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In this issue we have a number of papers
with important issues affecting family
health, and the community. A paper from
Turkey looked at Enuresis Nocturna
(EN) associated with symptoms of

upper airway obstruction was frequently
observed in various studies. This

study was conducted on 2314 students
between 6-14 years age, from 3 primary
schools. The questionnaires, questioning
EN and the symptoms of upper airway
obstruction, were distributed to students
to be filled by parents. The mean age

of 2314 study participants (1123 male,
1191 female) was 9.21 £ 2.08 (6-14
years). When students were evaluated
as groups with EN and without EN,
statistically significant difference was
detected between groups regarding
upper airway obstruction symptoms
(breathing problem while sleeping,

sleep apnea syndrome, sleeping with
open mouth and snoring) (respectively
p=0.002, p=0.036, p<0.001, p<0.001).
The authors concluded that, EN could
accompany with upper airway obstruction
symptoms as it was detected in this
study. Thus, taking a detailed medical
history and physical examination at the
primary care centers is significant.

A descriptive cross sectional study
from Sri Lanka looked at referral
communications. A self administered
questionnaire based on the data
gathered in earlier qualitative, explorative
research was prepared to gather data.
A postal survey was conducted among
Specialists Island wide. A total of
1100 specialists were included in the
study and the response rate was 20%.
Although specialists expect a referral
letter from general practitioners they
receive one only around 50% of the
occasions. They were not happy with
the quality of letters and expected

a comprehensive referral letter. The
authors concluded that specialists
have positive attitude towards their
professional relationship with GPs and
they should be made aware of this and

try to enhance their communication with
specialists. There should be rectifiable
measures in the systems which facilitate
coordination and communication between
the two parties and then the referral
process will become meaningful and
beneficial to all the stakeholders.

A paper from Bagdad looked at
determinants affecting the current choice
of family planning methods used by
women. The study was conducted on

a convenient sample including (400)
women who attended 3 family planning
clinics. An interview was conducted by the
investigator on determinants of the current
choice of family planning method , the
reasons for this choice and persons who
participated in choosing the method . This
study showed that the oral contraceptive
pills were the most preferable (65.3 %)
followed by intrauterine device (19.8 %),
hormone injection (10.8 %) then condom
(4.3 %). The study found that the doctor
was the main person who participates in
determining the current family planning
method choice. The authors recommend
to increase knowledge of both partners to
choose appropriate and suitable method
for them through increasing the role of
mass media and preparing family doctors
to offer family planning services and

to involve husbands in family planning
counseling sessions after communication
with their wives to decide the suitable
method for them

A paper from Gaza looked at the profile
of scabies in children in sector Gaza. All
patients who were seen in the outpatient
clinic in Jordanian hospital in Gaza were
examined for scabies. Patients were
divided into three age groups: group I:

0-4 years, group ll: 4-8 years and group
[ll: 8-14 years. A total of 5430 children
were seen in outpatient clinic for various
diseases and conditions during study
period. 145 cases of scabies were
reported with 98 males and 47 females.
The authors concluded that scabies is a
common disease among children in Gaza.
Major contributing factors to this disease
are: crowding, poor hygiene, scarce water
supplies and low socio-economic class.

An editorial from Iraq addressed the
problem of children who are caught in the
upheaval of the Middle East. The authors
started by quoting that ‘Making peace is
harder than making war’. He added that
he is writing this editorial because ‘| am
brimming over and writing is the only way
to let it out. It comes fast and furious .l
write for the helpless innocent children
who did not have the right to chose the
accident of their place birth and when

FROM THE EDITOR

| was not really thinking about it ,the
sensations aligned themselves the hands
and feet worked together and | found that
the clutch engaged, and | had slipped into
writing gear without really paying attention
like the athletes on the most difficult
challenges, using the proprioception of the
whole body to excel, pushing through the
pain to where the body feeling becomes
pleasure, | ought to take the writing past
the point of pain to satisfaction.

A paper from Jordan looked at the efficacy
of Sodium Stibogluconate intramuscular
injections in the treatment of cutaneous
leishmaniasis, safety and side effects. A
total 43 patient were seen over a period
of 12 months. All cases were seen at
Prince Rashed Military Hospital in the
north of Jordan. The diagnosis of localized
cutaneous leishmania was made on
clinical grounds proved by leishmania
smear or skin biopsy. The finding revealed
a total of 23 patients were males and

20 were females (16 of them were

14 years and below). The age group
ranged from 2-72 years. One patient
(2.3%) had resistant infection to sodium
stibogluconate; and an admission was
for one patient (2, 3%) for a few days
because of a picture of Hepatotoxicity.
42 patients showed improvement

of the lesion (98%); improvement

is defined when the lesion flattens
and ulceration disappears. The
authors concluded that many cases
of cutaneous leishmaniasis are seen
in Jordan causing cosmetic problem.
Early introduction of systemic anti-
leishmania agent is recommended.
Sodium stibogluconate is an effective
way to decrease scarring and
dispigmentation, with minimum side
effect.

Our CME section provides a review of
various forms of research misconduct
and provides a good checklist for
authors and potential authors.

While all efforts have been made to ensure
the accuracy of the information in this
journal, opinions expressed are those of the
authors and do not necessarily reflect the
views of The Publishers, Editor or the Editorial
Board. The publishers, Editor and Editorial
Board cannot be held responsible for errors
or any consequences arising from the use of
information contained in this journal; or the
views and opinions expressed.
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Enuresis Nocturna and the Symptoms of Upper Airway
Obstruction in Primary School age Children: Is there a
Relationship?

Doganer Yusuf Cetin (1)
Aydogan Umit (2) Abstract

Ashfaq Tabinda (3)

Burmaoglu Serhat (4) Objective: Enuresis Nocturna (EN)
Sari Oktay (5) associated with symptoms of upper air-
Koc Bayram (4) way obstruction was frequently

observed in various studies. In this study,
EN associated with symptoms of upper
airway obstruction (breathing problem
while sleeping, sleep apnea syndrome,
sleeping with open mouth, snoring) was

Saglam Kenan (7)
Qidwai Waris (8)

(1) MD, Department of Family Medicine, examined.

Mayo Clinic and Foundation, Rochester, MN, USA.

(2) Assoc. Prof. Dr, Department of Family Medicine, Methods: This study was conducted on
Gulhane Military Medical Faculty, Ankara, Turkey. 2314 students between 6-14 years age,
(3) Assist. Prof. Dr, Department of Family Medicine, from 3 primary schools in Ankara be-
Aga Khan University Hospital, Karachi, Pakistan. tween January-May 2011. The question-

naires, questioning EN and the symptoms
of upper airway obstruction, were distrib-
uted to students to be filled in by parents.

(4) Assoc.Prof., Faculty of Economics and Administrative
sciences, Katip Celebi University, Izmir, Turkey
(5) Assist .Prof. Dr, Department of Family Medicine,

Gulhane Military Medical Faculty, Ankara, Turkey. Results: The mean age of 2314 study
(6) Prof. Dr, Department of Family Medicine, Gulhane participants (1123 male, 1191 female)
Military Medical Faculty, Ankara, Turkey. was 9.21 + 2.08 (6-14 years). When

(7) Prof. Dr, Department of Internal Medicine, Gulhane students were evaluated as groups with
Military Medical Faculty, Ankara, Turkey. EN and without EN, a statistically signifi-
(8) Prof. Dr, Department of Family Medicine, Aga Khan cant difference was detected between
University Hospital, Karachi, Pakistan. groups regarding upper airway obstruc-

tion symptoms (breathing problem while
sleeping, sleep apnea syndrome, sleep-
ing with open mouth and snoring) (re-

Correspondence: spectively p=0.002, p=0.036, p<0.001,
DOGANER Yusuf Cetin, MD p<0.001). When students were examined
ReSGOI’Ch Fe”OW, I\/\OyO C|II’\IC, DepOFTmenT Of FOmI|y by d|V|d|ng into 3 age groups as Group
Medicine, Rochester, MN, USA I(6-8 age), Group 11(9-11 age) and Group
Turkish Military Academy Primary Care [11(12-14 age), a statistically significant
Examination Center, Ankara, Turkey difference was detected between age
GSM: +1 507 3190340 groups with EN (+), regarding breath-
Email: doganeryusuf@mayo.edu, ing problem while sleeping and sleep
ycetindoganer@hotmail.com ’:gge(?o?)/ndrome (respectively p=0.025,

Conclusion: As was detected in this
study, EN could accompany upper airway
obstruction symptoms as was detected in
this study. Thus, taking a detailed medical
history and physical examination at the
primary care centers is significant.

