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EDITORIAL

HEALTH RESEARCH SYSTEM

M. Amanullah Khan
Institute of Public Health, Lahore.

Recently there has been a renewed interest in
developing  evidence-based advocacy to
governments and international organizations
to increase investments in health research. It

will address aspects of the performance of

health research globally, particularly in
relation to attainment of defined goals. Tt will
involve data collection from all countries and
address 1ssues of global concern. These data
will be included in te World Health Report
2004, The global issues will, in turn, be
informed by a concomitant focus at the
national/country-level and involve the

identification of a putative list of attributes of

awell-functioning health rescarch system and

development of guidelines and a set of

indicators for countries to assess and monitor
theirown health research.

The evidence of the links between health
research outputs and better health policies or
improved health is often very discase-
specific. There have been attempts to measure
the benefits from improvements in the

medical and health technologies that emerge

from rescarch investments in terms of
reduction in cause-specific mortality and
morbidity. However, health research
generates reliable and valid knowledge or
information. Most scientific advancements
have come as the work of multiple
researchers, undertaking a series of studies,
cach building incrementally on the
information produced by previous research.
Knowledge from these multiple sources
usually needs to be synthesized before it can
be used by social systems for public action.

A health research system is a tool to
understand, organize, operate and evaluate
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the health system. Examples of research for
health promotion or health building include
research on health public policies, national
policies on a welfare economy (poverty leads
to poor health), environment, education,
lifestyles and behaviour. Disease prevention
and control also need research for effective
and efficient choice of intervention. Research
for health care systems must take into account
the advances in biomedical sciences such as
genomic, cosmetic, medicine, quality and
standards of care, consumer protection, self-
care and alternative care, etc. Resecarch is
needed to address many issues in health
development, in areas like human resources,
community development, technology,
pharmaceuticals & vaccines, communication
and information systems, financial systems
health policy and laws. Therefore, a health
rescarch system is the application of a systems
approach to research to serve for planning and
implementation of health strategies based on
equity, quality, efficiency and social
accountability.

A health research system has to adopt various
tools and methods to create or generate
relevant knowledge, through a variety of
mechanisms for setting research priorities,
research management and research capacity
strengthening. One of the crucial mechanisms
is health research funding. An appropriate
mechanism would be needed to enable
scientists from various disciplines to work
together. Coordination of basic sciences,
clinical sciences, epidemiology and social
sciences to address health issues is also need,

The overall role of a health research system is
to function as the *brain’ of the health system,
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AWARENESS AND PRACTICE OF CONTRACEPTION AMONG
MARRIED MALES IN A PERIURBAN COMMUNITY OF DISTRICT

LAHORE

Noor Fatima, Ahsen Nazir Ahmad, Kiran Siddiqui
Allama Igbal Medical College, Lahore

SUMMARY

To determine the level of awareness and practice of fertility regulation methods
between literate and illiterate married men in a semi urban community.

*
A descriptive cross sectional study was conducted in suburbs of Lahore with a
population of eighteen hundred.

Study results showed that among the literate married men 63.3% were aware of
contraceptive methods as compared to 36.45% of the illiterates. However the
practice of contraception was only 39% among literates as compared to 61% in
theirilliterate counterparts.

Although knowledge of contraception is high among educated married men the
utilization is insignificantly different from uneducated married males in the same

locality.

Introduction

The association between pregnancy and man’s
semen was understood even in the ancient times
and the earliest contraceptive method used was
coitus interruptus. However Aletta Jacobs of
Netherlands began the first real work on
contraception in 1882. Arabs like Al-Razi and Ibn-
Sina mentioned contraception in 10th century.
Margret Sanger published scientific information
on family planning in 1920, which later evolved
into Planned Parenthood Federation of America in
1942.(1)

However, the services remained focused on
women and the user rate in males remained low in
spite of the presence of knowledge. (2)

Men exposed to health education campaigns are
however significantly more likely to make the
decision to use family planning methods and to
say that both spouses should decide the number of
children they are willing to have (3)
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Aim of Study

To learn the impact of education on behavior and
practice of contraception among males. Research
on the determinants of fertility can help
governments to decide how to employ resources
in the most efficient manner to achieve population
development objectives.

Materials and Methods

Study area:- Peri- urban locality 25 km from
canal road Lahore. With a population of eighteen
hundred.

Study design: - Descriptive cross sectional. Data
collection technique:- Face to face interviews.
Data collection tool:- Pre tested personally
administered structured questionnaire.

Statistical analysis:- Computerized data entry.
Frequency tables of study variables generated.
Alpha level set at .05. Test of significance:- chi-
square. Inclusion criteria:- All married men in
the respective locality.


https://v3.camscanner.com/user/download
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RESULTS: TABLE 1
Frequency distribution of married men's literacy level in the selected populatiop,
r .
Sr.# | No. of married males Frequency Percent
— 4 33%
] Literate 7
2 Iliterate 151 67%
225 100%,
TOTAL N
TABLE 2
Cross- tabulation between Men's literacy level and awareness of contraceptive. methods.
Sr. # | Men's Literacy level Aware of ¢.t.m Unaware of c.t.m Total |
] Literate 0=63 (63.6%), E=32.5 0= 11(8.7%), E=41.45 74
2 [lliterate 0=36(36.4%), E=66.5 0=115(91.3%), E=84.55 151
TOTAL 99 126 225

* ¢.t.m= contraceptive methods: O =observed frequency, E = expected frequency
Calculated chi-square value =75.4, P=0.05,df=1

Theoretical chi-square value =3.84, P<0.05

Difference is statistically significant

TABLE 3
Cross-tabulation between men's literacy level and utilization of contraceptive methods.
Sr.# | Men's literacy level Use c.t.m Don't use c.t.m Total
| Literate 0=23(39%),E=19.5 0=51(30.7%), E=54.54 74
2 Iliterate 0=36(61%), E=39.5 0=115(69.3%),E=111.46 151
TOTAL 59 166 225

* ¢.t.m =contraceptive methods: O = observed frequency, E = expected frequency
Calculated chi-square value=1.3, P >0.05, df =1

Theoretical chi-square value=3.84, P= 0.05

Difference is not statistically significant.

Discussion Conclusion

Data analysis revealed that out of 225 married Although the awareness of contraception is

males interviewed the awareness among the
literate ones was 63.6% where as it was only
36.4% among illiterates.

Among the literates the percentage that practice

contraception was 39% and among illiterates it
was 61%.
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significantly high among married educated males
its utilization is not significantly different from the
illiterates.

Why the practice of contraception among
educated men, in spite of high awareness IS
insignificantly different from uneducated men 13
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the subject of future research. Cultural, socio-
cconomic, religious or gender bias, lack of family
responsibility may be the possible reasons. A
study carried out in South Asia showed, that as the
economic status of men rises which may be
indirectly related to high education they tend to
have large families. As the births of sons increase
the fertility also increases just like a lucky draw-
each time the dice is rolled one expects to win by
having a son. (4)

Recommendations:

O Family planning programmes should be more
male oriented focusing on male issues and

problems.
Myths about vasectomy should be alleviated.

Research is needed to know whether
programs other than family planning such as
women literacy, women empowerment,
gender indiscrimination, legal and social
rights of women, and commodification of
female labour can yield reductions of fertility

PAKISTAN JOURNAL OF HEALTH VOL. 38 - 1-2
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at costs comparable to those of family
planning programmes.
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REFORMS IN PUNJAB RATIONALE AND
HEALTH CARE | OSOPHY OF DECENTRALIZATION

OUNDATIONAL
METHODOLOGIES PERTAINI

Farkhanda Kokab,

NG TO HOSPITAL AUTONOMY

Ayub Ali, Syed Sakhawat Al

Institute of Public Health, Lahore

SUMMARY

The overall situation 0
picture. The existing hed
deficient health care delivery system
human resources the expectec
poor health, low quality of healt
of sustained financing and cost escal
Dep
the reform process;
efficiency
was initiated in the Medic
Autonomous Medical Institutes and Di

Department of Punj

resource and the financial implications. M -
rore difficult and impeded efficient work and delivery of

getting increasingly m

artment of Health, in response to the issucs, .
and the initial and the most important process (o improve

in the health care was devolution of powe
al Institutions and Districts with the formulation of

istrict Health Government (DHG). Health

f health services in our country is not different from global
health system was inefficient in various ways leading to
and inspite of vast input of financial and
1 outcomes were not satisfactory. Dissatisfaction with
h care in both public and private facilities and lack
ation have led to a wave of health care reforms.

which were identified, envisaged

r. A process of Decentralization

ab has been expanding over the years both in terms of human

anagement of such large units was

quality health service. Small Management Unit was expected to improve the

efficiency in health care delivery system by helping the managers in easy and quick
decision-making and ensure accountability and more efficient management of the

allocated resources in line with the local needs.

The envisaged decentralized structure was guided by the essence of change of

management culture.

Introduction

Undoubtedly, the Department of Health, Punjab
was organized as a large management unit, which
resulted in inefficient and ineffective service
delivery at peripheral levels. In view of the poor
performance, the existing system has been
discredited. The reasons for the weakness of the
system were:

(i)  Hierarchal and Bureaucratic system.

(i) Centralized and non-participatory
approach.

(iii) Poorly governed

(iv) Input oriented ~ with no relation to
performance of medical education and
service delivery.
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The centralized approach to management had
created obstacles in the progression of work and
effective delivery of services at all levels,
Effective health services could only be delivered
to the general population through a decentralized
and efficient health care delivery system
throughout the Province.

In order to achieve these objectives, the
Government of Punjab targeted different
strategies that ranged from health policy reform to
changes in the service delivery infrastructure.
Establishment of the Autonomous Medical
[nstitutions and District Health Government is one
such intervention, thus, creating more efficient
and accountable manageable units both at the
institution and district levels.
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There are four areas on which the public health

sector kept focus on during the process of

decentralization. These are the efficiency, equity
g . W b
effectiveness and accountability of the system

Change of Management Culture in DOH:-
Fundamental Principles:

[nstitutions and Districts would be managed by
the Chicf Executives and Institutional
Management Committees (IMC) and District
Management Committees (DMC) would work
with full authority to hire and fire and suspend
contract employees. Government employees
could be repatriated to their parent organizations.
This will increase the efficiency of the health
personnel and more efficient and hard working
persons will be retained. Absenteeism, which has
been amajorissue, will, thus, decrease.

