nr "healty
:(:ﬁ)wlcdgc- An cxample of the latter is diabeteg

programs arc available that teqqp

W ients how to administer insulin, adjys
?::sklci::cdg:cls, sclf-test blood glucose, jsnanage. their
diets, and monilor. for. Comphcfmo'n d Om.: such
program on improving dietary habltslm iabetics was
shown by Turning et al. to re('iucc blood helrgxoglobm
A1C and maintain these reduction for 1 year™® . Other
more recent programs have been  developed for
preoperatice/postoperative counselling a_nd demSlO{l-
making!?. One such program on benign prostatic
hypertrophy was designed by Wennberg et al'®, The
program showed patients the risk and benefits of
surgical and non-surgical treatment in an interactive
format. A prototype of this program was used in an
HMO in Denver, Colorado between 1989 and 1991 and
it was shown to reduce the number of surgeries by 44%.
Today there are many other programs available on a
variety of topics ranging from asthma, cancer, and
cardiology to venereal disecases and weight control.
They provide information on various diseases
(especially chronic), medication compliance, disease
prevention, and patient decision-making!?,

It is largely the renewed interest in patient
education in general that has lead to the growth of
computed-based patient education!®, The patients of
tOdif)’ want to be well-informed about their illnesses and
the Interventions that they undergo. Many of those with
chronic conditions want to be actively involved in their
treatment plans, It is these issues that f in part, th
basis of satlentitduised at form, m'part,t €
shown that beftor (;:1 care. Several studies .havc

cal outcomes occur if patients

bec

s ;n:ti) imore knov.vlcdge.able about their illnesses and
: gger role in their treatment process. Another
Important issue is th '

Tequire a great g at of "informed" consent. Patients
Procedure in opq vl o knowledge surrounding a
“informed”, Iy fact eti,ist(-) make their consent truly
NUMErous medicatneg - U¢ has been at the centre of

cducation. Many

COmmunicatjop, s¢ of poor doctor-patient
Several b,
¢ darriers exist i
Patient education!9. SLIn the process of effective

0 Quate patient
Clling, becayse often the
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Con - i i
puter-Based Multimedia Patient Education System

ne . .

3:—:db(r)(())l;(cs‘,3.chAe(:2§2:3nbls unanticipated when patients

many physicians & arrier is the financial aspect;

otitemeated £ nol'thmlf that they are adequately
et minim(')r spending time on patient education
et - 1ze 1s use. A_n(.)lher major problem is an

ol acnthiad V‘l? IODC. Ph}:sncnans receive numerous

o ools fr.om Journals, conferences, drug

Pany representatives etc., but these tools are often
fﬁé:;‘:lb ;n a corner or closet in the office. In this way,

o fo(;ollsnc: Ca :Ii;);s.rcadlly available for use¢ when the

. It is clear that patient education has become an

1ssue of paramount importance in today’s medical

Practice, but that there are still a number of barriers to

its adequate delivery. This is exactly why computer-

based education is becoming more popular. The
computer offers many advantages!9-20,

5 1 It is casily accessible to the patient and can be
adapted for various scttings (eg. office, shopping
mall etc.)

2. It allows the paticent to learn at his/her own pace,
and to review the material several times over.

3. The message provided is consistent, but can still
be individualized to suit various paticnt’s needs.

4. The computer offers privacy of instruction, which
may be important for topics such as sexual
problems or substance abuse.

5. The computer can be made constantly available,
whereas the health-carc professional is not.

6. This form of education is cost-cffective because it
decrecases usc of stall time.
7. A record of educational activities and outcomes

can be kept automatically.

8. The computer can provide very .interac_tive
learning (unlike a video which is not interactive)
and can teach through various methods m?ludmg
games and simulations. It allows the patient to
choose what they want to learn about a particular

subject.

It is these advantages that makes the computer a

lation, but
:onal tool for the general popu » b
B CdUCi}g? the elderly, children, and those with

i l . . &
:Isop\flgi?llgaming. This form of patient education has its

20.
drawbacks as well. These are as follows<":

: Illiterate or blind individuals cannot use this

dium effectively.
5 much more abundant than

. although . < situati i
Sofltnrarfl. o il limited. This snluauo?amn:
pm:uﬁlli changing as more and more prog
a
l“pcd.

to

cons
qre being deve

v brs

5

arc providers may still be
This situation can be
[ the

3. Certain patients/hcalthc

fearful of computers. ' _
alleviated by proper computer instruction 0
staff, Ideally, a good patient cducation program

should be very user-friendly.

4. The initial cost of hardware and sofl\k_/arc may be
prohibitive. This must be balanced _wnth_lhc time
saved by office staff and potc’ntlal increased
patient satisfaction in the long run?l,

We feel that these downsides
outweighed by the benefits of this medium.

Computers clearly have an advantage over the
traditional education tools such as booklets and
pamphlets in the area of information storage as well.
They can systematically store numerous different
programs, which arc casily available at the touch of a
button. Thus they save not only teaching time, but also
the time spent hunting for other teaching modalities in
the office sctting. We will now take a closer look at the
program that we have developed.

are casily

Our Computer-Based
Patient Education Module

We have developed a  multimedia patient
education module for malignant melanoma. It is clear
from the carlier discussion about melanoma that this
discase is a major health convent and that it is one that
lends itself towards primary and secondary preventative
strategies. It is also clear from our prior discussion that
computers are a new and effective means of patient
education. It is the marriage of these two premises that
lead to our development. An extensive literature search
on the Medline, Health, and Cinahl networks revealed
no litc?ralure on a similar undertaking for patient
education on malignant melanoma. There are obviously
pamphlets, booklets and television programs on this
sub]ec.ts. The only apparent similar undertaking to date
was discussed in article by Demirjian?2, |n 1990.

o - ¢ y d
group. of dermatologists affiliated with (he Roval
Victoria Hospital and the Sulzberger Institute foyu
American Academy of Dermatol el

: ogy
pictures of cutaneous pathology 1o ¢r
called "The Primary Cancers of the Ski

was?duscd to teach dermatology o medical studeng
residents, and other physicians. [ 1992, a SCcc.)nd ‘;: 5};
h 1 :

catc a module
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the public. The tool that we have created is intended for
use by the general public and has been designed at a
grade 8 reading level. It allows the patient to access
areas which are interesting and important to them.
Teaching occurs via a variety of modalities including
text, pictures, animations, and sound. This modality can
easily be placed on a computer in a physician’s office, a
school, a workplace, or any public place. In the office
scmng,.r_)alicnls can play with the computer while they
are waiting to sce their physician. This would allow
then? to bring to the attention of their doctor any
suspicious lesions during their present or future visits.
Alternatively, they can be directed to use the computer
alter their visit if their physician has found them to be
at high risk for melanoma. This would save a lot of their
physician’s time and would provide the patient with
valuable information that they may not other wise
receive with respect to melanoma prevention and early
detection. We fcel that the dimensions of sight, sound,
and interactiveness offer the patient a unique and
potentially superior educational experience when
compared to the other media presently available on
melanoma such as broughures, posters, and televisions.

Summary and Discussion

In summary, we have looked the growing health
concern  surrounding malignant melanoma and
determined that patient education is definitely necded
to curb this growth. Patient education for this disease
should be based on the primary and secondary
prevention modalities of the classical disease prevention
model. The ideal aim of this preventative strategy is
disease prevention via sun protection strategics etc.,
and the next best thing is early detection of thin lesions.
After all, early removal of thin lesions was found to be
curative in the majority of patients.

We then examined computer-based patient
education and its advantages and disadvantages. In our
view, the benefits scemed to far outweigh the
downsides. Most of the disadvantages were related to
specific situations that WOU_ld Pfo_babl)’ become non-
issue if other factors are “{CIghcd in such as computer
training and the valuable time saved b.y office slaft.". .In
this part of the discussion, various available modalities

: ced at.

S l])migz lg(x:lz;f‘:cction of our discussion, we united
these t:vo topics in the dcvelogmenl of our education

dule. We found that the subject of mc!anoma lends
B, Il to a video-based educational format.
very we advantages of computer-based patient
he fact that computers have high
bilities, we felt that this was the

itsell
Given all of the
education qnd t '
resolution video capa
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to communicate he "1e i‘gnm}m message"
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"+ conclusions a5

ideal medium
to patients. 0O

to .
rogram 18 ‘ 2
rr:lclﬁnoma, but on a larger scale t

prototype for future educational p o

k)
i an malk:
i h issucs. We ca ‘ clu
variety of healt f our modulc achieving our
to the uscfulness O

entative goals, more can We CORe .c.u: whether this
. f melanoma education is foicr Ehan those
i ady exist. These .uestions would

ities that alre N , s
mod?(;:l;i tential research objectives and a_pphcalnons
F(::) :ur program in the future. It would be fairly easy to

test the effectiveness of this form of cducation on
primary and secondary ~prevention of m.ahgnant
melanoma. With respect to primary prevention, the
computer could automati?ally collect and analyz.e data
via epidemiological questions anc.l _p‘rc/po.st testing. In
the case of secondary prevention, initial cp_ldcmnolog.xcal
data could be collected during the educational session,
and then further data added and collected upon patient
follow-up with their physicians. The future prospects
are certainly endless and exciting, and we hope that you
will find our development useful in the education of

your own paticnts.

Details of the
Computer-Based System

The program was created with HSC Interactive, a
multimedia icon-based programming language. The
user can step through the program by using the mouse
to point and click. No keyboard input is required. The
user may choosc from the following topics in the main
menu:

Tes.t your knowledge - a short pre-test for users to test
their present knowledge of melanoma

What is melanoma? - , series of modules which explain
what cancer and melanoma are (sce Figure 5),

including graphical statistics ; .
s illustrat
melanoma ing the dangers of

Are you at risk? t
* = leaches the yger .
melanoma risk factors e what the main

: Y performin 3
assessment of risk factors (see Figur[:: 6) g a self
Prevention of melanomg-

exp!gining the importance and
avoidan i inatj
s sclcz,] self skin “Xamination, ang gkip €Xamination
examinya[' ans (includes complete puide o self
S ( self-
Palsy n Whl‘Ch can be supplemented by - i
ndout’ - gee Figure 7 o S

a series of modules

mcthods of sun
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Computer-Based Multimedia Patient Education System
References- list of current reference articles and books
for further study

By making a particular sclections, the user
advances to either a teaching module or another menu
from which they may choose another option. Users are
also given the option of stepping backward at any point
if they wish to review a particular module. The teaching
modules themselves consist of colour pictures (eg. skin
lesions, microscopic views of cancers), colour
animations (eg. illustrating tumour growth and spread),
sounds and speech (cg. to teach the user the correct
pronunciation of certain medical words) and descriptive
text.

Minimum System Requirements

1.  IBM or compatible computer with 80486, 25MHz,
with 8 Mb of RAM and mouse

2. VGA 1MB 24 bit graphics card with ability to
display 32768 colours simultaneously in 640*480
(eg. ATI Wonder XL 24) and VGA colour
monitor

3. 8 bit digital sound card (eg. SoundBlaster Pro),

MCI compatibility required
4.  20Mb of free hard disk space
5.  Microsoft Windows 3.1
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THE ROLE OF ORGANIZATION, ADMINISTRATION, MONITORING ANﬂ
PERIODIC REPORTING IN AN OUTPUT ORIENTED HEALTH SYSTE ¢

MAHMUDA MUBASHER
Dept. of Public Health Practice and Administration
College of Community Medicine, Lahore

Problems

The birth rates, and infant mortality in Pakistan

are still one of the highest in the world. There has been
a fall in crude death rate. High birth rates, in the
presence of falling death rates, have rendered Pakistan
the ninth most populous, country in the world. The
population of Pakistan was 84.6 million in 1981 but was
estimated to be 110 million to 125 million in mid 1991.
Our current estimates of annual population growth rate
range from 285% to 3.15% (Crude birth rate
42.56/1000 and crude death rate 11.26) inspite of the
fact that handsome financial allocation of billion rupees
was made to control it in 7th five year plan period
(1988-1993). In other words the 7th five year plan has
been unsuccessful in implementing its population
control programme with reference to its objectives. The
system and its inputs, did not meet the requircments for
child survival and birth control.

Demographic Indicator of Pakistan

Total Population 124.8 Million
Crude Birth Rate 41/1000 Pop.
Crude Death Rate 11/1000 Pop.
Growth Rate 32%

Infant Mortality Rate 95/1000 LB
Maternal Mortality Rate 5/1000 LB
Contraceptive User Rate 12% MWRA

Source: State of World Children 1994, UNICEF

Failure to lower birth rate and infant mortality
rate may have been due to inadequacy of allotted
resources, of culture base life styles, ctc but it may also
be due to defective managerial approach resulting in
non-eflective professional performance. We may need
additional innovative inputs for ensuring the required
outputs, Pakistan gives a very high priority to MCH
programme, which is expected to provide support and

Pakistan J. Heahth. Vol 32 No 1-2, 1995

inducement to communities, leading to & 5. .

norm besides soliciting other favourablc h.t::-v:‘.‘ ‘

out put for mothers and children. Qur mai b o o
Pakistan is through F.P & MCH outlets. Tir 2%l
of Health, Government of Pakistan, operates 8577
MCH Center, and the population welfare department
provides 1000 F.P & MCH outlets. In addition several
NGOs, have 430 units offering F.P & MCH services.
The main effort is costing colossal national resources.
What has, been missing in our system that the inputs
have not yet given the outputs in terms of the expected
indicators.

Administrative management is essentially a
question of the organization of manpower, material
resources and strategy for the accomplishment of a
desired goal. It requires and intimate knowledge and
understanding of great many factors, including people
as well as materials, plus a great deal of curiosity,
imagination, dctermination integrative ability, and good
judgement. In a ficld of MCH (Public Health) there
also is required a greater than usual social
consciousness and understanding, It involves the power
and ability to influence if not to determine the
happiness, welfare and even the lives of a large number
of people, beginning with the staff of the agency and
extending out to include every member of the public.
This represents a truly great responsibility.

In a sound and scientific organization, goals must
be established, then making plans for their altainment,
creating a sound organization providing for practical
level of authority and co-ordination, recruit and manage
good  personnel, delegate responsibility  and
concomitant authority with rules and regulations
needed for smooth operation & efficient work plan &
provision of continued leadership & keep the plans &
programmes of the organization constantly in tune with
social forces on which depends its success and survival.

The MCWAP, since its birth, has been trying to
meet an urgent need of the mothers and children. It
actively promoted health and welfare of families, with
particular emphasis on mother and children who being
the vulnerable group fall an easy prey to adverse
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cnvironment, Aclivitics aim (o develop and demonstrate
good  quality scrviees through scicntific & sound
Org:l_nimlion. administration with a system of
monitoring and reporting for clfective, supportive
Management leading 1o measurable output indictors.

Bf:furc operationalization of the project expected
population and work load was calculated especially with
rcfcrcn_cc 0 mothers and children. Output oriented
evaluation criteria for workers performance and impact
cvall'mlion was also laid down which was then
monitored and evaluated on regular basis.

Expected Population of Each M.C.H Unit

Population 5000
Married Women 1000
Non-Productive Women 250
Productive Women 750

Expected Work Load for each MCH Unit.

Type of No. of Contact
Work Cases Needed

Antenatal 250 250/Month
10/Day

Pre-Conceptional Care. 500 500/Month
20/Day.

Infant 250 250/Month
10/Day

Pre-School age 1000 333/Month
14/Day

Output Oriented Evaluation Workers Performance

1. Live Birth
2. Survival of Children
3. Survival of Mothers
4.  Spacing of Family
5. Vital Data
The report of performance of the comprehensive
MCH care projects I am going (o present developed in
city of Lahore. (The city has an estimated population of

60 million.
The basic objective of the projects was (o study if

through scientific organization, administration, & with a
system of monitoring & reporting, when channeled
through MCH Center can enhance CPR for lowering
CBR and in addition, provide primary health cover to

mother & children.

Pakistan 1 Health. Vol 32 No -2 1995

Mahmuda vy,
she,

I. Integrated MCH & F.P Project

Developed in the metropolitan city (o Lahor,
ang

adjacent (o two rural arcas.

The project commenced in July 1984, :
fully developed by January 1985. It cover. 5 p"PUIau(m

of 61, 410 persons (Urban = 50, (,33:. ,., ol g
and consists of 10 scattered C()mm.unmt 5,000 . q”:
persons cach) one MCH centre, with a 1 tine e
of one qualificd lady healli.l visitor, - irgineg e
attendant and 2 under training birth . cndangg o
located in each of these communitics, :

Services of graduate medici'  joe, were

available for a group of 5 heali: clusters (for
administrative, clinical and preventive v ), and all (p,
ten units were under the administrai;. = control gpq
supervision of a medical director supporicq by a public
health nurse. These two workers dircctcd, guided and
supcrvised the total programme. They checked records
observed and supervised professional pcrformance’
regularly, giving support and, cope with any situatiop
which needed remedial action instead of just T€porting

faults.
The Project was under the over all contro] of one

honorary Project Director and a Deputy Project
Director (Professors of Prev. Med) who were
responsible for operational planning, administration,

fiscal

management, overall supervision, continued

education for staff, monitoring and evaluation,

Output Oriented Evaluation Impact Evaluation

NS E N -

el

NS

Decreased Infant Mortality
Decreased Maternal Mortality
Decreased Birth Rate
Decreased Death Rate
Decreased Morbidity
Economic Benefits
Availability of Data

Activities Undertaken

Survey of the specified areas for collecting basic
demographic data.

Familics registration for MCH Care.
Preconceptional care offered for preventing high
risk pregnancies & Family Planning Services in
larget population.

Ante-natal care

Keeping contact during lying in period.
Post-Natal Care,

Infant Care (Breast-Fecding Supplemental Food
& Growth Monitoring)
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. Pre-School Child Care. i

OF?:::;Z:;IE%TAAE :T&R: S?;:JEECT g Nutrition gervices & treatment of nutritional
T discases. ) . .
@ 10. Spacing of reproductive z-nctwnty & avoidance ol

pregnancy when high risk 18 attached. '
11. Primary Medical Care at centres & referral for

@@ serious conditions.

12. Preventive inoculation 10 children & pregnant

Mothers for prevention of tetnus nconatoruri.

SRS 13. Training of indigenous Dai.

EXECUTIVE-DIRECT(E]

Implementation

Committee
Nursing
Director
Lahore Distt:
MCWA

EXECUTIVE
DIRECTOR

l Medical
{ Director

CHAIRMAN

|

iedical Officer Medical Officer

|

Management Committee

Project Planning &

11. Urban MCH Project _
ted in April

This project star :
partly by NGOs CC for population we
by PMCWA Community of 25,000 pop

in urban area of Lahore.

1987, was funded
Ifarc and partly
ulation selected

Population divided in 5 sectors. )
Each sector with about 5,000-6000 population, 10
M.C.H.. Services (including

offer comprehensive
EP)

5 M.CH
building.
Objective is to try and show.
1. Greater efficiency in inputs due

units of service were housed in one

f
L5V LHV LHV LHV LHV

]

LHV LHV LHV LHV LHV

l To constant supervision by M.D & N.D.

Z.1 DAl DAl DAI DAI DAl DAl DAl DAl DAl Resulting in more positive outputs.
A COMPARATIVE STATEMENT OF VITAL RATES
LARECHS URBAN MCH COMPLEX 1987-1992, LAHORE
Particulars 1987 1988 1989 1990 1991 1992 Pakistan
Crude Birth 39.13 3225 30.13 2
3 2. s 27.98 2
i B 26.89 26.22 40
Crude Death
rate/1000 Pop. 6.55
5.38 547 5.18 5.03 4.6 12
Infant Mortality 67.12 58.28
12 2 54. .
oyt 39 46.34 47.14 46.07 80-100
L. births
Growth rate% 325 2.68 246 228 218
. 2. 28 2. 2.16 3.2%
Contraceptive 213 28.74 3243 335 b
Prevalence rate% -. 1 - - e
Maternal Mortality 1.98 1.1 115 24 an
rate% L. Births s 3% ; o
- MC ici '
H physician was responsible for the .

programme, staff will work

Pakistan . Health. Vol 32 No. 1-2, 1995

As a team, with goal & competition spirit.
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oW n'-‘pnn\il'h' for
w, the help
project with

5 Honorary Project Directe
planning organizing & 1m
of monitoring and cvaluation of the
honorary consultation in MCH.
Travelling time  will be saved
technical work by supervisory stall
Wastage of resources/money will be s
reducing distant travelling.