Key words Nocturnal enuresis;
airway obstruction; child
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Introduction

The adenoids and tonsils in the upper airway are very
small at birth and then they grow during the first 4 years
of the life. They tend to shrink toward the adolescence
period (1). During this period, children with adenoid and
tonsillar hypertrophy could show some pathological
symptoms and signs. It is stated that recurrent acute
and chronic inflammation cause adenoid hypertrophy

in some children (2). Adenoid and tonsillar hypertrophy
can cause serious diseases from snoring to Obstructive
Sleep Apnea Syndrome (OUAS), based on pharyngeal
obstruction and respiratory disorders while sleeping.
Snoring, mouth breathing, apnea and enuresis nocturna
(EN) are detected as the most frequently seen symptoms
during night (1).

It is found that EN during adolescence and childhood
period is related with obstructive respiratory disorders
occurring during night (3). EN can be described as
involuntary urination or urinary incontinence of children
above 5 during the night (4). Enuresis is a clinical
problem, which diminishes the quality of life for children
and their families. Thus, children have emotional and
learning-based problems, which affect their social life
(5). It is detected that many children with enuresis have
a genetic susceptibility (6). In the studies, it is stated that
two possible physical disorders could cause this situation.
One of them is functional bladder disorder while the
other one is the maturational delay in nocturnal arginine
vasopressin secretion (7).

The purpose of the study is to see the relationship of EN
with the symptoms of upper airway obstruction in children
at primary school-age.

Methods

Study design and subjects: This study was a cross-
sectional study and performed at 3, randomly selected,
primary schools in Ankara during January-May 2011.
The counselor and school administrators were informed
about the details of study. A total of 2500 students were
approached for this study through convenient sampling
and around 2314 students agreed to participate with a
response rate of 92%.

Survey questionnaire: a pretested self-administered
questionnaire was used for data collection. A
Questionnaire was comprised of questions related to
socio-demographic characteristics of participants, such
as age, sex, income level, the education level of parents,
symptoms of upper airway obstruction i.e.; breathing
problem while sleeping, sleep apnea syndrome, sleeping
with open mouth, snoring etc, and about their EN status.
The participants were also asked about frequency of
being diagnosed with recurrent upper respiratory tract
infection (URTI) and acute otitis media (AOM). EN was
described as urinary incontinence of more than once a
month in children above 5 years old, without any related
symptoms. EN can be divided into primary EN (80%)
and secondary EN (20%). In primary EN, it is possible to
have lifelong urinary incontinence, while in secondary EN;

urinary incontinence begins after at least six months of
staying dry. In this study we included patients presenting
with primary enuresis while patients with secondary
enuresis were excluded and student group with enuresis
nocturna was described as EN (+) and without enuresis
nocturna was described as EN (-). Sleep apnea
syndrome was evaluated as the most serious upper
respiratory tract obstruction symptom. The sleep apnea
syndrome was described as respiratory arrest lasting
more than 5-10 seconds during sleep due to any reason.
If apnea attacks happened more than 4 times a week, it
was described as “during every sleep”; if it was 3-4 times
a week, it was described as “frequently”; if it was twice a
week, it was described as “sometimes” and if it was once
a week, it was described as “rarely”.

Ethical Approval: The parents of students were informed
about the study purpose and their written consent

was taken. Ethics approval was taken from the ethical
committee of Gulhane Military Medical Academy (GMMA)
(N0:1491-941-09/1539) and also necessary permission
was obtained from Ankara Provincial Directorate of
National Education.

Statistical analysis: SPSS 15.0 for Windows (Chicago-
USA) package program was used for evaluating the
data obtained from the study. Descriptive statistical
methods were used to state categorical variables in
numbers and percentages, and continuous variables in
mean * standard deviation. Chi-square test was used to
compare discrete variables. While examining the upper
airway obstruction symptoms related with EN in children
in the sample group, logistic regression analyses was
performed by encoding EN (+) as 1 and EN(-) as 0.
Calculation of odds ratios (OR) for EN (+) group and 95%
confidence intervals (Cl) were made using univariate
logistic regression model. The level of p< 0.05 was
considered significant.

Results

A total of 2500 primary school-age children parents
were approached out of which 2314 completely filled
the questionnaire with a response rate of 92.56%. The
average age of study group was 9.21+2.08 with a male
predominance; i.e. 5%.

For analysis purpose students were divided into three
groups; as Group | of 6-8 years old students (n=958),
Group Il of 9-11 years old students (n=1014) and Group
[l of 12-14 years old students (n=342). The overall
prevalence of EN for all students was found to be 9.9%
(n=230) in general. When assessing prevalence in terms
of age groups, the rate of EN was 14.1% (n=135) for

the students of Group I, 8.1% (n=82) for the students of
Group Il and 3.8% (n=13) for Group Il (p<0.001).

The frequency of upper respiratory tract obstruction
symptoms (breathing problem while sleeping, sleep
apnea syndrome, sleeping with open mouth, snoring) in
EN (+) and EN (-) groups are shown in Table 1. Sleep
apnea was recognized as the most serious upper airway
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obstruction symptom. In EN (+) group, 31 students had sleep apnea syndrome, the distribution of them regarding
the age groups was as follows: 12 students were in Group | and 19 students were in Group Il. The frequency of
apnea attacks was evaluated in EN (+) group; it was detected that 24 students had it “very rare”, 2 students had it
“sometimes” and 5 students had it “during every night”.

Table 1: Comparison of upper respiratory tract obstruction symptoms of students in EN (+) and EN (-) groups

Univariate regression models
EM [+) EM (-}

o [f'll a9 [ﬂl ] OR [95% Cl)
Breathing problem while sleeping (+) 22, 2% (51) 14 3% (259) 0.002 1.70(1.21-2.37)
Sleep opnea syndrome [+) 13.5% (31) 0,2% (151) 0.036 154 (1.02-2.31)
Sleeping with open mouth [+) 42 2% (97) 27 6% (5786) < 0.001 150 (1.44-2.52)
Snoring {+) 23.5% (54) 13.9% (289) <0.001 150(1.37-2.64)
When the students with EN were evaluated regarding age groups (Group |, Il, 1), a statistically significant difference

was determined between groups, regarding breathing problem while sleeping and apnea attack (respectively,
p=0.025, p=0.004). When the groups were evaluated regarding sleeping with open mouth and snoring, there was not
a statistically significant difference (p>0.05) (Table 2).

