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Social responsiveness of medical schools: time to address the social accountability of the

medical institutions in Pakistan
Lubna Baig

The recent trend in medical education is to promote
social accountability and social responsiveness of
health professional’s institutbons to meet the health care
necds of the country. The medical colleges are unique

ining tnsttutes as they not only have o impan
ramng W the medical graduates but also are service
providers for the commumbties. They have a mandate
from the sociely o provide quality service and at the
same tme impart high quality tramng to the future
health care prowviders of the socicty. The medical
schoals in the developing world are now responding o
the needs of the changing time and there is a growing
awareness regarding the social accountability of the
Colleges dealing with the medical and health sciences
traimeng '~ This has become more important with the
increasing globalizaton and the need for international
sccreditation of medscal institutions. Thas editonal wall
address the meed and responsivencss of medical
institutions in Palastan owards the society.

Social accountability; what &s it?

Social responsibility, social responsivencss and social
accountability are som<nmes used synonymously
however for an educated reader here are their subtle
differences. The terms as defined by Charles Boclen™
are:
B Social Responsibility is the awarencss of the
institution regarding  duties  towards the
society.
®  Social Responsiveness is the engagement ina
course of actions responding 10 societal needs.
B  Social Accountability adds a documented
justification for the scope of undcl"uh‘n
actions and a verification that anticipated
outcomes and results have been anained.
The terms as described by a recent comment by Gibbs’
are catchy with more lip-service and less of action.
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The focus has not been caught-own by the developing
world and less by Pakistan. Boelen C in1995 proposed
a grid 10 measure the social accountability of health
care institutions®. The grid evaluates education, research
and service provided by the medical institutions
relative 1o the four universal values which are: quality,
equity, relevance and cost-effectiveness of health care.”
I had done a survey in 2004 to assess the social
accountability of medical institutions of Pakistan using
the Grid developed by Charles Boelen. I found that
there was a general lack of understanding towards
social accountability and the need to be socially
responsive 1o the society. There were however some
positve findings as per my asscssment in the survey
which were that:

e the education was (o some extent responding
to the needs of students.

e the services were of moderately high quality
and offered according to needs of the
institution and to some extent responded to the
needs of the society.

e research was generally of high quality and
relevant to the needs of the country.

Types of accountability

Two kinds of accountabilities have been discussed and
accepted at the international forums viz: The
accountability to the medical graduates and the society
in which these institutions are based."

1. Accountability to the students: When a new student
enters the university after a tedious selection process in
our country either in a private or a public institution
then that student becomes a consumer/customer for
acquisition of medical and related knowledge. Ideally
the student should then be treated like an elite customer
and bestowed upon with all the privileges associated
with high-class service, this will then bring about a
change in the attitude of the student when she/he will
graduate to serve the society. The academic staff has a
moral obligation and it is their duty to develop the
much publicized five star doctors for the country as
described by Charles Boelen of WHO, the five stars
are:’

Care provider

Decision-maker

Communicator

Community leader

Manager
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2. Accountability to the society: The medical Colleges
are also' accountable to the society, which means that
the services provided should be available, accessible,
ethical, humanitarian and affordable. The curriculum
should include the priority health problems of the
country and the focus of the health care providers
should be on the problems of the patient and their
prevention. A socially responsible school also provides
evidence of impact of its performance and conduct to

the society.
The response of the developing world

There is a global consensus that the medical
institutions should increase their capacity to respond to
the needs and challenges of health care for citizens and
society in general, in line with the core values of
quality, equity, relevance and effectiveness.?

The University of Saskatchewan, Canada, developed
the CARE model (Clinical activity, -Advocacy,
Research, Education and training) as a guiding tool for
social accountability. The model is still under review
however it does provide an example of a cultural shift
in the attitude of the students and faculty.'

At the University of British Columbia (UBC), Canada
there is now greater emphasis paid on making the
future physicians more socially responsible. The UBC
is trying to address this concern through changes in the
curricula, training in the communities and research in
social responsibility.

According to Gibbs (2011), “the trend now is towards
standards of social accountability--ensuring that
graduates' competencies are shaped by the health and
social needs of the local, national and even
international communities in which they will serve”. °
But, in today's ‘global village', if medical schools
address the needs of their immediate community, who
should address the needs of the wider global
community?

With medical schools striving to produce fit-for-
purpose graduates who will hopefully address the
health needs of their country, is it now time for the
medical education fraternity to extend their roles of
social accountability to level this unlevel playing field?
We believe so: the time has come for the profession to
embrace a global accountability model and those
responsible for all aspects of healthcare professional
development to recognise their place within the wider
global community.”

According to Charles Boelen the time has come to
address and measure the social accountability of all
medical institutions.* It will be indeed in the benefit of
the society, country and the institutions to foster
coll.aborative research and development to address
social accountability of medical institutions. The

curriculum and will be an area of preat signi E
the future of medical education. T for |
In Pakistan we have not even started to address the
social responsibility of medical institutions. [ dq not 9
intend to negate the efforts of the institutions i,
improving their curricula to meet the needs of the
students and institutions. Most medical institutions
the public and private sector are constantly workin
towards improving education, service and l't:search8
Intuitively major aspects of social accountability are
being addressed without conscious effort. This in itself
is commendable however it is time to make a conscious
effort to address this in the vision, mission and policy
documents of the institution. The curriculum of the
future physicians of Pakistan will require pedagogical
approaches that are innovative, collaborative,
participatory, and responding to the needs of the
country and the world. The leadership as well as each
faculty member can contribute to making its school
more socially accountable by reorienting education,
research and service delivery programmes towards
priority health needs and challenges of society and
ensuring that their efforts have achieved intended
outcomes and impact.

So what should we do next?

® Quality improvement in medical education
and evaluation standards to address social
accountability must be addressed at the
national level by accreditation bodies like,
Pakistan Medical Dental Council and Higher
Education Commission.

e Medical policies governing health care
teaching institutions should address the social
accountability of the institutions.

® A conscious effort should be made to develop
an awareness of the social responsibility

amongst the
o Faculty
o Students '

o Other stake holders
¢ An attempt should be made to develop
partnerships  between  community &
institutions.
e Students should be actively involved in
curriculum development and review.
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ORIGINAL ARTICLE

Role of TC-9

Igbal Hussain Udaipurwala, Muham

9m Thyroid scintigraphy in investigating Thyroid swelling: is it of any help for

surgeons?
mad Shuja Farrukh, Zahid Mahmood Raaha

Abstract . ; . .
d scintigraphy with technetium 99m pertechnetate in patient undergoing thyroid surgery for thyroid swelling

Objective. To assess the role of thyroi
and whether this investigation helps in decision ma
Study Design: A prospective quasi-experimental study.
Place & Duration of Study: This is a mu
Medical College Hospital, Hamdard University

scintigraphy with Tc-99m pertechneta
histopathology. Data collected was ana
scintigraphy for malignancy.

Results: In this study. on thyroid scintigraphy 50.
post-operative histopathology 94 cases
positive predictive value and negative pr

lticentric stady conducted at the depa
Hospital, and PNS Shifa,
Patients & Methods: A total number of 110 patients were included in
te was donc in all the cases wil
lyzed for sensitivity, specificity, accuracy, posit
9% of the cases were multinodular goiter, 48.2% werc cold nodules and 0.9% was hot nodule. On
gs and 16 cases (14.6%) were malignant. Scnsitivity, specificity, accuracy,

over a peri
study undergoing thyroid surgery for any thyroid swelling where thyroig

h FNAC. thyroid sonography, thyroid function tests and post-operative

(85.4%) were benign swellin
edictive value of thyroid scintigraphy were fou
of thyroid swelling because of its low predictive value for

king for surgeons regarding management strategy.

ament of ENT. Head & Neck Surgery, Civil Hospital Karachi, Jinngt,
od of three and half years from August 2006 to February 2010,

ive predictive value and ncgative predictive value of thyroig

nd 1o be 68.7%, 55.3%, 57.2%, 20.7% and 91.2% respectively.

Conclusion: In our view thyroid scintigraphy should not be ordered in every case

malignancy.
Key words: Thyroid scan, Tc-%9m,

Thyroid surgery, Hot & cold nodules

Introduction

Thyroid scintigraphy is often ordered as a routine
baseline investigation in patients who present with any
type of thyroid swelling. Earlier radioactive iodine I'>
and 1" and later technetium 99m pertechnetate was in
use for thyroid scintigraphy. Two to three decades
before this was the only investigation available for
assessing size, functionality and nodularity of the
thyroid gland. A nodule may appear as cold, warm or
hot depending upon the tracer uptake in comparison (o
its surrounding tissues. A hot nodule is almost always
benign and does not require further diagnostic
evaluation. Majority of the cold nodules are also
benign with only 5-8% risk of being malignant'.
Considering that nodules are cold in approximately
70% of the cases, this parameter has an extremely low
predictive value for malignancyz. In addition about
70% to 90% of thyroid disorders encountered in
surgical practice are benign”.

Considering the above facts, ordering thyroid
scintigraphy in every patient undergoing thyroid
surgery is a shear waste of resources and time. So this
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study was conducted to assess the role of thyroid
scintigraphy and whether it helps on decision making
regarding management or type of surgery.

Subjects and Methods

This is a multicentric study conducted at the
department of ENT, Head & Neck Surgery, Civil
Hospital Karachi, Jinnah Medical College Hospital,
Hamdard University Hospital and PNS Shifa, Karachi,
over a period of three and half years from August 2006
to February 2010. Inclusion criterion included all
patients of thyroid gland swelling undergoing any type
of thyroid surgery. Exclusion criteria included patients
undergoing revision thyroid surgery for multinodular
goiter (MNG), completion thyroidectomy for
malignant disease and patients lost for follow up after
thyroid surgery with no final histopathological report.
A total of 123 thyroid surgeries were done during the
above mentioned period, among them 3 patients have
revision thyroidectomy for recurrent MNG, 5 patients
have completion thyroidectomy for malignant disease
andS patients were lost for follow up with no final
histopathological report available. Thus a total of 110
patients were included in this study.

Detailed history and clinical examination was done in
all the cases along with relevant investigations like
thyroid function tests, ultrasound thyroid gland and
pre-operative fine needle aspiration cytology. Thyroid
scintigraphy ~ with  Tc-99m pertechnetate  Was
specifically done in all the cases. Surgery was planned_
after the report of these investigations and thyroid
surgery ranging from isthmectomy to .toml
thyroidectomy was done accordingly- Post-operatively
all the specimens were sent for histopathology. All the
data was recorded on a proforma and later sav and
analyzed on SPSS version 11. '

R sl

S

Scahned b
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Isthmectomy
Total 1 patient
thyroidectomy (0.9%) Lobectomy
22 patients 41 patients
(20.0%) (37.3%)

Sub-total
thyroidectomy
46 patients
(41.8%)

Figure -1 Types of surgeries performed

Results ‘

A total number of 110 patients were included in this
study. Among them 103 patients (93.6%) were female
and 7 (6.3%) were male. Age ranges from minimum of
14 years 10 maximum of 61 years with mean age
incidence of 32.8 years (= 1.28 years). Clinically out of
these 110 patients, 38 (34.5%) have single nodule and
72 (65.4%) have multinodular goiter. On thyroid
function tests, 93 patients (84.5%) were euthyroid, 10
patients (9.1%) were hypothyroid and 7 patients (6.3%)
were hyperthyroid. Fine needle aspiration cytology
(FNAC) was done in all the cases and showed benign
lesion in 93 (84.5%) cases, malignant in 2 (1.8%) cases
and inconclusive or doubtful malignancy inl5 (13.6%)
cases.