- Transport has been  provided o ficld team,
supervisory staff & consultants, )
Working together will facilitate development ‘0|
continuing cducation & morale boosting ucli\‘ilu:s'
of staff of 5 units by cvaluation & comparing their
work.

ORGANIZATIONAL STRUCTURE
OF URBAN M. C. H. PROJECT

CONSULTANT
[ MCWAP }—gratus

] PLANNING &
(_PUNJAB_MCWA | |yipi EMENTATION

CONSULTANT —{_PROJECT DIRECTOR {— MANAGEMENT

|

EXECUTIVE DIRECTORJ

ple mentali

and used  for

aved, by

Accountant
(Part-Time)

Typist
(Part-Time)
[ mcH pHysician ]

WRSING SUPERVISOR]

Pop: 5000 5000 5600 5000 5000

[ I | | l
LHV LHV LHV LHV LHV
DAl DAI DAl DAI DAI
One Record Keeper

Field Supervisor__|

Urban MCH & FP Project, Liaquatabad -
Kotlakhpat
After the successful operation of Urban Maternal
and Child Health Project for purposes of replication of
our results, another similar project with a population
double the size (i.e. 53, 176) was opened in October
1990, in an extremely disadvantaged group of
population having all the negative health indicators in
collaboration with Pathfinder International, for
demonstrating greater effectiveness of Family Planning
acceptance through comprehensive MCH  Services.
Family Planning was basic component of services

3.
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u”l“'d by the

building were
y of Lahore

AGAN

are

NURSING SUPERVISOR

LHV
DAl

Pop:
'50('))0 5000 5000 5000 5000

Births/1000 Population

Deaths/1000 Population

LHV
DAI

A

Mahmuda Muhash
shey

Ten health units houseq in - ‘
e

project. ° = jagatabad - ’
4 in Liagatabad K()udkhr,a‘ \

ur;!,;mi/c
;ZATIONAL STRUCTURE
. P. PROJECT
: AN M. C.H&F P
- LIJ_’Iq/?OATABAD, KOT LAKHPAT

e PROJECT p
“pUNJAB MCWA

LA
_& mpumENTAT‘:‘NQ
commiTTEg N

45 GE\
“ECTOR ‘

{

i i

0JECT omscron}( ;
| 2 o

' SION Offe

; R/

J

MEDICAL DIRECTOR

(NURS . SUPERVISGR

TR

LHV LHY LHV LHy 1y
DAl DAl DAl DAl py

LHV LHV LHV
DAl DAl DAl

5000 5000 5000 5000 5gq¢

CRUDE BIRTH RATE
MCWAP PROJECTS, LAHORE

1989 1990 1991 1992
— Year —

[~Lahore Distt. ~LARECHS -#-KOT-LAKHPAT |

CRUDE DEATH RATE

1987 1988

MCWAP PROJECTS, LAHORE
1986 1987 1988 1989 1990 1991
~ Year —

[~Lahore Distt. +LARECHS 4 KOT-LAKHPAT
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INFANT MORTALITY RATE
MCWAP PROJECTS, LAHORI
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Conclusion

Given professional skills and other ingredients
these achievements have resulted because of combined
effect of the administrative model developed, most of
the inputs are similar to those used by other MCH unit
in the country but differ in quality. However monitoring
and periodic reporting (through peer review) appear o
be the most outstanding input. Individual and tcam
motivation arc as cssential as basic professional
knowledge and skill. Only challenging jobs which have

opportunities for achievement, recognition,
responsibility advancement and growth can motivate
personnel.

Running health unit successfully must be treated
as a management endcavor, and the unit should be
organized and administcred on the principles ol

management behaviour. It is only thus that maximum
gains would result from our efforts for attaining good

health.
The continued efforts by MCWAP provides a

source of inspiration and insight for those of us who are
working to improve the health of women and children

and children around the world/country.

Users/1000 MWRA

POPULATION GROWTH RATE
MCWAP PROJECTS, L AHORE

1086 19087 1088 1909 1990

- Yoar -
| = Lahore Distt. +LARECHS - KOTLAKHPAT

CONTRACEPTIVE USE RATE
MCWAP PROJECTS, LAHORE

40
30
20
1 0 ....................................................
0 %
1986 1987 1988 1989 1990 1991 1992
' - Year —

= Lahore Distt. +~LARECHS -+KOT.LAKHPAT |

If the whole of Pakistan could make progress in
Maternal and Child Health and Family Planning at the
same rate as MCWAP programmes (1 have described)
there would be no doubt that WHO targets would be
met by Pakistan, by the year 2,000 or very soon after.
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1OEC MIC CORRELATES
INFANT MORTALTIY - CAUSES AND SOCIOFE ONO!
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Summary
d out and data was collected on 1n iy
\ cross-sectional survey of a periurban area of 1 births during 1991 were selecto @

“‘tali . - ive
osint s i st iy b fumilles Wi ! Mortality rate was calculated a- 19

ahore was carrie

target families. 85 infants (0-1 year) died during 1991. The Infant s of infant mortality and kine

per thousand live births. This study highlighted the different caust:

ecomomic correlates. her one killer contributing . 2

Deaths due to delayed labour and birth trauma was noted to be I||lllll ;:.g 16.47% of total infant « 1

of total infant de: ; s e rated ns number two, shar g B -
il deaths and diarrhoea was rated as J with infant mortality, The ¢ of

Eficcts of education of fathers and mothers were inversely relate 4 thers experienced nt
family income was also inversely related with infant mortality. m'“'_mw e l:-;nutl!:c qualific - '
mortality rate of 110.86 / 1000 live births while mothers having matric i,md_p;":)- 24 / "):)0 five ! .o o
experienced LM.R. of 63.34 / 1000 live births. The illiterate fathers cxpe."'cm.u ‘:.’n elfect | - :tl\
and educated fathers experienced infant mortality rate 87.43 / 1000 live birhts. ‘ 4‘;0 ,‘, o o~
income on infant mortality was also profound. In low income group Hrelon FPEeS . :):)l(‘) c‘;pl”-i Per
month) the rate is 100.158 per thousand live births where as in income above ru"efbl s .t lgn'\f.mt
mortality rate is 3571 per thousand live births, With Chi-square test these Fesulls Wntlstically

significant.

Introduction

Infant mortality rate in Pakistan has becn
alarming for decades. "Infant mortality rate (LM.R.) is
defincd as number of deaths of infants under onc ycar
ol age per 1000 live births. More specifically this is the
probability of dying between birth and exactly one
year of age"[1].

Infant mortality is a scnstive index of health
conditions of a community or a country. "Among all
infant decaths 33% (onc third) occur within onc week
of birth and 22% of dcaths occur in 2nd to 4th wecek.
In other words, more than half of infant deaths occur
within four wecks of birth (nconatal death), the
remainder are post-nconatal death i.e.5th to 52nd
weeks[2].

During last three decades there is substantial
reduction in infant mortality and child mortality in
most ol the developed countries.”[3). Causes of high
infant mortality in Pakistan arc many and vary from
community to community. These can be divided into
three groups.

(a) Conditions in mothers which ultimately results
in the death of the babies.

Pakistan J. Health. Vol. 32 No.1-2 . 1995

(b) Circumstances during l!lc nconatal  period
resulting in loss of babics lives.
(c) Causes present in the babies itself.

“The causes of nconatal deaths are birth injuries,
tetnus nconatorum, asphyxia, convulsions and
pncomonias"[4]. Poor livings and environmental
conditions have considerable influence on  infant
mortality. WHO, UNICEF and other agencies have
launched many programmes for improving the health
status of infants and children but are doing nothing to
the underlying causes of infant decath which are
poverty, low wages, food shortage, unclean water,
unhygenic surroundings and entery of women in such
type labours that prevent breast feeding, sexua
exploitation,  aboundonment  of  children  anc
preference of delivery by untrained Dias.

Magnitude of Problem Infant mortality rate in Indo
Pakistan was 215 per thousand live births during 1901
1905 where as in England and Wales for the sam
period the rate was 138 per thousand live births,[S
"In the year 1918 Maternity and child Walfare Act «
England and Wales was enacted and after that thel
was emergence of Maternal and Child Health as
disciplinc"[6]."During 1947-51 England brought dov
the infant mortality to 35 per thousand live births a
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in 1955 even down to 249 per thousand live births but
in India the rate was 1271 during 1947-51 and 100.4
per thousand live births in 19551 7).
Table 1. Mortaduy Rates by Five-Year Periods, 10501970

Mortality /1000 briths

Neonatal Postneonatal Infant
Year PLM  PFs PLM PFS PLM  PFS
1950-54 9 o 72 84 166 178
1955-59 85 85 53 72 138 157
1960-63 74 81 52 72 138 157
1960-64 4 81 32 60 126 141
10550 70 78 46 58 116 136
1977 7 70 84 “ 61 114 145
197~ ™ 83 42 125
Sour Infant and Child Mortality in Pakistan: Some Trends
and Differentials Z. Sathar, Journal Biosocial Scineces,
1985(8]
PLM Population. Labour Force, Migration study 1979-80
PFs Pakistan Fertility survey 1984

The decline in infant mortality, however, has
been quite small in Pakistan as compared with other
developing countries. Availble evidences indicate that
in Pakistan infant mortality declined by around 37
percent during 1901-1965(I). This figure is quite low
when compared with Taiwan and Singapore, which
attained about 80 percent decline in 25 years between

1935-39 to 1960-64(I1).

Table 2. Regional Trend in Infant Moriality

Infant Mortality Rates

1965 1985

Pakistan 149 115
Bangladesh 153 123
India 151 89
China 158 35
Sri Lanka 63 36

Sources: World Bank Decvlopment Report 1987 (UNICEF
1988)(8]

Similarly Sri Lanka, Malaysia, Jamaica and
Mauritus attained about 60 percent or more decline in

Pakistan J Health Vol 32 No 1 -2, 1995

15

infant mortality during the same period of 25 years
(11). "However during the period 1962-65 to 1984-86
infant. mortality in Pakistan declined from 136 per
thousand live births to 112 per thousand live births
respectively showing about 18 percent decline over the
corresponding period”[9].
1. Government  of  Pakistan,Population  Growth
Survey 1969, Central Statistical Office, Karachi.
1. Government of Pakistan, Pakistan Demographic
Surveys 1984-86, Federal Burcau of Statistics
Division (1988).

Father's education has surc impact on infant
mortality, according to a study by Awan AH in Lahore
(Pakistan) in 1986. Cohort study was conducted and a
sample of 1395 live born babies from urban and rural
arcas of Lahore (Pakistan) was studied for deaths or
their survival (during the period from November, 1934
to 30th September 1985). The study showed that the
group with poor educational status of fathers in urban
arca had an infant mortality rate of 12031 per
thousand live births as compared to 6291 per
thousand live births amongst the better educated
group. While in rural area the babies of fathers having
lower education experienced an infant mortality rate
of 1124 per thousand live births as compared to
100.00 per thousand live births in the other{10].

Mother’s educational status also has strong inverse
rclationship with infant’s mortality. Preciscly the
cducation of mother cither directly or or through
improved utilization of health services has better
effecct in  reducing the infant mortality. As
acknowledged by UNICEF" girl child is the
investment for the future[11].

Therefore if we in Pakistan will not invest on girl
child there will be more low birth weight babies as
Malik MS. has advocated by his study. A retrospective
hospital-based study was conducted in Paediatric Unit
11, Nishtar Hospital, Multan Pakistan During 7
months for the year 1988, 292 nconates were admitted
and out of which 68 died. Therefore 23.3 percent
deaths occurred. It was observed that 30 percent
deaths were in less than 7 days of age while 18.6
percent death were in more than 7 days of age. 1t was
also found that first weck death rate was inverscly
proportional to low birth weight [12].

Family income also has great impact cither dircetly or
indirectly through intcraction with other basic needs
and thus have a big effect on mortality.

The study conducted by Awan AH in Pakistan
showed that the families where father had an income
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month experienced

housand live births
ality

per capita of rupee below 200 per
infant mortality rate of 115.74 per
and the sccond group experienced infant morl
rate of 98.08 per thousand live births. The difference
between cither groups was satistically significant
(standard Error + 1.64) [13].

A sutdy was conducted in a ’Katchi abadi’ in
Pakistan to study the Morbidity and Mortality
Patterns and concluded * In 10000 population of
katchi abadi the overall infant mortality rate was 188.5
and under five mortality rate was 218.5"[14].

There are wide variations in infant mortality
between  geographical arcas of the country and
between different socio-economic groups. Thercfore
ihe study was conducted to find out the causcs of
infunt mortality in the particular arca of Lahore and

find out its socio-cconomic correlates.

Material and Method

The present study is a cross-sectional survey. It
is a retrospective study, designed to collect the
_mortality data of infants and its probable causes, in a
defined periurban arca.

AIMS and OBJECTS

To collect (a) the mortality data ol under onc
year of age, (b) to find out the major killers of infants
and (c) socio-cconomic correlates, during the calender
year 1991 in the said community.

The related information was gathered from the
sell administered proformas filled in through housc to
house survey based on recalled obstetric history.
Population of the universe (study arca) was 27095
persons and total 4428 families were residing in study
area. 922 house hold families with live births during

1991 were selected as target familics.

Table 3.  Related information about population
in Study Area for the year 1991

1 Total Population 27095
2 ‘Total Families 4428
3. Family Size 0.12
4 Numbers of Familics 922
with Infants (0-1 year)

S. Number of Infant deaths 85
6. Alive Infants 837
1. Neo-natal Mortality Rate 59.65
per thousand

live briths

8. Post-Neonatal Mortality Rate 32.54

per thousand

live briths

9. Infant Mortality Rate 92.19
per thousand

live briths

Pakwstan J Tlealth Vol 32 No 1-2 1995

Naheed Humayun Sheiky

The related data collcclc.dh l'rom.lhc targe,

ilics was tabuleted along with the mformillion
familics o record with books of MCH Centre, The
alrcady 0‘ oy according to the (a) level of litery,,
tables arc hers scperately (b) income stagyg of

d mot |
d (c) causcs of nconatal deaths ang posL.

The neonatal post neonatal morqafy
tes are calculated scperately,

of lathers an
the family an

onatal decaths.

ne )
yriality ra

and infant m¢
Results
The infant mortality rate according i the leye]

here and mothers @ caleulate
iteracy of fathcrs an s
E ble 4 and table 5 repec Iy, It hag

cratcly in 1a : AT e
:)f:r().n obszl:rved that the infant morldhl:f i
different amongst the different educati--; statuscs,

¢ status of the famit the infant

For effcct of incom .
arc calculated for 3 inc.inc stratas

mortality rate g . e i
scparulc)lly in table 6. The mortality rate is fairly high
h low income as comparcd with the

in families wit :
families having incom¢ of Rupees 801 and above per

capita per month.

-|~.,|,|; 4. Infant Mortality as Related to Educational Status of

Father

Educational  No. of No. of No. of Infant
Status Fathers live Infant Mortality

having Birth Deaths Rate per

Status 1000 L.B.
Illiterate 378 378 36 95.24
Under Matric 178 178 17 95.50
Matric/Post
Matric 366 366 32 8743
Total 922 922 85 92.19
Table 5. Infant Mortality as Related to Educational Status of

Mother
Educational No. of No. of No. of Infant
Status Fathers live Infant Mortality

having Birth Deaths Rate per
Status 1000 L.B.
ll'llleralc 460 460 51 110.86
Under Matric 241 241 20 82.98
Matric/Post
Mattie 21 2 14 633
Total 922 922 85 9219
TR et
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'

lable 6. Infant Morwalioe Related to Income Status of Family Table 8. Percentage  Distribution  of  Deaths of
Neonates and Post-neonates According (o

Causes of Deaths

Income status No. of No. of No. of Infant

per capita families live Infant Mortali Rate

per month falling in  births  Deaths per 1000 live Neo-nates  Post-Neonates Total %

in Rupees the status birth Diseases 0.4 Weeks Sth to 52nd week Deaths

%0 - 629 63 100.158 Diarrhoea 3 1 14 1647

i - 209 19 90.90 Respiratory Tract

Rt W 84 3 3571 infection 2 6 8 9.41

o i 922 85 9212 Delivery Causes 27 0 7 N
Pre-Maturity 7 7 82
Chi - squase test was applied on Table 4, Table § and Table & and Congenital
the results an statistically negnificent MaSernates % ' i Ko
Tetnus 2 1 3 353
Table 7. Percentage Distribution of Deaths of Infants Infections 0 1 Li8
(0-Lyear), According to Causes. PUO 2 9 11 12.94
Unknown 2 1 3 353
Ist Day Ist Week 2nd to 5th to Total Total 55 30 85 1007
Disease- 4th weeks 52 weeks Percentage  64.71 35.29 100%
D = g 2 1 11 14
Respoatory - 2 0 6 8
Tra : infection
Deirery 19 7 1 0 27
Causss
Pre- 4 2 1 0 7
Maturity
Congenital pro
Mal- 5 5 0 1 11
formation 3176%
Tetnus - s 2 1 3 " 30 1
Infections - - 0 1 1 g
PUO . 1 1 9 11 -
Unknown - 2 0 1 3 S AN,
Total 28 21 6 30 85 £ g i
% 3294 24709 705 3529 100% 101 s 824%
3IS3% 3I83%
18%

The causes of infant deaths are tabulated in 0 + t + t 5[_11'_‘= . :I—lt
Table 7 and 8 according to the age of the infants, g E @ Qg z2 55 3 ¢ S §fg
dividing into four groups (i) deaths on first day of £ 'g gi 3 2 % E S 3 a 2 3
birth, (ii) during first week of birth, (iii) during 2nd to 8 §-e°° = g5 £ 50
4th week of the birth and (iv) between 5th to 52nd e = @€ 08
week of age. 32.94% (28 out of 85 ) deaths occured on
Ist day of birth, 24.709% (21 out of 85) duirng Ist
week. 7.06% (6 out of 85 ) during 2nd to 4th week and Fig. 1 Bar Diagram showing percentage distribution of
35.29% (30 out of 85) during 5th to 52nd weeks. Infant Deaths according to causes of Deaths

Pakistan J. Health. Vol 32 No.1-2 ,1995
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Table 9. Mortality Rates Among Neonates
and Lost neonates

No. of Deaths

Neonates 35 59.65 per thousand live births
Post-

Neonates 30 32.54 per thousandlive births
Infants 85 92.19 per thousand live births

Mortality Rate

55 neonatal deaths (0 - 4th week) occured with
nconatal mortality rate of 59.85 per thousand live
tirths, where as 30 infants died during 5th to 52nd

we -k with post-nconatal mortality rate of 32.54 deaths
vz thousand live births.

P{E - Chart showing percentage distribution of
Infants Deaths 0 - 52nd week (0 - 1 year)

Mortality
1st week
24.7%
Mortality
1st day
32.94%
Mortality
2nd to 4th
week 7.05%
Mortaiity
5th to 52nd
'week 35.29 %
Table 10. Percentage  Disinbution of Infant Deaths Due 1o

Delivery Causes / Pre-maturity in Primagravide and
Multipare mothers

Delivery Causes Pre-Maturity
Total Deaths %age Deaths %age
infant

Deaths

Primagravida

Mothers 21 13 61.90 2 9.52
Multipara

Mothers 64 14 2187 S 181
Total 85 27 31.76 7 8.24

Naheed H\lmayu“ She.\kh .

There were 21 infant deaths in primagravigg
hers out of which 13 ncc?natcs died due to delive

mothe (delayed labour, birth trauma cic) and
CiluSCsrl deaths duc 10 pre-maturity. Tn multipar,
ncona‘ld 64 infant deaths occured out i which 14
s died due to delivery causes and 7 cuc 1o pre.
nwllt;‘rl:fy The nconatal death due to delive </ causes g
\I::‘:y high in primagrawda mothers.

Discussion
The study conducted during the ye«' )1 in the
periurban slums of Lahore concludes i7" there is

- . nship between infant mcriality and
;I;V:::tcio;zllatsltoal:us r:>f fathers and mothcis and also
with the family income.

It was noted that only 27 families with infant
deaths consulted the qualified doctor whehre as 58
families out of 85 with infant death h'ad
opinion/treatment from quaks afld hakecms._Durmg
first day of birth 28 nconates died, and during first
week the death rose to 49 ie. 57.647% of total infant
deaths. 7.06% infant died from 2nd 4th week and
there were 35.29% post-neonatal deaths. The neonatal
mortality rate is fairly high i.e. 59.65 per thousand live
births where as post-neonatal mortality rate is 32.54
per thousand live births. When analysed the main
killer was found to be Delivery causes which killed 27
neonates and 7 died due to pre-maturity. There were
14 infant deaths due to Diarrhoea. Three (3) died due
to Diarrhoca before 6th months of age where as
eleven (11) died due to Diarrhoea after 6 months of
age. 11 deaths occured due to Pyrexia of unknown
origin and 11 due to Congenital malformation,
Respiratory tract infection killed 8 infants, 3 by Tatnus
and remaining died due to cuases not diagnosed.