Table 2: The comparison of upper airway obstruction symptoms regarding age groups

Group | Group I Group I
% (n) % (n) % (n)
Breathing problem while sleep (+) 17.8 (24) 31.7 (26) 7.7 (1) 0.025
Sleep apnea syndrome [+) B9 [12) 23.2 (19) 0 (0) 0004
Sleeping with open mouth [+ 3B.5 (52) 463 (38) 53.8(7) 0.35%
Snoring (+) 24.4 (33) 22 (18) 23.1(3) 0.915

We performed a logistic regression analysis to determine the most effective discriminating variable(s). Hence, we
could see the most effective variable(s) at the last step of the model. The model coefficients were tested by omnibus
test and they were statistically significant (p<0.05). In addition, according to Hosmer and Lemeshow Goodness-of-Fit
test the model is statistically significant (Chi-Square=0.148; df =2; p>0.05). When the relational statistics Cox & Snell
R Square and Nagelkerke R Square values are seen, it could be interpreted that these statistics were moderately low.
It is known that there are many other variables affecting EN in real life; however we applied the model just for four of
them, so we evaluated these relational values as acceptable. Finally the model with variables and the statistics from
them can be seen in Table 3.

As seen in Table 3, “Sleeping with open mouth” variable is statistically significant for all steps. When we examine the
third step, “Sleeping with open mouth” (Wald=9.711; p<0.05) and “Snoring” (Wald=2.940; p<0.10) can be accepted as
the most efficient variables for EN (+) and EN (-) discrimination.

When EN (+) and EN (-) groups were evaluated regarding the frequency of upper respairatory tract infection, 12.2% of
the students in EN (+) group had URTI 5-6 times a year and this rate was 6.7% in EN (-) group (p=0.003) (Table 4).

When EN (+) and EN (-) groups were evaluated regarding recurrent acute otitis media (AOM), 33.5% of the students
in EN (+) group had AOM problem 1-2 times a year and this rate was 25.9% in EN (-) group (p=0.041) (Table 5).
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Table 3: Logistics regression model coefficients

Sig.  ExpiB)
Step Breathing problem while sleep (1) 186 271 471 1 443 230
1[ E ’ x x x x ¥
sleep apnea syndrome (1) -028 | ,306 JO0B 1 527 | 572
sleeping with open mouth (1) -470 | ,170 7,668 1 Jo0s | 625
snoring (1) -286 | 204 1,964 1 J61 | 752
Constant 1,486 | ,223 44 575 1 oD | 226
Step Breathing problem while sleep (1) 203 1972 1126 1 289 216
2[ E ’ x x " x ¥
sleeping with open mouth (1) -471 | ,170 7.703 1 Jo0s | 624
snoring (1) -282 | ,201 1,577 1 J1e0 | 754
Constant -1,498 | ,175 73,733 1 JoDD | 223
Step Sleeping with open mouwth [ 1) _513 165 3711 1 002 cog
3 [ E ’ X x - x ¥
anoring (1) -334 | 185 2,940 1 J0BE | 716
Constant -1,596 | ,150 | 112,554 1 JoD0 | ,203

Table 4: Comparison of URTI frequencies in EN (+) and EN (-) student groups

URTI frequency EN [+) EM [-)
% (n} % (n)
MNone £.5 (15) 12.5 (260)
1-2 times per year 50 (115) 51.3 [1069)
0.003
3-4 times per year 2B.7 [BB) 26.2 [545)
5-& times per year 122 (28) B.7 (139)
> B times per year 2.6 (6 3.4 (71)

Table 5. Comparison of AOM frequencies in EN (+) and EN (-) student groups

AOM frequency

Mone B0.9 [ 140) B9 2 (1443)
1-2 times per year 33.5 (77 #25.5 (540)
. . . 0041
3-4 times per year 3.9(9) 4.0 (B4)
5-B times per year 1.7(4) 0.7 (14)
> b times per year 0 (0} #20.1(3)
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For the rate of students, who had surgical operation due
to upper airway obstruction symptoms (tonsillectomy,
adenoidectomy, adenotonsillectomy) was 7.6% (n=175),
the mean age of students was 5.71+1.83 (2-11 years
old), when they had the operation. 57.1% (n=100) of the
students, who had the operation, were male and 42.9%
(n=75) were female. The distribution of operations was as
follows: 10.9% (n=19) was tonsillectomy, 33.1% (n=58)
adenoidectomy, 56% (n=98) adenotonsillectomy. Even if
the difference was not statistically significant, 8.6% of the
students, who had a surgical operation related to upper
airway obstruction, had EN while this rate was 10.1% for
students, who did not have a surgical operation.

Discussion

During childhood, there are many factors, particularly
adenoid and tonsillar hypertrophy, which restrict air
flow through the upper airway. Adenoid and tonsillar
hypertrophy is taken normally during this period, when
children have nasal and throat infections frequently

(1, 8). Enlarged adenoids can block air flow through
the nasal cavity. This situation can result in snoring,
mouth breathing, and nasal speech (7). EN is another
clinic case, thought to develop during this period as a
result of upper airway obstructions. In this study, it was
detected that symptoms of upper airway obstruction such
as breathing problem while sleeping, apnea attacks,
sleeping with open mouth and snoring were seen more
frequently in children with EN. When the children with
Enuresis were evaluated regarding the age groups,

it was detected that there was a difference between
groups regarding breathing problem while sleeping and
apnea attacks and it was determined that this difference
depended on the increasing number of these two
symptoms in Group Il (9-11 years old) students.

There have been many studies demonstrating the
correlation between upper respiratory tract obstruction
and EN. In the study of Cinar et al., it was found that

the etiologic relation between EN and upper airway
obstruction was stronger than estimated (9). Alexopoulos
et al. examined the relation between primary EN during
childhood and snoring. This study included 1821
students (5-14 years old) and it was determined that
135 students (7.4%) had habitual snoring (HS). As a
result of this study, it was determined that children with
HS were diagnosed with primary EN more frequently
than children without HS (3). In the study of Ersu et al,

it was stated that HS was a serious problem for children
and could be related with diurnal symptoms. The study
included 2147 primary school students (5-13 years old)
and it was detected that of students with HS (7%) had
apnea, restless leg syndrome, parasomnia and nocturnal
enuresis more frequently than children without HS (10).
Ayd?n et al. examined EN and upper airway obstruction
symptoms, developed by adenoid hypertrophy and

1090 primary school students (5-14 years old) were
included in the study. When the students were evaluated
separately under 3 groups as 5-7 years old, 8-10 years
old, 11-14 years old students, contrary to the former
studies, there was no significant difference between

ORIGINAL CONTRIBUTION AND CLINICAL INVESTIGATION

groups regarding the relation of EN frequency with
adenoid hypertrophy symptoms (7). In this study, when
sleeping with open mouth and snoring were evaluated
as the most simple symptoms of upper respiratory tract
obstruction, it was determined that students with EN (+)
had these problems more frequently than students with
EN (-). This statistically significant difference between
groups supported the findings of former studies. It was
considered that the difference could result from disorders
in neuro-hormonal mechanisms, which controlled urinary
incontinence.

It was a frequently observed clinical finding that sleep
apnea syndrome was accompanied with EN. In the
study of Basha et al., 326 children (2-18 years old),

who had tonsillectomy or adenotonsillectomy, were
included and EN prevalence rate was detected as 32.8%
(n=107). After a period of 44 months, it was detected
during retrospective evaluation that in 61.4% of the
cases patients recovered from EN completely, 22.8%

EN was in remission period and in 15.8% cases EN

still existed (11). In the study of Brooks and Topol, 160
children, having breathing problem while sleeping, were
polisomnographically evaluated and also Respiratory
Disturbance Index (RDI) was performed. It was detected
that 66 (41%) of the children were enuretic. As a

result of the study, it was determined that children with
RDI>1 had higher risk of enuresis than children with
RDI< or =1. This result also revealed that respiratory
difficulties while sleeping increased the risk of enuresis
(12). Weissbach et al. evaluated 161 children (4-18
years old) polisomnographically and examined EN in

the post-adenotonsillectomy period. In an evaluation
performed after nine months from the operation, it was
detected that EN symptoms dramatically decreased after
adenotonsillectomy operation in children with obstructive
sleep apnea (13). Firoozi et al. obtained similar results
(14). Weider et al determined that patients recovered
from enuresis after having adenotonsillectomy, which
treated chronic adenotonsillar hypertrophy and airway
obstruction (15). In this study, it was determined that the
rate of students, having breathing problem while sleeping
or apnea attacks, was higher in EN (+) than in EN (-)
group. The results of this study supported former studies.
This statistically significant difference between EN (+)
and EN (-) groups could be related to a weak control of
the regulation of Antidiuretic Hormone (ADH) release,
especially related with REM (Rapid Eye Movement)
sleep, and an increased release of atrial natriuretic
peptide (ANP).