IMC and DMC will be responsible for policy
formulation, management and administration of
all affairs of the hospital; and will be independent
to devise their policies to improve management,
take quick decisions and implement them
speedily. Previously, long time was spent in
waiting for policies from the center and these
policies were sometimes not in relation to the
needs of the area and of the local population. The
Chief Executive, with the guidance of the DMC
and IMC, will be able to make quick decisions and
solve problems, which usually take months in the
present scenario. This will have an effect on the
health providers, who are usually frustrated by the
lengthy formalities. This will also solve the
current problem of fragmented management. The
fragmented Management includes the different
line of authority by different individuals for same
or different institutions. This can be explained
simply by referring to the authorities of Medical
Superintendents and Principals of Medical
Colleges on the Consultants. After autonomy the
Chief Executive of the institutions will coordinate
this fragmented authority; hence managing the
consultants would be more efficient and simpler.

Financial matters will be easier to handle and
swift, and quick decisions will be made for the
financial procedures.

Financial autonomy will benefit efficiency in
following areas.

PAKISTAN JOURNAL OF HEALTH VOL. 38 - 1-2
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(i) Reallocation of the budget heads according
to the needs.

(ii)  Drug purchase.

(iii) Equipment purchase and maintenance

(iv) Building maintenance

(v)  Hiring of staff according to the need of the
area.

(vi) Institutions will enter into agreement with
the Government and their performance and
functioning will be assessed on the lines laid
down in these agreements.

(vii) Institutions will be able to prioritize the

health programs in accordance to the needs
of the areas and priorities of the
government,

(viii) Institutions will ensure inter-departmental
and intra-departmental coordination and
cooperation.

They will deliver package of Health
Services as set out in the service agreements
with DOH. The Health package shall
include both the preventive and curative
aspects, especially, in the following priority
areas as set out by GOPb, DOH.

(ix)

IMC will be responsible for

monitoring and accountability of the

personnel and delivery system in their

respective systems. External

monitoring mechanisms shall be of

three types:-

(i) Departmental Monitoring.

(ii) Third Party Periodic evaluation.

(iii)Financial audit by Auditor
General.

(A)

Cross Subsidy:-

People who can afford will be asked
to pay fees whereas the poor shall be
subsidized Mechanism of cross
subsidy shall protect the poor. In
addition deserving poor will be given
free treatment through Zakat funds.

(B)
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number of people

() Due o simpler procedures of repair and
maintenance, uptime of the cquipment will

merease and will serve for longer period of

time.
Role of Government:-

The role of the Government has been re-defined
for the decentralized institutions and Districts.

The Government will limit its role to the follow ing

macro level areas,

(1) Purchaser- provider split:-
Government will be purchaser of services and

the autonomous institutions and Districts will
be providerof service.

(if) Macro management:-
Government will have the following role in
management.
* Priority setting
System development
Capacity building
Human resource development
Accountability
Monitoring and regulation
Continuing GrantinAid
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Health Sector Reform has been the main focus of
the Punjab Health Department in the |ast two years
with the aim to improve health care delivery to the
population of the Province. Health Reform hag
been initiated/planned in the following areas:

(a) Decentralization/devolution of powers from

Provincial Government to Institutional/
District level.

(b) Public Private Collaboration,.

(c) HealthCare Financing

(d) Integration of Primary Health Care.

(e) Regulation of Public and Private sectors
(f) Medical Education Reforms,

SUMMARY: SALIENT FEATURES OF DECENTRALIZATION:-

Sr.# | Features of Autonomy

Implementation By

(i) Changed role of Government

Purchaser-provider split (Government now

purchaser of services and Institutions providers of
service).

Priority setting

Systems development

Purchaser of service

Capacity building

Human resource development
Accountability

Monitoring and regulation

Continuing Grant in Aid to the institutions.

OCo0O00O0O0OO
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(i) Change of Management Culture U Service Agreements with institutions.
Q' Strong Government support.

O Optimizing existing resources.

O Outputoriented and performance based.

(iii) | Public Participation Establishment of Institutional Management
Committees (IMC) with predominant community
representation.

(iv) | CrossSubsidy Charging the rich (user charges) and providing the
poor.

(v) Monitoring & Accountability Performance linked contracts.

Third Party monitoring and evaluation
Medical Audit

Management Audit

Financial Audit.

D000 DOO0O

(vi) [ Financial Autonomy Re-allocation of the budget heads according to
he need.

Drug purchase.

Equipment purchase and maintenance

Building maintenance

Hiring of staff on contract basis according to the
need.

Existing annual budget protected and converted
to Grantin Aid.

Fund raising

Retention of all receipts by the institution.
Rationalize user charges.

—

Cross subsidy
Continuous monitoring
System development for protection of the poor.

(Vii) | Protection of Poor

OO0D0|(0O00 O ODO0OOO

USEFULNESS OF AUTONOMY/DECENTRALIZATION IN EACH AREA HAS BEEN
ENVISAGED AS FOLLOWING:

Decentralization And Devolution of Powers
Conceptual Framework

Area Pre-decentralization | Post-decentralization Responsibility
Issue effect
(A) Management Q Fractured Q Cohesive Q) DOH (Periodically)
Q Unit Management Management Q Institutional
Structure Units Management
Committee (TMC)/
Chief Executive
Q DecisionMaking | O Centralized O Localized
Q Recruitment O Time consuming Q Efficient Process
process

PAKISTAN JOURNAL OF HEALTH VOL. 38 - 1-2
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(C) Procurement
3 Equipment and
Supplies

< Lengthy
complicated
Procedures.

O Prudent short
procedures, avail-
able in short time.

J IMC through
ChiefExecutive
W Procurement

J Medicines

3 Limited options
(MSD)

O Prudent/short
Procedures, avail-
able in short time

3 Technical
Assistance

QO Nooption
available

O Canbe made
available

Committees

O Internal Audit
O External Audit

(D) Operational

QO Mostly non-funct-

O More functional

Q IMC through Chief

Status of ional and under- and better utilized Executive

Equipment utilized. U DOH monitoring
(E) Monitoring & O Rare, ad hoc and O Regularand Q IMC

Accountability ineffective measurable Q DOH

Q Third Party

(F) Service Delivery
O Patient Satisfaction

QO Declining patients
satisfaction level

Q Improved
satisfaction level

O Service Utilization

QO Sub-optimal

O Betterutilized

Q IMC through CE

RISKANALYSISALONG WITH REMEDIALMEASURES:-

Decentralization of Medical Institutions like any new change can have certain risks associated with it.
The expected benefits of decentralization outweigh the potential risk. However, following can be the
risks and their respective remedial measures:-

Sr. # | Risk

Remedy

1. The concept of decentralization can lead to
certain misconceptions in the minds of the
staff of DOH and General Public.

Well-defined communication strategy and
access to information.

interests.

2. Certain disinformation/misinformation can
be created, unintentionally, or by vested

As above + regular communication.

3. Sometimes decentralization is equated with

. privatization and also being anti-poor.
This may lead to decrease service

utilization by the poor, and, hence increasing

PAKISTAN JOURNAL OF HEALTH VOL, 38 - 1-2

This is only devolution of pawer, as
government will continue to own the health
facility and provide bulk grant in aid.
Clear mechanisms to protect poor should

]
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thoat hardships

Fhe sttt of the DO may b apprehensiye
about thew job secunty copecially, the status
ol peomanent vera contractual employees,

Fhe contract employees may not be satisfied
with thew job statas and nght use their
postiion as a stepping stone for some future

be streambined aond ensured by the l
managemend as it aprionty of the govt

Fhe status of the cmployces remams
unchanped, This needs 1o be clearly and
repularly spelled out

opportunity

A career structure for contract employees
should be developed, which should take
carc of their genuine mterest

Last Word:-

Having examined the in-adequacies of the old set-
up, which was merely a meaningless fractured
management system, an assessment of the whole
phenomenon of Health Care Reforms in Punjab,
in the perspective of the rationale and
foundational philosophy of decentralization
(regarding Hospital Autonomy) has been made.
Various aspects and phases of the mechanism of
this new Managerial System have been discussed
in comparison with the pluses and the negatives.
Summarized observations regarding the new
System of Health Management and the issues
regarding its enforcement as a service-oriented
and target-based Health Care set-up have been
highlighted in the present study.

PAKISTAN JOURNAL OF HEALTH VOL.38 - 1-2
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DOMESTIC USES OF |

HUMAN AND LIVESTOCK HEALTH IN PAKISTAN

Wagar A. Jehangir, Wim Van Der Hoek, Flemming Konradsen
IWMI, Lahore

SUMMARY

The study documents different uses and users of irrigation water in Hakra 6-R
canal command area in Haroonabad, Punjab, Pakistan. It rcl?orts the users'
perceptions about quality of water for non-agricultural uses and issues related to
other uses of irrigation water in the study area. In general, the household families
use water from village water tank/ diggi. The water tank receives water from the
canal on a weekly basis. The canal water allocation to the sample villages reveals
that the average per capita daily water allowance varies between around 6-48 liters.
Only 12% of the households have access to public water supply schemes.
Regarding the average daily water use for various purposes by the households, the
estimates show that water tank provides around 44% of daily water use. In total,
the surface water sources account for 61% of the total water supplies (water tank,
water supply scheme, and canal). The results show that current domestic use meets
only 36% of the minimum daily water requirements of the household families. The
estimates reveal that about 90 percent of the households were suffering from water-
borne diseases. About 74 percent households reported use of surface water (Water
tank, Supply scheme etc.) through applying simple cloth filter. The study proposes
that further research should be conducted to document the economics of non-
irrigation uses of irrigation water and water quality & its impact on human and

RRIGATION WATER AND ITS' IMPACT ON

livestock health.