The modern specialised care facilities could not
reduce the mortality rate of the periurban slum as all
the services are centralised in the city. There is lack o
interest  of residents, in personal hygiene an
education. It was observed during interviewing tha
parents are not interested in educating the childre
and pay very little attention towards thier welfare.

T}'xc infant mortality rate amongst illiteral
fathers is 95.24 infant deaths per thousand live birtl
and amongst illiterate mothers is 110.86 infant deatl
per lh_ousand live births. The rate is falling wi
educgllon of parents, amongst matriculate/po
matriculate fathers it came down (o 8743 inls
dcatl}s per  thousand live  births .;nd
matriculate/post-matriculate mothers it l\ 6334 inl;
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per thousand live births, The

Nous: B cllect of mothers
cducation is morg .\q:mﬁrunl

_ Formthe results it appears that there is marked
(hﬂ‘crc.nm: i infant mortality amongst different stratas
of family income and slulislil-ally it is also signiﬁf.n.\l.'

_ In the income group of rupees O - 400 per
capita per month 629 infants were born and 63 died
with infant. mortality rate 100.10 per thousand live
births. In qu group of rupees 401 - 800 per capita per
nmmh.209 infants were born and 19 died with infant
mortality rate of 90.90 per thousand live births. In the
l;?st_group of rupees 801 and aobve there were 84 live
l_‘fr[_m and only 3 infant deaths with mortality ratc of
33.71 per lho_usand live births. These results showing
inverse .relalxonship of infant mortality with the

“»nomic status of the family.

] Over all infant mortality rate of the community
dur oz 1991 is 92,190 per thousand live births. But

v.. literate father and mother the mortality rate is
95.7- and 110.86 per thousand live births respectivly
an. .~ [amilies with low income, the mortality rate is

'"3. The picture shows the poor helath

a ._cjst.ration and poor health stauts of the
co.nunity due to lack of health education/knowlge.

Kachi abadies and these urban slums are
becoming major problem for health, as well as
worsening the sanitory conditions of the cities. The
government should provide education and health
cducation facilities for the awarenese of the rendents
of these communities. Availability of services and
awareness of their utilisation are interlinked with each
other.

The information about the causes of mortality is
also very important for the health administrators to
consider. In order to reduce the infant mortality
especially neonatal mortality the health education of
fathers and mothers is important. 27 nconates died
due to either birth truama or delayed labour. In 1991
there was no MCH centre or any government or
private hospital in the community. Almost all the
deliveries were carried out at the reidences by
traditional dias. Only a few delivered at the hospital.

The parents need motivation and assistance
from government or NGOs about educational and
health facilities for the families Maternal and Child
Health Centres can play important role in reducing
the mortality firstly by the services provided at the
centres and secondly by educating mothrs through

Pakistan J. Health. Vol 32 No.1-2 ,1995
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Health Educators and lady Health Viditors. More
indigenous  Dias  should  be  tramed  for i~h
communitics on top priority  basis. Multipurpe .

Health Wrokers should be employed to educare the
residents in slum katchi abadies and rural arca abos
the basis health knowledge.

10.

11.

12.

13.

14.
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ASSESSMENT OF BREAST FEEDING
AMONG MOTHERS INA S

UME KULSOOM AN
& Child Health, Colle

Depitt. of Maternal

Beliefs & Practices regarding infant nu
longitudinal study following infants from
were gathered by following nutritional recort
depth interviews. It was observed th
months., However, mean age for exc
was delayed to 47.4 hours, and prelacteal fe
ihroughout infancy with the presu
~easidered essential since very first d
insufliciency. Breast feeding was stopped ea
conemic group mothers. Weaning was ea
meibers. Mothers from upper socio-economic g
_ivice of health providers and were lesser
roblems in feeding their children specially
:ed children were better in their weight gain durin
oriented and targeted efforts and considerations #¥t
media should also be used effectively to educaie if
sector specially related to MCH services
target group. Working women should be facilitated
possible for them during early infancy.

ay. Compleme

Introduction

Breast Feeding and Weaning Practices have a great
effect on the health of infants." The importance of the
question is understood when the consequences of
inappropriate feeding are considered.

It has been consistently demonstrated over the
years and in many countries that bottle fed infants
contract more illness and are much more likely to die in
childhood than those who are exclusively breast-fed for
the first six months of life.23# In those early months

plementary feeding with powdered milk can

even sup
(5)

bring a ten fold increasc in the risk of deaths.

Delayed and inappropriate weaning practices cause
problems of malnutrition and defective growth. Data
from 12 longitudinal or semi longi-tudinal studies in
which measurements were made at 3 monthly intervals
smmarized by Waterlow indicates that in developing
countrics growth tends to fall off as early as the third
month of age.(6:78910.11.12)

Too early or too late initiation of fluids and
solid/scmisolid foods carries an increased risk of

Pakistan J. Health. Vol. 32 No.1-2.1995
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birth to twelve m
] of 52 infants,
at 98.1% of infants starte
lusive breast feedin
eds were given to
mption to regul
flier in fem2 S
rlier in inl‘;;g:;:s of upper sOCle being influenced mor= Ly the
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followers i grist
exclusive |
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should educafe appropiies
at their work place

S & PRACTICES
, G BELIEFS & 0
|‘;/‘,N.lnr~; oF LAHORE:

1isECTI

EEI

)
ity fedicin@ Lahore.

in an urban community of Lf""{"‘ ina

nss(‘.ssul "f - lenlitaﬁve and (|lla|lluh~/ data
onths © ﬂb""h focal group discussion: “nud in

and lll:" :’ding and 54.25% continue *ill 12
:)7csa;|(u|tlns. Breast feeding initiati- time

. wuf 20 of infants: ferbal fluids were ¢ "inued

iois ),M.‘,;"-‘:)intcstinul tract functio'ns. Wa: « was
arize 8 was common due to perceived bre: . milk
ntary fecd'l"l'} ts and those of illiterate and low socio-
i INIAE 5 o-ccnomic group and literate

group wer
{ traditions.

s~f¢~%a§€] Working women were facing
{'ih'!h «u.ﬂ" ring early infancy. Moreover breast

wcommendations are, that culturally
.peve the literacy of the community and
' ecially about health matters. Health
, tepcding techniques to mothers as a

so that exclusive breast feeding is

FRes
ek

diarrheal disease and malnutrition. @ In order to
o Public Health interventions it is

design  effectiv
important to understand the complexities of mother’s

belicfs and behaviours concerning feeding of the
infants.

Materials and Methods

It is a descriptive, qualitative, longitudinal study to
explore the breast feedng and Weaning beliefs and
p.racliccs among mothers having infants, followed from
birth to 12 months of age. The study was conducted in2
well defined geographical area (3-4 Km in diameter) of
urban Lahore with total population of 8767. Birth ratc
of the arca is 23.95 and growth rate 2%, while infant
mortality rate in 1992 was 52.3. The study population
Fonsnsls of all the mothers in the area with infants bor®
o rJar}uary 1993 to April 1993. Fifty two newbor®
(s ?{Sterr ed dur ing the period. Both the mother an
Hor pre;rc- ollowed till 12 months of age, as planned-
dusatto nanary study and follow up visit series {‘f

naire were developed to collect demograph®
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Assessment of Breast Feeding & Weaning

and socioeconomic characteristics of the familics and t
_lcarn lhelr_ .bclicfs and observe practices ré r;:‘ll .
infant nutrition. Informal and formal imcn.'icwi'f:l . l_":;
nfolhcr_s (the kcy_informanl) was done and I’oc\l‘:"r\:;ll ‘
d,.scus:smns an_d in depth interviews were co‘nd&:ncllfli
with dlffCl'(Eﬂt individuals and groups of the cor i
to find the inforamtion regarding our study in d:ll-?irmly
Basic Variables

A. Socioeconomic Status:

Ca-legoncal responses to individual questions on

ch(::a[l.Ol'l and occupation of the marital cou}»lc total
family income and some of the house-hold possc,ssim;s

were rankcc_i to assign higher value to higher
S0CI0CCONOMIC ECOonOmic status

The scores for individual items were coded and
Surr?mcd tog_;elhcr to get a summary score of
sociocconomic status for each family.

B. Sex of the child
C. Education of parents.

Quic-me Variables
A. ..ght (Kg) measured at every visit with the same
-zlance scale
B. i -:ding Pattern:
- Beliefs of mothers and
chor.tcd practices of mothers
interviews on the following topics:
Exclusive Breast Feeding:
The infant has received only breast milk from
her/his mother and no other nutritional fluids
or solids with the exception of drops of syrups
consisting of vitamins, mineral supplements or
medicines (including prelacteal feeds and
herbal fluids).
2. Predominant Breast Feeding:
The infant’s predominant source of
nourshment has been breast milk. However,
the infant may also have received water and
water based nutritional drinks. With the
exception of fruit juices and sweetened water,
no food based fluid is allowed under this

definition.

3. Complementary Feeding:
The child has received both breast and top

milk (fresh or formula) irrespective of getting
any other fluid.

4. Bottle Feeding: . _
The child has not received breast milk and is

being given top milk (fresh or formula) from a
bottle with a nipple/teat or a cup.

5. Weaning:
Semisolid/solid foods other than breast or top

milk (fresh or formula) are introduced.

through

21

a. Time of addition of scmi-solids/solid.
b. Type of semi-solid /solids.
Data collection was done in 3 Phases as described

below:

Phase 1,

12 interviewers (10 postgraduate  students  of
maternal and child health (M.C.H.) and 2 Lady Health
visitors (L.H.V.s) of the M.C.H. Department) and 10
additional interviewers (trained birth attendants ) were
recruited. Training and orientation sessions were
arranged during December 1992 to conduct ficld

interviews.
Baseline survey was conducted during January 1993

to find the basic demographic data and detect pregnant
mothers expecting t deliver during next 3 months.
Verbal consent was obtained from the mothers to be
included in the study. Pilot study was done in the same
month to pretest the questionaires.

Phase 2.
All of the newborns from 11th January 1993 to 1st

May 1993 were registered (including those registered
during the pilot study). Fifty two newbnorns were
registered during the period. First visit, to register the
newborns and record their feeding patterns at that time,
was paid within 1st week after birth.

Phase 3.
All of the registered mothers and thier infants were

followed at monthly intcrvals upto 12 months of age.
Following inquiry was made through Interviews:

At first visit:

Type and place of confinement.

Pre-lacteal feeds.

Type of feeding given to the child.

Addition of pacifier/water /other fluids.

Quality and quality of supplementary milk feed if
added to primary breast feeding.

f. Maternal belief regarding infant feeding.

Ao gp

At follow up visits:
a. Type of feeding given to the child.

b. Addition of pacifier/water/other fluids.
c. Quality and quantity of supplementary milk feed if
added to primary breast [ceding.

d. Time of initiation of solids/semi-solids.
. Types of solids/semi-solids being given.
f. Quality and quantity of different solid/semi-solids.
Interviewing  staff  collected
recorded.
g. Weight (Kg) and health status of th einfant.

informations
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h. Hygienif: conditions observed by the family
regarding general cleanliness and provision of fly-
proof system in the house.

Focal Group Discussions

F9cal group discussions were conducted with
following groups:
Trained Birth Attendants (T.B.A:s) of the arca.
Mother-in-law.
Nursing mothers not included in the study.
Non-lactating mothers,

Bl S

In-Depth Interviews
In-depth interviews were conducted with 12
individuals from different sects of life including:

Mother from differen socioeconomic groups,

Mothers-in-law,

Working mothers,

Nutritionist,

Trained birth attendant,

Doctor - a gynecologist and a paediatrician,

Homeopathic doctor,

Father,

Religious leader,

Hospital routines.

Obstetrical and neonatal units of 4 local hospitals
were observed and studied regarding infant feeding in
the neonatal period.

Quality Control

Cross check were made at random by the
investigators by paying visits to the respondents.
Informations collected by the interviewers were tallied.
They were guided and retrained when and where found

essential.

Results

Basic Characteristic of the Study Group

Mother’s ages ranged from 15 to 35 years, mean
age being 26.5 ycars. Average family size was 5.6 and
mean per capita income was Rs. 822.36 per month. Of
the 52 infants, 10 were first born, while 63.5% of infants
were born at hospitals. Of the total mothers, 57.7%
were literate and 42.3% from upper socioeconomic

status (USES).
Female infants were 51.9% of the total cohort. Of

the 52 families 34.6% were observing good hygienic
conditions having effective fly proof arrangments a their
homes, while 65.49% of families had no such
arrangements al their residences.

vakistan J Health. Vol 32 No -2 1995
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Prelacteal Feeds .
Although 98.1% children were being b fed

during first week of life, 94.2% were fed on 1 «leal
feeds prior to initiation of breast milk and « . 7 of
infants were deprived of the colostrum.

The most popular prelacteal food wa - ney,

offered to 31.7% of infants as a custom,

Herbal preparation were given 25.1% of ‘niungs
with the belief that these are essential to cicas the
stomach and regularize gastro intestinal tract function
during carly days of life. Saline water was given to
26.9% of infants mainly to clean the intestinal passages
or as a replacement feeding during early days due to
the concept that milk does not come during early days
of life. In 16.4% of cases milk was given due to the same
belief (Table 1).

In 30.6% of cases it was the health care staff
suggesting mothers to provide Prelacteal feeds.
Mothers-in-law were responsible in making decision in
only 11.8% of cases while in 37.7% of cases mothers
themselves or maternal grand mothers decided to give
Prelacteal feeds.

In 47.1% of infants the prelacteal feed was offered
only once, while in others it was given for more than
one time.

Honey was almost always given through finger tip.
Of other fluids 40% were given with cup and spoon and
26.9% through feeders. However one mother had
provided tea to her child during first three days of life
through a loop of cloth.

Table 1. Frequency Distribution of type of Prelacteal Feeds
Type of Prelacted Feed No. %
Honey 33 31.7
Water and

additives 28 26.9
Herbal

Preparations 23 221
Milk 17 16.4
Others 3 2.9%
Total 10 100%

In-depth interviews and focal group discussions
with health care providers including traditional birth
attendants (TBAs), a gynaccologist and a pedialrici.an
believed that some thing must be given to the chl_ld
before initiation of breast feeding. The gynaccolf)g|§l
and paediatrician were of the opinion that this is
essential to know the patency of passages and to make
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th child adjust to his environmcnls. Among TBAs 90%
were of opinion that salinc water is very essetial and
ood to give during early three days to clean the
intestinal passages. All_nOSl all of the mothers and
mothers-in-law of different socioeconomic and
educational groups were of the same opinion.

Frequency Distribution of Reasons of Feeding
Prelcteal Feeds

Table 2.

Reasons of giving

Prelacteal Feeds No. %
Custom 35 34.3%
To clean stomach 24 23.5%
Replacersent of

Breast 1iirik 31 30.4%
Miantair,

child He " = 10 9.8%
Others 2 2.0%

Total 102 100%

Breast Feeding
Breast milk was initiated to 98.1% of infants
during first week of lifc. Only one infant of the study
group was not offered breast milk because her mother
belicved that her milk was poisonous which had killed
her previous child only a year ago. Mean initiation time
for breast milk was 47.4 hours. This time was much
more than the mothers believed for starting of breast
milk which was 35.9 hours. Initiation time in primipara
was 55.64 Hours as compared to 45.12 Hours in
multiparas. This time was also delayed in home
deliveries (55.92 hours) compared to 42.48 hours in
hospital deliveries.

Health staff was influencing 30.8% of cases for
initiation of breast milk. Either it was their advice which
made mothers decide about it or it was hospital
routincs which were responsible for that.

The commonst factor for delay in initiation of
bfﬁfisl milk was perccived milk infufficiency (44.5%)
during carly days of life. (Table 3)

Mothers of upper socioeconomic group (USES)

Were more conscious of maternal health (61.5%) and
were more under the influence of health stalf (60%) as

P““‘"’mj Health Vol 32 No. 1-2 1995
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compared to mothers of low sociocconomic
(LSES).

Similar results wer ¥
mothers, who were more under the in luenc
staffl (69.2%) and were more conscious
maternal health (85%).

Major perception : o 1
(69%) was that milk is insufficient while .)5
illiterate mothers were also of the same opinion.

¢ obtained for the b
C of pans
abooe L

Fpiee

»f mothers of LSES
2'?; {,‘: e

Same difference in different sociocconomw &
educational groups were observed in focal gv
discussions and in depth interview. Literate motneis
and those from upper SES were of the opinion U‘L
their decisions are under the influence of health care
staff while the mothers from LSES and those whq were
illiterate talked more of customs and traditions.
However, most of the all group believed that breast
feeding is not possible during first two or three days of

life.

Breast Feeding Patterns

Although 98.1% of infants were being breast fed
during 1st week of life, only 38.5% of them were on
exclusive breast feed. By the age of 3 months no one
was on exclusive breast, while 90.10% of the infants
were still on breast. Of the 52 infants, 46.2% were being
fed both on breast and bottle milk. By the age of 5
months almost all the children were getting
complementary bottle or were on weaning foods in
addition to breast milk,

On an average infants were fed exclusively on
breast only for 1.075 mothers.

However, at 12 months of age 56.25% of infants
were still being breast fed. Approximately 90% of
breast fed infants were given "on demand” feed. During
focal group discussion, literate and working mothers
favoured scheduled feeding both from breast or bottle.

At 12 months of age 56.2% of the infants were
still being breast fed. Among them 36.8% were of the
illiterate mothers as compared to 69% of the literate
group. The result was statistically significant with P
value of 0.02 in Mantel Haenzel test. No significant
diff-ercnce was observed among infants of different
SOCI0ECoNOmic groups or sex.

Stopping of Breast Feeding

Al 12 months of age breast feeding had been
stopped in 43.8% of infants. Of this group 60.7% were
females, 66% from LSES and 57.1% werc infants of
illiterate mothers,

Scanned with CamScanner


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

UME Kulsoom and Arifa Saced

24 o
g oo Feeding
L nitiation ©, Breas
Table 3 Frequency I)ixm'butiun of Reasons Jor Initia J

i ices and BeliefS

Companson Between Practices @ s
Pmctices

Reasons of Initiation No-,/—%

of Bread Milk

9
Health care
8
e 20 % 12 19.4
provider's advice 9 44.6
Breast milk insuffcient . 200 3 45
Maternal Health 13 %1 15 242
Initial milk good ’ 0'0 2 32
_auial milk not good ’ 3 13 21.0
. 0 o
v-adivion 32
> 1 1.5 2
R 0 0.0 6 9.7
- 62 100
Total 65 ue
Table 4. Comparison of Defferent Patterms of Feeding During Infancy
Age Exclusive Exclusive Mixed Total
beast fed bottle fed fed breast fed
First week 38.5% 1.9% 46.2% 98.07%
1 month 22.4% 6.1% 40.8% 94.23%
2 month 143% 82% 46.9% 92.15%
3 month - 102% 5711% 90.19%
4 month - 109% 65.2% 90.19%
5 month =
13.0% 84.01% ’ 8431%
6 month - 16.3%
e 19.6% 84.00%
7 mOD[h & 18 4(7 ’
i 81.6% 82.00%
8 month - 19.1% )
9 month s % 82.00%
25.0% 75.0
18 manth ) g 0% 76.00%
V%
11 month i T50% 76 .00%
38.5% -
12 month i . 61.5% 65.30%
1% '
56.3% 56.25%
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The most common reasons for stopping bre
feed were the perception of breas pmg bre
(22.2%) or that mother’s healgh w,
be god enough to continue bre
25.0% of cases it had to be st
become preganant. (Table 5)

ast
U milk insul'l'u'icncy
4s not considered 10
ast feeding (22.2%). In

Pped as the mother had

Table 5. Reasons of Stopping

Breast Feeding
by 12 Months ceding

Reason of stopping

breast feed No. .
Next prcgnanq' i 285
Breast milk

insufficicnt 6 13
Mother sick/busy 6 53
Baby sick/reposed 5 185
Mother died 1 17
Breas! ~ilk poison 1 37
Effect - - cvil eye 1 13
Total 27 100

© mother was sure that her milk had dried due
to the . fiect of evil eye (Nazar) and so the infant had
stoppe< taking breast feed.