Figure 1 shows the extent of thyroid surgery done in
these patients where sub-total thyroidectomy was done
in majority of the cases (41.8%). On thyroid
scintigraphy out of total 11G patients, 56 showed
multinodular goiter (50.9%), cold nodule in 53 cases
(48.2%) and hot nodule in 1 case (0.9%) (table 1).

Final histopathological report after surgery showed that -

94 cases (85.4%) were benign whereas 16 cases
(14.6%) were malignant (table 1). Among the
malignant tumors, 10 cases were papillary carcinoma 4

JBUMDC 2011;1(2):

Table - 1 Correlation of thyroid scan finding with final
histopathological findings

Thyroid Total Final Histopathology
seanfindieg;| cases Benign | Malignant
Multinodular 56 S1 5
Cold nodule 53 42 11
Hot nodule 1 1 0
Total 110 94 16

cases were follicular carcinoma, 1 case of
undifferentiated carcinoma and 1 case of lymphoma
(fig. 2). Table 1 also shows correlation of thyroid
scintigraphy with final histopathological findings,
where out of 56 multinodular goiter 51 were benign
and 5 were malignant, out of 53 cold nodule cases 42

Page 35
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Table-2 True negative (TN), True positive (TP), False
negative (FN) and False positive (FP) valups for
thyroid scintigraphy

Histopathology
Benign | Malignant
Benign 52 5
True False
- (multinodular | negative | negative
g + hot) (TN) (FN)
©
g
= 42 1
&= | Malignant False ‘True
(cold nodule) | positive positive
(FP) (TP)
Follicular
carcinoma
4 patients
(3.7%)

Papillary__————==""\}

carcinoma
10 patients
(9.1%)

Figure - 2 Histopathology findings of specimen after surgery

e ——————————————————————————————————

JBUMDC 2011;1(2):34-38

Undifferentiated
carcinoma
1 patient (0.9%)

were benign and 11 were malignant whereas | case of :
hot nodule was found to be benign. Table 2 shows (y,
true positive cases in this study were 11 (cold nodule
on scintigraphy and malignant on H/P), true negative
cases were 52 (multinodular + hot nodule o
scintigraphy and benign on H/P), false positive cageg
were 42 cases (cold'nodule op scintigraphy and benign
on H/P) and false negative cases were 5
cases(multinodular on scintigraphy and malignant op,
H/P). Sensitivity of thyroid scintigraphy in our study
was found to be 68.7%, specificity was 553,
accuracy was 57.2%, positive predictive value wag
20.7% and negative predictive value was 91.2% (table
3).

T A AT A

Lymphoma
1 patient (0.9%)

Benign
94 patients
(85.4%)
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Table- 3 Sensitivity, specificity, accuracy, positive
pi edictive value and negative predictive value of
thyroid scintigraphy

e ———————— g
| Formula Result
' Sensitivity | TP/TP+EN 1/11+5 | 68.7%
[r*
' Specificity | TN/IN#FP | 52/52442 | 55.3%
" e, | 11652711

IP+TN/TP+ -
. Accuracy TN+FP+EN +32-;42+ 37.2%
| Positive
. predictive TP/TP+FP | 11/11+42 | 207%
| value
| Negative
; predictive TN/TN+FEN | 52/52+5 | 912%
| value

Discussion

Radionuclide imaging has been the mainstay in the
evaluation of thyroid nodule since 1939  when
Hamilton and Soley demonstrated that malignant
thyroid tissue concentrates less radioactive iodine than
normal thyroid tissue’. Surveys by the American
Thyroid  Association and  European  Thyroid
Association showed that 23% and 66% of practitioners
respectively still routinely employ thyroid scan in the
evaluation of a solitary nodule*®. The most commonly
used radioisotopes are technetium (Tc-99m) and 1.
As both these isotopes gives similar information,
choice of radioisotopes is dependent of preference of
the clinician and radiologist’. Tc-99m quickly washes
out of the thyroid gland before being organified inside
the gland. allows a shorter scanning time (20 - 30
minutes) and can be performed immediately after
administration of radioisotope. I'Z imaging needs to be
ormed 24 hours after administration and the
scanning time can run 4 to 6 hours in length. Imaging
resolution is also much better with Tc-99m than
radioactive iodine. Nodules that are smaller than 1 cm
cannot be detected reliably by either scan, as they are
below the discriminating power of scintigraphic
devices.
A useful investigations is one in which the results will
alter the management or add confidence to clinical
diagnosis’. Thyroid scintigraphy has lost its importance
in the recent years as fine needle aspiration cytology
and thyroid ultrasound are providing more reliable
informatian. Thyroid scintigraphy is mostly done to

JBUMDC 2011;1(2):34-38

axkexx size of the thyeoid elatd, ot barely W ithin the

thyroud gj.md oi fncisonality ©f the thytord b
About two to thiee decades age thytoid sorkbghg
was the only inethod for studyting thviond e, et e
Uph‘;xk\f “’U.n\‘h\vna“l,‘_\'} and PrRRINe of modules Now
with thyroid ultasound, acxossment of thyrord gf el
size and podulattty can b traade tore a\‘a‘&lhlt‘:h‘ fe
addition ulummuud has the advansage of betirg powabehy
available, safo, pOR-ANVANIVE, pelatively teApeImIe
and very efficactous for evaluation of the thyroid ghand
architecture’ . Functionality o1 prarkes upkake was waedd
o assess ity malignant potential e hot nodduke 18
almost always bomgn and cold nodule
Again fine needle aspiration Cytology
valuable in assossing malignant

Iy

conld  be
bx

malignant.
considered to be more
potential.

In our study all the paratueters
ie. sensitivity was 68.7%. speciicity was
accuracy was 57.2%, positve predictive value was
20.7% while the negative pradictive value was high re
01.2%. Thus it is concluded that thyroid seintigraphy s
pot a good investigation for predicting thyrord
malignaucy. ln contrast most studios shows that ENAC
plays a significant tole n pre-operative
thyroid swellings with high sensitivity, specificity and
acmz.x‘ac)"o"'m\ Similarly other studics conducted for
thyroid scintigraphy also shows that it 1s not of much
help for surgeons in every case' ™A study conducted
by Lumachi et al also shows similar results for thyrord
scintigraphy, where sensitivity was 03 8% specifianty
was 21.1%, accuracy was 33.7%. positive pradictiive
value was 22.6% and negative pradictive value was
95.5%"%. In another study by Kountakis et al shows
sensilivity as 91%. specificity as 19% and accuracy as
38%'®. Extent of thyroid surgery performed in ow
series was also not dependent upon the findings of
thyroid scintigraphy.

The role of thyroid scintigraphy is now limited to only
few thyroid diseases like in ectopic thyroid gland.
retrosternal goiter, nodule with low TSH value and
metastasis  cases. Despite new  molecular  gencties
insights into congenital hypothyroidism, the thyroid
scan remains the most accurate tests for the detection
of ectopic thyroid tissue' .

howed very fow valuos
53.3%.

diagnosis Of

Conclusion

In our view thyroid scintigraphy should not be ordered
in every case of thyroid swelling undergoing surgery,
This should be used only in selective cases like for
ectopic thyroid, retrosternal goiter and thyroid nodule
with low TSH level.
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Family planning awareness and practices among women attending tertiary care hospital at
Faisalabad, Pakistan

Saba Tariq, Sundus Tarig

Abstract:

Objective: To inve_sugm the family planning awareness and practices among women attending tertiary care hospital at Faisalubad, Pakistan
Methods: A hospital based cross sectional study was conducted at Mn?ﬂnn Teaching Hﬁsphnl yl'nimlulmg,l'nklmn, Five t;umij women of
reproductive age (19-40 years) were Included in this survey, 1o check their knowledge and practices regarding contraceptives use.

Results: The results of the study showed that 92% of the women had contraceptive knowledge but practicing women were 39.4% only. Almes! o1%
women were belonged to rural area and 33% o urban area. Regarding use of contraception, 39.4% were uaing one of the contraceplive method, 33%
were intending o use and 28% did not want 1o use any method. The most common method used for contraception was condom (male partner) 3%
followed by contraceptive pills (23%) and female sterlization (19%). About 87% of the women had no constraints in using contraceptive metfiod
Only 5.8% did not want to use because of religious constraints, The most common fear regarding use of contraceptive method was weight gain (13%)
Conclusion: There was wide gap in knowledge and practice of contraceptive use. The three common methods of contraception were condom
contraceplive pills, and female sterilization respectively. Because of low literacy rate females had some fear, myths or misconceptions which need 1o

be clarified.
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Introduction

Pakistan is the 6 most populous country of world',
According to the Population Reference Bureau 2005,
the estimated population of Pakistan is 162.4 million
and is expected to be 295 million in the year 2050. The
fertility rate of 4.8 is showing failure to achieve our
family planning strategies. Our annual growth rate is
1.9% which is much higher among other developing
countries. In our country the proportion of females
using contraceptives seem less as compared to other
countries, which is evident by our high growth rate,
and there are many barriers for the use of
contraceptives.

The Government of Pakistan started an extensive
family planning program in 1962 and the family
planning promotion is the priority for the government
of Pakistan in order to keep pace between
socioeconomic growth and population expansion’. In
every five year plan different governments have given
importance to family planning and millions of rupees
have been spent but couldn’t achieve the targets (0
control population growth. A study suggested six major
obstacles to contraceptive use: the strength of
motivation to avoid pregnancy, awareness and
knowledge of contraception, the social and cultural
acceptability of contraception, perceptions of the
husband's preferences and attitudes, health concerns,
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and perceived access to services'. There are also
misconceptions about use of contraceptive methods.
We have to accelerate our efforts to improve family
planning services and in this regard key 1o success is 10
expand information and service utilization and to work
more on the reasons identified for underutilization of
family planning services’. For improving the quality
and better provision of family planning services there
is need of more research from all over the Pakistan to
find out the reasons behind the poor utilization of
family planning services by common people and why
the government efforts are not successful to control
fertility rate.

There is immediate and serious need for analyzing the
current trends in fertility behavior and identification of
factors affecting fertility preferences in order to
formulate strategies for increasing contraceptive
prevalence and decreasing the birth rate’, This study
was designed to investigate the family planmng
awareness and practices among women residing in
Faisalabad district, so that future planning can be done
to improve and promote the family planning services in
this area specifically and in our country generally.

Subjects and methods

This hospital based cross sectional study carried out in
the year 2007 at the Gynaecology Department of
Madina Teaching Hospital affiliated with the Faculty
of Health Sciences University of Faisalabad. A non-
probability, convenience sample of 500 marricd
women of reproductive age (19-40 yrs) was collected.
attending the OPD cither as patients or their attendants
Interviews were conducted, after obtaining an informed
consent. A structured questionnaire was used o obtain
information on sociodemographic features. parity,
education, reproductive profile, contraceptive practices.

CECIIIINNNNNNR——————————
JBUMDC 2011;1(2):39-43 Page 39

Scanned by CamScanner



IBUMDC | 2011

contraceptive knowledge, and source of contraceptive
knowledge, fears and constraints regarding its use.
Reasons for non utilization of contraceptive services
were also asked from the respondents. The data was
catered and analyzed on SPSS version 13,

Results

The subjects included in this study belonged to
different reproductive age groups ranging from 19-40
years. The age distribution, parity, education of women
and age groups and education of husbands are given in
the table 1.

Table-1Demographic  features of married couples
auending the OPD of the Madina Teaching Hospital

——

The most of the women (39.6%) had 4 1 § children
and 31.2% had 2 to 3 children. The highest number of
children to women was 13 and the lowest was |

The literacy rate among female was 60% and imong
male was 67%, the majority of people were having
only primary and secondary education.