Introduction

In Pakistan where 69 percent of its population
lives in the rural areas (GOP, 1995). The
irrigation water supplies to rural areas have
multiple roles to play for the sustainable
development, by their contribution in the
agricultural and non-agricultural uses. A large
segment of rural population in the Punjab is
deprived of public sector drinking water supply
and sanitation facilities. Instead of the best efforts
of the Punjab government to the rural water
supply and the drainage sector, the situation
remains very precarious. Presently about 44
percent of the rural population in the Punjab has
access to clean drinking water. Rural population
served with the sanitation facilities in the Punjab
isonly 21 percent (Jatala, 1995).

Through the review of literature, we found that

most of the studies in Pakistan, conducted in the
past revolved around the agricultural uses of the
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irrigation water and non of the study in Pakistan
provides us any pragmatic estimates on the
contribution of irrigation water to the non
agricultural uses in terms of provision/use of water
for households, livestock, wild life and
aquaculture Altaf et al (1989), Altaf et al (1993),
Islam et al (1992) Rahman et al (1988). Thus, in
the absence of such estimates, these additional
benefits are likely to be ignored when the
irrigation management practices like warabandi
schedule/canal closure etc. are modified to
maximize the agricultural output per unit of water.
For example, seasonal/rotational water supplies in
distributaries/minors will result in their closure for
long period and will deprive populations of water
supplies for other needs. The closure of canal, with
or without ground water supplies pumping (for
meeting irrigation demands), will result in
lowering the water tables and will dry-up drinking
water well in sweet water zones and will lead to
the intrusion of saline/marginal water in the
brackish water zones.
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hus, while representing the impact ol irrigation
supphes onthe rural productivity, it is very x’.l itical

v (ake in to account the distinction between the
agr cultural and non agricultural uses of irrigation
water, other wise the analysis will be seriously
fawed and will lead to under estimation of the
benefits aceruing through the modified irrigation
management practices. Only few rescarch \“mdim
have been conducted i Pakistan regarding the
rural water supplies and mainly they were ioguscd

on the rural water supply policies or evaluation of

the rural water supply program in Punjab (Altafet.
al 1993, World Bank Water Demand Research
Team 1993 and Rehman et al. 1988). Similar
investigations have also been conducted in India
(GrifTin et al, 1995, Singh et al. 1993 and Bhatia,
1992). Non of these inquiries talked about the non
agricullural uses of irrigation water, especially in
the rural areas which falls in the sweet/ brackish
water zones. where the irrigation supplies serves
as the major source of water supply for household
uses (micro enterprises).

In Pakistani rural conditions the problems in
brackish water zones are different from the sweet
water zones. In the brackish water zone, the
people are bound to use the irrigation water for
their domestic uses. Irrigation water is weekly
added to the unpaved open community pools and
then the whole village community directly takes
water from these pools for their household
consumption without any formal filtration or
treatment. Further more the water of these pools
get contamination and is being polluted when
animals of rural household are taken to these
community pools, as these pools also serve as the
source of drinking water for the domestic animals.

In the sweet water zone most of the times the rural
communities use the ground water for the
household consumption. Due to the non-
availability of proper drainage facilities, the
people construct the soaking pits 25-30 feet deep
and connect the septic tanks of their toilets with
those pits. Usually an electric motor pump or a
hand pump is also installed in the vicinity. This
leads to serious health hazard, if the water from the
soaking pit mixes with the layer of fresh ground
water. In some of the areas where the public water
supply facility has been provided this problem is
more severe as the drainage conditions in those
rural areas are much worse as compare to the
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others. It leads to the frequent incidence of water
related diseases. Tt is estimated that 30 percent of
all reported cases of illness and 40 percent of all
deaths in Pakistan are attributable to water borne
discases and the main sufferers are the rural
inhabitants (GOP, 1988). F'urther more enormous
amount of work hours due to such poor conditions
and constitute a significant economic loss to the
rural households.

The present study documents the spatial
comparison of non agricultural uses of irrigation
water by different users located in the Head,
Middle and Tail reaches of Hakra 6-R Distributary
in Tehsil Haroonabad, Punjab, Pakistan. The
provision of water in the H-6-R Distributary
depends upon a number of upstream irrigation
Link Canals and Barrages. From the left bank of
the Sulemanki Headwork, Eastern Sadigia canal
originates and after covering a distance of about
46 mile (74 kilometers) split into Hakra Branch
canal, Malik Branch canal and Sirajwah
Distributary. From the main Hakra canal, two
distributaries originate near Head Mianwala
Bangla, i.e. Hakra 2-L and Hakra 6-R Distributary
while main Hakra canal continues its journey
towards the tail reaches. The H-6-R Distributary
covers a gross command area and a canal
command area of about 51976-hectare and 42538
hectare, respectively. The main H-6-R
Distributary is about 45 kilometers long and has
283 outlets. The authorized discharge of the H-6-
R Distributary is 16.65 M in Kharif season and
15.5 M’ in the Rabi season. Out of the total (94)
villages in H-6-R twenty-four villages (i.. eight
villages from each head, middle and tail reach of
6-R Distributary) were selected for the current
study. The study investigates different sources of
water, their quality as perceived by the users and
the impacts of alternative sources of water in the
saline areas on human and livestock health.

Objectives

The objectives of the study are to:

1) Document users' perceptions about quality of
water for non agricultural uses; and

2) Determine the incidence of water borne
diseases and their impacts on human and
livestock population in the study area.
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Data Collection and Analysis

A multistage oratified random \;l.lllplllllf_"
technique was used to select the sample ?rnny 11Ll
study area. At the first stage H-6-R was >mmh_u
into Head. Middle, and Tail reach on the spatial
hasis. At the second stage. 24 villages were
randomly selected from all of the three. Rc.’fch‘u‘:s
(Fieure 1). At the third stage a snmplg of 120
households in each reach was selected. 'l‘hus the
total sample size was 360 respondents. Ih}‘ data
were collected from both the male and female
head of the households. using a structured
questionnaire that was pre-tested twice in'lhc
field. The data were entered in the field in a
spreadsheet format using Q-Pro software. After
data entry the data processing took significant
amount of time and efforts. The Statistical
Package for Social Scientists (SPSS) was used to
analyze the data. Simple frequency distribution
and cross tabulation was used for data analysis.

Location of Sample Villages in Hakra 6-R Distributary in
Haroonabad, Punjab, Pakistan.

Results and Discussion
Quality of Water

About 58 percent of the respondents regarded the
quality of groundwater better as compared to that
of the surface water. Almost 62 percent of the
respondents (who used groundwater) and almost
half of the users of canal water and supply
schemes were also unaware of the type of
contamination. More than 55 percent respondents
believed that dust particles and a mixture of dust.
salt, sanitation wastage, insects, biological life,
etc contaminated the surface water. About 28
percent of the respondents opined that the
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aroundwater was contaminated with sals,
Impact of Non-Irrigation Uses on Healql,

Water Borne Diseases in the Sample
Households

The estimates revealed that 32 percent of patienty
suffered from malaria as compared to other wage.
borne diseases. The other most important wager.
borne discases in the study sample were
Dysentery (17%), Skin diseases (13%), Typhoiq
fever (11%), Cholera (9%) and Diarrhea (8%),
About 12% of the respondents reported (he
incidence of other three discases i.e, Jaundice,
Kidney stone and Cancer. Higher incidence of
Diarrhea was recorded in the Tail and the Midd|e
regions (12% and 9 % respectively) as compared
to Head region (2.5%). The respondents infected
by Cholera ranged from 9-10% in all the three
regions.

Perceived Impact of Domestic Water Supply on

Human Health

About 59 % of the users perceived surface water as
main cause for cholera, jaundice, kidney stone,
malaria, typhoid, and skin diseases. On the other
hand, only one respondent regarded groundwater
as the main cause for diarrhea. Around 75% were
consuming groundwater for drinking purposes,
which also points to their perception that the
surface water caused diseases more than the
groundwater.

Water Associated Diseases and Expenditures
Incurred by the Households

The estimates reveal that about 90 percent of the
households were suffering from water-associated
diseases. Total financial loss (amount spent on

~ treatment plus wages lost) was estimated to be Rs.

122949, Rs. 165938 and 236666 in the Head,
Middle, and Tail reaches, respectively. Average
treatment cost per household was worked out to be
Rs. 1149, Rs. 1536 and Rs. 2132 in Head, Middle
and Tail reaches, respectively during 1997.

Diseases and the Source of Treatment

Diﬁ‘ercnt types of treatment are used for the cure
of various diseases i.e., traditional treatment from
compounder, quack, and doctor depending upon
income of the household, distance of doctor's
clinic, acuteness of the disease, and availability of
required medicines. Majority of the people got
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treatment from doctors for all he water borne
discases except malaria.

Only 37% of the sample househol 's reported use
of simple techniques such as boiling, chcmicélq
(Alum or KMnO4) and clothe filtering. l,iké
Haturusinha 1994, it was noted that frcqu&cncy of
using remedial measures particularly boiling of
water and use of chemicals (mentioned above)
was higher among educated households than
those with less education

About 74 percent households reported use of
surface water (Water tank, Supply scheme etc.)
through applying only plain cloth filtering to
avoid dustsilt, tadpoles. Water tank is the major
source that needs some type of treatment, as it has
more chances of getting polluted by dust/silt etc.

Impacton Livestock Health

About 60 percent of the livestock population held
with the sample households is affected from
different water associated disease like diarrhea,
dysentery and foot & mouth disease etc. It is
estimated that 48 percent of cattle, 70 percent of
buffalo and 57 percent of goat population were
affected from water associated diseases in 1997.

Impact on Environment

Almost 89 percent of the respondents perceived
wastewater as the cause of problems for them. The
percentage increases from Head to Tail region
because Head and Middle reach farmers have
comparatively better self made sewerage system
ascompared to the Tail reach villagers.

Summary and Conclusions

O Majority of the users did not know about the
source of contamination in their water supply.
Those who knew perceived that much of the
contamination in the surface and groundwater
was either local by origin or a combination of
both local and remote pollutants.

O Many users (45%-88%) did not know about
the type of contaminants. Those who knew
opined that the surface water contained dust,
animal and human excreta, sanitation water,
insects and biological life. The main
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pollutants in the groundwater were salts,

U Frequency of water borne diseases was high
0/ 2 ¥
(75%) during summer seasons as compared to
the other seasons.