Discussions with focal groups and interviews with
individuals revealed that mothers were confident about
their ability to breast feed their infants. They were of
the opinion that there are certain constraints in their
decisions to continue exclusive breast feeding. It did not
seem possible for working mothers to continue it when
they join their duty after only six weeks of the
confinement. Mothers also have to do shoppings for the
family and participate other activitics outside their
homes. To adjust to all these responsibilities mothers

have to accustom their infants on bottle milk since very
beginning, which can be continued even during their
absence.

Some of the mothers believed that whatever they
eat, is passed to the infant. Hard things (including some
of the pulses, cercals, vegetables and beef) cause
Natulence and other gastrointestinal troubles. So either
mother should get very sclective food or the child ha§ to
be put on herbal fluids or teas etc. During the period
they are being breast fed. Litcrate mothers desired that
they should be guided in these matters by hcal!h
personnel and the media and they should be kept in
contact with the latest developments in knowledge.

Pakistan . Healih Vol 32 No 1-2 1995
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Bottle Feeding

During 1st wk. 48.1% of infants had been put on
bottle feeding and by the age of 5 month,
approximately 97% were getting it.

During 1st week 64% of the bottle fed infants
were being given fresh milk, the most common being
that of buffolo (56%). By the age of 6 months 307
bottle fed infants were on animal milk, buffalo’s share
being 70%. By the age of 12 months 97.5% were on
fresh milk, with 95% of buffalo’s milk. During all times
approximately 56% of infants were provided milk
through feeder and teat and the rest through cup and
spoon,

Reasons of Bottle Feeding

The commonest reason for starting bottle W
perception of breast milk insufficiency (70.6%). Whii-
in 17.6% of case health staff was responsible for it.

Mothers had also put infants on breast 1o
accustom them to bottle so that they were free to move
outside home fo rtheir job or shopping (11.8%). In
depth interviews explored that feeding of milk through
bottle is considered more convenient as compared to
the feeding with cup and spoon.

Amount of Milk and Dilution
During first week of life mean amount of top milk

(fresh or formula) being provided to the infants was
3.68 oz. Mean amounts in USES and Literate group
were higher than their counterparts in other groups
were higher than their counterparts in other groups
although the difference was not statistically significant.
Of the milk being given 76% of infants were getting
diluted milk at first week. By the age of 3 months 46%
of them were getting diluted milk and by the age of 5
months about 30% were still getting diluted milk in
varying proportions.

Distribution of Milk Feed in Different Group

During first week female infants were being given
more bottle feed (56%) as compared to male infants
(44%). Mean amount of milk being given to female
infants was also higher (4.60 0z) as compared to 2.5 oz
in male amount,

Infants of Literate mothers at that time were

getting more bottle milk (53.3%) as compared to 40.0%
in illiterate group.

Fluid Intake

During first week 86.5% of infants were being
provided with different fluids in addition to the milk
feed (breast or bottle). By the age of one month 989 of
them were getting fluids. By three months of age 100%
of infants were getting fluids.
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Type of Fluids

During first week plain water was being piven (o
32.3% of infants, while 2319 were getting water with
some additives such as sugar glucose, salt ete. Of the 52
infants 409 were being provided with herbal fluids and
4.6 were getting honey. (Table 6)

Reasons For Giving Fluids

The commonest reason for giving herbal fluids
was o regularize gastrointestinal tract  functions
(37.89¢) and for water to avoid thrist (21.69%). Water
was also being given as a cooling agent (9.5%)
Nuritional fluids (juices, soups) were given o improve
strenth of the infant. (Table 7)

Focal group discussions with (trained Dbirth
attendants, mothers, and mothers in law in dilferent
socioeconomic groups revealed that most members of
the community and health providers (including
homeopathic doctors, TBAs and doctors) were of the
opinion tha tit is very essential to continue water
throughout the infancy starting from very first day of
life. They also believed taht herbal fluids are essential
to keep the child health and to regularize the

gastrointestival functions.

Amounts of Fluids

Mean amount of Herbal {luids being gicn during
first week was approximately 10 ml/day. While water
wzs provided approximately 25 ml/day and water with
additives, approximately 60 ml/day.

By the age of one months, water was being given
approximately 76 ml/day and Herbal fluids 18 ml/day,
while water with additive 58 ml/day. At 3 months water
was given 102 ml/day, water additives 125 ml/day and
nutritive fluids 90 ml/day.

UM Kulsoom and Arifa Saceq

Pacifier '
Al first week 1594
By the age ol two m(mlr '
: ape thre

swever, by the age © . the .
:’:;Iing Il‘ul alter 4 months 1t remained constant (ill 12

y Table 8)
months (21.77%)- (Ta ¢, ¢ lka
The commonest reason (72.7%) 1o ' the baby

of infants were put on pacifier,
hs the rate increased 1o 30 60,
. months the rate starieg

on the pacifier was (o keep him 1"".'(:-" ,' 1'« Tovers .
mother told that she ?md S"ﬂ”c:] ‘%IVIUS( ,rbaa a
remedy for milk spill. She claime rI d'l"fi :’,* 4;:', the
baby on pacificr, the problem ol spiling X Was

corrected. ‘ o o
In 75% of cases 1l Was mother her: decide

about this practice. In 12.5% of cases it « . waternal
grand mother suggesting the usc.of percil.  others
of LSES werc practicing pacificr ,'di < more
(35.7%) as compared to those of USES (27 Sy

In fants of illiterate mothers were ring given
more pacifiers (40.9%) as compared to those of literate

mother (22.2%).
Male infants were being preferred (34.8%) for

putting them on pacifier as compared to female infants

(26.9%). o
During focal group discussion and depth

interviews mothers believed that pacifier is no good for
the child, however, it is a very convenient and cheap
way to keep the child shut when mother is busy.

Weaning

Weaning Age

Weaning in 14% of infants had been started by
the age of three months and 62% were getting4 it till
4 months of age. By the age of 7 months all of the
infants had been put on solid/semi solid foods. (Table

9)

Table 6. Distribution of Fluid Types Given at Different Ages

Fluid Type First MONTHS

Week 1 2 3 4 S 6
Honcy 4.6% - - 32% . . .
Herbal 40% 0% 391% 387%  44.6% 526%  385%
Water 323% 8% 3% 419% 40.5% 298%  282%
Water & additives 23.1% 1% 21.7% 9.7% 108% 123%  23.1%

Nutritive fluids -

8% 22%  6.5% 41% 53% 10.3%
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Table 7. Distributi ¢ »
istribution of Reasons Jor Giving Fluids at Differer Ages
Reasons
First MORTHE
week i : i !
Avoid thirst
Cooﬁng - 21.6% 48% 47.8% 44.1% 50.07%
¢ 9.5% 2% 4.3% - ’
ive strength .
4.1% % 2.2% 11.87
Regularize GIT ' : 5 i -
H 37.8% 40% 23.9% 24%  B%
ealth staff suggested 8.1% e 2%
Miscellane - L r ‘
ous 189% 6% 17.4% 1.8% 18.1%
Toble 8. Distrivuti ' .
pii (II(I)HD(.)[IHIHH’SPU’ on Mecan age of weaning for female infants was
ifferent Ages relatively higher (4.63 months) compared to g

infants (4.22 months). Of the male infants 91.3% had
been initiated solid food by the age of five months,

No. %
- while only 74.1% of female infants had been put on
i week 8 15.4 solids by that time.
I month 13 2.5 Of the different sociocconomic groups, 95.5% of
2 month 15 306 infants of USES had been put on solid/semi solid food
3 month 13 2%.5 !)y the age of five months, while only 71.4% of the
: infants of LSES had been put on weanng foods by that
4 month 13 26.5 age
5 month 10 21.7 Results were statistically significant with the P
6 month 10 21.7 value 0.029.
Literate mothers started weaning much carlicr,

12 month 10 21.7

thus 100% literate mothers had put their infants on
weaning foods at 5 months while only 55% of the
illiterate group had started weaning by that time. Result

was statistically significant with the P value 0.0006.

Table 9. Frequency Distribution of Age of
Initiation of Weaning
Table 10.  Comparison of Practices & Beliefs in

Distribution of Type of Intial Weaning Foods

Age No. %

3 month 7 14 Type of Food Practice Belief
4 month 24 48

5 month 10 20 Banana 36.2% 254%
6 month 8 16 Commercial Foods 29.0% 13.5%
7 month 1 2 Milk based Foods 15.9% 17.5%
Total 50 100 Biscuits 8.7% 8.7%
- Rice 43% 23.8%
Fatty meals 29% 4.0%
. 8.4%
Mean age of initiation of weaning was 4:4 months Egg 1~4ZO / 0(:
which was very near lo the maternal beliefs (4.41 Yogurt 1.4% 0-8;:
months). Meat i i

Psiistan ] Healih Vol 12 Mo -2 1995
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Weaning Foods

The most popular initial food had been banana,
given to 36.20; of infants. Sccond commoncst food
being given to 2997 of infants was commercial foods.
(Table 10)

The commonest milk based food was found to be
Rusk soaked in milk or teca.

Distribution of weaning fods had been dilferent in
the following months.

The most common trend was noted for staple
foods, while use of commercial foods was decreased
gradually,

Separate cooking for preparation of weaning
foods for infants at 4-6 months had been n 18.8% of
families, while at 12 months it was decreased to 9.4%.

Apart from being given different weaning foods,
major food given at nine months to 87.8% of infants
was milk. Mothers believed that child has to rcly upon
miilk as major food till 28.86 months of age.

However on a average all of the infants were
heing given all of the things from the family table by the
age of 9.98 months. When the mothers were asked
about their belief about the age of infant to get all from
the family table, the mean age told was 12.67 months.

No significant difference in the choice of initial
weaning food had been observed in different
sociocconomic groups except that commercial foods
were more popular among LSES, as 11.5% of the
infants of LSES were being given commercial foods as
compared to 6.7% in USES. However in the later
weaning period (alter 5 months) the trend was
reversed. Thus at 6 months of age only 1.8% of the
infants from LSES were getting commercial foods,

UME Kulioom
Fa M and Arify Saeeq

while 20% of infants of USES were 'ting thig ¢

food at that time. {\flcr this age ro chilg ff()my&:g
was given commercial foods. |

The most popular food for i jang mong Lk
after 5 months had been staple fo J (Bread d Rie.
which was being given to 67.8% o, infangg while 35 30

of the infants fron USES were gcli' 2 staple fooq (f'(ic;-
and Bread) at that s The difer 1CC Was statistica]ly
significant P value being 0.0002, I:fants of ygpc in
later weaning period were getling commercial fooq.
(20%), meat and eggs (10.9%) and fruits (2197,

Similar trends were observed for differen
educational groups; Thus 12% of infnats of illiterate
mothers were getting commercial foods during carly
weaning period (4-5 months), while 6.8% infnts of
literatc mothers were being given the same. Iy later
weaning period only 7.4% infants of illiterate mothers
were being given commercial foods as compared to
21.4% of infants of literate mothers. Preference for
staple foods after 6 months of age among infants of
illiterate mothers was significant.

Thus 77.7% of them were getting bread or rice,
while only 16.2% of infants of literate mothers were
getting it. The result was statistically significant with the
P value=0.00015

Major trend of literate mothers was for
commercial foods (21.6%), meat and eggs (162%),
fatty meals (10.8%) and fruits (21.6%).

No significant differenc ehad been observed in
male and female children for sclection of weaning food
during early period. However, male infants were being
preferred for commercial and fatty foods in the later
months (after 6 months of age).

Table 11.  Disuibution of Different Foods Being Given to Infants at Different A ges

Type of Food 4 months 6 months 9 months 12 months
Fruit /vegitable 20.4% 224% 19.1% 9.3%
Commercial food 9.9% 11.2% 5.1% 539
Milk based food 10.0% 43% 1129 6.7%
Rice 16.8% 19.0% 20.2% 20.9%
Fatty meals 1.0% 4.3% 34% 27%
Yogurt 1.0% 0.9% 1.7% 2.7%
Meat 21% - 22 8.0%
Bread 203 336 303 320
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1

Thlfs 21.6% of male infants
commercial foods and 10.8¢;, were being o
meals as compared to female infangs ag given fatty
7.4% were gelling commercial foods v g
provided fatty meals at the age of 19 mo“‘:::g none was

were  getting

Reasons Practice Bellet
Accustom to other foods 102%

Give strength 11.6 3.1% n
Advised by health staff 0.7%

Increased requirement )

of the infant 76.2% 90.8%
Advised by relatives 1.4%

Reasn;g for Initiation of Weaning

¢ commonest reason i .

pad boen mother's porcepion. of incremsod Toog
reqr;, ements for the infants, which was reported by
(7? 1ozf).molht:rs. Other reasons are shown in the

staple .fo.ods (Bread and Rice) in 74.8% of

mo''.. <3, I':ruu in 38.4% and fatty meals among 28.2%
were :onsidered to be promoting strength.

At different period the commonest reason for
seleciion of a food was its convenience to prepare and
feed (52%) or because it was well accepted by the
infants (34.2%) or it was considered to be helpful in
promoting health of the child (10.6%).

In focal group discussions mothers were of the
opinion that solids/semisolids should be started by the
age of 4-6 months. Most of them were of the opinion
that home made fresh foods are better as weaning
foods. Banana and custard wer also thought to be good
for the infant, as they can be prepared and fed

convenicntly.
Some of the mothers fr

opinion about commercial foods to
food.

om LSES gave their
be good as an initial

Weight

Although no statically significant diﬂ'crc.:ncc was
observed in weight gain of the infants during their
infancy in relation to their feeding -patlcrns;'Howcver
exclusivey bottle fed children remained bcl.und those
being breast fed throughout their infancy period (Table

i und

ven weaning foods were fo

Infants who were gi -
" 4 heir weaning period (4-6

higher i weight gain during 1
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!nonlhs) (Table 14). Alter 6 months of age all of the
infants had been put on weaning foods.

Table 13.  Comparison of Weights of Breast and

Bottle Fed Infants

Age Bottle fed Breast fed
First week 248 kg 3418 kg

1 month 390 kg 4.13 kg

2 month 4.57 kg 485¥Fg

3 month 5.04 kg 5.5%kg

4 month 5.66 kg 6.28 kg

5 month 5.69 kg 6.39 kg
6 month 5.45kg 6.85kg
7 month 6.76 kg 7.50 kg
8 month 7.16 kg 7.89 kg
9 month 7.96 kg 8.16 kg
10 month 8.30 kg 8.56 kg
11 month 8.60 kg 8.80 kg
12 month 8.64 kg 8.86 kg
Table 14.  Comparison of Weights of Infants in

Relation to their Weaning Pattem
Age Weaning Weaning not
initiated initiated
4 month 6.12 kg 547kg
5 month 6.77 kg 5.77kg
6 month 7.03 kg 6.47 kg
Disscusion

Breast feeding remains the first and preferred
method of infant feedin by the majority of Pakistani
women. (131419 However, inappropriate practices such
as provision of prelacteal feeds, discarding of colostrum
and delay initiation of breast milk may all have a
negative impact on lacation.

Child survival strategies usually re
exclusive breast feeding for first four months of life.
Different studies on child feeding practices from
around the world show that exclusive breast feeding is

rare and that early supplementation with water and
other fluids is common. (2389 Prelecteal feeds mainly

commend

Scanned with CamScanner


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

30

honey and ghutti (some herbal preparation) are given

e . L
(o 80% of children, (11219

In Pakistan Nagra ct

al (% geport that 607 of
infants were receiving supplementary milk feeds by 3

months of age.
Jalil et al U7 report that 0% of a poor urban

on in Lahore, Pakistan were receiving nutritive

populati
ol age due

or none-nutritive supplements by one month
to perecived milk insufficiency.

Milk was also reported as first supplementary
food given by 329 of mothers from a low income urban
settlement in Karachi, 01121 Similar findings have

been reported from Turkey, Indonesia, Kenya and

varous p;lrls of India. (18.19.20.21.22,23.24,25,26.27.28)
The addition of supplementary milk to the dicts of

young infants is not without risk since the milk may be
diluted with unsafe drinking water and bottle hygience is
generally poor. 3*3%) Popkins et al @D jndicate that the
likclihood of diarrhoca increases 4.7 to 13.1 times
depending on the age of the infant when nutritive fluids
arc added.

Ashraf et al 3D report that only 9% of infants
from various levels of urbanization and income were
exclusively breast-fed for the 1st 4 months of life.

The cultural belief regarding infant feeding and
the variation in this system reflected in maternal
attitudes play an important role in determining the
~utritional status and growth patterns of children. As is
. e nt in the study by Mull in Pakistan @ carly bottle

Jine sometimes has been due to the fear that the
“1.iher was carrier of “Saya” (evil spirit) and could pass
. iv her child through her milk.

The pattern with regards to age at initiatin of
solids is important. A study conducted in 1985 in
Kaluchistan reports the average age for starting solids
in variou regions of Baluchistan to be 8.3 months. (15
However this pattern appears to be changing. Studies in
80s report that by the age of three to four months 42%

of he infants were receiving solids.

Focal group discussions with mothers in Pakistan
also indicate that there is a trend towars carlicr
introduction of solids by about four months of age. ®

Regardles of when solids are started, it appears
that the food offered to the child is often inadequate in
amount and nutritional value. Very few mothers

prepare special foods for the child. In study in Karachi
‘1147)% of the mothers prepared special food for the child.

We ha.ve _tried in this longitudinal study to furnish
both quantitative and qualitative information about
local l.)chcfs and. practices of infant feeding in relation
to socio-economic status and education of parents and

sex of th einfant. Findings of this study may help us to
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develop a series of culturally
order to modily
reduce morbidity

10.

11.

12.

13.

14.

UME Kulsoom and Ani. © ol

specific interventions

hehaviour in this arca. ‘T'his may help
and martality among children.
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WORLD S (
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RECOMMENDATIONS

Preamble
M by 1 (
The World Summit on Medical Education ol I.P‘H
the ficld of medical

was a major international cventn ] :
cducation. The precursors of this Summil were the 1978
World Conference on Primary Health Care in Alama

: where the global

Ata (of the then Sovicl Union)
programme of Health for All by the Year 2000 was

adopted, and the WFME World Conference of 1988
which formulated the Edinburgh Declaration. The
Declaration cstablished the  directions for medical
cducation to advance the health and well-being of
mankind. Progress towards these goals has been
considerable  despite  the  impediments of
underdevelopment in some countrics, development
reversals in other countrics, and the complexity of the
change process itsell. Procceding with the task is
imperative. It cannot be left to chance and drift.

The 1988 World Conference established an
organizational structure for advancing the quality of
medical education with four levels of action: global,
rec.onal. national and Institutional. The six Regional
Associations of WFME, linked with the six Regional
Offices of WHO, interacting with other agencies and
institutions, notably UNICEF, UNESCO, UNDP and
the World Bank represent an extensive international
network for achieving the changes required in medical
cducation. The 1988 Conference launched a series of
projects and activities, which have continued to the

present.
The World Summit of 1993 faced a new set of

challenges. Global changes are under way that are
profoundly affecting medical education: Vast increases

in population in some countri
national and regional political structures; economic

recession; shrinking resources; wars and violence; the
spread of the AIDS pandemic; resurgence of discases
that were thought to be contained; health care systems
in disarray with inadequatc coverage of populations;
and costs rising out of control. There is public
perception that medical schools fall seriously short in
their response to these challenges.

Universities and medical schools are too often
seen as preoccupicd with their own academic affairs
ind detached from he concerns of their society. The

es; extensive shilts in
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of medicine towards becoming 4y
a scrous diversion rom its traigion,
caring and 100 Advances ‘,n
perecived 44
‘o h;iv/f: },,;,“n

trend
enterprise i
commitment 0
nedical technology arc somc:

bior : '
anism In medicine. 1s

reducing hum :

«cen as unsympathetic towards certain (- s such a5

those with AIDS. ‘ ‘
been under intcr crutiny,

Medicine has
Advances in science have openc |
better patient and community carc; improved health
carc systems offer promise of greater cquity; and
innovations in medical education Rrovndc important
options for change. But there are serious shortcomings

in medical education. ' _
The 1993 World Summit it examined a wide range
of problems that impinge on medical education. Two

hundred and forty delegates from 80 countries, each a
leader in his or her own country, wWere present. The UN
agencies, WHO, UNICEF, UNESCO, UNDP, and the
World Bank, and  many non-governmental
organizations  and bilateral aid organizations
foundations and professional associations provided

active support and were represented at high level.
llenge to the Summit was 10

The central cha
develop a systematic overview of the full range of
appropriate ~ Iesponses, and

problems, Identify
formulate strategies to implement recommendations

world wide.

d new door: towards

The Issues

The Wider Context
Public expectations of medicine arc very high.