In this study 93.8% were the housewives. The
women having knowledge about contraception were
92% and 8% of the women were having no knowledye
regarding contraception. Table 2 is showing that 67

of study group belonged to rural area while 33% were
from urban area.

Table-2 Showing distribution of knowledge and
practice variables about family planning

Variables Frequency
n =500
Age of married women In
ears

19-24 59 (11.8 %)
25-29 202 (40.4 %)
30-34 124 (24.8%)
35-40 | 115 (23%)
Parity of the women
Primipara 67 (13.4%)
P2 -P3 156 (31.2%)
P4 - P5 198 (39.6%)
>P5 79 (15.8%)
Education

198 (39.6%)
Illiterate
Primary 123 (24.6%)
Secondary 119 (23.8%)

| Higher 60 (12%)
Occupation
Housewives 469 (93.8%)
Working women 31 (6.2%)
Husband Features
Age (in years)

_1_9&_ 24 : 57 (11.4%)
25-29 163 (32.6%)
30-34 131 (26.2%)
35-39 79 (15.8%)
> 40 70 (14%)
Education

130 (26%)
Illiterate
Primary 161 (32.2%)
Secondary 123 (24.6%)
Higher 86 (17.2%)

Variables Frequency
n=500
Rural 287 (57.4%)
Urban 213(42.6%)
Ever used contraceptives 197 (39.4%,)
Never used 303 (60.6%)
Contraceptive user practices
Pills 49 (24.9%)
Condom 68 (34.5%)
Injectable 11(5.6%)
Intrauterine devices 24 (12.2%)
Female sterilization 37 (18.8%)
Male sterilization 04 (2%)
Others 04 (2%)
Constraints regarding
contraceptive use
Family 6 (1.2%)
Social 14 (2.8%)
Religious 29 (5.8%)
Husband 17 (3.4%)
None 434 (86.8%)
Fear regarding
contraceptive use
Complications of operation 36 (7.2%)
Infections 23(4.6%)
Weight gain 66 (13.2%)
Bleeding 19 (3.8%)
Pain 23 (4.6%)
Perforation of Uterus 09 (1.8%)
Menstrual irregularity 29 (5.8%)
Cancer 13 (2.6%)
Failure of method 05 (1%)
Other problems 29 (5.8%)
No fear 248 (49.6%)
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“ne women who had no intention to have more
hildren and using contraceptive methods were 39%
+d 01% (305) never used any contraceptive.
vhe  three  commonly  employed methods  of
ntraception were use of condom by male partner
o%). oral contraceptive pills 23%, and female
cerilization 19%. It was also interesting to know that
cw women had used more than one contraceptive
nethod.
yaly 13.2 % of women had some constraints regarding
contraceptive use while the remaining 86.8 % had no
constraints.,
This study observed that females had some fear
regarding contraceptive use. Three common fears were
weight gain (13.2%), complications of operation
(7.2%), and infections (4.6%).
Table 3 is showing that the difference between
knowledge, attitude and practice., The 33.4% of the
females intended to have four children while 7.2%
intended to have 2, and 13.6% had 5 children while
22,12% showed no intentions. They were satisfied with
whatever the number of children God has given them.

Table- 3 Showing difference between knowledge and
practice

Actual Children intended to have
number
of 1/2] 3 4 5 6 | 7 | NI*
children
No. of Women
Women | -| 4 | 23| I8 - - - 13
with
1 child
2 - 14|21} 21 14 | - - 19
3 -1 - 129 26 - - = 11
4 -(12] - | 76 | 11 - - 9
5 -1 6| - 171 33 |19 - 13
6 -1 = - : . 25 | - 11
7 -l -1 -1 9 - -1 6] 6
8 -] -l =[|10]=1-{9
9 S| - . - - - - 10
3 |-|-]-1-1-1-1-135

* NI : Women with no intention. They were satisfied
with whatever the number of children God have given

them.

Out of these 303 subjects the 54% females intended to
use contraceptive and 46% did not want to use any
contraceptive method.

The women who intended to use the contraception had
more inclination towards female sterilization (16%)
followed by oral contraceptive pills 12% (not shown in
the table). They considered female sterilization safer
and felt that it had least side effects with exception of

few that had fear of surgery.

Discusslon

Contraceplive use is not very common in our country.

Pakistan is among the most populous countrics of the

world with a low cconomic growth (GO 2.39%),

Present study found that contraceptive prevalence rate

(CPR) is 39.4% which is higher than the results

mentioned by Population Association of Pakistan’

(2002) in their statistical profilc ic 28%. If we compare

it with CPR of neighbouring countrics as 48 % in India,

58% in Bangladesh and 70 % in Srilanka’, its not very

encouraging. Few other studics in Pakistan found that

the contraceptive usc is 29 % in district Tando-

Allahyar, and Jamshoro®, 28% in district Khairpur” and

28% in Lahore'’,

In this survey, it was also noticed that female were shy

to talk about their sexual life, due to this reason they do

not seck any help or guidance for any contraceplive

method. Therefore, it is the need to provide proper

knowledge to women in a very friendly atmosphere via

counseling for using a method of contraception. There

were women who were not using contraceplive

methods because of myths they heard and fear that they

developed regarding contraceptive methods.

In this study many women (34.8%) had 4 to 5 children

and 25% had 2 to 3 children, It is interesting that most

of the women intended to have 4 or 5 children no

matter how difficult it is for them to bring up those

children. The most of the women didn’t plan and even

not have intention to plan how many children they

want. The highest number of children to women has 13

and the lowest was one. Some of the women intended

to have 2 or 3 children but due to lack of knowledge
about contraceptive use, constraints, and myths they
have high fertility rate.

Our study showed that the predominate method of
contraceptive was use of condom. A study conducted

in district khairpur showed that the oral pills was the
predominate method’. Another study at Sukker (Sindh)
found that the predominate method of contraceptive
was use of injectionsc’. Saleem and Bobak'' (2005) in
the secondary analysis of national reproductive health
and family planning survey 2000 found that women's
education was the key factor in raising family planning
practices.

Present study found that the three common
contraceptive methods were condoms, pills and female
sterilization. Haider'? et al., (2009) also found the
similar results in their study in Hyderabad district. It is
also consistent with the findings of Pakistan fertility
and family planning survey 1996-1997". Pakistani
women often rely on female sterilization afler
completion of desired family size'* as observed in
present study. It shows that in different parts of our
country different methods of contraception are
predominates according to the availability, feasibility,

~ education of the couple and approval of the husband
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etc, The results of a study in USA suggested that men’s
and women's method preferences are both significantly
related 1o the couples’ method choice'®,

Rise of condom use signify positive male attitude
towards family planning, who were always dominant in
decision making pertaining 1o women's fertility and
birth spacing in Pakistan'. It shows that how important
1 the vole of male partner in family planning. So the
proper participation of a male partner is also required
i family planning. Tn another study it was suggested
that the provision of family planning advice and
supplies at the doorstep of women increases
contraceptive use'®, We are fully agreed with' this
suggestion because females in our country are very
much shy 10 take advices regarding family planning so
if the female lady health workers provide the advices
and contraceptives like condom at their doorsteps it
would bring amazing results,

Douthwaite and Ward'” (2005) in national evaluation
of lady health workers programme found that lady
health ~workers succeeded in raising contraceptive
uptake in rural Pakistan. Another national survey
revealed that married women living within Skm of two
community-based workers were significantly more
likely 10 use modern reversible methods than those
with no access'®. Numerous studies have demonstrated
a strong association between quality of care and uptake
of contraceptive methods'*?, This study found that
50.4% of the subjects had some fear regarding the use
of contraceptives which reflects their poor knowledge
regarding, use, efficacy and safety of contraceptives.
Similar weaknessess were highlighted in a study from
Karachi®', .
It is need of the time to plan a family according to the
resources otherwise it would be a burden not only for
the family but also for the society and country.

Conclusion

This study found that the awareness regarding
contraception in this region of study is good but
practice of contraceptives as compared to awareness is
low, so there is wide gap between knowledge and
practicg. There are many factors implicated regarding
its low practice in this region like illiteracy, fear
regarding use of contraceptives, social and religious
constraints. It is suggested that by improving literacy
level, by clarifying their misconceptions, by educating
husband and families regarding contraception and
giving them clear information may further improve use
of contraception in our country,

Recommendations
There should be more effective lady health workers

program to provide knowledge of family planning to
the people that can bring this knowledge into practice.
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It odase tion

Dengue infection has becrmne a mapn interational
health problem as e global prevalence has incteased
substantially in recent decades ' ' Acndiny 1 Wenld
Health (nganization, srene than 2.5 ballion people are
at nisk of developing dengue infection.” There 18 werld
widds eccurrence of abont 50 < WO miallion cases of
dengue  infection,  SOOM0 cases  of  Dengue
Hemonthagie Vever (DHF) and abenat 120S) deathn
every year die to dengue infection, The case fatality
tate of Dengue Hermorthiagic Fevet (DHE) and Dengie
Shock Symdrome (DG5) 18 around 5%, In Pakisan,
Dengue infection was fuet documented in 1922 (1om
Punjab provinee i 12 panerts ot of sample of
178 Fist major epidemic in Southeast Asiz was
reported from Seilanka in 1979 The first major
outbreak of dengue fever was reponed in Karachi in
1994~ 95 'According 1o Provincial Dengue Fever
Surveillance Cell, Minmistry of Health, Government
of Sindh, ttal of 4251 cases of dengue fever were
diagnosed  among  admitted  patients in different
hospitals of Karachi during 2005 ~ 2000.* Dengue fever
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18 a0 acise inlestions Ginease caused Y arovinus in the
fleviviens gonus. Fow vizl seeonypes exigs (DEN - {4,
EN - 2, DEN - 3 zad DEX - 4). lafection with one

writype confers long immunty 2yt tha particular

sexitype oxdy onith very litde cross immuaity. In facg
tefectiomn ot arfaer wxOlype fae ferl time round
may well lead 1o DHF znd D8S>™ The vinus s
tranmrnitied v vroeptible homans by bites of Aedes
seyyp wnd Aedes albopiciss mosquito species found
werld wide""" Bus g of the dengue infection cases
ot in teopical znd swirsopicad regions, paniculardy in
uhan and somi wiben aress. Temperatwe, humidiy
and szindall zre cricial with respect w reproduction of
vectn, its survival znd infectiosnness

The incubration period of dengue fever is 3 - 14 days

The manifestation of illness ranges from sudden onser

oA fever, headache, comjunciival injection, flushed
facies, retsobulbar beadache, backache, muscle and
bore  pain, malaise, lymphadenoputhy, nausea,
vorniting and wore throat. There is boss of 2ppetite with
bad taste, Fever may last for 2 ~ 7 days. A wansien
skin rash mazy be present There may be skin
hementhages, nasal bleeding, heavy menstrual period
or GIT bleeding. A patient is suspected 1o have dengue
fever if there is thrombocytopenia, hemoconcentration
and elevated ALT and AST. "% For conformation of
dengue fever cases, IgM antibody test is performed
after 7 days of onsvet of symptoms.” A small percentage
of patients with secondary infection may show no
detectable IgM antibody™ 2 Dengue fever has mo
specific treatment and is  usually self limiting.

St i

Symptomatic treatment should be provided with

avoidance of aspirin, NSAID and antibiotics. Patients
should remain under the cover of nets through out
period of infectivity. They should be well hydrated.
Intravenous fluids should be given who have severe
vomiting or can not maintain oral intake, Platelet
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infusions  are required when platelets fall below
20,000/cmm.