U Malaria, Dysentery, Skin problems and
Typhoid fever are the most prevalent diseases
of the whole area, incidence of that was
comparatively higher in the tail region of the
Distributary.

Q Percentage of male adults and children
infected by water related diseases were higher
as compared to females.

QO Around one-third of the sample households
reported the adoption of remedial measures.

O Frequency of using remedial measures.
particularly use of cloth filters and Alum salt
etc. was higher among educated households
than less educated.

0O About 60% of the livestock population owned
by sample households were affected by water
borne diseases during 1997.

Areas for Future Research

Economics of Non Irrigational Uses of
Irrigation Water

The current study has documented the users, the
uses, the sources and the perceived quality of
irrigation water being used for non-agricultural
uses and its impact on human and livestock health.
The in-depth analysis needs to be conducted to
estimate the economic benefits of the improved
water supply schemes in the area.

Water Quality and Irrigation

Poor quality irrigation water impacts on both
human ' health and crop yields in irrigation
systems. The agricultural activities in these
systems also impact on down stream water users.
There is need to conduct research on groundwater
quality to develop guidelines for the use of low
quality irrigation water to reduce the salinity
problem for sustainable agriculture.

Control of Vector Born Diseases
The study reported the household's perception
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Only 37°

| of the sample houschol 's reported use
of simple techniques such as boiling, chemicals
(Alum or KMnO4) and clothe filtering. l.i‘I\u
Haturusinha 1994, 1t was noted that hcqu‘ch\‘ of
using remedial measures particularly hoiliné of
water and use of chemicals (mcnli(.mcd above)
was higher among educated households than
those with less education

\bout 74 percent houscholds reported use of
surface water (Water tank. Supply scheme etc.)
through applying only plain cloth filtering to
avoid dust/silt. tadpoles. Water tank is the major
source that needs some type of treatment, as it has
more chances of getting polluted by dust/silt etc.

Impacton Livestock Health

About 60 percent of the livestock population held
with the sample households is affected from
different water associated disease like diarrhea,
dysentery and foot & mouth disease ete. It is
estimated that 48 percent of cattle, 70 percent of
buffalo and 57 percent of goat population were
affected from water associated diseases in 1997.

Impact on Environment

Almost 89 percent of the respondents perceived
wastewater as the cause of problems for them. The
percentage increases from Head to Tail region
because Head and Middle reach farmers have
comparatively better self made sewerage system
as compared to the Tail reach villagers.

Summary and Conclusions

QO Majority of the users did not know about the
source of contamination in their water supply.
Those who knew perceived that much of the
contamination in the surface and groundwater
was either local by origin or a combination of
both local and remote pollutants.

QO Many users (45%-88%) did not know about
the type of contaminants. Those who knew
opined that the surface water contained dust,
animal and human excreta, sanitation water,
insects and biological life. The main
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pollutants in the groundwater were salts,

< Frequency of water borne discases was high
'n - 2
(75%) during summer seasons as compared to
the other seasons.

W Malaria, Dysentery, Skin problems and
Typhoid fever are the most prevalent diseases
of the whole area, incidence of that was
comparatively higher in the tail region of the
Distributary.

O Percentage of male adults and children
infected by water related discases were higher
as compared to females.

Q Around one-third of the sample households
reported the adoption of remedial measures.

O Frequency of using remedial measures,
particularly use of cloth filters and Alum salt
etc. was higher among educated households
than less educated.

Q About 60% of the livestock population owned
by sample households were affected by water
borne diseases during 1997.

Areas for Future Research

Economics of Non Irrigational Uses of
Irrigation Water

The current study has documented the users, the
uses, the sources and the perceived quality of
irrigation water being used for non-agricultural
uses and its impact on human and livestock health.
The in-depth analysis needs to be conducted to
estimate the economic benefits of the improved

water supply schemes in the area.

Water Quality and Irrigation

Poor quality irrigation water impacts on both
human * health and crop yields in irrigation
systems. ' The agricultural activities in these
systems also impact on down stream water users.
There is need to conduct research on groundwater
quality to develop guidelines for the use of low
quality irrigation water to reduce the salinity
problem for sustainable agriculture.

Control of Vector Born Diseases
The study reported the household's perception
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study needs
relationship

iseases. A
to be conducted to test the statistical
between malaria, diarrheal diseases

and the use of irrigation water.
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100 CASES
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SUMMARY

Estrogen receptor de
tool both as a prognostic factor

Receptor status was ey aluated in 100 patie
weakly positive in 17% and negative in 46° : !
Response was obtained in 48% of the patients with

hormonal therapy was 38.5%.

ER+ve tumours and 28.5% in ER-ve tumours.
ER+ve and only 39% in ER-ve, whereas death rate
ER-ve tumours. Thus, despite a controversy, adjuvant tre
therapy has been widely used in manage
means ofimproving disease free survivalan

termination in human breast cancer has become an accepted
and for the prediction of response to therapy,

~os

nts. ER status was positive in 37%,
o of cases. The overall response to

Survival after five yearswas 61% in
was 34% in ER+ve and 66% in
atment by hormonal
ment of breast cancer as an accepted
d reducing mortality due to the disease.

Key Words: Breast, Cancer, Estrogen Receptor

Introduction

Cancer is a mysterious disease which is known to
have existed from ancient times. As Mammary
cancer arises in the endocrine dependent organs
and is often responsive to hormones. So it is
tempting, therefore to link the genesis of breast
cancer with disturbed hormone metabolism. The
significant predictive value of hormone receptors
has been reported by several authors (1,2). These
receptors are proteins which bind hormones with
high affinity and specificity (3). Estrogen binding
to ER results in an ER estradiol complex with an
active DNA binding site, allowing the ER
estradiol complex to bind to nuclear DNA.4 The
antiestrogen, Tamoxifen, which is used
successfully in the breast cancer therapy acts as
competitive inhibitor of estrogen action and
produces a change in the activity of the ER to
estrogen responsive element complex, whether by
influencing general transcriptional complex, or
perhaps by altering interactions with unidentified
ER "ACCESSORY" proteins, which are
important in ER transactivation events.

Several large series have shown a five year
disease free survival and overall survival

PAKISTAN JOURNAL OF HEALTH VOL. 38 - 1-2

difference between patients with ER+ve and those
with ER-ve tumours (3.,6).

More and more frequently, women's breast
cancers are identified early with routine screening
mammography. Because these women usually
have node negative diseases and small tumours,
physicians currently have no way of knowing
which women should receive adjuvant systemic
drug therapy after surgery. Consequently
clinicians are currently seeking new ways to
identify the beast candidates for adjuvant drug
therapy (7).

Thus prognostic markers can be important aids to
physicians in identifying patients suitable for such
treatment, different studies have shown that ER is
a marker for a number of biological features, so in
any change in ER content may indicate a shift in
intrinsic biology of breast cancer (8,9).

Materials and Methods

Patient Selection: A total of 100 patients with
carcinoma of breast were selected on the basis of
criteria outlined below from the Cancer Research
Foundation of Pakistan Lab. based at Sir Ganga
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Ram Hospital, Lahore. The patient selected for the
pm;\x‘l were:-

|. Cases with clinical diagnosis of the breast
cancer (without distant metastasis)

> Recurrent carcinoma of the breast.

Carcinoma of the breast already metastasized
to distant sites.

-

Clinical Data: Clinical information regarding
history, examination and investigation were
collected from the patients on a proforma.

Specimen Collection: Gross Examination:
Mastectomy specimens were fixed in 10%
buffered formalin. After measurement serial slices
were cut, looking for cystic, haemorrhagic,
necrotic or solid looking areas. Representing
tissue blocks were selected for further processing.

Tissue Processing: Processing of the tissue was
done in an automatic processor. The paraffin
blocks were made and sections of 6@m thickness
were cut by rotary microtome. They were taken on
labelled slides and stained with Abbott ER
monoclonal kit for immunocytochemical assay for
the detection of human estrogen receptors.

Reporting: The standard sternberger peroxidase -
antiperoxidase method was followed. Colour
development was achieved by using 3,3
Diaminobenzidine (DAB), 0.03% Hydrogen
peroxide, 0.01% chromogen substrate
combination with the addition of 0.01M
Immidazole. After staining, the slides observed
under the Fluorescence microscope for ER+vity.

Scoring;: Slides were scored using high dry optics
and a grid to increase accuracy. Scoring of +ve
cells were done by counting only those areas that
contain tumour cells on H & E stain. Tumour cells
tan (weak) to Mahogny brown (strong) nuclear
staining were scored as positive. Occasional cases
showed intense non specific background staining
in the negative control. We interpreted this to be
fixation - processing artefact. Quantification of
ER-ICA was performed by assessment of the
intensity of nuclear staining and scoring done by
H-score system.
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Evaluation: The total percentage of the malignant
cells that are known specifically stained were
determined by scanning the entire section treated
with the control anti-body. The process was
repeated to determine the total percentage of
stained malignant cells on the section treated with
primary anti-body. The percentage of the
malignant cells with detectable ER was
determined by subtracting the percentage of non-
specifically stained malignant cells from the
percentage of malignant cells stained by the
primary anti-body. Minimum of three
representative fields were observed for the results.
Specimen with 20% or greater malignant cells
stained are considered ER+ve.

The main purpose of this study was to determine
tumour ER status in patients with carcinoma of
the breast and this was done by latest technique in
immunocytochemical assays.
Immunocytochemistry (ER-ICA) is a technique
for identifying cellular or tissue constituents by
means of antigen -antibody interaction.

Interpretation of Results:

This prospective study is based on the critical
analysis of information obtained from the case
records of the patients attended at Cancer
Research Foundation of Pakistan based at Sir
Ganga Ram Hospital Lahore. This covers period
of about five years (01-06-1992 - 31-05-1997) at
total 25066 patients were attended in the Out
Patient Department of CRFP. The patients were
passed through the different phases of "screening
and diagnostic modalities programme".

Profile of Cases Attended:

1. Casesattended during thistime
=25066

2. Cases with breast symptoms
© =3315(13.3%) 0f 25066.

a) Cases with breast lumps
=2506(75.59%) of 3315.

b) Cases with other symptoms
=809 (24.41%)0f3315.