Demand for health services will increase with the
democratic process that is emerging in many parts of
the world. The traditional role of the doctor as healer,
coupled with dramatic advances in biomedical science,
have created a wider demand for services. While
perhaps initially often supply driven, the benelits of
modern medicine are sought by knowledgeable
consumers, and the market responds.

But the context in which the doctor functions has
also been changing, in a dynamism with its own
prol)l.cn.ls and complexities; patterns of demography,
morbidity and mortality have shifted; doctors have
.frcql.lcnl'ly scemed unable to monitor the cost
nflphca!mns of their clinical decisions; health services
have failed to reach those in greatest need; costs have
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risen with no end in gjphy-
health care have disll::r|i:sl‘lll;03‘.‘ff ket forees
SPCCia“fﬂs arc produced be "‘“'I‘C nhor s
generalists are needed bug m{l l'u' re
illncss is minimized; and (he avail
the rcvc'rcd role of the docto
companion during sulfering
a vestige of the past.
In the face of thes
2o moviienl oduendl ()C':cs‘c;::l(;lgcs and criticisms, where
of i[§ guardians, the u“iVCrsili:n;l \:Vh:\( is the position
despite these criticisms, lhcrcsi The paradox is that
advances in both the science a; dmvc !)CCn important
and of medical education, Ncw‘c] quality of medicinc,
Promol_ion of health and the lrci)::]ccpls essential to the
been incorporated into curri‘cullcnl & Sinsas ke
methods of teaching have evolved ai\d More  effective
has moved beyond the academic cloist cdical education
of societal realities where the health ncrz into the midst
But this great progress has been to L? s are grealest.
left far too many medical schools u;?l ragmented, has
failcd to develop the necessary Cr?lll}slllcd, and has
consolidated change. b R e
| N.chlcal Cd'ucauon is faced with the urgent need
tc . zd1t§ house mhorder, to diminishes weakness and
ex;:nd its strengths. . :
bc:: 21SC SO manyis;ec:%f ilthsa([i taSlf 5 dlma-m
covol. The context in which s

_— : medicine is practised is
so;;»-:al_wnh economic, cultural, political, bureaucratic
anc ~nvironmental parameters. Medicine must become
a 1nore effective agent in bringing order to the setlings
and systems where it must do its work.

The ethical basis of medical practice has
contributed greatly to the reverence in which it is held.
Medicine’s understanding of itself in terms of the moral
values that underlic the relationships between doctors
and health carc providers and

incrcasing. Medical  ethics is
s a required part of curricula, and its
from the classroom (O the bedside
here students can learn from
e same global turmoil
ral is also felt in the

at work in
' commerge;
lqlmrrlm'nls while
" ) e a H
— ADICS prevention of
L Ption has prown hat
S y . .v X
b gr,u.mlmn of health and
requently seems to be

and patients,
communities, IS
increasingly seen a
teaching is moving
and into the community W
interactions with others. Bul th
that is affecting medicine in genc elt in
ethical field. Advances in science as well as limitations
of resources raise new ethical gues.lions. The
appropriate model of science in medicine 1s 10 .lm}g;r
simply biomedical, but also social and psychological.
new cthical field concerns value for moncy, and the
cthics of priority and resource allocation in relation to

the needs of patient and communities. Social justice and
{or all gains growné support.

cqual oppmlunilics s §

- 20t racy has l¢
Greater emphasis oD patory ‘%‘i('?‘oc affom he
to shifts in medical decision-maKing,

Ir.uhlit‘m:ll role of the doctor as sole abnt
direet involvement of patients and o
lﬂ\\"unls the  commercialization  of
serions ethical questions of conflict
doctors, AIDS and other chironi
'dln('l(u'.t.‘ social sensitivitics and ol o
Thus, cthics have a different and
medical education, enriching undor taned
values of the profession. Profonid

Wors facr ok

{ P & Lous
y

o it €l

f r 7 §

reasoning, and  action
istitutions that produce then,

Emerging Challenges

Among the greatest challengos
profession is the health transition: thers
the difcusc.«. of deficiency and infection o
countrics towards cardiovascular and orho
akin to those in developed countrics, Populaton. -
ageing: the average life span globally is now 65 ycars; .
developing countries it is 63 years. Cancer,
cardiovascular discase, and diabetes are major killers in
developed and developing countrics. The cost of
chrpnic care for persistent morbidity far exceeds that of
curing an acute infection. At the same time, many
developing countries have yet to surmount the illness
burdens due to infection and malnutrition. Knowledge
about infection and malnutrition has advanced far
beyond its application. The treatment of tropical
disease care exemplifics how meagerly the findings of
rescarch are applied.

Health care systems arc
discontent with spiralling costs, actual or per
poor quality, and lack of accessibility - all apparently
worsening - imposes itselfl on governments. The
underserved and under insured are the¢ norm, though
Iess politically vocal. Doctors ar¢ insufficiently aware of
the health status of those who do not present
themselves to their clinics.

There is uneven implementation  of primary
health care in many countrics because of dire poverty,
vested interested or compeling prioritics, often defence
related. Many developed countrics’ per capita health
res exceed the total per capita gross national
of developing countries. Doctors often
primarily disease oricnted approach. On the
other hand, some [ow income countrics have chosen 10
invest in health an other social sectors to their benelit.
The political changes and economic turmoil and
Eastern Europe threaten social safety nets. New markel
forces may have unpredictable effects on the health
r and doctor’s behaviour. g

There is a professional imbalance of specialists i
relation 10 generalists. In developed — countrics

imperfect. Socicly’s
ceived

expenditu
product
maintain a

secto
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particularly, the public may prcfcr.lo consul.l specialists,
cven for uncomplicated complaints. Socicly cannot
afford the numbers wanted, nor should it. Mcanwhile
capable generalists remain  undcremployed, seck
expensive  post-graduate  qualifications or cmigrate.
Specialists are unlikely to settle in underserved areca. A
well-trained family practitioner is often not regarded as
having had ’special’ training despite relevant
postgraduate  certification. A medical  school
department might produce an excess of specialists in
part of justify its existence. Distributional imbalances
are reflected in a surplus of doctors with shortages of
nurses or other less costly and often more effective
health professional.

The technological advances of our time astound
the public and professional alike. The biomedical
knowledge explosion of the past 40 years is said to have
surpasscd that of all prior human history. Society has
wiscly invested in medical research; it is now important
to give greater attention to its cost, the application of its
2 ethical factors involved. To cope with

findings, -
scientific . . nces, doctors need new knowledge and
skills.

AIDS un .cly highlights doctors weakness. This

‘catastrophe i slow motion’ challenges doctors’
communication skills; responsibility for long-term,
compassionate care; ability to foe issues such as death,
sexuality, alternative life styles, and therapeutic
impotence; and knowledge of public health and
infectious disease. Furthermore, the AIDS-doctor
interaction is a prototype of many more common
ailments of modern society: drug abuse, the host of
chronic discases of ageing populations, and other new
or recrudescent infectious diseases.

The Responses of Medical Education
Ethical medicine strives to do good and to do no

harm. While admittedly many of the solutions to their
above challenges lie beyond doctors’ knowledge or even
the responsibilities of the health sector itself, the
medical profession must fulfil its social contract better.
The doctor for the 21st century must be redesigned.

Doctors must promote health, prevent and treat
discasc, and rehabilitate the disabled in a
compassionate, ethical way. Increasingly they must do
this within resource constraints. But society, the
profession, and medical educators call for more.
Doctors have also to be better providers of primary
care; communicators; critical thinkers; motivated life-
long learners; information specialists; practitioners of
applied  economics,  sociology,  anthropology,
epidemiology and behavioural medicine, health team
managers; and advocates for communities.

Pakistan J. Health. Vol 32 No. 1 -2, 1995
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The Direction of Reform
Medical educators in 1988, alter

consultation, proposed the 12 reforms of the Edinburgh

intensive

Declaration:

relevant educational settings

a curriculum based on national health needs
emphasis on discase prevention and . ~lth
promotion

lifclong active learning

competency-based learning

teachers trained as educators

integration of science with clinical practicc
selection of entrants for non-cognitive as v ! as

intellectual attributes
balanced production of types of doctor

multiprofessional training

continuing medical education.
These changes have been adopted and tested in

many but by no means the majority of medical schools,
and found to be effective strategies for dealing with the
shortcomings of medical education. The conservatism
of the medical profession and universities, and the
complexities of required change, have resulted in slow
response to those who are leading innovation and

calling others to follow.
While the principles of the Edinburgh Declaration

stand, their further implementation requires bold, clear,
attractive, feasible strategies.

I. RECOMMENDATIONS
FOR ACTION

The following recommendations are the
conclusion of the 1993 Summit, emerging from the
invited papers, the plenary discussions, and the working
groups. A brief commentary on each issue is followed
by examples of recommended actions and expected
outcomes. The responses are neither exhaustive nor
universal and await multi-level review, amplification,
and interpretation in the regional, national and local

context.

(A) PRACTICE AND POLICY

L. The Disjunction Between Medical Education and the
Medical Practice Environment

Good medical education demands a useful match with

the he‘allh care system, A contemporary doctor cannot

be lramcx'i in university hospitals alone. Without such

partnership, the educational programme will be of

limited relevance to the realities of practice, and will

?h(::l pr OV}de. appropriate training to meet the needs of

med[')o'plu ation to be served. Such disjunction, when the
1cal education system s divorced from the health
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care delivery services, is still an unfortunate reality
many countries. ke
Action: Effffclivg administrative and working relati
between universities and the health scrviccsg inLc:].l ll(')m
local l_walth car¢ organizations and commﬁnili ‘m'm%
csscnu‘al to achieve coherent interactions |»L~:;v :"‘L
education and practice. The skills acquired i|A1 r F “- d
curricula should be relevant to the povii
setting and the community.
Outcome: New political and institutional arrangement
to ensure rclcvax!cc between education the ncfag and
patterns of practice, and professional Salib(acliul; that
what was learned can be usefully applied.

needs of the practice

2. ﬁ?}’:;_’é;f_mgj’_glﬁl egzzrrzarx Rc.fources Planning:
ical Education

It is a matter of relevance to both need and efficiency in
the use-of human resources that countries should
systqmahcally determine the numbers of health workers
required, and lhe_con}pctcncy profiles of each category.
When .such planning is not done, health manpower can
be scriously out of balance, with costly redundancies
anc ‘nilure to meet actual needs. Of course, the skills,
attii:les and motivations of health personnel and
cru...l to their effectiveness. Thus, planning should
inv..vc those who will produce the relevant trained
stal” those who will sue them, and those for whom their
ser»c is provided.

Aci:.a: Ministers of Health and Education, training
institutions, and reprcsentatives with a public
perspective should carefully link their policies and
programmes to ensure coherence in the production and
utlization of trained staff. In societies where formal
national health workforce plans do not exist, it will be
necessary to develop agreed approaches in training
institutions and user groups in scnsitive determination
of needs.

Outcome: (1) a balanced health labour force; (2) so_und
foundations for educational development and efficient
utilization of trainees; and (3) mechanisms for
adjustment of the content and quality of the health care

staff.

3. Health Care Systems: Implications
Education

Most health care sys

inequitable, and poorly unders

doctors alike. Even doctors W

innovative medical education may not

for Medical

tems are complex, costly,
tood by patients and
ho receive a sound,
find satisfaction
h as consumcr

due to health system realities IsuC d more
; an

ex ali muneration, regu ation, : 4

pectation, e ’ :nadequacies. Health

important, fundamental system 1
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care systems can be decigne @ nited that are
cquitable, effcetive, ond off o
Action: Medicol schiool st 0 o - wnvolved in

~tafl training,

health system developnicni e v

Rescarch into service, and ez 4 corvice scttings
Wl“ CXPOse Slu!ll}il‘t’ﬂ' to altcraeve, ,v",’,f’ 5 oand D()'Q;bly
create patterns of health carc in wiiei they wili more

readily choosc to work,
Outcome: Better prepared doctors, a b
public, and better use of resources.

4.  Specialists and Generalists: Seeking a Balance

An cfficient and cost effective health “system must
include generalists able to screen and treat most health
problems and refer only a small proportion for
specialist care. Many developed nations have too many
specialists and too few generalist. Even in such cases,
some specialty areas (such as psychiatry) may be
underrepresented.

Action: Formulate policies based on the
epidemiological and financial realities of the country
with attention to enhancing the status of the primary
care doctor,

Outcome:  More appropriate types and relevant
numbers of doctors.

etier served

5.  The Health Transition: Education Preparation

The health profiles of developed and developing
countries in many respects are converging. Aggregated
life expectancies in developing countries are high and
also the toll of chronic disease of adults, including the
elderly. The new social diseases (violence, drug abuse,
family disintegration) affect vulnerable groups
throughout the world.

Action: Health sciences institution should study and
teach relevant aspects of this health transition.
Outcome: Graduates of medical schools who can
anticipate, recognize and respond to significant
demographic, epidemiological and  behavioural
phenomena affecting the populations they scrve, and
provide relevant carc in terms of health promotion,
prevention, cure and rehabilitation to the patients they
treat and the communities they serve.

6. AIDS and other Chronic Discases: The Challenge
to Understanding and Compassion
The effect of AIDS on the health of the public and of
individuals, on national health systems, and on doctors
in increasingly devastating. The discasc has rc'vcalcd
both social and technical gaps in the preparation of
doctors to cope with the pandemic. These processional
deficiencies have important applications other more

common discase.
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and deepen medical cducation 10
cial science,

Actions: Broaden
longitudinal

extend: prevention, public health, cthics, so
health pmm(\linn. communication,

commitment to dying patients, holistic medicine, team
management infectious discase, human sexuality and
human rights. Assurc that students actively follow
ambulatory patients with AIDS and/or other chionic
discases through the various stages of their illness,
including ambulatory care, for a sufficicnt length of

time.
Outcome: A more competent, compassionate, holistic

doctor with a keener scll-awarencss.

(B) THE EDUCATION RESPONSE
5. Institutional Policy and Government in Support of

Medical Education
Institutions exhibit various pattcrns of behaviour. Many
Some

medical schools have no mission statement.
medical curricula  which remain

rarcly review

department  driven  and/or externally  prescribed.

Conceivably, the absence of mission statement and the
ly mandated curricula create

presence  of national
passive institutions W
graduates. Administrative structures for
implementing curricular change arc often lacking or
unauthoritative, and examination methods are
unrelated to educational goals. Clearly there are many

hich in turn produce passive
planning and

impcdiments to change.
Action: Institution behaviour of medical schools needs

study, with special attention to the formulation and
implementation of their mission. At the same time
medical faculties should create teams from different
disciplines to design and implement programmes of
general medical education that are morc responsive to
local need.

Outcome: More focused directions for institutional
development, more cffective investment in education

enhanced relevance of graduates.

8.  Selection Procedures for Admission [0 Medical

Schools
Medical school admission procedures should be based

on institutional mission and capacity, and national
health workforce targets. The open entry system is
obsolete. Selection procedures are essential and
everywhere endorsed, but in too many medical schools
are arbitrary and at worst chaotic.

Action: The principles of sclection should clear,
equitable and valid. Medical schools should design
admission criteria that address both academic and
nonintellectual  characteristics, ~such as  social
commitment and  minorily  slatus. Attitudinal
assessment techniques should be studies in cvery
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schools for validity in identifying the nece

non-cognitive qualitics of would be entrants.
Outcome: Graduate from medical schools who can
I health need.

medical

better respond Lo nationa
Medical Teacher Development Jor Imp

Medical Education
Medical tcachers arc often apj

roved

9,
yointed mainly for
1y with litde

demonstrated biomedical rescarch
focus on their teaching abilitics an< anication
able concern that tie irning
icd

skills. There is justifi ‘
habits of medical students arc frcqu.c:«u,

by lack of cducational expertise 0 er each
However, skills learned in rescarch impi ¢ the ability
of teachers to the students grasp the —ncepts of
biomedical, social and psychological scienecs.

Action: Mcdical schools should institute programim.
cnhance the teaching expertisc and communication
ability of their stafl. Morcover, medical teachers should
be required to improve the educational process.

Teachers should be selected, promoted and rewarded,
ability and contribution Lo

in part, according to teaching
educational development. Monitoring of teachers
performance, including input from students, should be

used further to improve teaching.

Outcome: Improved medical

students development.

10. Medical Student Involvement in Planning and
Evaluating Medical Education

The role of students in their own educati
Students of today are the teachers of tomorrow. They

should be involved in curriculum planning and teaching.
Perhaps more idealistic and less encumbered than
teaching staff and administrators, they are potent
agents for necessary educational change.

Action: Students should be valued partners at every
level of medical education: planning of objectives,
medical school governance, curriculum teaching, and

[/ €O

teacher and medical

on is vital.

evaluation.
Outcome: Medical education responsive to a wider

constituency: society, the institution, teaching staff and
especially students, its active recipients.

11.  The Place of Science in Relation to Medicine
Science lies at their heart of an cffective curriculum.
The methods of science arc essential to defining
problems and measuring impact of intervention in the
care .of both patients and communitics. Science
leach.m_g cannot be departmentalized and confined to
pr'cch{ucul years. The curriculum as a whole requires
scientific and critical thinking, the basis of ecvidence

based medicine.
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Action: Emphas-izc the  scientific approach  whe
imparling _lcarmng skills. " Consider departme l“;
reconstruction which promoes horizontal '|‘|le \"t"‘]‘fll
integration  of  biomedical science 'md. -I‘u““I
bchavioural and  social scicnces in‘ clin'd"&;) "I‘C
community hecalth disciplines, Emphasize L'((: l"'“‘l
statistical, managerial and informalior;'ll' J “ '3‘\‘““"'
relevant to clinical work, e
Outcome: A multi-science based practitioner who ¢
remain abreast of (he scientific "

. advances  and
understand their relevance (0 the field of

practice.,
12.  The Ethical Basis of Medical Educaion

~ There are fundamental valus and  moral
principles that - characterize and penade  medical
pruciic-.c. The principles of ethics are applicable at two
levels: in the c.linic and hospital for the well-being of a
pat.n; and in communitics, for the well-being of
por -ation. Both call for comparablc  relationships:
doc .~ 1o patient on the onc hand, and health care
pre :r to community on the other. The social contract
bet: :n them calls for care that is both right and good:
righ - of an appropriate technical standard, and good --
in k  ning with the values and prioritics of the patient
or (- community. Another, and newer, ficld of medical
cthy concerns  determination  of  prioritics  and
allocaiion of resources in relation to needs.
Action: Ethics should always receive full attention in the
medical school, in all clinical encounters, and in the
community. Consultative groups should continually
explore cthical principles in relation to the different
cultural groups and devisc appropriatc curricular
modecls.
Outcome: More compassionate  practitioner  and
institutions and better scrved paticnts and communitics.

13.  Teaching and Learning Strategies and Methods
Competence and motivation for lifclong learning,
particularly in view of the information cxplosion, is
enhanced by effective learning methods. Problem-based
learning sharpens skills of analysis, synthesis, fmd
evaluation, nccessary for clinical problem-solving,
Training in the critical rcading of scicn{iﬁc reports
enables graduatcs to identify key advances in their own
ficld. Community-based lcarning enhances relevance.
Technological advances in cducalional. mcthods, :?uch as
computer assisted lcarning, simulation ar}d distance
Icarning, may have rolcs to play in many sCLUngs.
Action: Educational institutions and associations should

ods of lcarning which arc
organization ol

he production of
ls. Learning

encourage active mcth
student-centred and  promote  the
national and regional nclwork§ for .
appropriate and relevant lcarning malcrié

Pakstan J Health. Vol 32 Mo 1-2 1995

strategies should be competency-based and aceor
local needs of health staff. Validation i
assessment techniques and evaluation of innovat
the curriculum are required.

Outeome: (1) A medical doctor, competent an (ne i
context, and motivated (o remain so; and (Z) role
learning materials and asscssment techniquce.,

4. Curricular Option for Coping with Injorn
Overload
Curriculum overload is a fundamental and inc.
problem with medical cducation, even if learr
cnjoyable, and students are capable and
themselves.
Action: Working Groups at international and regio
levels  should  consider  reviewing  represcntaiive
curricula. Examples include those based on sysicm
teaching; or problem bascd lcarning or ‘core and
options’, with kecy modules, such as cthics or primary
health care. A carcfully sequenced core curriculum
supplemented by special study modules holds promise,
particularly if it promotes scll-directed learning. The
corc emphasizes foundation, such as critical thinking
and communications and interview skills, irrespective of
a traince’s future carcer path. Curricular options
provide in depth Icarning according to specific interests
and neceds.
Outcome: Assurcd basic competence with the range of
experlise required by society, institutions and students.