In this study, the frequency of recurrent URTI and

AOM was also examined in addition to upper airway
obstruction symptoms. A statistically significant difference
was detected between EN (+) and EN (-) student groups,
regarding the frequency of recurrent URTI and AOM.
Although there has been no study that directly has
examined the relation of URTI and AOM with EN, it is
clear that eustachian tube dysfunction, especially which
which resulted from adenoid hypertrophy, forms the basis
for URTI and AOM (7). Therapeutic effectiveness
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of adenotonsillectomy in enuretic children, who applied
due to obstructive sleep apnea symptoms, was shown in
a limited number of studies (14, 16). As it was determined
in this study, the relation of pathologies, which caused
upper airway obstruction like adenoid hypertrophy, with
EN supported indirectly the relation between EN and
AOM. It was considered that increase in frequency of URI
and AOM in the EN (+) group resulted from the infection,
which occurred due to air passages obstruction.

Study limitations: Upper respiratory tract obstruction
symptoms could be observed in children without adenoid
hypertrophy. For example, these symptoms could be
observed in children with allergic rhinitis, septal deviation
or concha hypertrophy. However these pathologies are
more rarely observed than adenoid hypertrophy in this
age group. Not being able to make a differential diagnosis
in children with these symptoms was one of the most
important limitations of this study. Moreover, enuretic
children could not be examined prospectively because

of the cross-sectional study design. Another limitation of
this study was that it could not be determined whether the
children, who had surgical operation because of upper
airway obstruction, recovered from EN or not. Because
of study design, adenoids and tonsils size could not be
measured by physical examination.

Conclusions

EN is a serious disease that has a potential to cause
important problems in social life. The importance of

a detailed medical history and physical examination

at primary care centers is evident, because the initial
contact with patients begins in these centers. As it was
detected in this study, even if EN seems to be a urological
pathology, it is observed that it accompanies upper airway
obstruction symptoms frequently (breathing problem
during sleeping, sleep apnea syndrome, open mouth
sleeping, snoring).
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Abstract

Introduction: In the Sri Lankan
health system there is no system
for registering a patient under any
health care provider and there is
no established referral and back
referral system in practice. Still there
is communication between primary
care doctors and specialists mostly
through conventional letters. This
study was conducted to explore
views of specialists on the referral
process of the country.

Methodology: This was a
descriptive cross sectional study.

A self administered questionnaire
based on the data gathered in ear-
lier qualitative, explorative research
was prepared to gather data. A
postal survey was conducted among
Specialists island wide.

Results: 1100 specialists were
included in the study and the
response rate was 20%. Although
specialists expect a referral let-

ter from general practitioners they
receive one only around 50% of

the occasions. They were not

happy with the quality of letters and
expected a comprehensive refer-

ral letter. They were keen to reply
but time constraints (50%), lack

of secretarial support (36%) and
perception that reply will not reach
the sender (31%) were obstacles in
replying. Continuous medical educa-
tion, use of structured referral forms
and strengthening training programs
were suggested to improve commu-
nications.

Conclusions and
recommendations: Specialists
have a positive attitude towards their
professional relationship with GPs
and they should be made aware of
this and try to enhance their com-
munication with specialists. There
should be rectifiable measures in
the systems which facilitate coordi-
nation and communication between
the two parties and then the referral
process will become meaningful and
beneficial to all the stakeholders.

Key words: Referral letters,
communications, specialists,
general practice
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Introduction

Sri Lanka has its own unique health care provider
system. Similar to most countries in the world, the Sri
Lankan health system also consists of three levels of
care, the primary, secondary and tertiary and the health
services which are offered by both the state and the
private sector.(1) However all citizens have access to
healthcare in any part of the island from either the state
or the private sector.

Although Sri Lanka has an extensive network of health
care institutions, there is no system for registering a
patient under any health care provider(2) and also there
is no established referral and back referral system in
practice in the private sector.(3) Therefore patients are
free to select a doctor of their choice for a given ailment
and referrals to specialists are not always through a
generalist. This situation has given rise to free movement
of patients within and between primary, secondary and
tertiary care.(2) The state sector has a referral system for
administrative purposes, the patient having to get a “chit”
from the outpatient department to get into a specialist
clinic.(3)

Thus there is no accepted referral system particularly in
the private sector and also there is no continuity of care
or accountability for a given patient’s health outcomes
either in the state or in the private sector.

Referral of a patient for services of a specialist is an
inevitable and essential aspect of primary medical care.
Even though there is no established system, coordination
of patient care with a specialst goes on in practice. We
need to work towards a proper referral system to deliver
better quality patient care. In this background, research
related to the present position in referral consultations will
be of great value and we have carried out research from
different angles to contribute to the existing data. Looking
at a proper referral system, shows that during the process
of patient referral, good communication and coordination
between primary care doctors/general practitioners
(GPs) and specialists is essential to provide continuity of
care and proper follow up of a patient. The three parties
involved in the process, general practitioners, specialists
and the patients have their own expectations from
communications; specialists expect information about
the problem to be addressed and adequate relevant
details, GPs expect a clear response regarding diagnosis
and management and patients expect information about
the diagnosis, treatment and follow up requirements.
When these expectations are unmet GPs, specialists
and patients end up dissatisfied with the process.(4)
Research also has shown that there is great variation in
the referral patterns and rates.(5) Possible reasons for
this may be characteristics of the patient (age, gender,
social status, level of education, occupation), pressure
from and expectations of patients, characteristics of

the physician (age, gender, length of practice, patient
load, willingness to deal with uncertainty) and access to
specialists.(6)

In referring patients in Sri Lanka, communication
between GPs and specialists takes place mostly

through letters(3,7) although there are other forms of
communication such as mobile phones, e-mails etc.
Studies on patient referrals are scarce and published
research involving specialists on referral communications
are not available in the country. As the specialists play

a key role in establishing a proper referral system, it

was decided to conduct an island wide study among
specialists to explore their views.

Methodology

This was a descriptive cross sectional study. To prepare
the list of specialists serving in government hospitals all
the secondary and tertiary care hospitals were contacted
and the names of specialists were obtained. Similarly key
private sector hospitals were also contacted and details
of specialists visiting those hospitals were obtained.
Specialists rarely contacted by a primary care doctors,
such as anesthetists, and microbiologists were excluded
from the study.

Self administered questionnaire was prepared to explore
views of specialists. This questionnaire was formulated
based on the data gathered in earlier qualitative,
explorative research conducted among specialists by the
authors.(7)

The questionnaire was piloted to assess the applicability
(comprehension, formulation and length of time) and
necessary changes were made. It was mailed to all the
specialists in the list with a covering letter with a stamped
envelope to return it.

Results

Expectation and receiving of referral letters

Fifty five percent (55%) of the specialists always
expected a referral letter from a GP when a patient
was referred and the rest (45%) expected a letter when
important information had to be conveyed. According to
their perception only 3.7% receive a letter always, while
another 52.3% receive one most of the time. 43.1%
and 4.5% receive a referral letter rarely and never,
respectively.