3. Cases proved to be malignant
=768 (3.64%) 0f 2506

Cases proved to be benign
=1738(69.35%)0f2506
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Another significance of ER tve status is it's strong
correlation with response to hormone therapy. The
overall response rate was 38.5%. Response was
obtained in 48% of patients with ER+ve tumours
and in 28.5% of patients with ER-ve tumours.
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a. Progression of
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the four categories of responsc
discase (P1)). b, Static disease (SD). ¢ Complete
response (€ ‘R). d. Partial response (PR)Clable 1),
TABLE 1
FR status vr response to endocrine therapy

P.R S.D P.D
ERtve 12 14 07 21
01 05 37

KR status

All have been followed up for time to disease
ival from commencement

progression and for survi . '
of primary hormon¢ therapy. Fifty nine percent

were alive and recurrence free, 10% were alive but
with metastatic disease, 3% left against medical
advice, 25% died, whereas 3% died due to other

causes (Table 2).

TABLE 2 .
Evaluation of 100 patients 5 years after diagnosis
Cases Factor ER+ve % ER-ve %

59 Alive & well without disease 36 61% 23 39%

10 Alive with disease 6 60% 4 40%

25 Died with disease 9 36% 16 64%

03 LAMA 2 66% 1 34%

03 Died (otherdisease) 1 34% 2 66%
Discussion disease following surgery is of great importance,

Breast cancer is a growing critical health problem
in Pakistani women. A steep rise in the incidence
of breast cancer after the age of 30 years has been
quoted.10

ER are one of the first molecular markers of

prognosis to be described in breast cancer and
their significance in predicting early recurrence of
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as it is a reflection of it's intrinsic biological
character. This believe is supported by the
observation that ER status can predict both the
response to endocrine therapy and likely hood of
recurrence.l1 [t has also been found that the
presence of ER to be associated with both longer
disease free interval and overall survival, although
results were similar to those of several other
studies conducted by the findings in some later
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studies were inconsistent (12,13). Therefore a
diversity ofopinion has arisen concerning the role
played by ERs in tumour biology and their value
as prognostic agents in the long term follow up of
breast cancer. In this regard, it became very
important that the results obtained from hormone
receptor assay should be specified and sensitive in
order to provide useful prognostic information.

Coombs RC et al (14) mentioned the advantage of
ER-ICA that it can be performed on a small
tumour biopsy sample of even an aspirate. Further,
it provides information on the number of tumour
cells expressing ER and between tumour tissue
and its' benign components.

In this study it is found that ER+ve tumours are
more likely to be well differentiated and also
associated with increasing age and
postmenopausal status. While the results indicate
that as a group postmenopausal patients has
significantly higher levels of ER expression in
their tumours. Also as expected, ER levels
correlated directly with age and inversely with
tumour size but has no clear relations to nodal
status as was seen in other Western studies (15). In
the study we have found the presence of ER to be
associated with longer disease free interval and
overall prognosis. It was prolonged in receptor
+ve patients, it is also concluded that receptor
status only identified patients most likely to
benefit from hormonal manipulation.

In the present study a survival time assessed in
postmenopausal women indicates the survival rate
of 61% in ER +ve cases as to only 39% of ER-ve,
all these cases were alive and recurrence free as
observed after five years of interval. In other
group, alive with recurrence there are 60%
survival rate as to 40% in ER-ve. In the third group
it was observed that 36% death rate in ERtveasto
64% in ER-ve.

Response to therapy has been reported to correlate
significantly with estrogen receptor status.
Survival from commencing endocrine therapy has
also been reported to correlate significantly with
ER status of the primary tumour. We found a
significant correlation between ER-vity and
response to hormone therapy. After ER+ve
declaration both groups were prescribed
Tamoxifen. The results obtained were promising

PAKISTAN JOURNAL OF HEALTH VOL.38 - 1-2

fir ER+ve cases as 48% of the cases with ER+ve
responded to therapy as compared to 28.5% from
ER-ve group. Anyhow, it is the number of receptor
tve cells in a tumour which determines the
likelihood of response. The aims of adjuvant
therapy for node +ve breast cancer patients
following mastectomy, is to eradicate all of the
micrometastatic lesions that are disturbed around
the body (16). The greatest benefit is however
observed in postmenopausal patients who receive
atleast 2 years of Tamoxifen treatment (17,18).

Conclusions

With the availability of numerous adjuvant
treatments following guidelines is to be
recommended for the breast cancer therapy. In
pre-menopausal women with +ve lymph nodes,
regardless of their hormone receptor status,
treatment with established combination
chemotherapy should become the standard mode.

Primary Tamoxifen therapy is not a substitute to
Tamoxifen + appropriate surgery + radiotherapy
in elderly women, so multimodality manipulation
is to be done. In patients who are unsuitable for
surgical treatment of conventional type, primary
Tamoxifen therapy is worthy of trial especially in
those with detectable tumour ER activity. In
premenopausal women with negative nodes,
regardless of status, adjuvant therapy is not
generally recommended. Adjuvant chemotherapy
should be considered for certain high risk patients
in the group to cover micrometastasis.

In postmenopausal women with +ve nodes and -ve
hormone receptor levels. Tamoxifen is the
treatment of choice. It is also recommended that
adjuvant polychemotherapy followed by FIVE
years of Tamoxifen may provide us with better
results in reducing the mortality rates in both the
age groups. In women more than fifty years, CMF
polychemotherapy added to two years of
Tamoxifen is more affective then three extra years
of Tamoxifen. Early detection through routine
mammography has been promoted as the primary
means of reducing breast cancer mortality.
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AUTONOMIC NEUROPATHY IN DIABETES MELLITUS
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SUMMARY

In order to di;.xgnoso autonomic neuropathy in diabetics, five simple bed side test
based on curdlov‘asculm' reflex were applied to 100 diahel’ics aged I)ctwccn‘ZS to 60
years with duration of diabetes 7 -20 years. The subjects wc,rc subdivided into two
groups on the basis of presence or absence of symptoms ofaul(lmomic neuropath

Fifty healthy age-matched controls were also studied. =

The frequency of abnormal test values, reflecting parasympathetic nerve function

i.e., valsalva response, heart rate variation during deep breathing, 30:15 ratio was:
greater than that of the tests reflecting sympathetic nerve damage i.e., blood
pressure response to standing and to sustained hand-grip. The frequency of
abnormal autonomic function test values was greater in the diabetic group with
symptoms of autonomic neuropathy (mean duration of diabetic 11.14 + 3.37 years)
as compared to the diabetic group having no symptoms ofautonomic_neuropathy
(Means duration of diabetes 7.8 + 1.09 years) proving that diabetic autonomic

23

neuropathy increases in frequency with the duration of disease.

Introduction

Autonomic neuropathy is a well known
complication of diabetes mellitus. Clinical
features of autonomic neuropathy generally occur
only in patients with diabetes of long duration. As
a result, autonomic neuropathy has been
considered to be a late complication of the diabetic
syndrome (1,2)

Autonomic neuropathy is implicated in the
abnormalities of the pupilary reflexes, nocturnal
diarhoea, intestinal malabsorption and other
bowel disorders, impotence, orthostatic diarrhea
hypotension and abnormal pilomotor and
sudomtor activity. (3-5) In diabetic patients,
gustatory sweating and hypoglycemic
unawareness also sometimes occur. (6) However
reliance on clinical symptoms may be rather
insensitive approach to the detection of autonomic
dysfunction. (7) Although insidious in onset,
autonomic neuropathy may be associated with
substantial morbidity. (8) Sudden death and
cardiorespiratary arrest in diabetics have been
attributed to cardiac autonomic dysfunction. (9-
1)
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The clinical importance of diabetic neuropathy
has become recognized and the need has grown for
simple objective tests to confirm its presence or
absence. The present study, was aimed at
generation tests, that are simple, reliable,
reproducible and non-invasive. These criteria
have so far been fulfilled only in the tests based on
cardiovascular reflexes. They should also reflect
damage elsewhere in autonomic nervous system
and currently available evidence suggests that this

isso.(12)

Tests described in this study are based on the
response of heart rate and blood pressure to a
variety of stimuli. The first three tests reflect
parasympathetic integrity, while the other two
start to give abnormal results with more severe
sympathetic, nerve damage. All tests were
performed to get full information about the state of
autonomic nervous system.

In diabetic subjects, the clinical importance of
abnormal cardio-vascular reflexes, is gradually
being unrevealed. Abnormal cardio-vascular
reflexes associated with clinical symptoms of
autonomic neuropathy, carry a poor prognosis.

(13)
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Materials and Methods

One hundred  diabeties  were selected  from
registered cases at diabetic clinical of PMRC
Center. Sir Ganga Ram Hospital, Lahore who
fulfilled the following criteria:-

Age ranging between 25-60 years,

Duration of diabetes, 7-20 years.

No history of heart or lung diseases and gross
renal failure.

4. Nohistory of severe retinopathy.

-d | —

The subjects were divided in to two groups.
Diabetics with no symptoms of autonomic
neuropathy and diabetics having two or more
symptoms of autonomic neuropathy (each
included 50 patients). Each group was further
subdivided into two sub-groups: diabetics on
hypoglycemic therapy and on insulin therapy.

Fifty age matched normal subjects having no
family history of diabetes mellitus were taken as
the control group.

Although the patients attending the diabetic clinic
were registered as confirmed diabetics on the
basis of a fasting hyperglycemia above 150 mg/dl,
a fasting blood sugar level was measured again at
the time of presentation in order to assess the
control of diabetes at the time of study.

Complete physical examination of the patients
and controls was carried out, Fundoscopy was
performed to exclude background and
proliferative retinopathy. A standard 12 lead ECG
was recorded at paper speed of 25 mm/sec in all
diabetic subjects in order to exclude cardiac
diseases.