(C) THE CONTINUUM

MEDICAL EDUCATION
15.  Postgraduate Medical Education: a Holistic View
Educational planning for postgraduate cducation may
not be rational in scveral ways. It has to be in a context
of overall staff allocation, othcrwise excessive numbers
of doctors with ill-chosen skills will continue to be
trained. Academic interest in specialist training may
override commitments to the training ol genceralists.
Generalist — trainings  programmes  often  lack
professional  recognition  and  public  confidence.
Training in all specialitics is weak in preparing trainees
for the socioeconomic and epidemiological conditions
of primary carc. Specialist training and certifying
examinations may not be appropriately matched. There
arc unresolved ambiguitics, in that gencral practitioners
are now accredited in many countrics as specialists in
genceral practice,

In many developing countrics graduates are
trained to be ready to undertake independent practice
on leaving medical school. Mission statements of
medical schools should specify the types of graduates to
be produced, so that the competence assigned Lo
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ali iahis ining
postgraduate  education and  specialist Irwning

programmes arc explicit. ’
Action: There is need for a holistic view in planning for

the broad ficlds ol |-ml;',|.u||1.|lr cducation, with policy
can support production of

making mechanisms that
and specialists. The

balanced numbers of gencralists
postgraduate training programmes need to be carclully

related 1o the Jocal context in which they will be
practised, and linked  with undergraduate — and
continuing cducational programmes,

Outcome:  Balanced  production  of pencralist and
specialist doctors, trained with relevance to local needs,
and linked in a continuum with undergraduate and
continuing cducation,

16.  Contmung Medical
Education and Lifelong Leaming
Undergraduate medical education and postgraduate
cducation, regardless of their duration, are insulTicient
i cnsure lifclong competence. Moreover, institutional
curricular change has little impact on those already in
modical  practice.  Complex  social,  political,
coidemiological and technological changes will always
o loct professional competence in unproductable ways.
* ontinuing medical education is essential to maintain
he competencies of newer graduates, to influence the
practices of older graduatces, to remedy practice gaps,
and 10 cnable all doctors to respond to the challenges of
the professional environment.
Action: As CME dcpends highly on learner motivation,
seli=directed learning skill must be mastered in under
and postgraduate education. The content of CME must
be responsive to the needs of the practitioners with
both professional and public input. CME nceds
thoughtful education planning including: objectives,
strategics, skills and the assessment. International CME
nctworks and resource centres are needed for sharing
and support. Countrics must allocate funds for, and
monitor, the overall process and outcome,
Outcome: A well informed and competent medical
workforce, predisposed  continuing  scll  directed
lcarning participating in the responding to change,

D. PARTNERS IN LEARNING
17.  Health Teams and

Multi-Professional Education
Doctors alone cannot provide all health care.
Contemporary doctors work in teams representing
many different professions. Learning together in tcams
and groups cnhances carly prolessional socialization
and provides opportunitics for leadership development,
Action: Multi-professional education, where members
of different health professions are trained together,
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[ tcamwork, an

inces the cthos o -
allicd

catablishes and enhi i -
of medicine wil

the essential collaboration
health ]N‘l\ullllt'l.

Outcome: More cost-¢
members of health care te
for collcague, and Tor the

ffective doctors who can work as

ams, with enhanced respect
henefit of patients and

communitics.

18, Participation of € ‘ompninities
in Medical Education

The Summit endorsed the many initi
both developed

ation of modic |
termining

Jive under way

different parts of the world, b
fowards community oricnt
ommunily participation in deter
itics must be given an active part
| action for health, Pcople have
pnssil)lc choices, and
preventable

developing,
cducation, and ¢
health policy. Commun

in decision making anc
10 be enabled to make the best

have (o be offered protection against
discasc.

Action: The many projects and the growing litcraturc
on community participation hcalth and development
need to be embraced by all educational institutions. The
community’s range of choices. Participation of
communitics in medical education and in institutional
administrative decisions is now essential.

Outcome: Community participation will encourage
interdisciplinary learning and multiprofessional tcam
work. A larger community role in the educational
process will increase the accountability and relevance of
medical cducation, enhance community compliance
with health initiatives, and promote development and

improved health.

19.  Communication with Patients
and Public
Adequate  communication  skills  with
C(?llf:agucs and the public are basic nccessitics of
?hmcul work. Dissatisfaction of paticnts and the public
is due more to poor communication than to any other
professional deficiency. '
Action: Mcd.icul schools should identify how to improve
communication skills in all future doctors. Methods
slm‘uld include observation of and participation in
ivl:nlr::):lis cmnnlulniculinn activitics, especially  patient
TVICWS and case presentation: ; i i
and  spoken comm1[11:iLcS;|Ll?(l);lllm\l\]rilldndl ‘:“'“]\"C ‘erllcn
different communitics, varying cult , -l \.L e, l!u:
Teaching stalf should be appointe IUN;]S. i et
to ensure the promotion of such ‘.'( o N ?'mupc.lcnl,
Outcome: Doctors. whe |r l(')mmumcullon :s‘knlls.
better able 1o listen und" L A o omusieis,
s erstand and advise patients,

inform and ¢

educate (he i
n wiblic, ; speak [ i
communitics and sucicly[ » 1 e i

patients,
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20, Wider Participation in deci sion -
Making. lm'lmh'ng the Public

Lummu‘nllflus s‘cck to be better informed and 10 have
greater influence over their health care system, Pati =
are entitled to more participation in ™ ol
their individual care, which will make

responsible for their own health
" hH:‘.tllltl IS\H;IU(‘h influenced by factors outside the
hc_.ll seclor. AS we move from a discase to a health

. B L N 1 ) ‘ :

oric nl.funn, o preventing illness and promoting health
other sectors must be involved. Doctors in the fulur’
-‘ : ~ A 3 ’ 7 L e \ (‘
will inc reasingly have to concern themselves with issuces
not dircctly concerned with health o
Action: Pmblcm-bus‘cd lcarning in the community will
cnnfr_\ml studu{lS with real demands for participation
on ihe part ol paticnts and the public. Caring for
. \;llh AIDS or other chronic conditions
der inds that the student Iearn how o involve them as
p‘,l, g (,(l)-mfjlulng _groups  reviewing  health
mawer policy should include adequate community

and control gver
them increasingly

repr . -ontation.

Ou’ -.me: Doclo_rs accustomed to and beneliting from
shar - power with patients and the public, and openly
dch: .d and public social policy.

(E) SETTINGS FOR LEARNING
21.  Real-World Settings for
Medical Education

Mecdical education is typically hospital-bound, often
concentrated on the tertiary level, and characterized by
rarc discase and expensive treatments. The work habits
and supports systems arc not applicable to the health
carc system as a whole. While of undcniable
importance 1o postgraduate specialty training, the
teaching hospital can mislcad students or [rustrate
genceral training.

Action: Various environments, both medical and non-
medical (workplace, schools, villages, houscholds) will
expose students to a morc realistic array of health
problems, human conditions, and professional role
models, to cnlarge and enrich their hospital expericncee.
Outcome: When based on rigorous scicntific principlcs,
including clinical cpidemiology, the usc of \.vndcr
settings will produces better cquippcd,'morﬂ satisficd
practitioners, equipped for providing primary carc and
more aware of the necessity for multi-professional (cam
work.
22, Commimment of Universities 10 Population-based

Medical Education

Medical education tha .
encounters  in  hospitals

is based on a scquence of
ini verlooks  the
clinical 0

Pabisian 1 §leatih Val 32 Na 1 - 2. 1998
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(:]ii('l'lnit)I(l}'i('.l' context of a paticnt’s  health, andd
liability to discase. Primary health care according 1)
need. These  considerations  require asscssment
groups in defined populations regardless of wi

they present for medical care.

‘ Population-based education ealls for those me
in need, often on account of poverty, 1o be idor
with care provided for them which at peeoont @
not receive, Population-based education incvio!
lor community surveys, participation of the po
feedback.

Action: Regardless of an institution’s missior

or location, its cffectivencess is enhanced by a-
commitment to the health of a dchined popul
the supporting health care system.

Outcome: Teaching, studying and providing inl !

to individuals and communitics, and pcople 11
homes, in the context of the nceds of a dehin.:
population, helps an institution to interpret and to me

its obligation to the socicty which it scrves.

II. INTERNATIONAL

COLLABORATION
The call at the 1988 World Conference for a
global collaborative programme was firmly endorsed.
Only a responsible, effective partnership, in which all
nalions participate, can implement the many reforms

'

recommended.
Action: A  partnership among  all
organization, association, institutions and individuals
must be formed, and this nctwork must be charged to
cnsure that the Summil’s recommendations reccive
proper debate, implementation, and monitoring. The
World Federation, the co-sponsoring agencies WHO,
UNICEF, UNESCO, UNDP and the World Bank, and
all other bodics represented by their delegated at the
Summit constitute the programme’s  organizational
framework.
Outcome: A redesigned doctor for the 21st century with
a global network in place to promote, implement and
resource the specilic twenty-two rccommendation, and
their inevitable reinterpretation in the changing future.
The World Summit on Medical Education
records its commitment to the urgent effort to bring
about the changes identificd. The summit is convinced
these changes are essential if  medical cducation
institutions are to be effectively responsive to the needs
of their socicties, and if those they produce are to have
(he technical, social and cthical competence required of
the doctor of tomorrow.

responsible
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EDGE OF COMMERCIAL SEX WORKERS
S AND THEIR HEALTH CONCERN

AND HAZEL SLAVIN

of Community Medicine,
{ Health Studics

South Bank University, London, UK.

Summary

Twent: two female commercial sex workers
~hoit iheir self-reported health concerns,

Ty
1w s were subsequently conducted in Cres

3 L

¢+ women was 14-50. Religion was, with one exception,
reported health concerns
y transmitted d
DS. The majority of respondents did not use any

i ~ommon patterns in responses. Sell-

. ir:piement char
whilst acknowledging
and refers to both HIV infection and AIDS.

Introduction

Pakistan has a low prevalence of HIV infection
relative to many other countrics, including thosc in
South Asia. Officially reported figure (June 1994) stand
at 751 cases of HIV infection and 42 cascs of AIDS,
although estimates suggest that there may be closer to
20,000 cascs of HIV infection (personal communication
with Dr. Zafar Igbal Toor, National AIDS
Programme). The Ministry of Health, in collaboration
with the World Health Organization, has rccently
produced a strategic plan for AIDS Prevention and
Control which recommends a number of interventions,
including improved surveillance, management of
sexually transmitted diseascs, raising public awarencss
through mass media campaigns and targeting "high risk
groups”, to control the further spread of HIV infection
in Pakistan [1].

Although a National AIDS Programme was
established in 1988, HIV prevention in Pakistan is in its
infancy. Until recently there was a government imposed
ban on mentioning HIV in the mass media. The first
public information advertisements about HIV/AIDS
appearcd in ncwspapcrs and on television on 31 March
1994. Not surprisingly then, public awareness about

Pakistan J. Health. Vol. 32 No. 1 -2.1995

from the red light area of Lahor
social background, sexual pr
women were recruited for interview with the assistance of a physi
cent Clinic,

“1.ohe and fatigue, but did not include sexuall
;urity of the interviewees had not heard of Al

- caceplion, far less condoms of which some respondent
.~ thotf urgent action is needed to bring about awareness 0
.. nitted diseases, accompanied by intensive programmes desi
iges in sexual practice. The authors have used HIV as t
that in Pakistan the distinction is blurred and the term

¢ were interviewed in depth
actice and knowledge of AIDS.
cian working in the area, and
which is his private practice. The age range
Muslim. Interviews were analysed in order to
included common ailments such as
iseases. Analysis revealed that the

s had no experience. The major conclusions
f the risk of HIV infection and other sexually
gned to help commercial sex workers
he generic term for HIV/AIDS
AIDS is most often used

HIV infection is very low. Between 1991-2 a sample of
5,433 women with children under twenty four months
were surveyed in Pakistan (o discern levels of awarcness
about health issucs including HIV infection. Nincty six
per cent reported that they had never heard of HIV; the
remaining four per cent could not correetly identily
cither modes of transmission or methods of prevention
[2]. A survey of secondary school teachers, who might
be expected to have greater awarencss of HIV because
of higher levels of education than the general
population, revealed that of 52 teachers interviewed
only 35 had hcard of AIDS [3]. The public information
campaign introduced during 1994 may have raised
awarencss somewhat, although it should be noted that
lcvc'ls. of literacy are low with a rate of only 26% [1]. In
ilddlllOll,.ilCCCSS to the mass media is not widespread.
Thchuknslun Health Education Survey revealed that
3].7@. of rc§p()ndcnls in rural arcas had access to
lclcv.lsu)n, whilst only 19.5% of all respondents reported
rcading newspapers [2].
Nulio::dn/zlr[;)é‘rp:l i;r()ups have bgcn idc.nliﬁcd by l_hc
of HIV infcc\lio (’&;an@c as having an increased ns'sk
abdltas o |rur3|'< dr(?s'lllulcs. are being targeted, m
melidests sF b ¢k drivers, intravenous  drug  uscrs,
$ ood and blood products and men who
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Assessment of the Knowledge of Commercial Sey Workems

have SC{( with men [1]. Since the h(‘p‘inning of the
epidemic, ctmmmcn‘iul sex workers (CSWy) | “‘ -“I“h“l
widely conS.ldcrcd 10 be at increased risk of ld?( l“?m
infected wnlh HIV and contracting lnlh 4 .
transmitted discases, Sex with multiple p;un: . “ pre
cited as the reason for increased risk 'mL gt
workers, although lack of opportunity nf “:w\‘("‘t‘--\l .
condom during intercourse may be an ccl u |
important factor [4]. In addition 10 il\(‘l‘: wed person;
risk, the role of CSWs in the spread of iil\/ ilu:fl‘s‘(l""d‘
has been a source of much debate. Most of this (lL:|1|-(:l3
has ccn[crcq around the common pcrccpli‘un li::l
CSWs constitute a ‘bridging group’ through whig"h
heterosexual transmission of HIV infection can oceur

[5]-

rtouse a
ally or more

in 1991 a system (?f sentinel surveillance of groups
con: wred to be at high risk of HIV infection was
init.. --d. A two month point prevalence study was
con .~.cd between October and December 1993 in
Lah.- . Of 594 female CSWS screened for HIV
infce on, eight tested positive, representing between 1-
29 versonal communication with Dr. Zafar Igbal
Too:. National AIDS Programme).

Prostitution is illegal in Pakistan, however it is
estimated that some 10,000 women in Lahore are
engaged as "dancing girls", with the majority of these
women also working as CSWs  (personal
communication with National AIDS Programme).

The red light district of Lahore dates from the
17th century when the city was the centre of the Moghul
Empire. It was the largest and most famous in the sub-
continent and women were brought to court to sing,
dance and provide other entertainment. Now at the foot
of the magnificent Moghul Fort in the Old City of
Lahore is the area known locally as Heera Mandi,
which translates as "Diamond Market’, a double
entendre which refers to the areas historic association
with the diamond and jewel trade, as well as
euphemistically to the trade in women. It is with in the
narrow and winding streets of this part of old Lahore
that the majority of CSWs in Lahore live and work.

Each night between the hours of 11 pm and 1 am
"agents" invite potential clients into the houses which
linc Taj Mchal Street, the centre of Heera Mandi.
Inside one or mor¢ women aré waiting and men arc
offered a performance of singing and dancing. i o
additional fee, sex may also be sold..Lllllc I krfozl.l
about the working lives of the women 1 Heera Mandi.
Within the context of a conservative Islamic .socnct-y
such as Pakistan, discussion of scxual. bchavm.url'ls
generally uncommon; prostitution 10 .pa;“;,:u d:
constitutes a taboo since it is prohibited n _samlf
tcachings. No rescarch into the sexual behaviour ©
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CSWe in Lahore has been publisched 1o dae T !
!‘«I|h‘l the authors present the finding ol
interviews  conducted with fomale £ 50 i
during March and April 1991,

Methodology

Prostitution i Pakistan i+«
widely viewed as an offence 1o rebo
lll("'ill.’\. Iﬂ some (l‘lilfl(;l’. there
prostitution exists  at  all  and wido e
estimation of the extent of the commoro.!
amongst those who do  acknowledge it
Access 10 those who carn a living through o
sex work is very difficult, since to surprisirgly ©
and women engaged in such work constiuto
marginalised group. Fear of public exposure ani o2
action mean that CSWs in Lahore are reticent to giv”
interviews or to talk at all with persons from outside ol
their own community. Indeed, until recently it was only
possible for surveillance units to obtain blood for HIV
testing with the assistance of the local police [6].

Access to potential respondents was initiated by
contacting the National AIDS Programme in Islamabad
in order to locate medical doctors practising in Hecra
Mandi. In this way, Dr. Ikram of Crescent Clinic was
identified and agreed to facilitate the rescarch by
allowing the use of his clinic to conduct intervicws with
patients, some of whom are working as CSWs.

Although there are numerous traditional healers
offering diagnosis and treatment of discase in Heera
Mandi, Crescent Clinic is one of only three medical
practices in the arca. From the clinic, Dr. lkram
conducts general practice between the hours of 7.00 and
11.00 p.m. In addition, he is engaged by the National
AIDS Programme Surveillance Team to draw blood, in
the course of his regular consultation, for HIV tesling
and to distribute condoms when appropriate. The clinic
measures approximately 1.65 by 4.8 meters and consists
of one small waiting arca and one consulting room. The
clinic is located in the heart of Heera Mandi, some 500
meters from Taj Mechal Street, where the majority of
CSWs work. Dr. Ikram has been practising in the clinic
for three and a hall years, and in this time has
established a degree of trust within the community.
Initially, it was hoped that the rescarchers would be
able to interview commercial sex workers who came for
a consultation with Dr. Tkram. This did not prove
possible, since the number of CSWs visiting the clinic
on any one day was variable and much time could be
spent waiting for a potential interviewee. Dr. Ikram
agreed 1o use his connections with the '.‘agcnl.s', or
pimps, known (0 him to bring in women for in{ervicws.
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Although some 40 women were interviewed, the
total number of respondents from whom data s
presented here is 2201 ightecen women were excluded
because although they were willing to participate in the
rescarch,  they  did  not identify  themselves  as
commercial sex workers, Some of the women excluded
claimed that they were retired from such work, whilst
others denied ever having been engaged in it In such
cases,  women  were interviewed,  bul questions
pertaining to sexual practicc with clients were not
asked.

The interview consisted of a schedule of questions
in the form of a guided conversation focusing on social
background. health concerns,  sexual practice and
knowledge of HIV and AIDS. Each interview, which
was conducted in Urdu, lasted approximately one hour.
Prios to cach interview the rescarcher explained that
the rescarchers were interested to discover any health
rroblems and concerns which the women might have.
laving sought and gaincd agreement of the respondent
‘he interview was then conducted. At the end of the
interview, the women were able to ask any questions
which they had concerning their health and often

availed themselves of an opportunity to have an
cxamination and prescription from the female medical
doctor conducting the interview. In this way, some
respondent came for interview spontancously without
the contact of an agent, having heard through word of
mouth that a female medical practitioner was available

at Crescent Clinic.

Social Profile of the Sex Workers

The age range of the women interviewed was 14
to 50 years; one respondent did not know her exact age,
but was clearly within the age range above. The
youngest girl interviewed, aged 14 years, reported that
she had been working for three months, whilst another
aged 16 years said that she had been singing and
dancing for as long as she could remember, and selling
sex for the last three to four years. The remainder of
the women had been working for between 3 and 30
years. Eight of the women reported that they had begun

work at the onset of menstruation.