Replying to referrals

22.3% reply to referral letters always, 47.7% respond
most of the time while others (30%) reply occasionally or
rarely.

Factors which influence specialists to write a reply
The most important factor which influences a reply was
whether follow up was necessary (79.5%). Other factors
were type of condition (60%), quality of referral (49.1%)
and primary care doctor known to the specialist (26.4%).
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Table 1: Profile of specialists

Detail Invited Responded %
Total number of Specialists 1100 220 200
Mumber of specialties 35 2B 80D
Topten specialties  General physician 205 a0 191
Paediatrician 153 37 241
General surgeon 140 27 19.3
Obs & gynaecologists 140 15 10.7
Dermatologists BS 12 184
Psychiatrists 58 14 241
Ophthalmologists 45 12 26.1
ENT surgeons 42 Fi 167
Cardiclogists 37 9 24.3
Orthopedic surgeons 23 3 130
Demographic details of respondents
Agerange (years) 34-T0
Gender Male 70.5%
Female 20.5%
Duration of practice (years) 1-40
Provinces represented 9
Work place Both Government & private sector B5.1%
Only government sector 5.5%
Only private sector 5.1%

Graph 1: Quality of referral letters

LoD
80 -
B Nocomments
% 60 - m Not satisfactory
i W Satisfactory
20 -
n I

Content Legibility Format Paper quality
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Table 2: Items of information expected by specialists

Item of information Always if Mot Mo
o relevant required cComments
% ! %

Date 96.4 3.6

Mame of the patient oG4 2.2 14

Age of the patient §95.0 4.1 0.5
Presenting complaint 0.5 B.2 1.3
Other symptoms 32.3 B5.0 2.7
Examination findings 50.0 486 14
Investigation results for the current condition 54.1 427 2.7 0.5
Treatment given for the current condition Eld 177 0.5
Comorbidities 427 541 27 0.5
Treatment for comorbidities 36.4 56.8 5.5 13
Family history 109 76.4 118 0.9
Social history 141 £5.1 164 0.4
Drug allergies 4.1 33.2 2.3 0.4
Reason for referral 89.5 9.1 14
Sender{GP)'s signature 795 B.4 10 41
Sender{GP)'s name gl4 45 3.2 0.5
Sender{GP)'s qualifications EE.B 132 168 3.2
Sender(GP)'s Contact no 46.8 34.5 15.5 3.2
Recipient's name,/designation 65.5 227 10.5 0.5
Recipient’s place of waork 3.7 28.2 2B.6 5.5
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Graph 2: Reasons for not replying

GPwill not follow instructions

Mo benefit to pt.
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Reply will not reach sender
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Table 3: Measures to improve the quality of referral letters

Measure

Continuous medical education G14

Introduction of @ structured referral form 85.1

Strengthen undergraduate curriculum B2.7

Strengthen postgraduate curriculum 755
Discussion a referral letter with referred patients. Awareness about
This study sample included respondents from a broad these findings among the General Practitioners therefore
range of specialties from both the state and the private may bring about a change in their attitudes about referral

sector heath care institutions from all the provinces of the =~ communications.
country. Thus, although the response rate was only 20%

it could be taken as a representative sample. Specialists were unhappy with the quality of the referral
letters. Most of the doctors (57%) were dissatisfied about
The results show that 55% of the specialists expected the format of the referral letters. Good format facilitates
a referral letter from a GP always. The remaining 45% quick retrieval of information and according to Rawal et
too indicated that they would be happy to receive one al, format contributes to comprehensiveness of letters
if it conveyed relevant information about the patient. as well.(9) Letters were deficient in content as well and
However, this is contrary to the results of studies that perhaps unsatisfactory format could be a contributory
show the non provision of a referral letter to the patient factor for omission of information. Audit of referral letters
is due to the GPs’ perception that specialists and in Sri Lanka also revealed absence of important items
hospital doctors are not keen to read their letters and of information in referral letters(10) which confirms the
writing a comprehensive letter is a futile exercise.(8) opinion of specialists. Legibility was also not satisfactory
The experience of the specialists in this study did not and it is a futile exercise to write an illegible letter. It's
differ and almost 50% of them rarely or never received surprising that doctors have written letters in substandard
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papers. It is evident from this study that specialists are
dissatisfied with the quality of letters they receive and
this could create a negative opinion of GPs’ work among
specialists.(11)

Items of information expected by the specialists show
that they expect a comprehensive referral letter from
primary care doctors. More than 90% of the specialists
expected date, name and age of the patient, reason for
referral and GP’s name always. Name is the link between
the patient’s identity and ensuing details which helps to
avoid medical errors. Date is the useful indicator of the
time duration and the progress of the condition which
enables proper evaluation of the patients’ condition and
its progression. Reason for referral shows the purpose
of the referral. Other symptoms, examination findings,
investigation findings, treatment tried, co-morbidities,
treatment for co-morbidities and drug allergies were
expected always or if relevant to the condition by more
than 90% of the specialists. Family history and social
history were expected only if relevant to the patients’
condition by the majority. It shows that they do not expect
a check list of information for each and every patient but
relevant information for the particular patient. This finding
will be a guide for primary care doctors as to what items
of information should be included in their referral letters.

For continuity of care to be maintained, it's important that
healthcare providers at all levels of care remain informed
of relevant information pertaining to diagnosis, progress
and management plans for each of their

patients. Ideally all referred patients present to a hospital
or a specialist with a referral letter which should return to
the referring doctor with a reply letter. Replies to referrals
are vital to enable comprehensive recording and follow

up care at primary care level as well. Although 70% of

the specialists admitted that they reply to referral letters
always or most of the time, this is contrary to the views of
general practitioners.(12,13,14) This interactive process
should be balanced and mutual and this will result only

if both primary care doctors and specialists respect each
other.(6) Several studies have revealed lack of respect for
GPs by specialists (8,15,16) and the Canadian RESPECT
study(15) suggested that this could be improved by
creating better relationships between GPs and specialists,
enhancing profile of family medicine in Universities and
teaching hospitals and by changing negative attitudes

by promoting the expertise and role of family medicine.
Specialists may not understand the special work situation
in general practice where a doctor is usually alone with

a broad spectrum of clinical problems and with minimal
facilities.

Reasons pertaining to the work situation (Time
constraints and lack of secretarial support), perceptions
of health care system (reply letter will not reach the GP)
and impression that there is no benefit to the patient or
primary care doctor were the key reasons for not replying
to referrals. Smith & Khutoane(17) also identified the
same reasons for not replying to referrals. In addition
they revealed poor quality referral letters, unnecessary

referrals, and the way services are structured in hospitals
also as contributory factors. Perhaps the qualitative
nature of that study allowed participants more freedom to
come out with a wide range of issues.

The factors which influenced specialists to reply to

a referral were whether follow up of the patient by

the sender was necessary or not and the type of the
condition. Quality of the referral letter also mattered for
almost 50%. Lachman & Stander revealed a correlation
between the quality of referral letters and reply rates.(18)

Although workload and time constraints were mentioned
as reasons for not replying, theoretically reply letters
could be a solution for that problem also. A reply letter is
an effective method of continued education of GPs which
in turn improves patient care at primary care level leading
to reduction of the number of referrals and prevents
unnecessary referrals.(19)

Continuing medical education, undergraduate and
postgraduate training and using a structured referral form
for referrals were suggested by the specialists to improve
the quality of referrals. A practical solution to improve

the quality of letters would be to use printed structured
referral forms.(12,20,21) Letter head will contain relevant
details of the sender while subheadings of the structured
format reminds information to be included, thus improving
the content. There will be a pre designed format

which would be a solution to unsatisfactory format in
conventional letters and also helps retrieval of information
by the recipient. A minimal number of words needs to be
hand written thus providing an answer to illegible hand
writing. If this letter is printed on a standard paper it
solves the problem of using ‘chits’ to write referral letters.