Test for diabetic autonomic neuropathy included:

a) Testreflecting parasympathic damage
i) Heartrate response to valsalva maneuver,
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Abnormalyalues 1.0

iy Heart tate (P-Ronterval) Variation durj,
deep breathing. e difterences be
masimum and minimum heart rage,
Normal values:
Abnormalyvalues:

0
lh

l\\ch

IS beats/mip
10 lwul\“min.

i) ITmmediate  Heart rate
standing (30:15 ratio)
Normal values: < 1.04
Abnormal values: 1.0

response to

b) Testreflecting sympathetic damage.
i) Blood pressure response to standing (fal|
insystolic BI")
Normal values
Abnormal values

< 10mmHg
=30mm Hg

ii) Blood pressure to sustained hand grip
(increase in diastolic B.P.)
Normal values <16mmHg
Abnormal values = 10mm Hg

Autonomic nerve damage was considered
present, if the test values were below or above the
normal values quoted against each test.

Results

Table-I show the distribution of diabetic groups
according to age of the subject and duration of
diabetes.

There was no significant difference in the mean
ages of diabetics and controls. Mean duration of
diabetes in the diabetics with symptoms of
autonomic neuropathy was 4.06 + 2.28 years
larger than diabetics having no symptoms of
autonomic neuropathy.

Highly significant difference in duration of
diabetes was observed when the diabetics with
symptoms of autonomic neuropathy and without
symptoms of autonomic neuropathy were
compared.

Values of autonomic function test and their
comparison between different diabetic groups and
controls are shown in Table-Il. In all the tests,
except blood pressure response to standing, the


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

RASHEEDA QASMI NUSRAT WAQAF
(est values in the two diabetic groups diftered
\Ii'mluzmlh from controls (P<0.001). In blood
pressure fesponse (o standing. no significant
difterence was found between the values of
controland diabetic groups

Comparison of autonomic function test between
difterent diabetic groups is shown in Table-I11. In
all tests. except blood pressure response to
sustained hand grip. the test values in diabetic with
symptoms of autonomic neuropathy differed
significantly from those having no symptoms of
autonomic neuropathy (P<0.001). In blood
pressure response (0 sustained hand grip, no
significant diftference was found between the two
diabetic groups.

Test values of autonomic function test and
comparison between different diabetic groups on
insulin therapy differed significantly from those
having no symptoms of autonomic neuropathy.
(P<0.001). In blood pressure response to sustained
hand grip, no significant difference was found
between the two diabetic groups.

Test values of autonomic function tests and
comparison between different diabetic groups, on
oral therapy are shown in Table-V. In all tests,
except the blood pressure response to sustained
hand grip, the test values in diabetic with
symptoms of autonomic neuropathy differed
significantly from those having no symptoms of
autonomic neuropathy.

Table-VI shows the percentage of patient in two
diabetic groups with abnormal response to
autonomic function tests. The percentage of
patients in the diabetic group without symptoms
of autonomic neuropathy with abnormal response
to test was low as compared to that in the diabetic
group with symptoms of autonomic neuropathy.

Discussion

Many reports regarding diabetic autonomic
nuropathy measured by simple bed side test have
been published. Most research prefer a
combination of tests rather than any single test.

In this study, batteries of tests based on

cardiovascular reflexes were applied on 1000
diabetics and 50 age matched controls. The
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diabetics subjects were divided into two main
groups on the basis of presence and absence of a
number of symptoms which have traditionally
been associated with autonomic neuropathy. Fach
group was further subdivided into two groups, on
the bases of nature of therapy. According to our
results, in all the tests a significant difference was
observed between the values of diabetic groups
and controls. The only exception was the blood
pressure response to standing. In diabetics having
no symptoms of autonomic neuropathy, the blood
pressure behaved in the same manner as in the
controls (Mean S.D, 7.32 +4.92 and 7.36 +2.25
respectively). Our results are consistent with other
studies (16-17)

Again a significant difference was observed
between the test values of diabetic groups with
and without symptoms of autonomic neuropathy
with exception of blood pressure response to
sustained hand grip, where the difference between
the values of two diabetic group were not
significant. This can be attributed to the reason,
that mean duration of the disease in the diabetic
group with symptoms of autonomic neuropathy
was 4.05 years longer than in the diabetic group
having no symptoms of autonomic neuropathy.
Since in our study the mean age of different
diabetic group was similar irrespective of the
duration of the disease, it suggests that diabetic
autonomic neuropathy increases in frequency
with the duration of the disease (18) Sustained
hand grip test, does not become abnormal until
widespread peripheral autonomic damage is

present.

The blood pressure response to standing in
diabetics with symptoms of autonomic
neuropathy on insulin and oral therapy are 21.71 +
11.06 and 11.72 + 8.14 respectively. The duration
of the disease is the same in both groups. The
higher values in insulin depended diabetics
proved that insulin may aggravate the postural

hypotension (19)

The cardiac autonomic function test were
abnormal in same diabetics having no symptoms
autonomic neuropathy (Valsalva response 20%
heart rate variation during deep breathing 12%
immediate heart rate response to standing 4%
blood pressure response to sustained hand grip
4%). Our result are in accordance with the study of
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Table-1

Distribution of diabetics

Age and duration of diabetes (

and controls according to

Mean + S.D)

s frocd < Diabetics without Symptoms of
i Diabetics without Symptoms of
Parameters| Unils Control b Autonomic Neuropathy Autonomic Neuropathy
il ; Total On Insulin | O oy,
Group Total On Insulin (I)I?L(r)l:)lvl A : ‘H?cr‘),;yl’\l
Age Years | 45.8210.82 | 44.8217.64 | 47.4617.35 [ 44.7046.89 | 44.44+7.76 | 46.78:8.13 M
:;:l.rl:il::? , Years 780109 | 7694103 | 770108 | 1L1443.37[ 12.243.05 | 113143
No. of
Cases Number 50 50 13 37 e = a
Table-I1
Values of Autonomic Functions Test (Mean + S.D) and
Comparison between Diabetic Group and Controls
Autonomic Function Tests Without Symptoms With Symptoms Control
of Autonomic of Autonomic Group
Neuropathy Neuropathy
i) Heart rate response to valsalva 1.19+0.18 098 +0.14 1.41+0.24
maneuver (Valsalva ratio) p0.001 (I1.S) p0.001 (I1.S)
i) Heart rate (R-R interval)
Variation During Deep 14.54 + 5.35 10.94 +2.99 16.6+81.6
Breathing (Beat/mint) P0.001 (H.S) P0.001 (H.S)
iii) Immediate heart rate response 1.13 +0.08 1.03 + 0.1 1.29+0.18
to standing (30:15 ratio) P0.001 (H.S) P0.001 (H.S)
iv) Blood pressure response to
standing (fall in systolic B.P.) 132 +4.] 17.02 + 10.88 7364225
mmHg N.S P0.001 (H.S)
V) Blood pressure response to
sustained hand Grip, (increase 14.78 + 4.1 13.5+4.29 18.34+2.36
in diabetic B.P) mmHg P0.001 (H.S) P0.001 (H.S)
H.S. = Highly Significant
N.S = Non Significant,
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Table-111
Comparison of Cardiovascular Autonomic Function Test Between
Diabetics With and Without Symptoms of Autonomic Neuropathy
rZ‘;n’Td—i‘O—Gsculnr Autonomic Without Symptoms With'Symptoms of
of Autonomic of Autonomic P. Value
Neuropathy (n = 50) | Neuropathy (n = 50)
T——
i) Heart rate response to valsalva 1.19+0.18 0.98 +0.14 P <0.001
maneuver (Valsalva ratio) (H.S.)
mn rate (R-R interval)
Variation During Deep 14.54 + 5.35 10.94 + 2.99 P 0.001
Breathing (Beat/mint) (H.S.)
iii) Immediate heart rate response 1.13+0.08 1.03 + 0.1 P 0.001
to standing (30:15 ratio) (H.S.)
iv) Blood pressure response to 7.32+4.92 17.02 + 10.88 P 0.001
standing (mm Hg) (H.S.)
V) Blood pressure response to 14.78 + 4.1 13.5+4.29 P 0.001
sustained hand grip (mm Hg) (H.S.)
H.S. = Highly Significant
N.S = Non Significant.
Table-1V

Comparison of Cardiovascular Autonomic Function Test between Diabetics
with and without Symptoms of Autonomic Neuropathy (on Insulin Therapy)

Cardio Vascular Autonomic Without Symptoms With Symptoms
of Autonomic of Autonomic P. Value
Neuropathy (n = 13) | Neuropathy (n =28)
i) Heart rate response to valsalva 1.22+0.15 0.96 +0.14* P <0.001
maneuver (Valsalva ratio) (H.S.)
ii) Heart rate (R-R interval)
Variation During Deep 16.00 +3.61 9.89 +2.62 P 0.001
Breathing (Beat/mint) (H.S.)
iif) Immediate heart rate response 1.16 +0.07 1.01 +0.09 P 0.001
to standing (30:15 ratio) (H.S.)
iv) Blood pressure response to 5.92+2.43 21.17+11.86 P 0.001
standing (mm Hg) (H.S))
V) Blood pressure response to 16.76 + 1.23 13.75+4.34 P 0.05
| sustained hand grip (mm Hg) (H.S.)

HS.

= Highly Significant
N.S St

= Non Significant.
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Table V
ardiovascular Autonomic Frunction Test between Diabeticg

( arison of € o
eyt Autonomic Nenropathy (On Oral Therapy)

With and Without Symptoms of

“Cardio Vascular Autonomic Without Symptoms With Symptoms
of Autonomic of Autonomic . Value
Neuropathy (n - 37) Neuropathy (n - 22)
) Teart rate response to valsalva 1170019 o200 Poog)
mancuver (Valsalva ratio) (Y)
—————————————————————— ——————— e ety |
i) Heart rate (R-R interval) RN )
Variation During Deep [4.02 1 346 12.27 + 2,96 P 0.05
Breathing (Beat/mint) (5)
-y IR WA
iii) Immediate heart rate response .12+ 0.80 1.06 + 0.01 P 0.05
to standing (30:15 ratio) (S)
' e
iv) Blood pressure response to 7.62 1529 11,72+ 8.14 P 0.0l
standing (mm Hg) (S)
v) Blood pressure response to [4.08 +4.52 13.18 1 4.31 N.S
sustained hand grip (mm Hg)

[L.S. Highly Significant
N.S. = Non Significant.