Every respondent was asked her religion, and all
respondents reported that they were Muslims. Although
not expressisvely asked, during the course of the
interview virtually all respondents reported that they
were, or had been married. It was not possible to
determine whether the marriages were perceived as
binding and permanent or based on Muta’a. Marital
breakdown, which was reported by many of the
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y cited as a reason for 1

respondents, was Ire quentl '
the first instance.

up commere ial sex work in

All but five of the respondents had children
main distinction between those who had children an
those who did not was age: the younger Women wor.
childless, with the exception of onc woman aged 34
ho had never conceived. One respondent, aged
had missed onc period and presented for a
course of the rescarch at the
clinic. Family size ranged [rom onc to nine living
children, although the maximum number of live births
reported was sixteen. Four womcen said that their
children were residing with relatives usua!! o villages
clse where in the Punjab, but the majority 1.
children residing with them in Heera Mandi,

years w
16 ycars,
pregnancy test during the

Reports of carnings ranged widely ©ne woman,
aged fifty years old, reported that she might <« :

have sex for twenty rupees, whilst one woman .,
00,000 rupecs) on the occasi .

her first sexual encounter. Three women said that ti
did not know how much they earn since in two cases the
male agent took care of income and expenses and in the
third the woman’s grandmother, she acts as her agent,
did so. The average amount reported per client was
between 1,000-2,000 rupees. It should be noted that
women were often unclear and contradictory when
talking about earnings. Some studies of CSWs have

suggested that accurate reporting is difficult to achicve

since women sometimes inflate their actual earnings,
r ‘value’ or ‘worth’

which they may see as rcflecting thei
[7]. A number of women commented that the work, and

salary that can be commanded, is "scasonal”: that is

dependent on the health of the economy generally,

holiday seasons and number of women offering

competing services. One woman stated that too many

girls are entering the profession and lowering the

market price. Each woman was asked how she entered
into commercial sex work. The answers can be divided
into two categorics : first, those women who said it was
their “family business"; and sccondly, women who
reported some misfortune or misadventure which led to
their entry to the profession. Ten respondents reported
that commercial sex work was a family business. One
rcsp(fndcm aged 50 years already had one daughter also
working as a CSW, and said that she had no objections
to her other daughters taking up this work after the
menarche. One woman reported that although she had
been cducatgd to college level, her family, business was
that of prostitution and she expected, like her sisters, 10
engage in it as an occupation, The same respondent
said that her financial affairs and procuring of clients
were managed by her grandmother.

receiving one lakh (1
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L orkers

The remainder of the women repo od
isfortunc had brought them to lhcl mf ||_l=!l e
women who reported this usually dcqcr{;:? lCSSI(m. Ha,
as having come from "noble familic;“ (inu llhcm.sclvcs

rostitution was not their family l)us'.in-“‘l -
ifallen’ into prostitution through circ‘umL 'S?)

than choice. These women told stori \‘ r g m“'m
preakdown, usually desertion by their T\h 'lnr milf‘l'lﬂl
women .also rcp(.)r.lcd that their husbands \:: ):“'“L i
o heroin, precipitating either marilul‘brcl-’\‘l'( ‘l‘ddldul
cconomic dependence on the carnings of llu‘: ('lr“"‘/" -
told a smry'of a blind father who could g o
support .for hfs large family, necessitating her \'L“l k()’ffo
¢SW. Pickering et al in their rescarch with (f)'r ldb "
CSW's have reported that respondents often rcl:imdm'm
family historics which led them to prostitution b:l lida(:

and had

as a1 '»(ml j_umiﬁcalim} for engaging in commercial scx
work ! It is not Posmhlc to verify the reports given by
respo -ents, but it should be noted that displays of
emoi: « were often very heart felt.

1 all cases the women were represented or
manad by an agent who procures clients and manages
financ il uffulr:s to some degree. It was very difficult to
raisc tixc question of relationships with agents, since Dr.
[kram and the intervicwers depended upon the goodwill
of the agents to conduct rescarch. Suspicions were
arouscd by asking detailed questions about the relations
between women and agents who were all men excepl
for the previously mentioned grandmother. Women
were often accompanied by their agents and
observation suggests that surface relations were cordial,
with some women joking and showing general frivolity
with the men accompanying them. It is not possible to
make more mcaningful observations. Nonc of the
women were asked about, or volunteered information
on, marital or sexual relations with agents but all were
forthcoming in stating that the agent procurcs clicnts on
their behalf.

Each respondent was asked about her level of
cducation. Of twenty (WO respondents (m!y three had
received any education at all: two had received primary
education (up until 4th class in the Girst case and Gth
class in the second), whilst onc had completed her
matriculation and the first year of . corlljrsc:
thereafter joining the family busincss of sex worl;) ():.L
of the other women were able to read or wrilc 'ul this
is not surprising sincc (he female literacy rale I
Pakistan is only 21 per cent [8]-
ongst Commercial SexX Workers

asked a number of gucsuons
ding information about

Sexual Practice am
Rc.sp('mdcnls were ask ]
sbout their sexual practice, inclu

3 1995
Pk} Hivalth Vel B 20 B
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type of sexual activi i

Ilyl|lmlwr H((;?ll«llr activity, avoidance of scxual activity
: cliemts  and  practice P ’

. - 2 actices  with W

contraception, most eapecially condome fegard o
All respondents s ;

actvod what ¥
su'll. Without cxceptiog T,,,-‘ L ‘f)d,:'f,,"’,“" thiry
offered only vagimal Lod nee s o L ""(‘h’ﬁ!
I'U.‘él)()l\d(',lll}. commentod g’ : i  les
such SCTV;(L\‘:’, bt they 18 3 nay offer

nol, at any price. vt i Gl pod . ape sould
) any price. ine {ranat . l'i;r_’

case of oral and ano} . b, ; . i i e
forbids such praciice. "4 . ; A g
relation to oral sex, Gt -
prayer and o cat i
themselves in this vy S0 i
rcpqncd that they are sometinTs i s
services, but all said thoy scfuset oo o el
reported that foreign men, Alpeica’ ¢ Bpiien
always request anal scx.

~ When asked if there are any fimes when oo
avoid sexual contact, all but (wo of the respond-nis
stated that they avoid sex during menstruation and fa’c
pregnancy. In addition some identified the holy months
as being a time of sexual abstincnce. Reasons given for
abstinence during the menscs werc that it is dangerous
for the health of the women, that it is forbidden by the
{cllgi()us faith and that clicnts would not want o engage
in sex with a woman during menstruation. One woman
feared that were she 10 attempt to have sex with a client
during her menses he might report her 1o the policc
leading to her arrest. One woman, aged 40 years, said
that a woman can have sex al any time, whilst another
aged 45 years, said that she doesn’t care whether she is
menstruating or not sinc the "injury" is to the man not
the woman. This respondent foliowed up her statement
by asking the interviewer if any harm could come 10 2
woman who cngaged in penctrative  s€x during
menstruation.

The number of clients reported by the

respondents varied a great deal. Onc 27 year old
respondent said that she "belongs” 10 ]

1o just on¢ man who
takes care of all her financial needs. The number of
clients of the other women, who were not exclusively
active with one man, varied between one and seventy
clients per week. There was no apparent difference in
terms of the age of the women in how many clicnts she
had cach weck. One young woman of sixteen years
reported 20 clients per week, whilst the most active
woman, aged 45 years, reported between five and ten
men each night, and added the comment that she could
have twenty per night if she so chose.

Only a minority of the women reported use of
contraception, explaining the large family size reported
by the older women which was between five and nin¢
surviving children. When used, contraception was scen
as a mcans of preventing pregnancy rather than

revention of sexually (ransmitted discasc, reflected in
the contraceptives of choice: three had been given
contraceplive injections, (WO used oral contraccplives
and onc used an [UD. One woman reported that she
had alrcady had the menopause, so had no further

4____‘
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worries about pregna
termination of pregnanc
condoms: three of the wo
that they did not know what a con
recognize one when it was shown (o th

men reported ever having used a condo
e . f a client. Those

instances on the €xpress request 0

women who knew about condoms were asked why they

dido’t use them. Without exception these womcen
adding that men

replied that clients would not want to,
Ives and do not

come to Heera Mandi to enjoy themse
ng condoms. Such

want their pleasure spoiled by usi 1
CSWs, worldwide,

statements are common amongst ¢
for not using

who have reported that the major reason

condoms is client resistance[9]. )
The attitude towards contraception and

pregnancy was generally one of fatalism. Most women
it that children werc a natural and inevitable
equence of sexual activity. One woman, aged 45
ccars expressed a commonly held view when she stated
‘nat “if Allah wants child to come He brings it. If he
w.ats a child the condom will break anyway".

ncy. Four women reported
ies. No woman reported usc of
men under twenty years sat

dom was, and did not
em. Only two
dom, in both

... Eenorted Health Concerns
All of the women interviewed said that they
~ 4 to varying degrees, about their health.
~ . .ren of the women reported fatigue, which they
.. iuincd as a result of singing and dancing and long
hours worked. All but one of the women said that they
suffered from excessive vaginal discharge and reported
other symptoms suggestive of sexually transmitted
discase. Many health concerns expressed were high
blood pressure, kidney problems respiratory problems
and fevers.

When asked if ill health might be associated with
their work, the respondents largely stated that their
work caused tiredness. Vaginal discharge, even when
excessive, was not perceived as related to CSW. One
woman stated her work may put her at increased risk of
infectious discase since "We see all types of men and if
the men have a sickness, then we may catch it".

Women were asked whether or not they had
sought medical consultation or treatment with the last
twelve months. Half of the interviewees had done so,
reporting that they had attended Crescent Clinic and
other practitioners for treatment of ailments varying
from influenza to fevers. None had sought treatment
for vaginal discharge, although all those reporting
current symptoms requested that the interviewer, who
is medical doctor, prescribe for them.

Knowledge of HIV Infection and Aids

Of the women interviewed only three had heard
of AIDS. Nineteen of the respondents then had never
heard of AIDS, despite of the fact that our research was
concurrent with the launch of the government AIDS
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¢ threce women Wi
d about AIDS, only one was a.biu
(o describe the syndrome and modes of l'rapsmlismn
with any degree of accuracy, and she was distinct r}c])m
other interviewees i that she had compl.etcd er
education to college level, could read and write deu,

English, and she had lived

and to some lesser degree 1, and she (
abroad. Shc had heard of AIDS whilst living with family
in the UK. In common with the other women

interviewed, she did not, however, practise safer scx

with her clients.

One othcr woman who had heard of AIDS §talcd
that it is "thc discasc of foreigners', reflecting
The third respondent,

commonly held view in Pakistan.
said that she had heard of AIDS but was not able to

offer any information about it to the interviewer.
Although knowledge alone is not sufficient to
bring about changes in sexual bchaviour which may

reduce risk of HIV infection [10], it is nonethelcss
that the vast majorily of our

t even aware of any risk to their

awarencss campaign. Of thos

reported having hear

pertinent to note
respondents were no
health from HIV infection.

Discussion and Conclusion

This research suggests that there is a considerable
and urgent need for action to bring about HIV
awareness amongst CSWs in Lahore. Whilst clearly at
some risk of HIV infection, the women interviewed
have little or no knowledge of this risk or how to
protect themsclves and their clients from it. There is no
established pattern of condom use, which might offer
the women protection from HIV and other sexually
transmitted infections.

To date, the media campaign launched in
Pakistan to raise HIV/AIDS awareness had not
reached the women interviewed. Since the research ran
concurrent with the launch of the campaign it is likely
that future research will reveal an increased level of
knowlf:dgc amongst some women working in Hecra
Mandi. Nonetheless, it is essential that such public
awareness campaigns are accompanied by more direct
interventions aimed at CSWs in Pakistan. As other
authors  have suggested, HIV/AIDS control
programmes must ensure that they teach how to
a.ccomphsh reduction of risk in additi
disseminating facts [11). Transmissi yr 1.0
facilitated b , ission of HIV is

_ ed by lesions caused b ’ :
discase / ised by sexually transmitted
» particularly syphilis and ch i
rossareh ugteati (oAt LW | chancroid [12]. Our
of sexall ; SWs in Hecra Mandi are at risk
: llly transmitted discases and have littl
dlagnosls sd treatiat | . € ltteaccc'ss to
Initiatives, the e - In a.ddlllon to educational
) men working in Heera Mandi are in
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f comprehensive health services to protect their
soxual health. There are no women doctors currently
ractising in the area zfnd within the cultural context of
pakistan, All women including CSWs, are reticent to
rgo gynecological examination by a male doctor.

In addition to targeting CSWs in Pakistan
wagents" are an impor.tanl group with whom to worki
Rescarch shows that pimps exert a considerable degree
of control over the work and practicc of CSWs [4].
Although this research did not discuss dircctly on the
relationship between CSW and agent, all women stated
(hat agents procure the clients and also control financial
matters. In the course of this research little was learned
about clients, except that they come from all walks of
life and 2ll strata of socicty. It would be productive in
of HIV prevention to investigate possible

nced 0

unde

terms
motivati- factors for the use of condoms amongst
clients ¢ °SWs in Pakistan. Many respondents believe
dients - : reluctant to use condoms: this perception
may or 2y not reflect reality but is corroborated by
intervic~ undertaken in Lahore which suggest that
CSWs - not suggest condom use for fear of losing
clients t- ~vomen who will have unprotected.

T.. development of culturally appropriate
HIV/AiDS awareness is crucial since cultural
determinants clearly act as barriers or can facilitate
healthy behaviours [11]. The women expressed fatalistic
attitudes towards conception which means that few use
contraception. A similar attitude towards the risk of
HIV infection may develop if direct intervention does
not accompany the Government media campaign.
Religion plays an important part in the lives of the
women interviewed as demonstrated by their reported
refusal to engage in un-Islamic practises such as oral
and anal sex. Since it has been reported that religious
figures can be instrumental in shaping responscs to
HIV/AIDS [14], working with religious leaders will be
an important feature of any cducational work in Hecra

Mandi.
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PATTERN OF URINARY CALCULI IN RAWALPINDI AREA
A STUDY OF 100 CASES

KHALID HASSAN, KHALID BUKHARI, NADEEM IKRAM AND SAJID HUSSAIN SHAH.
Dcpartment of Pathology, Rawalpindi Medical College, Rawalpindi and King Edward
Medical College, Lahore.

Summary

In a total of 100 urinary calculi received for chemical analysis, calcium oxalate was the commonest
chemical constituent (97%). Pure calculi constituted 52% (Calcium oxalate - 49%; Urate - 02%; and
Cystine - 01%). Amongst the mixed calculi (48%), the commonest were the calculi containing calcium
oxalate with magnesium & ammonium phosphates (17%); followed by those containing calcium oxalate
% wric acid (12%); calcium oxalate, uric acid % ammonium phosphate (10%); calcium oxalate &
Calcium phosphate (03%); calcium oxalate, ammonium oxalate & uric acid (03%); calcium oxalate &
ammonium phosphate (02%); and Calcium oxalate & ammonium oxalate (01%), respectively. Uric acid

was found as a chemical component in 26% of calculi.

Introduction

Urinary calculi at all levels of urinary tract are
common in Pakistan. According to a study on 1,423
paticnts admitted at nephro-urology department of
JMPC, Karachi, renal calculi were the commonest
urinary problem, occurring in 17.9% of patients (1). In
another hospital, 7.1% of major surgical procedures
were performed for urinary calculi (2). The patients in
our country seem to be afflicted with calculous disease
at a relatively earlier age as compared to in western
countries (3). The highest incidence of renal calculi is
recorded in third and fourth decades of life (4). Males
are more commonly affected than females (2).

Rizvi (1975) analyzed urinary calculi from 271
patients, and observed that pure calcium oxalate stones
were the commonest, followed by mixed stones
containing calcium oxalate and urates. He also reported
that mixed stones containing phosphates were relatively
more common amongst the vesicle calculi, and that
pure urate stones were relatively uncommon at all
levels of urinary tract (4).

The aims and objects of the present study were to
evaluate the chemical composition of urinary calculi in
patients belonging Rawalpindi and Islamabad regions,
compare our findings with published data from other
regions, and to evaluate the age and sex distribution of
patients suffering from renal calculus discase.

Materials and Methods

A total of 100 consecutive, surgically removed
urinary calculi received for chemical analysis were

Pakistan J. Health. Vol. 32 No. 1 -2, 1995
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included in this study. Every calculus was washed to
remove blood clots, dried in hot air oven, crushed and
powdered with pestle and mortar. A small amount of
this powder was treated with two drops of concentrated
sulphuric acid to char any organic matter, and was
thoroughly mixed in 100 ml of deionized water.

Chemical analysis was performed to analyze [or
calcium, magnesium, ammonium, oxalates, uric acid,
phosphates and cystine. For this purpose, commercially
available kit (E. Merck) was used. The composition of
stones was thus assessed and tabulated.

Results

Age Distribution

The ages of patients in this series ranged from 4
years to 70 years, with a mean * SD of 37.6 * 16.1
years. As shown in table 1, the peak incidence was in
the third decade (28%, followed by fifth (20%), fourth
and sixth decades (17% each), respectively.

Sex Distribution

In a total of 100 cases of urinary lithiasis, 77 were
males and 23 females, with a male:female ratio of
335:1. Sex distribution is elaborated according to
chemical composition of calculi in table 2.

Chemical Composition of Calculi

As elaborated in table 2, calcium oxalate was the
commonest chemical component, and was present in
97% of stones analyzed; 49 of them were pure calcium
oxalate stones, whereas, in the remaining 48 cases
calcium was mixed with other chemical constituents.

S
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Table 2. Breakup of 100 cases of Urinary C, ;
Y Calculi Dependi ok
- Depending on Chemical Composition
of Calculus . L
A Total Males ) x
PURE CALCULI : Females (M, M:¥ Ratio (F)
Ox T
Cal[ 49 “ ‘
o 1} " 45,
Ura-C 02 ' ‘.1,).}
Cystine $2) 07
01 01
MIXED CALCULI
cal Ox + Amm Ph
i 17 14 0
+Magnesium %
cal Ox + Uric Acid 1
S 2 11 01 -
Cal Ox + Uric Acid 1 itd
0 07 03 P
+Amm Ph 2331
cal Ox + Cal Ph
: o 02 01 2:1
Cal O: -~ Amm Ox 03 0 i
+Uric .cid 2:1
10: + Amm Ph
Cal T L 02 01 01 11
Cal O» + Amm Ox 01 01 . 1
Total 100 71 23 1:0
Cal Ox = Calcium Oxalate; Amm Ph = Ammonium Phosphate;
Cal Ph = Calcium Phosphate; Amm Ox = Ammonium Oxalate;
Table 1. Age distribution of 100 Cases of urinary ammonium phosphate alone in 2%, and ammonium
Lithiasis oxalate in 1% of cases.
Uric acid was found as a chemical component in
; 26% of calculi; two of them were pure uric acid calculi;
: ‘ P t i : . % ot
Age Range Tours i amongst the remaining 24%, uric acid was mixed with
calcium oxalate in 12%, ammonium and calcium
1to 10 06 oxalate in 10%, and calcium as well as ammonium
111020 08 oxalate in 3% of cases. . .
- Pure urate (2%) and pure cystine calculi (a%)
211030 were uncommon.
311040 17 ekt
20 Discussion
41to 50
17 Age Distribution
3110 60 Urinary calculi are the most prevalent between 20
611070 04 and 40 years of age (4,5 and 6). However, Khan et al
——— reported a peak incidence between 16 and 20 years of

In 48 mixed calculi, cal
present. It was mixed wil

phosphate in 17%,

phosphate in 107, ca

uric aci
lcium phospha

cium oxalate was invariably
h ammonium magnesium
d in 12%, magnesium and

te (apalitc) in 3%,

age (3). Zafar et al, in a series of 505 urinary stones,
observed three peaks, i.e., below 10 years, between 21
and 30 years and above 51 years of agc._ln ll.'nc present
study, maximum patients were observed in third decade
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(28%), followed by fifth decade (20%), fourth and sixth
decades (17% each), respectively.

Sex distribution

In the present serics, males were more commonly
affected, with a male: female ratio of 3.35:1. This
finding conforms with the previous studies which have
shown a male preponderance with a male:female ratio
between 2:1 and 4.5:1 (4,5,6, and 7.

Stone formation within the urinary tract has a
widely varying incidence in different parts of the world,
or even in different parts of an individual country (8).
Urolithiasis is common in all regions of Pakistan (1, 3).
A few reports regarding the chemical composition of
urinary calculi from different region of Pakistan, have
been published previously (4,5,7). Such studies are of
significance because the knowledge of composition of
calculi is essential for understanding the aetiology and
for streamlining the management of urolithiasis (9).

In the present study, 97% of the urinary calculi
contained calcium oxalate; pure calcium oxalate stones
were observed in 49%. Amongst mixed stones (48%),
the common chemical components were: calcium
oxalate and uric acid (12%), and calcium oxalate, uric
acid & ammonium phosphate (10%). Pure calculi were
uncommon (3%). Table 3 compares our findings with
two previous reports. The results of the present study
are closc to a series from Peshawar (5), which showed
calcium Oxalate in 94% of calculi. However, in this
series, amongst the mixed stones containing calcium
oxalate, struvite was much less frequent, whereas
apatite as well as bruchitc were more common as
compared to our cases (table 3).

The findings of another series from Multan (7)
were diffcrent from our study (table 3) in the following
respects:

(1) Pure calcium oxalate stones and mixed stone
containing calcium oxalate were less common.