Conclusions and Recommendations

* Specialists value referral letters from primary care
doctors and they expect a comprehensive referral letter
from primary care doctors.

* They are not happy with the quality of referral letters.

* Specialists are keen to reply to referrals but work
pressures and deficiencies in the system prevent them
from replying.

* General practitioners should be educated on the
importance and specialists’ attitudes towards referral
letters. Education programs should strengthen and
continuous medical education programs should be
organized to improve the quality of referrals.

¢ Use of structured referral forms should be encouraged
among GPs.

Appendix: The authors have supplied a Referral Form
template for Sri Lankan and other doctors. It is in
Word Format so you can customise it for your use
This can be downloaded from the MEJFM website at :

http://www.mejfm.com/September2014/ Referral form
template.htm
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Abstract

Objective: to study the efficacy of Sodium
Stibogluconate intramuscular injections in the treatment
of cutaneous leishmaniasis, safety and side effects.

Method: A total 43 patients were seen over a period of
12 months, from January 2009 to December 2010. All
cases were seen at Prince Rashed Military Hospital in
the north of Jordan. The diagnosis of localized cutane-
ous leishmania was made on clinical grounds proved by
leishmania smear or skin biopsy. The distribution of pa-
tients according to gender, age groups, time of the year,
was made. The criteria for sodium stibogluconate injec-
tion were: the severity of symptoms, site of lesion on
face (ear, nose and cheek), and multiplicity of lesions.
The dose of sodium stibogluconate given was 10 mg\kg
given as intramuscular injections daily for total two
weeks followed by complete blood count, liver function
test, electrocardiogram as base line.

Results: 23 patients were males and 20 were

females (16 of them were 14 years and below). The
age group ranged from 2-72 years. One patient (2.3%)
had resistant infection to sodium stibogluconate; and
an admission was for one patient (2, 3%) for a few
days because of a picture of Hepatotoxicity. 42 patients
showed improvement of the lesion (98%); improvement
is defined when the lesion flattens and ulceration
disappears.

One patient (2.3%) demonstrated increase in liver
enzymes after one week of treatment’ upon stopping
treatment for one week the patient then resumes
treatment with no complications and with complete
remission.

Conclusion: Many cases of cutaneous leishmaniasis
are seen in Jordan causing cosmetic problems. Early
introduction of systemic anti-leishmania agent is
recommended. Sodium stibogluconate is an effective
way to decrease scarring and dispigmentation, with
minimum side effects.

Key words: cutaneous leishmania,
sodium stibogluconate, scar
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Introduction

Leishmaniasis is a widely distributed disease with both
visceral and cutaneous manifestations. Cutaneous
leishmaniasis is the most common form of this disease.

It has an annual incidence of 1 to 1.5 million cases. 90%
of cases are reported in just six countries, Afghanistan,
Brazil, Iran, Peru, Saudi Arabia and Syria (1). Cutaneous
leishmaniasis causes three distinct clinical entities:
localized cutaneous leishmaniasis (a few lesions), diffuse
cutaneous leishmaniasis (large number of lesions), muco-
cutaneous leishmaniasis (involving mucus membrane like
nose, mouth, larynx). Other leishmania species may attack
viscera causing visceral leishmaniasis or kala-azar (1,2).

Cutaneous leishmaniasis is divided into: the Old World
and new world leishmaniasis (3). Old world leishmaniasis
is due to L. major (zoonotic cutaneous leishmaniasis which
tends to heal within 2-4 months), L. tropica (anthroponotic
tends to heal 6-15 months), L. aethiopica and to L.
infantum, which is responsible for all the cutaneous
disease in the northern Mediterranean region and for
some of the disease in North Africa.

In the New World, localized cutaneous leishmaniasis

is caused mainly by L. peruviana, L. guyanensis, L.
braziliensis or L. mexicana species. Diffuse cutaneous
leishmaniasis is an infection caused by L. aethiopica in
Africa, and L. amazonensis in South America. However,
diffuse cutaneous leishmaniasis is also observed in
immunosuppressed patients infected with species isolated
commonly in localized forms. Mucosal dissemination is
described in South America. It is caused by L. braziliensis,
and, less frequently by L. panamensis or L. guyanensis(4).

Leishmania is highly contagious with at least ninety
percent attack rate among susceptible individuals (5).
Affecting children mainly, usually lesions are at site of
sandfly bites on exposed areas like face (7).

Cutaneous leishmaniasis is a disfiguring disease

that normally resolves within 3 to 18 months of initial
infection. Treatment aims to cure as well as prevent the
development of more complex manifestations like Muco-
cutaneous leishmaniasis and disseminated cutaneous
leishmaniasis (10).

This study was conducted to examine cutaneous
leishmania cases seen over a 12-month period, taking

into consideration patients’ ages, the time of occurrence
during the year, the symptoms and signs at presentation,
the treatments given and the complications encountered in
affected patients.

Methods

Forty three patients clinically diagnosed to have cutaneous
leishmaniasis were seen at Prince Rashid Hospital over a
period of 12 months (between January 2009 to December
2010). The distribution of patients as regards the time

of disease occurrence during the year, sex and age

group, were documented. The diagnosis of cutaneous
leishmania was established on clinical grounds. Nodulo-

ORIGINAL CONTRIBUTION AND CLINICAL INVESTIGATION

ulcerative skin lesion, with erythematous, violaceous,
edematous edge were the most common presenting
features. Laboratory investigations were carried out for all
patients and included leishmania smear to demonstrate
Donovan bodies, skin biopsy was done only if the lesion
was clinically suggestive but smear negative, followed by
routine and biochemical blood tests including liver function
test, ECG as base line.

All patients were given systemic sodium stibogluconate
intramuscular injections, 10 mg/kg per dose daily for

two weeks. The 1st injection was given in the clinic with
the availability of resuscitation facilities to observe and
interfere if anaphylactic reaction developed, then patient
completed the course of injections at the nearest clinic.
Patients received instructions in regard to the nature

of disease and treatment options and to apply topical
antibiotics. All patients were re-examined at follow up visit
after two weeks to ensure complete cure of the lesion.

Simple non-parametric statistical analysis was made when
necessary.

Results

Twenty three patients (53.5%) were males and 20 patients
were females (46.5%). The age ranged from 2-72 years.
The site of involvement in our patients is shown in Table

1. The distribution of patients according to age groups is
shown in Table 2. The patients were from four districts,
Table 3. The face was commonly involved (49%) : cheeks
(39.2%), nose (18%), forehead (14.3%), pinna (14.3%), lip
(10.7), eyelid (3.5%).

One patient (2.3%) who was hospitalized, was 6 years old
with three skin lesions on hand, neck and ear and received
2 ml sodium stibogluconate IM injections for one week

and came to hospital with nausea, vomiting, abdominal
pain. Liver function test showed raised liver enzyme SGOT
1838, SGPT 1306 Alkaline phosphatase 316, the 2nd

day after cessation of therapy SGOT and SGPT dropped
to 1314,741 respectively. WBC, PCV, PLATELET were
normal. PT, PTT, INR normal, abdominal U/S normal,
HBSAG, HC antibodies were negative. After 6 days SGOT
and SGPT dropped to 180 and 175 respectively; lesions at
these time showed 70% improvement.

One patient (2.3%) who had ulcerative nodule at the
lower lip, clinically consistent with Cutaneous leishmania.
Leishmania smear was negative but biopsy confirmative,
and patient received sodium stibogluconate injection for
one week and developed a slight rise in liver enzyme,
Patient was stopped for one week and returned to normal
resumption of injections with no complications with
complete healing but with atrophic scar.