Table-VI
Percentage of the Patient in Both Diabetic Group
With Abnormal Response to Autonomic Function Test

Type of Diabetic No. of Heart rate Heart rate Immediate Blood Blood Pressure
Group Cases response variation heart rate Pressure response to
Studied to Valsava | during deep response response to sustained
Maneuver breathing standing standing hand Grip

(Valsalva Ratio)| (breath/min) | (30:15 ratio) (mm Hg) (mm Hg)

1. Diabetic without
Autonomic
Neuropathy
Symptoms 50 26 12 4 4 4

2. Diabetic with
Autonomic

Neuropathy
Symptoms 50 80 54 52 40 14

3. Total 100 53 33 28 22 1

PAKISTAN JOURNAL OF HEALTH VOL 38 - 1-2
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A STUDY OF TREATMENT OUTCOME OF TB PATIENTS AT UL,
DEVI HOSPITAL LAHORE B

Ayub Ali, Umme Kalsoom, Saima Ayub, Farkanda Kokabh
Institute of Public Health Lahore

SUMMARY

TB is the leading infectious cause of death killing 3 million people everyyear,
It causes 26% of avoidable adult deaths in developing countries, and |
million deaths each year in South Asia'. Most patients with TB are well
enough to be managed as out patient. The principal barrier to the
elimination of TB is noncompliance with therapy by the patients’. This
study investigated the treatment outcome of tuberculosis patients (cured
defaulted/died or resistant) attending Gulab Devi Hospital Lahore who
were diagnosed & started the treatment during the year 1999. Only 11.8v
patients completed their treatment and rest of them defaulted. It was seen
that 100% and 74% patients came for their follow-up in 1st and 2nd visit
respectively, while 38% and 11.8% patients came on 3rd and 4th visit. It was
found that there was an important relationship between provision of free
medicine to the patient and follow-up visits of the patients. It is
recommended that free drugs should be given to the patients through out
their course of treatment and defaulted patients must be traced in order to
prevent the spread of further infection and multi-drug resistance.

P ——

Introduction

WHO declared TB a global emergency in
April 1993. Pakistan is included in the high
burden countries with the rate of 175 cases per
100,000 of population & an estimated 247,
000 of total cases of TB. Although it is also
one of the 148 countries out of 210
implementing DOTS strategy, it is far behind
the revised targets for global TB control
ratified by the World Health Assembly I) to
treat successfully 85% of the detected smear
positive TB cases, and 2) to detect 70% of all
such cases. In spite of available modern health
technology for the prevention of control of TB
the disease possesses a major public health
problem in Pakistan. In developing countries
like Pakistan there is shortage of resources
both monetary and trained manpower and so a
large proportion of patients with TB remain
undiagnosed. Most patients with TB are well
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enough to be managed as out patient. The
principal barrier to the elimination of TB is
noncompliance with therapy by the patients.
In order to improve compliance WHO
recommends DOTS strategy to be adopted by
National TB Control Programs. This study
was an attempt to assess the existing situation
of treatment outcome of the tuberculosis
patients attending Gulab Devi Hospital for
their treatment follow-up whether cured
defaulted/died or developed resistance and to
make recommendation in the light of findings.

Materials & Methods

STUDY UNIVERSE _
All the patients who remained admitted in
Gulab Devi Hospital for two months and were
subsequently discharged from the hospital
from 01-01-1999 to 31-12-1999 were
included for study.

,_._.__—A
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\UBALI UMME KALSOOM SAIMAAYUB. FARKANDA KOKAB
STUDY DESIGN

J{ was a retrospective cohort study, in which
cample was taken by systematic random
sampling technique. First patient was selected
randomly from the first ten patients and then
every tenth patients was subsequently
selected with reference to the first patient in
which every 10th patient who was discharged
from Gulab Devi Hospital during the year
1999 was selected for the study. Total patients
included in study were 549.

Findings

The results of the tablel show that i.e.
304(55.3%) of the patients were male and,
i.e.. 245(44%) of the patient were female out
of 549 patients.

TABLE-1
Frequency distribution of T.B. patients
according to their sex (N=549)

31

lable No.3 shows that 20] patients (36.6%)
belonged to Lahore while 348 patients

0 : -
(63.3%) patients belonged 1o outside Lahore.

) TABLE-3
F requency distribution of TB patients
according to their residential area N=549

Residential

Area Number | Percentage

TB patients

from Lahore 201 36.6%

TB patients
from outside

Lahore 348 63.3%

Sex Number | Percentage
Male 304 55.3
Female 245 44.6

Most (81.7%) of the patients were sputum
negative at the time of admission while only
18.2% of the patients were sputum positive.
(Table 4)

TABLE-4
Frequency distribution of TB patients
according to their sputum results N=549

Table 2 describes the patients according to
their age groups. It can be seen that 58 patients
(10%) of the total patients belonged to 1-15
year of age group. In 15-45 years of age group
357 patients (67%) were present. In the age
group of 45-60 years 91 patients (17%) were
present. Above 60 years of age 24 patients
(4.3%) were present.

TABLE-2
Frequency distribution of TB patients
according to their age group.

Sputum results | Number | Percentage
Positive 100 18.2
Negative 449 81.7

As regards the type of disease, most (93.8%)
of patients were suffering from pulmonary
tuberculosis, while only 6% were suffering
from extra pulmonary tuberculosis. (Table 5)

TABLE-5
Frequency distribution of TB patients
according to the type of Tuberculosis

N=242
Type of T.B Number

of patient | Percentage
Pulmonary 224 93.8
Extra pulmonary 15 6.2

Ageofthe Number of
patientinyears | patients |Percentage
1-15 years 58 10.9%
15-45 years 357 67.3%
45-60 years 91 17%
>60years 24 4.5%
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Findings

The results of the tablel show that i.e.
304(55.3%) of the patients were male and,
i e.. 245(44%) of the patient were female out
of 549 patients.

TABLE-1

Frequency distribution of T.B. patients
according to their sex (N=549)
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Table No.3 shows that 201 patients (36.6%)
belonged to Lahore while 348 patients
(63.3%) patients belonged to outside Lahore.

TABLE-3
Frequency distribution of TB patients
according to their residential area N=549

Residential

Area Percentage

Number

TB patients

from Lahore 201 36.6%

TB patients

from outside
63.3%

Lahore 348

Most (81.7%) of the patients were sputum
negative at the time of admission while only
18.2% of the patients were sputum positive.
(Table 4)

TABLE-4
Frequency distribution of TB patients
according to their sputum results N=549

Sex Number | Percentage
Male 304 55.3
Female 245 44.6

Table 2 describes the patients according to
their age groups. It can be seen that 58 patients
(10%) of the total patients belonged to 1-15
year of age group. In 1 5-45 years of age group
357 patients (67%) were present. In the age
group of 45-60 years 91 patients (17%) were
present. Above 60 years of age 24 patients
(4.3%) were present.

TABLE-2
Frequency distribution of TB patients
according to their age group.

Sputum results Number | Percentage
Positive - 100 18.2
Negative 449 81.7

As regards the type of disease, most (93.8%)
of patients were suffering from pulmonary
tuberculosis, while only 6% were suffering
from extra pulmonary tuberculosis. (Table 5)

TABLE-5
Frequency distribution of TB patients
according to the type of Tuberculosis
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KISTAN JOURNAL OF HEALTH VOL. 38 - 1-2

=

Ageofthe Number of el

patientinyears | patients | Percentage Typeof T.B Number

I-15 years 58 10.9% of patient | Percentage
15-45 years 357 67.3% Pulmonary 227 93.8
45-60years 91 17% Extra pulmonary 15 6.2
[>60 years 24 4.5%
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ow-up of the tuberculosts
)24) patients came on l.sl

74% on the 2nd Visit:
and

\s tegards the toll
patients all the (T4
visit tor tollow-up.
while in 3rd and 4th visit only 38%
11 8% of the patients came for the follow-up.

( lable 0)

TABLE-6
ney distribution of TB patients

Freque
isit in the

according to their follow-up v
orPD N=549

Follow-up visits] Number Percentage
Istvisit 549 100
2nd visit 408 74

3rd visit 213 38

4th visit 65 11.80

As regards the treatment outcome of
tuberculosis patients,65 patients (11 .80%)
completed the treatment with regular follow-
up of 4 visit, 465 patients (84.6%) defaulted
during treatment and they never reported back
to the hospital, while only 19 patient (3.4%)
reported back after defaulting from treatment.

TABLE-7
Treatment outcome of TB patients in
Gulab Devi Hospital, in the Year 1999.

N=549
Category Number | Percentage
No. of Patients 7
completing their
treatment with
regular follow-up 65 11.8
Defaulted 465 84.6
Reported back
after Default 19 3.4

Discussion & Conclusions

It can be seen that from the results that all the

patients (100%) came for the Ist follow-up
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visit after the discharge from the hospig
[here were mainly two reasons for gy Ii|j,!;

attendance.  Firstly as this  visit o

immediately after the discharge, (or |:nl|\‘;,’-"d '
the eve of discharge) all the patients M:“
visiting the OPD for their st follow up '”‘
Second reason may be the free delivery of
medicines to the patients. According 1y 1,
routine of the hospital free medicines ur;
providcd to the p'filicnls up to second visit, |y
means TB patients are provided free
medicines only for 6 months of their toy|
treatment. The number of patients coming for
the second visit was 408 out of 549 or 74,
while only 213 (38%) patients came for theijr
3rd follow up visit. The number reduced op
the 3rd follow up visit when the patients were
not provided free medicines, and thig
reduction was statistically significant (P -
0.05). Similarly only 65 (11.80%) patients
came for their 4th follow up visit. According
to the criteria of the Gulab Devi hospital, only
11.80% of the TB patients completed their
treatment. This figure is far low than the target
set by the WHO of >85% treatment success
rate (the sum of cases that were cured and that
completed the treatment expressed as
percentage of the number registered in the
cohort). It can be seen that treatment
completion rate was alarmingly low for the
TB, which should be a major public health
concern. It is recommended that effective
measures should be taken to increase the
number of patients completing the treatment
of TB so that it may not pose a threat to health
of our nation. One option may be provision of
free medicines to all the patients for the whole
treatment. Another area of concern is lack of
an effective defaulter tracing system.
Defaulter tracing is again important from two
aspects. Firstly completion of treatment is
necessary to reduce the chances of multi-drug
resistance. Secondly a lost sputum positive
case in the community is a major threat to the
health of that community. It has been
estimated that a sputum positive case Will
infect 10 healthy persons per year. So there is
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Aviin ALl LIMAE
[ pecd tor eltecive measures for (he
"”'",“\-: (racing mechantsms as well Inthis
f.nul\ 03.8% ol the patients were sulfenng
from Pulmonary Fuberculosis, which 1 in
jime with the Morse & Brothwell estimates
(hat lungs are nfected by I.ny(-(,|,‘.?(.u,l””n in
§0% ol cases. It 18 now uln'rcuruln;ryly heen
recopnized that m‘m-cmnplmncv is not the
fault of the patient I'n'nl (lup 10 pross
inadequacies in the provision o II(.'Z‘l“l] care,
§o emphasis must shift away from  the
wherele bacilli as the cause of T8 towards
societal and political factors that generate the
poverly, incquity and in justice. These efforts
must be linked with those of government and

donor agencics o maximize availability of

resources for T.B control and also to alleviate
the underlying cause of poverty.
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From EDITOR