Subjects and Methods

This descriptive case series study was conducted at
National Institute of Child Health (NICH), Karachi
from September 2006 till November 2006. Children
reported Wwith acute febrile illness of 2 — 7 days
duration with 2 or more of clinical features according

to WHO criteria as shown in table 1 were included in
the study. Children of known hematological disorder,
malignancy, acutely managed for fever and shock were
excluded. Total of 152 patients suspected of dengue
fever were tested for CBC, PT/aPTT, Blood CIS,
Serum proteins, Chest X — Ray, Dengue IgM antibody
(tested after at least one week of clinical presentation).
The demographic, epidemiological data clinical
features, management and outcome were recorded.

Table- 1 WHO criteria for diagnosis of Dengue fever, Dengue hemorrhagic fever, Dengue shock syndrome, probable

Dengue Fever (DF)

Acute febrile illness with at least 2 following manifestations.

1- Headache 2- Retro-orbital pain
3-- Myalgia 4- Arthralgia
5- Rash 6- Hemorrhagic manifestation

7- Leucopenia and supportive serology or occurrence at the same location and time as other confirmed cases.

Confirmed DF: isolation of dengue virus, 4- fold or greater change in antibody titres, demonstration of the dengue

virus antigen or genomic sequence

Dengue Hemorrhagic Fever (DHF):

All of the following should be present.
1- Confirmed dengue fever through laboratory
2- Fever for 2 — 7 days

3- Bleeding evidenced by at least one of the following

a) Positive tourniquet test ( TT)
b) Petechiea, ecchynosis or purpura

c) Bleeding from mucosa, GIT, injection sites or other

d) Haemetemesis or melena
.-¢) Thrombocytopenia

4- Evidence of plasma leakage due to increased vascular permeability manifested by at least one of the following.
a) Rise in hematocrit > 20% above average for age, sex, population
b) Drop in hematocrit following volume replacement treatment = 20%
¢) Signs of plasma leakage e.g pleural Effusion, ascites, hypoproteinemia

Dengug Shock Syndrome (DSS)
1- Four criteria of DHF plus
2- Signs of circulatory failure manifested as
a) Rapid and weak pulse
b) Narrow pulse pressure

c) Hypotension for age ( Systolic pressure < 80mmHg for < 5 years, < 90mmHg for > 5 years

d) Cold clammy skin
e) Restlessness

Results

During the study period from September 2006 to
November 2006, total of 152 suspected patients of
dengue infection were admitted in NICH Karachi.

After investigations 111 (73%) of these patients were

diagnosed as dengue positive cases on the basis of IgM
antibody performed after at least one week of
appearance of clinical manifestations. Among dengue
positive cases (n=111) males were 53(47.74%) while
females were 58(52.25%). Age distribution of these
111 patients is shown in Fig 1.

%
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Figure - 1 Age distribution of dengue positive cases
(n=111)

Table 2 shows different residential areas from where
these children were reported and common sign and
symptoms of these patients is shown in Fig 2.

Among 111 admitted patients of dengue confirmed
cases 65 patients (58.55%) were diagnosed as Dengue

Table-2 Area-wise distribution of dengue patients

Area of residence No. of
i patients

| Malir 42

2 Orangi Town 18

3 Korangi 15

4 Landhi 14

5 Gulistan e Johar 7

6 Nazimabad 4

7 Defence 2

8 Thatta 3

9 Moro 2

10 | Umerkot 1

11 Tando Adam 1

12 | Baluchistan 2
Total 111

Fever Rash BleedingVomiting Fits

Figure- 2 Common sign and symptoms of dengue cases
(n=111)

JBUMDC 2011;1(2):44-48
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fever while 40 patients (36.03%) as Dengue
Hemorrhagic Fever and 6 (5.40%) as Dengue Shock
Syndrome on the basis of WHO criteria as shown in
table L.

Treatment provided to patients was symptomatic ang-
supportive. It included paracetamol, ointments and 17y
fluids. Platelet concentrates in case of hemorrhage ang
fresh frozen plasma if PT/aPTT was disturbed. Patieny
with hemoglobin less than 7gm/dl received red ce|
concentrate in whole blood transfusion. Three patients
(2.7%) died due to prolonged shock. Rests of patients
were discharged after clinical improvement. Average
duration of stay in hospital was 6 days.

Discussion

Though dengue fever has been recognized as one of the
causes of fever for a long period of time in Karachi, but
its first major outbreak occurred in 1994-95. In a study
conducted in Karachi from 2005-2009 it was revealed
that most of dengue fever cases occurred in the months
of September through November.> Karachi receives
most of its rain in July and August. The stagnant water
helps in breeding of vector responsible for most of
cases to occur after monsoon rains in Karachi.

During this study period from September to November
2006, total of 152 suspected patients of dengue fever
were admitted in NICH, Karachi. Majority of children
were brought from Malir, Orangi Town, Korangi and
Landhi areas which are periurban slums. These areas
have inadequate facilities for solid and waste
management. Similar findings were reported in a study
conducted in the same year in Civil Hospital
Karachi(CHK) and Liaquat National Hospital (LNH),
Karachi showing that vast majority of dengue patients
belonged to periurban areas of Karachi.2Another study
conducted in Aga Khan University Hospital (AKUH),
Karachi in 2006 reported a different pattern where
urban and central parts of Karachi showed higher
frequency of cases.” This could be because AKUH isa
private and comparatively expensive hospital where
less patients reports from slum areas.

This study observed slight female preponderance
among understudy patients. Most of the studies
conducted on children reported slight male
preponderance of dengue fever.*?® Other studies
conducted on adult population mostly observed clear
higher fre?bucncy of male involvement in dengue
fever,\ 5% 5 higher male ratio among adult
population could be because adult males works and
spend considerable time outside their homes and thus
are more vulnerable to mosquito bites. Among
children, this habit is less appreciable. Same reason
could be the contributing factor in less cases among
children under five years of age as they usually have a

minimum exposure to outside. Similar findings were
reported by other studies.?” 2
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The most common symptom in the study group was
fever, present in all understudy 152 patients. There are
pimodal peaks of fever usually encountered among
childrcn;‘ Previous studies also reflect fever as the main
finding in all dengue epidcmics.u Rash was another
significant clinical presentation present in 71% positive
cases of dengue fever. A study conducted in Jinnah
Post Graduate Medical Centre in 2007 — 2008 reported
rash in more than 81% cases.”’ Ahmed et al' (2008) in
their study conducted in Combined Military Hospital,
Malir Cant reported 65% cases of dengue fever
presented with rash, Singh et al® (2005) in their study
found 20% patients of dengue infection with rash.
Vomiting is an another common symptom in dengue
fever. Vomiting was present in 52.25% understudy
cases. Ahmed, et al' (2008) reported 47%, Ahmed, et
al®® (2008) 68%, Abbasi, et al® (2009) 78.57%
whereas Singh et al*® (2005) reported 50.8% cases of
dengue with vomiting. Our study showed a higher
occurrence of DHF which was 36.03% compared with
study conducted in AKUH which showed 29.49%
cases of DHF but it is much lower than combined study
of CHK and LNH which was 62% cases. The overall
mortality in our sample of proven dengue fever was
2.7%. Studies conducted in epidemic of 2006 in Civil
Hospital Karachi reported 3% and study at AKUH
Karachi conducted in same year showed 2% mortality

due to dengue infection. nH
Conclusion

The frequency of dengue fever confirmed by specific
IgM antibody among suspected dengue cases was 73%.
Majority of cases reported from periurban slums after
monsoon rains. A significant proportion (41.43%) of
dengue cases belonged to DHF and DSS.
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Molecular basis of human essential hypertension
Sadiqa Syed, Masood A Qureshi

Abstract

[usentinl hypertension (HTN) affects over one billion people warldwide. It is a complex, multifactorial, quantitative trait under polygente control
Jesulting from inheritance of a u‘umhcr of susceptibility genes and involves multiple environinental dclcrmi‘nunts in different combinations in different
individuals. The completion of the drall sequence of human genome and recent advances in the genetics have resulted i identificanon and
Characterization of various penetic mechanisms that associate increased blood pressure and candiovascular tisk factors. The possible maokeculan
mechanisms involved in homeostasis, ranging from locally acting vasoactive peptides 10 components of rennin angiotensin aldosterone syxtem to
cpuhelial - sodivm \'Immrcls and sodium chloride transporters have been discussed. Several vasoregulatory systems  including sympathetic
visoregulation and cylukmcs‘ release have been studied extensively. Despite all these efforts of identification of numerous candidate genes w hifterent
cthnie populations using different approaches and technologies, the results are still inconsistent and the genetic and motecular basts of HTN remawns
nnelear.

lo view of tapid availability of useful data on various aspects of Physiology and genetics of HTN, it is pertinent (o review such information foeusing
on association of well known candidate genes with various facets of HTN and their physialogical regulatory processes. Thus HTN related nisk factons.

known 10 have interactions with genes are highlighted in this article.
Key words: gonome, locus, hypertension, candidate genes

Introduction

Hypertension (FITN) is defined as a systolic blood
pressure (BP) of 140 mmHy or higher or a diastolic BP
of 90 mmHg or higher at the age of 20 years, and
160/95 mmHg at the age of 50 years': however the
Joint  National Committee of World  Health
Organization on prevention, detection, evaluation and
treatment of high BP have defined two stages of HTN
inits 7" report. Stage | comprises systolic BP between
140-159 mmHg and diastolic BP between 90-99
mmHg; whereas stage-11 with systolic BP >160 mmHg
and diastolic>100 mmHg . In majority of cases, a
specific underlying cause of HTN is not found and they
are said to have essential HTN. Essential HTN is one
of the major public health problems in many countries
due to its high prevalence and its association with
coronary heart disease (CHD), stroke, renal disease,
peripheral vascular disease and other disorders. *
HTN affects 28% of adult population in North
America, 40% in Western countries, 25% in far East
region, 15% in SAARC countries and 26% in EMRO
region *; the prevalence and severity varies markedly
with age and some estimates suggest that as many as
90% of adults will sufter from systolic HTN by the age
of 80%. In Pakistan there are 12.5 million diagnosed
cases of HTN and 12,000 die every year because of
complications of this disease.
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Risk factors

HTN is a multi-factorial disorder, which results trom
the inheritance of a number of susceptibility genes and
involves multiple environmental determinants. Existing
evidences suggest that the genetic contribution to BP
variation is about 30-50% °. Although a number of
candidate genes have heen studied in different ethmc
populations, results from genetic analyses are sull
inconsistent and specific causes of HTN remains
unclear. The genetic basis of HTN is complex, and the
examination of functional consequences of genehe
variations in particular is still challenging.

Molecular and genetic medicine has challenged the
supremacy of the physiological approach that has
dramatically contributed to the unprecedented progress
that clinical medicine has seen during the second half
of the 19™ and throughout the 20™ century. Elaborated

‘knowledge of physiology of sympathetic nervous

system, Kidney. renin angiotensin system (RAAS) ete,

led to a progressive understanding of the mechanism of

HTN and to the development of an array of effective

BP lowering drugs making HTN a controllable

disease.®

Many familial studies have demonstrated that about

30% of BP variance is considered to be genctically

determined. Data from animal muodels and human

population studies suggest that inherited genetic facton

influence SO% of variation in BP level and that

different genes affect at different ages. A few twin

studies and segregation analyses have documented 30-

50% variation of BP as heritable, suggesting multiple
genes are involved in susceptibility to HTN. waith
modulation of their effects by gone-gene and gene

environmental interactions emphasizing the role of
environmental factors in in'm‘atin‘g or perpetuating the
progress of HTN in humans. © The eavironmental
factors seem to act only n genetically susceptible

JBUMDC 2011;1(2):49-52
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persons. Genomic analyses for HTN even in relation to
lifestyle have also been reported.'