Patern of Urinary Calculi in Raw.. 3

(i) Mixed stones conlaining apatitc were mc .

common, and . N
(iii) Pure uratc stones and mixed stoncs containit..

uric acid were much more common.

In view of the findings in our serics am.i twe
previous reports cited above (5,7), it is felt that similar
studies should be conducted in differcnt areas 'of 'l'hc
country to further evaluate the geographical variability
of chemical composition of the calculi.
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AIDS/HIV PANDEMIC . UPDATE

Department of Com

AIDS (Auquired Immune def

: ! cicncy symdrome) is
caused by retrovirus i-e Humap

Immune Deficiency
is characterised by
em, leaving the host
ortunistic infections,
malignancies, [1].

preak down of body’s Immune syst
vulnerable to life threatening opp
neurological disorders and unusual

Modes of Transmission:
HIV is transmitted in three ways:

a) Sexual contact,
b) Tk ugh blood and
¢) Froo mother to child.

H"  transmission through sexual intercoarse
accour s for about 3/4th of all HIV infections world
wide. Tncrefore, it is a Sexually transmitted discase like
other STDS  (Sexually Transmitted Diseases
Syndromes). HIV infection can also be transmitted
through blood i.e. recipients of blood, blood products,
intravenous drug users (by needle sharing), and rarely a
person may have accidental inocculation, Minimum
required volume of blood to transmit the infection is 0.1
ml, and the risk of infection followed by a needle prick
with HIV positive blood is 0.5 percent. [2].

Transmission of HIV from mother to child includes

transmission during pregenancy, delivery and through
breast feeding.

Approximately one - third of children born to HIV
infected mother will acquire HIV infection form their
mothers. So the majority of infections occur during
pregnency and delivery. Only 15% of breast fed babies
of HIV +ive mothers may become infected through
breast feeding.[3].

Studies have shown that HIV is not transmitted by
casual everyday contact, by hugging and Kkissing,
through food and water, by sharing of utensils, using
public laterines, and by biting of insects. (mosquitoes).

Magnitude of the Problem

Acquired immune deficiency syndrome was first
recognised during the year 1981, among homosexual
men in USA. The causative agent, Human Immune

Pukistan ] Heakth Vol 32 No.1-2, 1995

D GLOBAL STRATEGY

NAHEED HUMAYUN SHEIKH
munity Medicine Fatima Jinah Medical College, Lahore.

Deficiency Virus (HIV) had been identificd in 1993, By
the mid 1980s it become clear that the v ol apread
unnoticed throughout the world and it cffocts had
reached the pandemic proportions

This pandemic consists of 2y ona
epidemics. Each epidemic has it’s own diiinot < i
terms of geography and specific populniion = vt
and involves different types and freque
behaviours and practices, for example  haviaz
unprotected sex with multiple partners and sharing dz 2o
injection equipments.[4].

"By mid 1994 more than 17 million HIV infections
are estimated to have occured. But the estimated
distribution of HIV infected adults alive in mid 1994
globally are 13-14 million.[5]

Estimated Distribution of HIV-infected adults
alive in mid - 1994

North America
800 000

Eastern Europe & Centrol Asia
50 000 +

Western Europe
450 000

North Africa & Middle East
100 000

East Asia & Pacitic
50 000

Latin America & Caribean
1.5 million +

South & South-East Asia
2.5 million +

Sub-Saharan Africa
8 million

Australasia
20 000 +

Global total ; 13 - 14 million

The officials of National AIDS Prevention and
Control Programme (NAP), along with the help of
NGOs were able to conduct sero-positive surveys in
high risk groups, at different AIDS centres. Such as
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prostitutes, STDs, drug users, trans-sexuals, prisoners,
tuberculous patients and truck drivers "16]

Kepeited 983 110

Do

e
Awriin
1y

Estimated: 4 000 000 +

Aryo
(470%)

Oceania
(<10%)

Americos”
(1z20y)

forope

(~40%)
Ao

®02) g
(10 0%)
Total number of AIDS cases in adults and children
from the start of the pandemic until mid 1994

Tab. Sero Survey Report (Pakistan) From October 15

to December 10, 1993,
High risk groups Screened No of P. R/1000
HIV+ive
Prostitutes 594 8 13.5
STDs 961 12 12.5
Drug users 659 02 3.0
Trans - sexuals 61 01 16.4
Prisoners 300 04 13.4
T.B. Patients 600 - -
Truck drivers 300 03 10.0
Total: 3475 30 8.6

Aslam N, AIDS: The Biggest Threat 10 Hamaniy
Today; The News: 12:94,

Source :

Pakistan J. Health. Vol. 32 No. 1 -2, 1995

Naheed Humayun h:

r

Global Steagegy for the Prevention and Contrg)
AIDS '

The International policy framework was laid do
in 1987 for fight against AIDS. Three main objective
were sel in;

* 1o prevent the infection with HIV,

' to reduce the personal apd social impact of HIV
infection,

*  tomobilise and unify the national and international
cllorts against AIDS.

Inspite of all efforts the pandemic has evolved
dramatically since 1987, Therefore after distillation of
all the valuable expericnces gained in the past five
years, the GPAS (Global Programme on AIDS)
proposes the following six ways to meet the new
prioritics of the pandemic,

Updated Global AIDS Strategy 1992

1. An increased emphasis on the adequate and
equitable provision of health care, as the large
number of people already infected with HIV will
progress from asymptomatic infection to AIDS.

2. Expanded and more effective treatment for other
sexually transmitted diseases which are now known
to increase the risk of HIV transmission.

3. Reduction in vulnerability of women and off-spring
through health education and economic
improvements.

4. Removal of legal and cultural barriers to deliver
frank messages about sexual transmission.

5. Immediate planning in anticipation of socio-
economic impact of the pandemic.

6. A great focus on communicating effectively to
overcome the stigmatization and discrimination.[7].

Strong political will is required at each and every
step of planning implimentation and evaluation of
the National AIDS Programme, only then we
would enable the goals of the updated strategy to
be met,

Updated Policy For Breast Feeding Practices
Breast feeding should continue to be promoted

Research

Tht? research activities aimed at identifying and
developing effective ethical and economical biomedical
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in the prevention and treat

advances 10 ment of HIV - To study the i '
;ofection and AIDS should be promoted. Various prcvcnlin);; kuil & ", ©0 and practices for
means for Research are: To study I'E deonfral of disease;

: ) : o etticeh Sanes surround;
1. Vaccine developmcn!: to develop effective and HIV and 20 sy ntion aml]‘ l:(!fnllrl:ﬁ

appropriate HIV vaccine. programmes

2 Clinical research and drug development:
" . to elucidate natural history of HIV infection in LU BT

the developing countries,

. L Park LE. Surface 110, ¥ 1 To ’

. to elu.cxdate the drugs for the treatment of HIV Prevention ,:,:d'.:_,,,; T ,l.' - “l ,l;”.’k -y

infection and for the prevention and treatment 227 SRR i S L R 558
HIV related illness. '
. of da To eval tessh . . 2. Marcus R. Survelionce of tieait “ar Workers Exposed

Dxagllc\)}s licl;f [.e uadc t ﬁ tests for l!lc diagnosis to Blood From Paticnts bnfccic vith Hemon Immune

of PIII tifrf lrc:ln[ a;l. other STDs in order _‘0 Deficiency Virus, New Enpl 1. Med. 1955 1119-1123.

deve op OI()icvelllo ines ng p l'.OCedures and strategics 3. World Health Organization, Ciiobal Programme on

for.usc l.n s Ping countries. " AIDS, The HIV/AIDS Pandemic 1994, overview: 1994;

4. Epidemiological research and surveillance: 4.

) tOA lcar,n .more_ about the known modes of 4. World Health Organization, Global Programme on
U‘lt?smlssfon (,l'e' through sex, blood and AIDS,The HIV/AIDS Pandemic 1994. Overview:1994;1.
p.":'mata! mfc.ctlon). . 5. World Health Organization, Global Programme on

-t identify risk factors and co-factors which AIDS, The HIV/AIDS Pandemic 1994. overview:1994;1-
¢ahance the HIV infection. 3

- v project trends in the spread of HIV/AIDS 6. Aslam N. AIDS: The Biggest Threat to Humanity Today;
.~ its future demographic impact. The News: Dec.12:1994.

5. Sociz! snd behavioural research KAP studies: 7. World Health Organization, Global Programme on

- to find out the extent of knowledge about AIDS:1991 Progress Report: 1992; 97-98.
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CONVERSION RATE OF MANTOUX TEST AFTER BCG VACCINATION
IN STUDENTS OF NISHTAR MEDICAL COLLEGE, MULTAN.,

KHALID MASOOD, IMRAN IQBAL, GHULAM QADIR MALIK.
Deptts. of Community Medicine and Pacdiatrics, Nishtar Medical College, Multan.

-auult subjects, three months after giving BCG and obtained a 78.7% positively rate. This suboptimal
lmm-une résponse, combined with the fact that the protection granted by BCG against tuberculosis is
considered to be incomplete, underline the need to stress active case detection and treatment in addition
to BCG vaccination for the control of the disease in the community.

Introduction

_ Tuberculin test is a standard method of diagnosis
previous  exposure to tubercle  bacilli (active or
attenuated). It depends upon presence of tuberculin
hypersensitivity. Conversion of tuberculin test (from
negative to positive) after BCG assumes that there is a
concomitant acquisition of immunity [1]. Although this
immune response may not be protective in nature [2], a
positive tuberculin test does indicate reactivity of the
body against tubercle bacilli. At the same time,
conversion of tuberculin test from negative to positive
in any individual after administration of BCG would be
an evidence of the potency of the vaccine.

We carried out a study of tuberculin testing after
BCG vaccination to find out the immune response to
BCG in adult subjects and to determine the potency of
BCG vaccine supplied by he Health Department.

Materials and Methods

The study was conducted in 1993, in Nishtar
Medical College, Multan. BCG vaccine (supplied by
Health Department, Punjab) was injected intra
dermally at deltoid region of upper arm in 94 second
year medical students who prcviousl.y respox-ldcd
negative to 5 TU of PPD (supplied by National Institute
of Health, Islamabad). They were retested with same
PPD 5 TU, three months after administration of BCG.
Mantoux test was read as positive if there was an area
of induration more than 10 mm in diameter at the site
of injection, three days after administration of PPD.

Pakistan J. Health. Vol 32 No.1-2, 1995

Results

Seventy four subjects out of 94 reacted positive to
tuberculin, three months after BCG vaccination; giving
a BCG uptake rate of 78.7%.

Table 1:  Tuberculin Reactivity After BCD Vaccination

Result Number Percentage

Positive-reactors 74 78.7%

Negative-reactors 20 213%

Total 94 100%
Discussion

BCG vaccination has been in use since 1927 as a
method of prevention against tuberculosis [2). BCG is
routinely given in most developing countries. In
Pakistan BCG vaccination of newborns is being
promoted under the expanded programme  of
immunization since 1982,

Development of an immune response in the body
after administration of BCG can be determined
utilizing the tuberculin test which indicates uptake of
the vaccine. This response which depends upon cell-
mediated immunity can be considered analogous (o
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persion Rate of Mantoux Test after BCG Vaccination
Cco
body formation in rela'tion to other vaccines [3].
r, tuberculin positively depends upon other

rs also €8 tuberculin hypersensitivity may result
iy contact with non pathogenic environmental
frOI:i,bz:\cleria that may confound the interpretation of
quberculin test [4]. In various parts of the world where
weather conditions are warm and humid, it is customary
to consider reaction smaller than 10 mm as not
gignificant and attribute t}wm to cross reactivity with
environmental myc.obacte.nal antigen [4].

Repeated skin testing may boost reaction size,
whether the primary reactivity was directed to M.
ruberculosis o was non specific [4 & 5]. Tuberculin
reactivity declines with advancing age.

Malnutrition may also lead to negative or milder
tuberculin response. Anergy is the condition in which
dermal :uverculin response is negative in the face of
infected pcrson [4].

O« .~ whelming infection e.g., milliary tuberculosis
may als. zive a negative responses. The test may also

anl l
H owe\v’C

be neg: v¢ i immuno compromised patients e.g.,
sulferir; ‘rom AIDS, or those taking steroids. Long
term cc::<olled studies have shown the efficacy of BCG
vary ficm zero to 80% under that different

circumstances [3].

Our study indicates that vaccine used for
immunization is effective in generating an immune
response in the body in 78,7% of the subjects. Although

Folstan ] Healtn, Vol 12 No. 1-2,1995
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it is hopeful, Hie crececs of a response in rest of the
21% would fusiir: - wer the protective efficacy of the

vaccine as a pre oo o cacasurc against tuberculosis in
the comrmuni! v,

At the nern
cannot be relind oo
treatment is poili s oy
disease [2].

«1 wrevention of tuberculosis
“: alone. Case finding and
‘mportant in controlling the
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Introduction to Wamen

Women ia developing countin
Jd overburdened with wors
many Suhwd X

anacmic I
and chroaic il

TRITION end PARASITISM
lack of adequate health carc, especially
wancv and  childbirth, Early marriage,
ring, ignorance, poverly and manual

labour all Lave deleterious effects.

Womcen's special needs have often been ignored
by health planners and women have thus had to bear a
disproportionate share of unmet health needs. The
exira burdens that women carry in health and
development related matters can be seen in (wo ways.
First, although women experience the same pressing
problems as men for example, lack of access to
rcsources, under employment or unemployment, lack of
training opportunitics they are always the most affected.
Women arc usually the last to be given resources, to be
listened to and consulted about their own needs, to be
beneficiaries of health and development schemes. In
fact even in household activities of daily meals, they
have to survive on left overs after the men folk have had
their meals.

Secondly, many problems are unique 1o women,
for example in relation to their roles in child-bearing
and rearing and their discrimination against them in
almost all social, economic and political arcas to a
treater or lesser extent, in all countries of the world,

Pregnancy Related Risks
In the industrialized countries, the average life
time risk for a woman of dying of pregnancy-related

Pakistan J. Health. Vol 32 No. 1 -2, 1995
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causes is between onc in 4 (0

i 500, In contrast, for u vy oy o, | s
~ountries the average risk is beivees one 1o 15 ;,r.ld 'r:ng
i 50. These countries commonly  huve maternal
mortality rate of 200 times higher than those of Europe
and North America the widest disparity in all public
health statistics.

Maternal deaths and injury jin developing
countries, is a tragedy that has been largely ignored by
those who set national and international health
priorities, because those who suffer generally live in
remote places, as poor and illiterate.

Under the spotlight of the United Nations
Decade for women (1976-85), the sheer scale of the
suffering associated with maternity became widely
recognized. So, too, did the crucial fact that most of the
suffering is preventable, and that Health for All by the
year 2000 is just an empty slogan if glaring inequities in
health care provisions are allowed to continue.

In India, adolescent girls have been relatively
neglected. They are an important target group for two
main reasons. Firstly girls marry early and often begin
having children before their own adolescent growth is
complete, Secondly, adolescent girls in pregnancy are at
a higher OBSTETRIC risk than adult women [Mothers
& children, 1994 volume 13, number 1).

Reproductive Health
Half a million women-wives, daughters, sisters,

mothers of familics, pillars of the community die each
year from pregnancy related causes and childbirth. In
contrast only a tiny fraction (6000) of 50000 deaths, take
Place in developed countries. All the rest occur in
developing countries (see figure 1)
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LIVE BIRTHS

Latin America

East Asia

Developed countries

Source : Sale Motherhood Newsletter, WHO.

Fig. 1: Live births and maternal deaths in selective developing and developed countries

Olde¢: Yomen

The health picture for older women is different
from that of younger age group, for example women
who become pregnant after the age of 35 vyears,
especially those with more than three children, are at
greater risk than mothers of 20-34 age group.

Nutrition

The importance of adequate diet during
pregnancy needs no further emphasis. Malnutrition
affects more than 500 million people. Factors that
contribute to this situation include inadequate
distribution and poor post-harvest storage. But the
biggest problem is poverty and the rising costs.

Between 20-45% of women of child-bearing age
in the developing world dom’t eat the WHO-
recommended 2250 calories a day. Anaemia is a serious
consequence of iron deficiency in mothers. It may be
caused by insufficient iron in the diet especially when
pregnancy and breast feeding put additional demands,
on the mother. MALNUTRITION in children
frequently results from ignorance and lack of
SUpplementary feeding.

Family Planning

A spectrum of family planning methods is
available to the population, Yet, not less than 40% of

Pakistan J. Health. Vol. 32 No.1-2, 1995

-

the women, especially in rural communities is denied
contraception.

One of the most pernicious misconception is that
high mortality rates restrain population growth rates in
countries with high fertility rates, and that lowering
death rates will increase the growth. On the basis of this
false premise, some have suggested that resources for
child survival be diverted to family planning.

High birth rates are still a major problem for
most developing countries. Bangladesh, Pakistan,
Egypt, Kenya, India and the Philippines are notorious
examples. However, it is a reality that promoting family
planning without improving nutrition, health education
and social equity has consistently failed.

An Agenda for Action

The changing epidemiological profiles of
developing countries, in the area of maternal and child
care are presenting a challenge. The primary emphasis
of the Agenda is on changing the role of the
departments of OBSTETRICS in view of the
multidimensional areas they embrace. This change
requires three main components. The Role of hospitals
in PHC in the context of maternal and child care, the

establishment of multidimensional model and Health
Research.
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Role of Hospitals in PHC

The Primary Health Care approach envisages that
a hospital becomes responsive to the community of its
location. A hospital is required to become a community
institution. This calls for involvement of the specialists,
more so a teaching hospital, in local health services.
Without prejudice to the high level technology, the stafl
should provide advisory and technical support to the
PHC services, in this context to the MCH component,
and ensure that the three levels of preventions, Primary,
secondary and tertiary become fully operative, "Such an
approach will be a major step in medical education and
wil provide a basis for a curriculum change.
Unfortunately, even the most exclusive tertiary care
sital: are used for Primary Care by the local elite.
.tion of the most highly trained specialists is
ted on caring for minor health problems of

i1 e ithy and politically powerful group.

A Multidimensional Model

Investment in the establishment of a model for
community needs that will embrace its various
dimensions, the socioeconomic, primary care, Family
Planning, Immunization unit (for training), traditional
birth attendants health counselling, nutrition and a well
supported tertiary care, besides the routine work of an
OBSTETRICAL DEPARTMENT seems to be a far
sighted intervention. However Fatima Hospital of
Bagai University complex has embarked on the task of
establishing such a model in the hope that this will have
a2 motivational effect on other institutions. This hospital
serves a rural population in the Gadap area with a
sparsely distributed population where the per capita
income is at the level of Rs. 1,000/-per anum ($50).
The main partner in meeting this challenge is the Baqai
Institute of Health Sciences through its component of
Community Medicine. Its tertiary care is unique and
the department of OBSTETRICS of Bagai Complex
shares the financial burden of this care.

Previous experience of Health Education at the
community level supported with domiciliary midwifery
at the rural community level has brought down the
maternal and infant deaths by 50%. The present efforts
of the hospital with its reoriented model will not doubt
considerably influence a substantial reduction in the

morbidity pattern as well.

Health Research

Knowledge is power and research is essential for
advancing health. Health research is not imited to

Pakistan . Health. Vol 12 No.1-2,1995

Mohaed lliyas; Zahid .- ...

studies undertaken only by trained sci(fnlists. It ‘can'; g
pursucd by a broad range of people using the scientif:
method. Valid and scientific health research can -
conducted by govcrnmenlal and non-governmenta:
staff, district health managers, and even the cox.m.numty‘

The purpose of health research whct'hcr it is (!onc
by village health worker or by molecular biologists, 1s to

cnerate new knowledge.
; Rescarch done b%l students of BAQAI MEDICAL
COLLEGE during the initial phase of training brought
out on analysis, interesting findings in the rural
communities which enabled adequate interventions for
improvement. The studies were on knowledge, attitude

and practice (KAP) on:

1. BREAST FEEDING

2 IMMUNIZATION

3. PERSONAL HYGIENE

An analysis of the self administered questionnaire

showed that:-
) Large number of women commence

feeds on the second or third day
Immunization of infants was refused to the fear

d breast

(i)
(iii)

of fever.
Majority of village folk did not wash hand after

toilet
Simple intervention by health educations brought

about a remarkable change, although persuasion had to

be made over a period of more than one year.
In conclusion it is stated that An Agenda for

action for a change in the role of departments of
OBSTETRICS seems essential, and an appropriate
term for it will be SOCIAL OBSTETRICS to justify its
multidimensional facets. This has three components,
the ROLE OF HOSPITALS in PHC, establishment of
a multidimensional model illustrated by Bagqai

University and Health Research.
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