UNIFORM REQUIREMENTS FOR MANUSCRIPTS SUB
BIOMEDICAL JOURNALS

In the 18 years since it was first published, the “uniform rec
Manuscripts submitted to Biomedical Journals”
by the International Committee of Medical Journal Editors (ICMJE), h
widely accepted by both authors and editors; over 400 journals
they will consider manuscripts that conform to its requireme
edition of the Uniform Requirements,
Wwhich now serves as coordinator of the ICMJE in North America.

International Committee of Medical Journal Editors,
are Suzanne and Robert Fletcher (Annals of Internal Medicine), I
(Medical Journal of Australia), Stephen Lock (British Medical Journ
Lundberg (Journal of the. American Medical Association). Robin
Magne Nylenna (Tidsskrift for den Norske Laegeforening),
(Index Medicus), Amold S. Relman and Marcia Angel (New
Medicine). Povl Riis (Journal of the Danish Medical Associat

Bulletin),

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

Over 400 journals have agreed to receive
manuscripts prepared in accordance with the
requirements. It is important to emphasize what
these requirements imply and what they do not.

First, the requirements are instructions to authors
on how to prepare manuscripts, not to editors on
publication style. (But many journals have drawn
on these requirements for elements of their
publication styles.)
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the first to be published in the J,

Richard G. Robinson (New Zealand Medical Journal),
(Canadian Medical Association Journal), and Linda Clever
Medicine), Address correspondence to Editor, the New
Medicine, or Editor, British Medical Journal.

{uiremenys for
(the Vancouver style), "(“’“I"Dt‘d
as hegp
have stateg that
nts. This is the fourh

urna],

Members of the committee
<aurel Thomyg
al).(;corgc D.
Fox (Lancet),
Lois Ann Colaianni
England Journa] of
ion, Danish Medica]
Bruce P. Squires,
(Western Journal of
England Journal of

Second, if authors prepare their manuscripts in the
style specified in these requirements, editors of the
participating journals will not return manuscripts
for changes in these details of style. Even so,
manuscripts may be altered by journals to conform
with details of their own publication styles.

Third, authors sending manuscripts to a
participating journal should not try to prepare
them in accordance with the publication style of
that journal but should follow the “Uniform

Requirements for Manuscripts Submitted to
Biomedical Journals.

Nevertheless, authors must also follow the
instructions to authors in the journal as to what
topics are suitable for that journal and the types of
papers that may be submitted (or example,
original articles, reviews, or case reports. In
addition, the journal's instructions are likely to
contain other requirements unique to that joumal,
such as number of copies of manuscripts,
acceptable languages, length of articles and
approved abbreviations.
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FMENTS FOR MANUSCRIPTS

A REQUIRE
RN

- oating journal are expected to state in their
1'.\1“&"'}[: s o authors that their requirements are
nl\l'f"“”':m”cc with the “Uniform Requirements
in 7.1\;‘1 muscripts Submitted to Biomedica|
"O:”-l,"xll' and to cite a'Published version',

JOUREREE

This documents will ln: rcvifzcd at intervals,
inquirics and comments l'rom Central and North
u\ nerica about these requirements should be seng
;Ol. gditor. the New Englands Journal of Medicine,
10 Shattuck St.. Boston: MA 021 |§;.(|l()SC from
other regions s‘hould.l?e sent to Editor, British
Vfedical Journal, British Medical Association,
Tavistock Sq.: London WCIH 9JR, United
Kinegdom. Note that lhe§e two journals provide
ggc;etariat services for the l.nternationa]
Committee of Medical Journal Editors; they do
not handle manuscripts intended for other
journals. Papers intended for other journals should
be sent directly to the offices of those journals.

Summary of Requirements

Type the manuscript double-spaced, including
title page, abstract, text acknowledgments,
references, tables and legends.

Each manuscript component should begin on a
new page, in the following sequence; title page;
abstract and key words; text; acknowledgments;
references; tables (each table complete with title
and footnotes on a separate page); and legends for
illustrations.

[llustrations must be good-quality, unn}ounted
glossy prints, usually 127 x 173 mm (5 ’f7 inches),
butno larger than 203 x 254 mm (5 x 10 inches).

Submit the required number of copies of
manuscript and figures (see journal's instruction)
in a heavy paper envelope. The submitted
manuscript should be accompanied by a covering
letter, as described under Submission of
Manuscripts and permissions to reproduce
previously published material or to use
illustrations that may identify human subject.
Follow the journal’s instructions for transfer of
copyright. Authors should keep copies of
everything submitted.
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publication 4 Paper on work that b
reported in a pub

Paper submitted
where. This pol

: as already been
lished paper or js described in 3

or accepted for publication else

icy does not usually
. ' preclude
consideration of 5 paper that has beep rejected by

?‘(l)ll(;(l)llt;‘ Jo:l;?ial or of a complete report that

_Publication of g preliminary report
usually in the form of an abstract. Nor does i;
prevent consideration of 5 paper that has been
presented at a scientific meeting if not published
in full in a proceedings or similar publication.
Press. reports of the meeting will not usually be
considered as breaches of this rule, but such
reports §hould not be amplified by additional data
or coples of tables and illustrations, When
submitting a paper an author should always make
a full statement to the editor about all submissions
and previous reports that might be regarded as
prior or duplicate publication of the same or very
similar work. Copies of such material should be
included with the submitted paper to help the
editor decide how to deal with the matter.

Multiple publication that is, the publication more
than once of the same study, irrespective of
whether the wording is the same s rarely
Justified. Secondary publication in another
language is one possible justification, provided
the following conditions are met.

1. Theeditors of both journals concerned are full
informed; the editor concerned with
secondary publication should have a
photocopy, reprint, or manuscript of the
primary version.

2. The priority of the primary publication is
respected by a publication interval of at least
two weeks.

3. The paper for secondary publication is u{ritten
for a different group of readers and is not
simply a translated version of. the primary
paper; and abbreviated version will be
sufficient.

4. The secondary version reflects faithful!y the
data and interpretations of the primary

version.
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informs readers
neies that the paper
published, for a Imllulllil|
audience in parallel with a !)lilllilly \'%‘I\Ill/l\l
based on the same data and interpretation.
suitable footnote might read as follows: this
article is based on a study first reported in the
llillcul'jmnnul. with full reference]

version
documenting age
cdited and is being

Multiple publication other than as dclnyul above
(0 editors. 1F authors violate this

is not acceptable . 5 Vi |
appropriate editorial action

rule they may expect
to be taken.

usually to public media, of
scientific information described ina paper that has
been accepted but not yet published is violation of

the policies of many journals. In a few cases and.

only by arrangement with the editor, preliminary

release of data may be acceptable for example, to
warn the public of health hazards.

Preliminary release,

Preparation of Manuscript

Type the manuscript on white bond paper, 216 x
279 mm (8% x 11 inch.) or ISO A4 (212 x 297
mm), with margins of at least 25 mm (1 inch).
Type only on one side of the paper, Use double
spacing throughout including title page, abstract,
text acknowledgment references, tables and
legends for illustrations. Begin each of the
following sections of separate pages: title page,
abstract and key words, text, acknowledgments,
references, individual tables and legends. Number
pages conclusively, beginning with the title page.
Type the page number in the upper or lower right
hand corner of each page.

Title Page

The title page should carry (a) the tile of the
article, which should be concise but informative;
(b) first name, middle initial and last name of each
fmlhor, with highest academic degree(s) and
institutional affiliation; (c) name of
departments(s) and institution(s) to which the
work should be attributed; (d) disclaimers if any;
(e) name and address of author responsible for
correspondence about the manuscript; (f) name
and'address of author to whom requests for
reprints should be addressed or statement that
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Authorship

All persons designated as authors should g

for authorship. The order of authorship should bci
joint decision of the co-authors. Fach ::u[}";,
should have participated sufficiently in the w)
to take public responsibility for the content, )

Authorship credit should be based only g,
substantial contributions 1o (a) conception ang
design, or analysis and interpretation of data; ang
to (b) drafting the article or revising itcritically for
important intellectual content; and (c¢) on fing|
approval of the version to be published.
Conditions (a), (b), and (c) must all be met,
sarticipation solely in the acquisition of funding
or the collection of data does not justify
authorship. General supervision of the research
group is also not sufficient for authorship. Any
part of an article critical to its main conclusions
must be the responsibility ofat least one author.

A paper with corporate (collective) authorship
must specify the key persons responsible for the
article; other contributing to the work should be
recognized separately (see Acknowledgments).

Editors may require authors to justify the
assignment of authorship.

Abstractand Key Words

The second page should carry an abstract (of no
more than 150 words for unstructured abstracts or
250 words for structured abstracts). The abstract
should state the purposes of the study or the
investigations, basic procedures (selection of
study subjects or laboratory animals;
observational and analytical methods) main
findings (give specific data and their statistical
significance, if possible and the principal
conclusions, Emphasize new and important
aspects of the study of observation.
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