Essential HTN is of unknown etiology but it is a
complex interplay of genetic, environmental and other
factors such as lifestyle variables, obesity, dietary salt

intake, smoking, alcohol consumption and physical
inactivity.'" 12

Molecular and genetic aspects of human HTN
Mendallan HTN (single gene)

A number of methods have been successfully used to
identify mutations that cause Mendalian traits
including some rare, inherited forms of HTN for which
single genes are known to be involved e.g. Liddle’s
syndrome. Studies on Mendalian HTN has provided
better understanding of etiological mechanisms
including  synthesis and  degradation  of
mineralocorticoids and their receptors, sodium channel
resorptive mechanisms and regulation of thiazide-
sensitive sodium chloride co-transporter."

Renal sodium handling is an essential physiological
function for body fluid maintenance and BP regulation.
Kidney specific sodium transporters in the renal tubule
have been identified. Genes that regulate RAAS play a
role in all aspects of BP control including radius of
blood vessels and sodium and water balance. In this
connection, genetic studies in general Japanese
population suggested the importance of Mendalian
HTN genes in genetic investigation of essential HTN.'*
Increased peripheral resistance primarily due to
changes in vascular structures and function is the major
fundamental, hemodynamic abnormality. Multiple
interacting humoral and mechanical factors as well as
oxidative stress stimulate complex signaling pathways,
which modulate vascular smooth muscle cell
contraction and growth. Under normal physiological
conditions, these finely tuned regulated processes
maintain cell wall integrity and prevent pathological
increase in BP. However under abnormal conditions
increased humoral and mechanical signaling results in
vascular wall thickening and increased vascular tone,
which play an important role in pathogenesis and
mainteriance of HTN."

The investigations of Mendalian disorders have
identified more than 100 candidate genes in different
ethnic population which provide evidence of linkage
with HTN. However these genetic analyses are mostly
inconsistent and have small contribution in some rare
forms of HTN. Glucocorticoid remediable
aldosteronism, apparent mineralocoricoid excess and
mutation in the mineralocorticoid receptor gene have

brought useful information about minearlocorticoid-
induced HTN. '

JBUMDC 2011;1(2):49-52

Muitiple gene screening for HTN

Two largest genome scans for BP 12 Famuly Bl
Pressure Program (FBPP) and the British Genetscy -4
Hypertension Study (BRIGHT) have identified new
loci having significant linkages in almost every
chromosome;, whereas association  studies  have
implicated more than 66 genes, but virtually all failed
to show consistent replication in other settings.”

From the analysis of data on the genetic basis of Bp
control, it appears that several dozen genes with
modest individual effects are intervening m the
regulation of BP. Most of these genes encode proteins
that either mediate or are involved in the control of
renal sodium handling. Several genes encoding
proteins that exert a direct or indirect effect on sodium
homeostasis have been located in more convincing loci
(1g, 2p, 29, 4q, 6q, 12q, 17)." The semsitivity of an
individual will depend on the functional interactions
between these genes and on interactions with several
environmental factors. A genome wide scan performed
in Scandinavian sib-pairs identified HTN susceptibility
loci on chromosome 14, and 2."* Another study
identified 54 markers as potential HTN susceptibsluy
loci by three-steps screening of three independent case-
control populations. A study on adult nuclear famshes
that included monozygotic and dizygotic twins showed
that genetic and shared environmental components
accounted for 64% and 31% of total vanance m
systolic BP respectively."* 1
Hypertension Genetic Epidemiology Network have
indicated regions for BP traits together with several
coincident regions for phenotypically correlated traits
including systolic BP response to a postural challenge
and body mass index. Thus HTN susceptibility arises
from the actions of multiple genome sequence
variations.'®

Meta analysis of genome-wide scan for BP

Follow up studies in African-American and Nigenan
samples involving positional cloning efforts of the
combined families showing linkage evidence in 2p
regions need verification for precise identification.” A
study on a Chinese population failed to find any
support for a significant contribution of five candidate
genes (lipoprotein lipase, leptin, leptin receptor. alpha |
adducin & beta-3 adrcner§ic receptor) 10 the :
pathogenesis of essential HTN."! 3
The human renin is an attractive candidae for §
involvement in the underlying cause of HTN; thus & ¢
study in Japanese population suggested that the s~ 2
sense mutation in exon 9 may affect the enzymanc g
function of renin and consequently may be iﬂ“_"“’f’ -
etiology of HTN. * Genome scan among N'S“‘:‘;f
found linkage signals for systolic BP on 19p & 19q a8
for diastolic BP on 2p, 3p, 7p, 7q and 10g: "'°‘

e "i'

Page'

il

Scanned by CamScaner



JBUMDC | 2011

.

—

accumulated data may indicate in particular 2p, 3p and
|9p. Genome scans reported significant candidate
genes on chromosome 14 and 2 and 12. 2

When main findings of all human genome scans were
summarized, it was observed that all human
chromosomes except 13 and 20 have BP, HIN or pre-
eclampsia loci. Chromosomes 1, 2, 8, 11, 12, 15, 16,
18, and 19 have regions that have been found in more
than one study yielding some consistent encouraging

support for BP loci.*
Future Perspective

There are great expectations for the future with regards
to advancements in transcriptomics, proteomics and
application of physiogenomic and newly emerging
epigenomic approaches to hypertension research, that
promises to provide deeper insight into genetics and
physiology of BP regulation and hence hypertension.
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Objective structured clinical examination: an overview
Mukhtiar Baig, Nazish Fatima, Sobia Ali

wtract

bjecuve S"‘;c:‘“:ldhc"“;:::.&m“m“m (OSCE) is gaining wide-spread recognition as a means of assessing the clinical skills and other aspects of
-mpet en;‘:v(;l mclmp.:: ':“‘ls‘ OSCE is rapidly replacing other forms of assessment at all levels of medical and health professional education.
n;:cbn:as bec:‘:n lti use has become widespread asllhe standard for performance based assessment, particularly in undergraduate examinations.
AR practice in many parts of the world with favorable outcomes and has proven to be a reliable and valid assessment tool. It has been
~-A*P‘fd to assess multiple skills like physical examination, history taking, communication skills, technical skills and interpretation of laboratory

sults, radiographs and ECG etc. The use of more complex cardiovascular simulators and anatomical models has further expanded the skills that can
¢ tested by OSCE. g\‘fhoush n demmm certain advantages over other forms of assessment but has proved to be labor-intensive and time
onsuming. At present it is successfully being used in Pakistan for undergraduate and postgraduate examinations at various medical schools.

{ey words: OSCE, validity. reliability, standard setting

he assessment of student's clinical competence is of
utmost importance and there are several means of
evaluating  student  performance in  medical
examination. The Objective Structured Clinical
Examination (OSCE) is an approach in which different
aspects of clinical competence are evaluated in a
comprehensive, consistent and structured manner',
Since its development its use has become widespread
as the- standard for performance-based assessment,
particularly in undergraduate examinations. In fact it
can be considered as one of the four major teaching
innovations in the last five decades that have had a
great impact in medical education®.

What is an OSCE?

An OSCE is a series of timed (5 to 10 minutes) stations
(ranging from 8 up to more than 20) through which
examinees are assessed by one or more examiners
while performing a standardized clinical task during a
patient examination or standardized patient interaction
using a well-defined structured marking sheet™™. The
clinical task can be history taking, clinical examination,
data interpretation, management, communication skills,
counseling, and technical skills. Marking is done using
a task-s’peciﬁc checklist, rating scale, or a combination
of both’.

The OSCE was first described by Harden & Gleeson®
(1979) as, “timed examinations in which medical
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students interact with a series of simulated patients in
stations ' that may involve history-taking, physical
examination, counseling or patient management"”.

The use of OSCE not only makes the process objective
but also addresses the assessment of all three domains
(cogpnitive, affective and psychomotor) at one point"s.
OSCEs have been shown to be feasible and have good
reliability and validity so their use has become
widespread as the standard for performance-based
assessment, particularly in undergraduate
examinations. The OSCE was one of the first
performance-based examinations to be used in
assessing  physicians’ competence and is now
considered the prototype of performance-based
assessment in medicine',

Over time, the OSCE has been adapted to assess
multiple  skills:  physical examination skills;
interpretation of radiographs, ECGs, and laboratory
results as they relate to a patient encounter;
communication skills; technical skills; and teaching
skills. The use of anatomical models, heart sound
simulators and more complex cardiovascular simulator
has further expanded the skills that can be tested”.

How to organize an OSCE?

Marks & Humphrey' (2009) have described the
following steps to organize the OSCE exam:
OSCE- Planning Checklist
Exam Content
e  Blueprint
e Recruit case Authors
o Finalize case content
Standard setting
e Decide on pass marks
Standardized patients
e Recruitment
e Training
Logistics
e Location of the exam
e  Number of tracks required
o Staff

:
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e Equipment and models

Examiner
e Recruitment
¢ Training
Budget
®  Administrative staff
e Examiner
e Standardized patients
e  Food
e  Equipment
e Site

Post- exam review
®  Feedback on cases and process from
o Student
o Examiner
o Administrative staff
® Review of pass marks
Recommend changes to stations

How to develop case/scenarios

Content experts, who are involved in the training
program, should write the OSCE case. Case authors
should be provided with a specific skill and domain of
practice to be assessed and asked to base their case on
an actual patient encounter. The authors are asked to
provide the following components for each case':
Define the purpose of the stations

Clear and concise instructions to candidates
Comprehensive scoring checklist

Detailed standardized patients instructions
Detailed instructions for station set-up

o anope

Standard setting: Pass or fail decision?

Setting standards (setting defendable passing score and
grades) on an examination has enormous importance
and requires the use of systematic methods. Standards
need to be set by experienced, unbiased, and qualified
- judges. Using two or more groups of judges for the
rating allows for measuring the agreement between
their ratings (reliability) and increases the credibility of
the standards'®.
Standard setting for OSCEs involves choosing a
pass/fail or cut score that represents the level of
competence, students should Possess for a skill or
purpose assessed by the OSCE"",
Absolute standard setting approaches are either
examination centered (like the Nedelsky, Eble, Jaeger,
Angoff and the modified Angoff methods) or examinee
centered (like the contrasting groups and borderline

group methods), all of which can be used for standard
setting in an OSCE"2,

In the Angoff method, a number of judges review all
the checklist items of OSCE stations and decide on the

JBUMDC 2011;1(2):53-60
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score of the borderline examinees on each item (similar
to the contrasting groups method)'?. The average score
of the judges is used as the pass score. In the modified
Angoff method, the judges decide on the performance
of the borderline examinees at the OSCE station level
rather than the item level'?.

The cont-asting groups and borderline methods are
widely used for deciding the pass score on both small
scale and large scale OSCE conducted by medical
schools'?, Setting standards by using the borderline
approach is practical and accurate when compared with
other absolute methods. This method can contribute to
improve the reliability and validity of a high stake
exam.”

There is no consensus regarding which method should
be used for standard setting, deciding on a pass/fail
mark, in any examination, including the OSCE. Some
studies revealed that Angoff’s and borderline methods
provide reasonable and defensible approaches to
standard setting and are practical to apply by non-
psychometricians in medical schools. The borderline
method has proved to be cost effective so it can be
preferred and this method was found to be more
suitable for small scale OSCE'"'*",

Reliability.and validity of OSCE

The most important aspect of any measurement method
is its reliability, validity and feasibility. In many
disciplines and specialties OSCEs have been studied
extensively and their reliability and validity
established'®"®.