One patient (2.3%) received sodium stibogluconate
injections for two weeks but did not show clinical
improvement after completion of the course of injections,
and was given alternative treatment.
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Table 1: Site of involvements and their percentages

Number of Percentage
patients
Face 21 45
Hand, forearm g 186
Foot, leg 7 16.2
MNeck 2 46
Multiple sites 5 116

Table 2: The distribution of patients according to age group

Age group Mumber of Percentage
patients

2-19 21 45

20-29 & 14

30-39 & 14

Above 40 10 23

Table 3. The demographic distribution

District Number of Percentage
patients
Irbid 15 35
larash 2 45
Ajloun 21 45
Al-Ghour 5 115
Discussion

Leishmaniasis are a group of chronic infections affecting human
and other animal species, belonging to flagellated protozoans of
the order kinetoplastidae, and transmitted by the bite of sandflies
of the genera phlebotomus and lutzomyia (5). It is an obligate
intracellular parasite that presents in two forms: promastigote

in the gut of sandflies where it multiplies and migrates to the
proboscis and is introduced to the host whether human, rodent,
or other animal species and immediately phagocytosed by host
phagocytes where it changed into amastigote(7). It is considered
to be a self- limiting disease when localized to skin but always
heals with retracted scar and dispigmentation but some may
become chronic or disseminated(2).

In endemic areas like Jordan where transmission
is stable, children are especially affected. Un our
study children were affected in 37% of the cases,
as shown in Table 7, and the cumulative rate of
infection as determined by the presence of scars
and positive leishmanin tests may approach 100%.

The treatment of cutaneous leishmaniasis
depends on the species of leishmania but
identification of the species by culture and
isoenzyme is time consuming. Also new
techniques of DNA amplification by polymerase
chain reaction are not widely available which
makes treatment depend on the geographical
area and the epidemiology of the disease; the
main cause of cutaneous leishmania in our area is
leishmania tropica (5).

Cutaneous leshmaniasis is the primary infection
with one of the leishmania species starting as

a papule then increasing in size resulting in a
nodulo-ulcerative lesion, usually on exposed areas
at the site of sandfly bite (5). In our study, there
are 21 cases (49%) involving the face, 8 cases
(18.6%) involving the hand and forearm, 7 cases
(16.2%) involving the foot and leg, 2 cases (4.6%)
involving the neck, 5 cases (11.6%) involving
multiple sites of those mentioned above with no
single case involving a non-exposed area.

Ajloun district had the highest number of patients
simply because towns of Ajloun are geographically
appropriate for sandflies living and reproduction
regarding temperature and humidity.

Our study shows the highest number of patients

in January and December then March (Figure 1,
next page), and this may be due to rainy season

in winter with the formation of swamps which
allow reproduction and growth of sand flies which
facilitate vector transmission.

Pentavalent antimonials are the mainstay
treatment for both visceral and cutaneous
leishmaniasis (8). Two forms are currently
available: meglumine antimoniate and sodium
stibogluconate. The mechanism for their
effectiveness is not well understood, but may
involve inhibition of adenosine triphosphate
synthesis(9).

The face is affected in 49% of the cases; it results
in scarring and dispigmentation which is disfiguring
on the face.

It is generally recommended that anyone with
cutaneous leishmaniasis is to be treated with
systemic sodium stibogluconate (especially
children and when face is involved) because

scar and dispigmentation will be inevitable and
disastrous. Systemic antimonial decrease the size
of the lesion, there is no progression to ulceration
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Figure 1: The distribution of patients according to the time of year
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and results in less scarring, and rapid healing. Therefore,
we started all patients on sodium stibogluconate injection
for two weeks; 98% showed complete cure of the lesion

upon follow up 2-3 months after completion of the course.

One of the most important side effects of sodium
stibogluconate is prolongation of QT interval predisposing
to arrhythmias, which are uncommon when used in
doses less than 20mg/kg and within a period of less

than 2 weeks (6). In our study base line ECG was done
excluding patients with abnormal Electrocardiogram from
the study; follow up Electrocardiogram was done with no
change.

Hepatotoxicity is another side effect of sodium
stibogluconate injection which is reversible withen 6
weeks of cessation of treatment (6). Base line liver
function tests were done to exclude any patient with liver
disease from the study; two patients developed increases
in liver enzyme which returned to normal within two
weeks of cessation of treatment.

Wide use of sodium stibogluconate in the treatment of
cutaneous leishmaniasis can result in the emergence of
a resistant strain(9). In our study one patient did not show
improvement clinically after completion of the course

of injections (still the lesion was wet and increasing

in size). The mechanism for the development of
resistance is not well understood. It could be an intrinsic
difference in the species sensitivity to these medications;
another mechanism is the efflux of a drug or its active
derivative(9).

Studies showed that the addition of allopurinol to the
treatment regimen gave better results regarding decrease
of the size of the lesion and clearance (4). In our resistant
case just when it showed no healing, a change to
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rifampicin 300mg daily for 2 weeks allowed healing of the
lesion.

In addition, there are several alternative treatment options
available; local infiltration with sodium stibgluonate of the
whole lesion intradermally with 2-3ml every week until

4 weeks (4). Also Oral zinc sulphate (5 mg/kg/day for 4
weeks) showed promising results in a recent Indian trial

(8).

Cryotherapy using liquid nitrogen is a well known option
for treatment in the middle east including Jordan where
2-3 sessions for 20-30 seconds freezing (one month
interval) resulted in healing of most of the lesion but with
a different degree of atrophic scar and dispigmentation.
But when multiple lesions, large lesions, over the joint,
are on the face, the cosmetic unit usually tries to avoid
cryotherapy.

Conclusion

Cutaneous Leishmaniasis is cosmetically disfiguring and
slowly growing skin lesions are not fatal but occasionally
can result in significant morbidity especially when present
on the face.

Early treatment with systemic antimonial agent is
essential in the adults and children to prevent or
decrease the risks of complication like: scarring and
dispigmentation.

We believe that it is highly recommended to give systemic
sodium stibogluconate injection to all patients with
Cutaneous leishmaniasis, especially when certain areas
like ear, eyelid, lip, cheek, nose, and multiple lesions are
present.
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Adlai Stevenson said ‘Making peace is harder than making war’.

Why do | write this? | write this because | am brimming over and writing is the only way to let it out.

It comes fast and furious. | write for the helpless innocent children who did not have the right to choose
the accident of their place of birth and when | was not really thinking about it ,the sensations aligned
themselves the hands and feet worked together and | found that the clutch engaged, and | had slipped
into writing gear without really paying attention. Like the athletes on the most difficult challenges ,using
the proprioception of the whole body to excel, pushing through the pain to where the body feeling
becomes pleasure, | ought to take the writing past the point of pain to satisfaction.
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Introduction

In the Middle East, children bear disproportionate
consequences of armed conflict. The 21st century in
Iraq ,Syria, Palestine, Yemen and Lebanon continues

to see patterns of children enmeshed in international
violence between opposing combatant forces, as victims
of terrorist warfare, and, perhaps most tragically of all, as
victims of civil wars. Innocent children so often are the
victims of high-energy wounding from military ordinance.
They sustain high-energy tissue damage and massive
burns - injuries that are not commonly seen in civilian
populations. Post-traumatic stress disorder remains an
undertreated legacy of children who have been trapped
in the shot and shell of battle as well as those displaced
as refugees.

The stigma of the ugliest economic sanctions and the
dirty oil for food program imposed on Iraq will be the
companion of the grave for all those who approved that
security council resolution, nearly a million Iraqi children
died because of it. | recall the sadness of an old friend,
an Australian woman when she was watching the news,
as she wrote to me later, by the view of the medical

staff in Baghdad who were trying to insert an adult urine
catheter for a child because of the shortage of catheters.