Reliability

Reliability refers to the reproducibility of assessment
data or scores over time. It is a quality of the outcome
or results and not the assessment instrument itself.
Reliability ~ estimates the random error of
measurement'”. The number of stations needed depend
on how much reliability is acceptable based on the
intended use of the assessment results. A higher
number of OSCE stations are required to achieve a
higher level of reliability. In general, acceptable
reliability for high stakes (board certification).
moderate stake (end of course, end of year summative
assessment), and low stakes (in training, formative
assessment) OSCE are more than 0.9, from 0.8 to 0.89,
and 0.7 to 0.79, respectively'’.
OSCE has proved to be a reliable method of assessing
students knowledge and skills in a particular clinical
setup.2?
Validity

Validity refers to the accumulation of evidence that
supports meaningful interpretation of the assessment
results?>. Without evidence of validity, OSCE results
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can not be interpreted. Validity is a unitary concegtthat
requires multiple source of supporting evidence®. In
general, the higher stake OSCE needs the collectlon of
more validity evidence to support interpretation (board
certification). OSCEs have been widely critiqued since
‘heir development. In the past 10 years, a number of
tudies on their measurement properties have been
,ublished and different conclusions, based on research
«vere made®.

%\ papet by Englander reveled that OSCE is a reliable
issessment  tool with modest validity if designed
< ppropriately24 .

3SCE has proved to be valid and assessment tool with

. .ne argument that who will rate the students®.

yuewarakul et al found OSCEs to be one of the
evaluation methods with the most validity evidence®.

. Similarly Varkey also declared it a powerful valid tool

for assessment®,

Hodges presents the challenges and raises questions as
to the definition of validity and its meaning in the
OSCE context. He explained that “OSCE is valid only
in relationship to the authentic clinical situations in
which the subjects have to reproduce ‘competent
behaviors™.”’

Threats to validity

Threats to validity evidence that can affect the
interpretation of the OSCE results are many. The major
threat to validity evidence of the OSCE is construct
under representation due to under sampling (few OSCE
stations) or improper sampling of contents®. This can
be avoided by carefully developing blueprints that
cover all the contents and competency to be assessed
and by selecting the OSCE that samples common
clinical problems and that covers all such content and
competency areas. Involving experts in the blueprint
development and sampling process will help to
minimize this threat. The other threat to validity
evidence is construct irrelevant variance (CIV) due to
improper training of standardized patients (SP), flawed
SP and checklist, too easy or too difficult cases,
bluffing of SP, rater bias (central tendency and halo
effect), and indefensible pass criteria®®

Strategies to improve validity and reliability

e Blueprinting is the process in which
representative sample of items that should be
included in the assessment is established. It
maps the content of the examination against
the learning outcome of the course. Always
Produce a grid summarizing what is to be
tested in the OSCE. It is the process by which
the content validity of test is established”.

o Accordmg to Harden and Gleeson® (1979)
" different students should not be assessed on

JBUMDC 2011;1(2):53-60

different patients, all students have to examine
all the patients.

In order to achieve greater reliability there
must be large number of stations and it should
be combined with other methods of
assessment.”

The procedure of standard setting requires the
input of credible judges in establishing the
borderline between those who are considered
competent and those who are not.”’
Communication OSCE stations can be created
with acceptable reliability including difficult
cases to evaluate communication skills
beyond simple history taking.”'

Effective case writing is necessary to run a
successful OSCE program. It is important to
select cases that highlight the skills and
techniques that fulfil the preclinical training
philosophy of the institution. ~Careful
structuring of OSCE  questions and
remediation of OSCE problem stations is
crucial to support the continued use of OSCE.
Item analysis of OSCE stations should be
performed to improve the reliability of OSCE
scores.

The OSCE must be designed in a manner that
its objectivity is maximized which can be
availed by standardized stanons provided with
checklist or rating scale.”

There must be adequate training of the
examiners and standardized patients. Make
sure that examiners are fully briefed prior to ‘
the examination about the procedure for the
OSCE in general and in particular with regard |
to the station at which they are examining.
The examination should be free of .any
personal feeling, prejudice or bias to improve
reliability.

All the candidates are judged on the similar
material to avoid the variability implicit in a
situation where candidates encountered
different patients as some students come
across helpful while the others may face
temperamental patients.”®

The term critical action was defined by
Petrusa™ (2004) for the purpose of
introducing a clinical standard of care into
long-case skill performance examinations.
Regarding OSCE it is defined as an OSCE
checklist item whose performance is critical to
ensure an optimal patient outcome. For
example, in an OSCE designed to assess a
student’s ability to accurately perform all the

"elements of blood pressure measurement, a

student may perform all the steps correctly but
fail to measure the blood pressure accurately.
This student will score high if the checklist
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does not have the critical action of measuring
accurate blood pressure reading. Therefore.the
critical action is essential in evaluating clinical
competence but not required in OSCEs to
assess the ability to perform steps of any
skill.®

e  Scoring methods for OSCEs vary widely, and
they influence reliability. Checklists have
been standard in many OSCE programs but
global rating scale showed higher inter-station

L L 25,35
reliability and construct validity™ .

Strength of OSCE

e ~ OSCEs demonstrate particular advantages
over traditional forms of testing (such as
multiple choice tests, short or long essay
questions), in assessing communication and

interpersonal skills, professional judgment and
moral/ethical reasoning.

® During the last three decades, OSCEs have
been used throughout the world with different
purposes like for formative and summative
assessments, to evaluate curriculum and for
feed back to students as well as teachers in
undergraduate and postgraduate level.*®

e The OSCE has proved to be a well established
assessment instrument for testing various
aspects of clinical practice including skills in
practical procedures and investigations.*’

¢ Every specialist physicians  requires
competency in  written communication.
Written communication skills can also be
assessed feasibly and reliably with the help of
OSCE.*®

* _ In the OSCE, subjective bias is removed as far
as possible, like the examiner subjective bias
is minimized with the checklist and any bias
introduced by candidates can be decreased by
encountering the same patients. OSCE is
structured so that competencies in physical
examination, communication skills, history-
taking, counseling, patient education,
problem-solving, etc. are tested in a range of
areas and not just in one or two areas of
medicine.*”

The OSCE is not a rigid assessment tool.

Examinations vary in the number of stations,

the duration of stations and the format of

stations.

o It can be adapted according to the
level of examinees, particular

discipline  or speciality  and
resources.”

JBUMDC 2011;1(2):53-60

. assessment of clinical competence of the !

A study observed that the OSCE testing led 4,
significant changes in the learning activjy
students and they became more intereg
clinical activities.”

The use of OSCEs for evaluation reinforceg
the patient-centered nature of medical Practice
and reminds students that they are
practitioners but not mere masters of medica]
knowledge.??

It facilitates assessment of core competence
and contemporary professional skills in
several medical disciplines in an objective ang
a transparent manner.*’ e

The use of OSCE reduces the bias i,

es of
ed in

candidates.

The main advantage of OSCE is the fact that j;
allows a sampling of multiple areas of clinical
competence compared to the traditional ora]
clinical examination, overcoming the problem
of case specificity and resulting in improved
reliability™.

In OSCE marking is done in a standardized
way to increase interrater agreement’.

It provides a flexible assessment method
through the use of standardized patients’.

The OSCE is superior to the oral clinical
examination because it overcomes the
problem of case specificity by sampling a
broad area of competency, resulting in better
reliability and validity®*.

It is good for procedural and communication
skills otherwise not routinely tested. |
It assesses competence (shows how) rather
than performance (does)’. -

The wider sampling of competencies and the
use of structured marking sheets contribute to

improvements in reliability and content |
validity. ‘

R S U R

PO SIS S RS

i A s

The entire examination is objective and
promotes transparency.

A large number of students can be evaluated
within a short time.

It encourages increased interaction between
the examiner and students*'.

Limitations

All components of clinical tasks can not be
captured by a checklist.
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During training, trainee ethics and behavior
wead to be observed which can't be reliably
eessed using OSCE', ‘
' there is use of real patients then it causes
apoyance, (nconvenience, or discomfort to

salrents,

1 @ laborintensive.

All clinieal situations can not be simulated by
candardized patiems{

s ime-consuming for the author,

he validity of OSCE suffers with fewer
ations™.
Checklists in OSCEs at times were broader
than the task, which can promote bias in
marhl\su-

+ If not planned appropriately, OSCE can
become anather tool for testing rote recall®,

« There are lots of chances students collect
OSCE stations and questions from their
seniors regarding their specialties and make a
pool which is continuously transferred to the
juniors and in this way students can score high
on those stations which are reused.

OSCE and Learning Theories

The educationists emphasize on those instructional
methods which promotes active learning which is
consistent with adult learning theories. OSCEs seemed
1 be ideally suited for these learning goals because
they provide an opportunity for active participation and
larning (building on already acquired skills and
knowledge).
Evolutioa of OSCE in Pakistan

In our coumtry. for many years. medical student
evaluation focused on knowledge assessment using
writen tests comprising of short or long assay
questions orfand MCQs as opposed to performance
assessment.
Nondnyinoummuythmispmdixmshiﬂinme
field of medical education. The medical education has
been focused on competency based curricula and
caminations. The objectivc  structured clinical
W(OSGS)isdueonewyofevﬂulﬁnl
clinial competency of medical students, residents and
Postgraduate students.

In Pakistan first time OSCEs have been introduced in
e carly nineties by the CPSP as an assessment
®chuique for postgraduate  examination in  the
dsciphne of family medicine”. The Aga Khan

< 2]
zlli(nlews ’m"‘?’:::::nfn:’ed this techmque in the late
KU graduate level. Analysis of OSCE at
be regarded it as u system of examination that «an
dum;l::?‘{ % OVll;luM? affective and  psychomotor
87 Al KEMC students offered positive and
constructive  feedback  and  demanded  its
implementation in all clinical subjects*’
Th‘e {Jauddin Medical University (ZMU) introduced
OSCE in 2004 for the assessment of chimcal
competencies at the undergraduate level. In a study at
ZMU. students appreciated OSCE and  offered
constructive feedback on structure and organization of
the process and also this study regarded OSCE as a
practical and useful assessment tool in early years of
medical education and found that it identified
deficiencies in their clinical skills* The Shifa College
of Medicine started OSCE in 2003,
It is also being used successfully for undergraduate
examinations by the Dow University of Health
Sciences, University of Health Sciences Lahore and
many other Medical colleges and Universities all over
the country.

Implications in our setup
Undergraduate medical education in Pakistan has been

based on the traditional model of learning which 1s
teacher centered. The most common teaching

"modalities are lectures and small-group clinical

rotations. Students’ knowledge is principally assessed
through oral exams and essay-type questions. while
their skills are assessed in short and long case formats.
The limitations of these assessment approaches include
an emphasis on the simple recall of facts and the
limited sampling of clinical domains. In addivon, the
assessment of students’ clinical skills with non-
standardized patients and settings compromises
reliability and validity .

The main objective of OSCEs is to evaluate students’
skills and approach at a higher level of integrated
learning Which is not possible with traditional
evaluation approaches that rely principally on written
or oral examinations.

In the last few years, the Higher Education
Commission and Pakistan Medical and Dental Council
(PMDC) have carried out an initiative to promote
student-centered,  small-group and  self-directed
learning and a patient-oriented style of care to promote
better critical reasoning and clinical problem solving
among students. This has resulted in several
innovations in curricular design. namely well-defined
objectives, learner-centeredness, use of small-group

learning environments and more reliable and vahd
assessment tools®. Private sector medical colleges and
universities like AKU, ZUM. and Shifa College of
Medicine, are taking the lead in implementing these

innovations.

University (AKU) and King Edward Medical College
60 Page 57
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In Punjab province almost all public and private sector
medical colleges are under the umbrella of University
of Health Sciences which is playing pivotal role in
improving medical education by implementing modern
strategies of assessment for medical graduates. It is
suggested that in the same way in other provinces
single regulatory university should be established for
producing uniformity and improvement in the quality
of education which in turn will improve the patients
care.

The OSCE is a very reliable and valid method of
measurement so it should be implemented in the early
clinical years like from third and fourth years.

The OSCE can also be used to some extent in the first
professional by using manikins, ECG, laboratory
investigations, anatomical models, histological slides
etc. The overall impact of incorporation of OSCE in
early years would have tremendous effects in the
performance of students in their clinical years and they
will take more interest in studies.

The OSCE is more reliable and valid as compared to
written test and MCQ's, therefore, the OSCE needs to
be made part of the assessment process for
undergraduate and residents in training.

It is suggested that PMDC the regulatory body of
medical colleges in the country should recommend its
use in early clinical years.

At present the OSCE is being used successfully in our
country for postgraduate and final year exams at
various places like CPSP, DUHS, AKU, UHS, KEMU,
ZMU, SCM. It should be implemented at all medical
colleges as an assessment tool for medical graduates in
early years of their clinical rotations.

Conclusion

Now a days, it looks that depriving students of valid
and reliable assessment tools, like an OSCE, is
unethical”. There is no single method of assessment
which can measure all aspects of clinical evaluation.
The OSCE ecnables the assessment of resident's
competence in a more reliable and valid way compared
to the traditional clinical examination but a multi
method approach to assessment using multi choice
questions, OSCE, and performance based assessment is
the way to a more accurate assessment.

Performance based testing has become an expectation
for the assessment of physician competency. As
described by miller*” (1990), physicians must show or
demonstrate their skills, as well as provide evidence of
having a sound base of medical knowledge. An OSCE-
style examination provides a valid, reliable and feasible
means of assessing the range of skills physicians
require to practice competently™”,

JBUMDC 2011;1(2):53-60
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Beliefs r:;bout blood donation among patients visiting OPDs of general hospitals
aveera Saeed, Ehtesham Munir, Rida Shahid, Rizwan Akbar, Zaheen Baig Sajjad

_ouract

‘ ..‘j‘zc"t‘l’g: tT]g:tToI::h égﬁ%mﬂguihﬂ“ﬁlﬁ:; e:z:m t;logd donatim!lhin Pakistan, while a number of misconceptions exist among the populace. This
-Lady was, ) e of identifyin id mi i i i i i
7 alicies regarding blood donation in Pakistan, fying the said misconceptions which could lead to formulation and implementation of

:,'u;ff(gdﬁ?:\mc:g::hzmi’:; ‘:’Slhllg Ol:le of some of the General Hospitals of Pakistan were the subjects of this study. A total of about 83

;:riepﬁons - btoud donatio: erc enrolled and were subjected to self-administered questionnaire or face to face interview on the various

Place of Study: A cross-sectional descriptive study was conducted at four Government G i i i i i

P i c ! eneral Hospitals of Pakistan ie Holy Family Hospital.

Rawalpindi; Pakistan Institute of Medical Sciences, Islamabad; Civil Hospital, Quetta and District Hcadqtl:aners Hospital, Swabi. ’ ’

R‘?“ns: The study results showed that out of about 88 patients, about 40 (45.5 %) were blood donors whereas about 48 (55.5%) were not. About 29

patients knew thc‘ correct amount of blood that can be drawn for a single donation. About 12 patients knew the eligible age while about 25 knew
about the' appropriate body weight for blood d}naﬂon. The major reason for not donating blood was fear of subsequent weakness.

Conclusion: Our study concluded that there is a need to develop awareness to the public on blood donation, and its importance, 5o as to get rid of

their misconceptions. This will increase the number of blood donors, especially Non-Remunerated Voluntary Blood Donors and help meet the ever-

growing demand of blood and its products.
Key words: Beliefs, blocd donation, misconceptions.

Introduction

Blood and its products are presently the only
transfusion alternatives for the patients of trauma,
hemorrhage, tumors, surgical treatments and chronic
ailments. With the introduction of modern medical
procedures in hospitals, such as bone marrow
transplantation, oncology treatment and cardiac
surgery, the need for blood and its substitutes are on
the rise. Even though there is extensive research in
progress into finding alternatives to blood and blood
products (red blood cells, platelets, blood clotting
factors, fresh frozen plasma and white blood cells), no
promising result is likely to be available for years to
come.

World over, more than a million blood units are
collected annually from blood donors but that is not
enough to support the demand and timely availability
of blood.

About 25% of the world’s population lives in South
East Asia but accounts for only 9% of the total blood
supply of the world. In Pakistan, there is a need for 3.2
million units of blood against availability of 1.5 million
units.® * Of these 1.5 million units, only 15% comes
from VNRBD (Voluntary Non-Remunerated Blood

I)cmors).3
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In Pakistan malnutrition, communicable diseases, road
accidents, surgical and obstetrical emergencies and
anemia are quite common. Anemia in pregnancy also
has a high prevalence (40-60%) with high rates of
maternal mortality; 20% mortality in pregnancy anemia
is attributed to hemorrhage.* There is a profound
reluctance of Pakistani population towards donating
blood. So a study was conducted to highlight the
misinformation, falsity and fears among patients of
general hospitals, as their services are within reach of
all and sundry.

The various factors attributed to unwillingness towards
blood donation and the existing ethnic and racial
disparities, as revealed by the Baltimore Study, are:
socio-economic status, lack of awareness and the fear
of disease transmission.” Decision to donate blood has
been investigated for decades, to increase efficiency of
blood donation. This study can be beneficial for the
recruitment of VNRBD, which can potentially lower
the blood supply deficit in Pakistan.

Subjects and Methods

A cross-sectional descriptive study was conducted
simultaneously at four of the Government Hospitals of
Pakistan: Holy Family Hospital, Rawalpindi; Pakistan
Institute of Medical Sciences, Islamabad; Civil
Hospital, Quetta, and District Headquarters Hospital,
Swabi. A total of 88 patients (22 per hospital) were
chosen at random, and provided with a self-
administered questionnaire. To break the language
barrier, an Urdu version of the questionnaire was also
made available. One-on-one interviews were
conducted to ascertain the patients’ knowledge of, and
willingness and apprehension/reluctance towards blood
donation. All the queries regarding the questionnaire
and research were answered beforehand.

m
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Donation while keeping a 43 48.86
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Donation during 23 26.13
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Results

Our study revealed the misconceptions, fears and
disbeliefs regarding blood donation among the 88

JBUMDC 2011;1(2):61-67

—
subjects (53 males, 35 females) as depicted in tabje)

Rlood donors |
Ahout 40 subjects (45.5%) were blood donors While
ahout AR (55.5%) were non-blood donors,

lidueation level

About 15 subjects (17%) had some sort of Primar
education while about 10 (11.4%) had no forma]
education.  Other levels of education: Aboy 77
matriculates (25%) and about 37 (42 %) were col| ege
graduates,

Knowledge about blood group .
About 69 subjects (78.4%) knew their own bloog
group.

Role of media on blood donation o
About BB subjects gained knowledge about blood
donation,
- Electronic media (TV):36 subjects (40.9%)
- Blectronic media (Radio):12 subjects
(13.6%)
- Print media (dailies, weeklies etc):8 subjects
(9.15%)

Willingness among non-donors to donate blood
About 36 subjects, out of the 48 subjects who had
never donated blood, did consider donating blood
whereas about 86 subjects (97.7%) were willing to
donate blood to their family, relatives and friends when
needed by them.

Knowledge about importance of blood donation

About 82 subjects (93.2%) knew that donated blood
can save someone’s life. About 76 subjects (86.4%)
were aware that there is a dire need of blood donation
in cases of emergencies. 49 subjects (55.7%) were

aware that blood and its products are used in treatment
of cancer.

Incentive to donate blood among donors
The main incentive for the subjects to donate blood, as
shown in Figure 1, was altruism with about 48 subjects
(54.5%), followed by money with 15 subjects (17%), to
please God with 10 subjects (11.4%) and to obtain
extra leave from work with 5 subjects (5.7%).

No incentive to donate blood among non-donors

The main reason for not donating blood (as shown in
Fig. 2) came out to be the fear of weakness following
blood transfusion with 41 subjects (46.6%), followed |
by the fear of needles and not being approached by |
anyone at 12 subjects (13.6%) each. 9 subjects
(10.2%) were afraid that they might contract serious
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Figure -1 Main reasons for donation by the subjects

iness during or following blood transfusion. And 7
djects (8%) thought that they might gain weight
veceding blood donation.

46.60%

13.60%

About 8 subjects (9.1%) knew that a person currently
on medication (for systemic diseases) cannot donate
blood.

m fear of weekness following donation
m fear of needles

m not approached by anyone

 fear of weight gain following donation
¢t disease transmission

other reasons

Figure - 2 Reasons for not donating blood

Knowledge about the exact amount of blood drawn
for donation

About 29 subjects (33%) were aware about the exact
amount of blood drawn for each donation. Analysis of
the educational status of patients (as shown in Fig-3)
revealed poor knowledge as a whole. Only 28 of the
49 college educated subjects correctly answered the
amount of blood drawn to be <500 ml. More
specifically looking at different educational levels,
about 4 out of 22 matriculates, about 2 out of 15
primary educated subjects and 3 out of 10 illiterate
subjects had the knowledge exact amount of blood to
qualify as a donor.

About 25 subjects (28.4%) had the correct knowledge
of the minimum weight to qualify as a blood donor.
About 19 subjects (21.6%) were aware of the inter-
donation interval for blood donations. About 12
subjects (13.6%) were aware about the time period for
blood volume's replacement whereas unfortunately
about 14 subjects (15.9%) were of the opinion that
blood once drawn from the body can never be replaced.

JBUMDC 2011;1(2):61-67

Knowledge about eligibility criteria to donate blood
In our study about 12 subjects (13.6%) were aware
about the eligible age of donating blood. About 27
subjects (30.7%) knew that a person who have had
tooth filling within last 24 hours or had tooth extraction
done within last 7 days cannot donate blood either.
About 14 subjects (15.9%) were aware that a person
who has been in contact with infectious disease or has
been given immunization in last 4 weeks cannot donate
blood. About 23 subjects (26.1%) correctly knew that
blood can be donated by menstruating women.

Knowledge about other conditions for blood
donation

Quite unexpectedly, most subjects were aware of the
conditions when blood cannot be drawn from the body.
About 80 subjects (90.9%) were aware that a person
who had hepatitis or jaundice in the last 12 months
fails to qualify as a blood donor.  About 76 subjects
(86.4%) were aware that a person who had tattoos or
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skin piercing done in the last 6 months cannot donate
blood either. About 64 subjects (72.7%) knew that a
person who had cough, sore throat or active cold fails
to qualify as a blood donor too. About 68 subjects
(77.3%) knew that a person who is taking antibiotics,
or who has just finished a course in antibiotics in the
last 7 days, can not donate blood. About 81 subjects
(92%) were aware that a pregnant lady, or who had had
a baby in the previous 9 months, or a lactating one,
cannot donate blood either. About 76 subjects (86.4%)
knew that a person who had travelled to malarial region
in the last 6 months cannot donate blood. About 83
subjects (94.3%) were aware that an HIV positive
person, or a hepatitis B or C positive person, is not
eligible to donate blood. About 79 subjects (89.9%)
knew that a person who has ever injected himself with
any addiction drugs cannot donate blood either.

Knowledge about blood donation while fasting

About 43 subjects (48.9%) subjects were aware that
blood can be donated while keeping a fast and about 46
subjects (52.3%) were aware that donating blood while
keeping a fast does not break it.

Knowledge about blood; storage, screening &
iministeri

In respect to usage of the donated blood and its storage,

about 75 subjects (85.2%) knew that blood is screened

for hepatitis B & C and HIV before it is processed or

stored. About 13 subjects (14.8%) were aware that one

unit of blood can be transfused as a whole to 2 patients.

Discussion

In a developing country like Pakistan there is a need
for having a safe and efficient supply of donated blood.

JBUMDC 2011;1(2):61-67

This essential need is ever increasing with factors like
|

increasing  population. Therefore, a sound
understanding of misconceptions regarding blood
donation is required. Our aim was to identify the
misinformation and beliefs about blood donation
among patients visiting the general hospitals so that an
insight can be gained as to why people do not donate
blood and, if they do, what are the incentives behind it.
This could prove beneficial in increasing the number of
VNRBDs. A similar study was conducted among
Pakistani Army personnel that also showed lack of
blood donation knowledge among the soldiers.’

In our study, about 40 (45.5 %) subjects were blood
donors. Out of about 48 (54.4 %) subjects who were
non-donors, about 36 (40.9 % of the total subjects) had
never considered donating blood. Non-donors
expressed various reasons for not donating. About 41
non-donors (46.5%) stated that they were 'unfit due to
weakness' as a major reason for not donating blood,
while rest of the non-donors stated reasons like fears
(weakness, needles, disease transmission) and not

being approached by anyone etc. for not donating
blood.

Mikkelson, Mcvittie et al, Sojka and Lemmens et al |
also reported fear of blood extraction, risk of disease |
transmission, lack of time, distrust of the final
destination of blood, and a belief that blood donation |
harms the body as reasons for people not to donate
blood.® Similarly, a study conducted by Magbool ¢t al 1

also reported not being approached by anyone

‘unfit due to weakness’ as the major reasons for not |

donating blood®. Rajagopalan et al reported thét |
subjects in a medical oriented environment, like nurses ¢
and doctors, did not differ much in their fears 8%
misconceptions'®. A small survey conducted by Oi'.'
et al in Pakistan found that only 3.4% of !hfI oct
and 0% of paramedics were regular VNRBDs. This
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shows * that along with distribution of
knowledge, motivation is also required for recruitment
of blood donors.
In our study about 22 (25%) subjects were frequent
blood donors, while 20 (22.72%) had only donated it
once. In a study conducted in the United States,
Thomas et al reported that 80% of the first time donors
in the world would never return to donate again."
In our study, about 9 subjects (10.22%) did not donate
blood due to fear of transmission of diseases and many
were soundly aware about the conditions as to when
blood cannot be drawn for donation. Aldarees et al
conducted a study that reported similar attitude in the
Saudi populalion.u In addition, Munoz et al also
reported misconception of acquiring AIDS and
hepatitis due to blood donation among the French
population."*  Olaiya et al reported in their study,
conducted in the Lagos State University Hospital, that
52.4% of the 542 subjects (blood donors) believed they
would contract HIV or hepatitis infections from
donating blood, even though 98.9% of the subjects
were educated (with 36.1% having university
degrees).'s
Dhingra et al reported, in their study conducted in
India, that autologous blood donation can be
implemented in regions where there is high
prevalence/spread of transmissible discases to increase
donated blood store.'® Therefore, this false perception
of blood donation being harmful should be eliminated
to increase the number of blood donors.
When subjects were questioned regarding incentives to
donate blood, there were many different answers.
About 21subjects (23.86%) regarded blood donation as
an expression of altruism, while about 11 (12.5%)
stated ‘pleasing God’ as the reason to donate blood. In
addition, only about 14 subjects (15.9%) said they will
donate for money. The rest cited other incentives e.g
personal, family, extra leave from work etc. Various
other incentives should also be explored in future to
increase the number of blood donors.
The majority of subjects, about 86 (97.72%) said that
they would donate blood if it was required by their
"elatives and about 82 (93.18%) agreed that they would
“oluntarily donate blood if a person was in need.
4 study to evaluate blood bank practices in Karachi,
“akistan, was conducted, by Stephan Luby et al, which
ound that out of 24 blood banks, 12 regularly use paid
‘onors ‘and only 6 actively recruit volunteer donors.'”
“here is still a strong need for incentives to motivate
cople in campaigns to donate blood voluntarily in
lood banks as one can never tell when the need for
slood may arise. A study by Sanchez Am et al in
Maryland, USA found blood credit and medical testing
o be major motivators for donors to return.® This
‘uggests that offering blood credits and medical tests
ire a safe incentive towards recruiting donors.

Not just whole blood, blood components can also be
used effectively in treatment of various conditions and
diseases. This study revealed that 39 subjects (44.3%)
did not know that their blood can be used for cancer
treatment.  Likewise, 65 subjects (73.86%) were
unaware that blood can be donated by menstruating
women. Additionally, only 43 (48.86%) knew that
blood can be donated while fasting. It is information
like this that, if spread, can greatly amplify the donor
pool in countries like Pakistan.

Majority of the participants in this study, 36 (40.9%),
acquired their information regarding blood donation
from television, while 30 (34.09%) cited other sources
like messaging (cellular phones), newspapers and
radio. Maqbool et al, through their study. reported
blood bank staff and friends as the general source of
information providers about blood donation to public.'’
In the same study it was suggested that VNRBDs
should be recruited from a low risk group and
recruitment policy should be based on the beliefs of a
social group being targeted instead of adopting a single
global policy for everyone.

Sojka et al, in their study regarding self-reported
motives among blood donors, found that 23.5% of the
total 531 subjects who were whole blood donors were
motivated by ‘request via media’ to donate blood and
in the same study 47.2% of the subjects stated
‘influence from a friend’ to be the motivating factor."
Misje et al, in a similar way, found in their study.
influence by active blood donors to be the single most
important motivating factor for recruitment of
voluntary blood donors.? Programs should be initiated
to give information to public through every means
possible via television, radio, newspapers, internet,
SMS alerts, workshops, billboards etc. These steps will
eradicate misconceptions regarding blood donation
and bring forward more people to donate blood who, in
turn, can influence others around them, i.e. friends and
family, into adopting a positive attitude towards blood
donation.  Furthermore, safe and healthy blood
donation should be practiced so that the donors feel
safe and secure while donating blood.

Conclusion

From our study of patients visiting OPDs of Pakistan's
General Hospitals, it has come to our knowledge that
the awareness among the public regarding blood
donation is lacking. Lack of knowledge regarding their
own blood group had a negative impact altogether.
Electronic media is the leading source of provision of
information regarding blood donation and can be used
as a tool to create awareness among the population. In
present times internet can be used to promote voluntary
blood donation among the population.

IBUMDC 2011;1(2):61-67 .
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Recommendations

Radio and television, particularly through their
transmissions in regional languages, may be used
as an effective means to spread awareness about
blood donations.

Print media e.g. newspapers may be approached to
Create awareness among the literate population of
Pakistan,

People who are somewhat aware about blood
donation but have misconceptions should be
educated by various means, like incorporating
educational institutes
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A rare case of Gyrate atrophy
Muhammad Waseem, Saquib Nacem, M Saleem Bajywa

Abstract

Gyrate awophy is rarely scen in ophihalmological practice. We diagnosed ane sach case in our sei-ap. A muddie aged male presemsed with decrensed
\m‘ﬁmmmdwmmmmnwmydmpimm—dmm Fuadus flsorescean ammograghn
revealed sharp comtrast between normal and abnormal tisspe which was typical charactenstic of changes of Gyraie atrophy. Treammen! mchudes
pyndoxine (vitamin BS) and special diet. Prognosis usually remains poor and is 8 cause of disability. This case was heing reporied for gemeral
awareness.

Introduction

Gyrate atrophy is a rare entity. It is autosomal recessive
bilateral disorder due to deficiency of enzyme
Ornithine aminotransferase. Clinical features usually
start in second decade. Symptoms include decreased
midperipheral visual field leading to night vision
problems, though central visual acuity is spared till late
in the disease course. Fundus shows the gradual
development of patches of well-demarcated, scalloped
atrophy of the pigment epithelium and choriocapillaris
in the midperiphery with characterisic border of
surrounding hyperpigmentation. which evenmally
coalesce together till macula is involved resulting in
decreased vision in later life. Fundus fluorescein
angiography shows hyperfluorescence on the border of
atrophic patch and sharp contrast between normal and
abnormal mnssue. Other ocular changes include mild
cataractous opacities and mild maculopathy in later
stages of the disease. Systemic features are miid which
may include decreased intellect. myopathy and hair
changes. Treatment includes pyridoxine (vitamin Bg)
and special Arginine-free diet which may reduce the
severity of the disease. Prognosis usually remains poor
in later life"™.

Case report

A 50-year-old male presented in eye department PNS
Shifa Karachi with complaint of decreased vision in
right eye of 8 months duration. There was a history of a
trauma to this eyeball of the same period. There was no
other co-morbidity including night blindness.

P<X Muhammad Waseem

Prof and Head of Ophthalmology Department BUMDC & PNS
Saquib Naeem

BUMDC & PNS Shifa Hospital, Karachi, Pakistan.

M Saleem Bajwa
BUMDC & PNS Shifa Hospital, Karachi, Pakistan

Received October 17. 2011, Accepted November 09, 2011

JBUMDC 2011;1(2): 68-70

Vision in right eye was 6/9. correciable 10 6/6 with
classes and the left eye was /6 unaided Amtenior
;egmemsmmxnnlinbod)cyes.l’upilswm
reactive to light Ocular motility was normal m ail
directions of gaze on both sides. The fundi ocuh
showed patches of well-demarcated. scalloped atrophy
of the pigment epithelium and choriocapillaris with
characteristic border of surrounding hyperpigmentation
in mid-periphery. Optic disc and the macula were
normal (Fig.1). Intraocular pressure was normal on
both eyes. Systemic examination was normal.

On investigation, Fundus fluorescein angiography
showed hyperfluorescence on the border of atrophic
paich and a sharp conirast between normal and
abnormal tssue (Fig2) Patiemt was recommended
tablet Pyredoxin 300 mg and to take Arginine- free
diet He was referred for visual fields. EOG and ERG
and to the laboratory for enzyme assay.

Di -

Gyrate atrophy, also known as essential atrophy of the
choroid, occurs in early adult life is a rare condition”
So far, more than 150 cases have been identified :
approximately one third is from Finland). Ours will be
151th. Patient usually complains of defective might
vision initially but somehow, this was not the
presenting complaint in this case. He amributed his
defective vision t0 the trauma to his right The
characteristic fundus findings and fluorecein
angiographic pictures so typical of Gyrate atrophy were
all present in our patient. Systemic involvement can
occur but there was no such evidence in our patient
The treatment of choice is vitamin B6 and low
Arginine diet but it is yet 10 be shown that modification
of the metabolic control has any influence on the eye
disease®’ .We have started the treatment but so far we
have not got the feedback and so the response could
not be judged.

If started at an early age, long-term substanuial
reduction of plasma ornithine levels may appreciably
slow the progression of the chorioretinal lesions’. We
would like to follow this case at six months interval.
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Right Eye

Left Eye

Figure-1Fundus photograph of the patient

Right Eye

¥

Left Eye

Figure-2 Fundus Fluorescein Angiographs of the patient

Conclusion

Gyrate atrophy of the choroid and retina is a rare
inborn metabolic disorder whose ocular effects may
occur at any time during the course of the disease. It
should be suspected in any patient who presents v'vnh
subtle beular symptoms in presence of chorioretinal
atrophic patches in mid-periphery and can be
confirmed on fundus fluorescein angiography a{]d
plasma Ornithine levels. Result of the treatment 15
fruitful if detected and treated early in life.
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