Economic sanctions is one type of catastrophic disaster
that ranks, from the perspective of the child, with other
disasters, such as earthquake, famine, cyclone and
epidemic pestilence. Children are killed in war by the
direct effects of blast, bomb and missile and are injured
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by burns, gas and rubber bullets. Large numbers die
from exposure, disease and starvation. During conflict, in
the protracted periods between shelling or hand-to-hand
assaults, children live in fear of impending attack. Much
has been written about the stress reactions of children
trapped in such circumstances, especially of those under
missile threat, such as occurred in the Gulf War.

Currently, children experience the daily threat of suicidal
car bombings in more than one country. No-one knows
how many children are killed and injured by suicidal car
bombings in the aftermath of both Iraq invasion and civil
war, the same thing is true in the Syrian conflict. The
medical consequences of car bombings, as these affect
children, are well known. Avulsion of one or both feet

or lower limbs, shrapnel fragmentation wounds to the
pelvis and abdomen , and blinding in one or both eyes
are common. Conductive deafness is almost inevitable.
The legacy of legless, partly deaf, partly blind and orphan
children is a challenge for preventive medicine and one
that the international medical profession - indeed all who
care for children - cannot ignore.

‘The mind in infancy is, methinks, like the body in
embryo; and receives impressions so forcible, that they
are as hard to be removed by reason, as any mark with
which a child is born. ...

A proportion of those who survive with life and limb intact
inevitably carry the scars of war, of natural disaster, or of
refugee existence into their lives and sometimes to the
next generation.

The few studies of children in the aftermath of war

and other catastrophic disasters have documented
fear-conditioned responses to the experience of early
violence. These include regressive or aggressive
behaviour, another long-term legacy of early exposure to
the violence of armed conflict. Most adults have had the
experience of an unaccustomed food-smell or plant-odour
giving one an instant flashback to one’s youth. Normally
these are pleasurable instant recollections - survivors in
the human rhinencephalon of the highly developed ‘smell-
memories’ of lower animals. Children who have survived
war also experience these - but the triggers are the smell
of burning, of bloody wounds and of high explosives.

The influence of such stress starts from the time of birth.
The average birth weight of children and the nutritional
indices of those infants who continued to be breastfed
were reduced. That was crystal clear in the south and
west parts of Iraq like Falloja and Nassyria cities.

Of greater import is the fact that if children are exposed to
the maiming and killing of war, they carry into their adult
lives a new datum reference point - that violence is the
basic relationship that characterizes humankind. There

is a danger that the offspring of these child survivors

of warfare will, in a quasi-genetic, second- and third-
generation transmission, be exposed to influences where

violence is more likely to be regarded as acceptable, or
even regarded as the normal state of affairs.

One of the most important attributes of childhood is

the development of conscience. That is, the acquisition
of a sense of higher-order morality and ethics. The
development of this sense of what is right and what

is wrong, of this sine qua non of supra-animalistic life,
depends enormously on the experiences of childhood.
It is especially related to experiences in early childhood.
Exposure to violence, to cruelty and to the systems

of war where the resolution of problems is perforce
solved by force during the childhood years is inimical to
the development of conscience. One precondition for
conscience and the normal development of an evolving
ethical and moral sense is ‘sensitivity to people who do
not belong to one’s own narrow circle’, as the German
writer Christa Wolf espoused in her autobiographical
novel A Model Childhood/. War-imposed terror and
cruelty, directed against others but observed by the
child, determine the norm in the evolving conscience

of a growing child. Post-traumatic stress disorder, with
its morbidity of personal distress and agony, has been
very much a featured disease of the late 20th and 21st
centuries. Children are less likely than adults to talk
about such episodes or to understand their genesis.
Nevertheless, recurring obsessive thoughts of horror,
flashbacks and recurring dreams either of stark reality or
of symbolic illusion are some of the chronic symptoms
of this childhood disorder. Because children do not
write, while they are children, about their traumatic
experiences, it is easy to overlook the immediate
effects of war on them. We catch occasional glimpses
of these effects through the eyes of children in such
works as Frankenstein in Baghdad or second-hand
through the eyes of physicians and paramedical staff
who care for such children. The important issue here

is to maintain advocacy that combat, especially that
enjoined in civil war, brings with it a post-conflict debit,
often unanticipated, but one that needs to be marked in
red on the balance sheet of both victory and defeat. All
with personal experience of civil and guerrilla warfare are
familiar with the secondary effects of social disruption
on children’s lives. In international war, or in civil war
situations where there is a breakdown of law and order,
exploitation of children in the form of child labour , child
and teenage prostitution, child drug dealing and forced
military service become accepted as the normal societal
state. There is also the abduction of children as we had
seen in Iraq either to get ransom if the family was wealthy
or for organ trade if they were poor.

Child soldiers, as the term is used today, make up a new
class of combatants distinct from those of immature years
who have, since the times of ancient Greece, served

in uniform as an adjunct to the armies of the past. The
child soldier of today reflects a triad of anarchic civil war,
high technology and lightweight weaponry, and drug or
alcohol addiction. Child soldiers have no socialization of
any higher ethic other than that of violent exploitation to
satisfy the dictates of short-term gratification of instinctual
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drives. The tragic and new syndrome of child soldiering
most often affects boys between the ages of 8 and 18
years; they are bonded into an armed group of peers,
almost always orphans, drug or alcohol addicted, amoral,
merciless and dangerous, illiterate, armed with an
automatic or semiautomatic weapon and a knife; they
rape, steal and pillage without compunction or remorse.
Their targets are never strategic or tactical, but personal.
They are opportunistic in their choice of victims, and

do not discriminate between male or female, young or
old, civilians or soldiers. The modus operandi of killing

is often brutal, even involving mutilation. These child
soldiers have become a phenomenon newly encountered
in the 20th century and accruing with a tragic currency

in the new millennium. The theme of child soldiering is a
pragmatic and inescapable contemporary issue for what
is now the global village of all humankind. Child soldiers
are vulnerable to three profound sequelae in their adult
lives. The first of these is that the desocialization and
dehumanization of a young adolescent’s mind becomes
self-perpetuating. The excitement of interpersonal
physical conflict, of combat, of dominance and of

sexual violence entraps such victims. Second, the

‘lost childhood’ of these victims means that schooling
and subsequent rehabilitation are very difficult. Third,
although as yet there is no published work on the long
term sequelae of ‘life and childhood in combat ranks’,

all who work with children and adolescents are aware

of the inescapability of post-traumatic stress disorder. In
particular, someone enmeshed throughout their formative
years in society-induced psychopathy is very difficult

to rehabilitate. The responses of young adolescents

to violence and disaster cause profound changes in

their attitudes towards life and their future. Adolescents
exposed to trauma demonstrate increased risk-taking
behaviour. Often, in the pre-recruitment phase when

a child or young adolescent is particularly vulnerable

to enlistment as a child soldier, he or she has already
lost both parents, some or all of their siblings and their
extended family. The situation can be compounded by the
fact that when parents or other close relatives are lost in
massacres, landmine or bomb blasts, or in epidemics, the
normal rituals of closure do not occur.

Young adolescents enmeshed in civil wars are constantly
exposed to threats on their own lives. They have been
shown to be associated with perhaps the highest risk of
psychiatric morbidity. Those who are themselves injured
by violence or disaster are at highest risk. Exposure to
dead bodies and mutilated victims increases the potential
for adverse psychiatric sequelae. Of the many different
types of stressor, the most powerful predictor of post-
traumatic stress disorder is physical violence itself.

Children and young adolescents are traumatized as child
soldiers. As they are the perpetrators of violence, this
trauma might simply be a chronological sequel to their
entire lifetime experience, they themselves having been
traumatized as preschool children. Preschool children
exposed to violent trauma, even in the civilian sphere, are
known to exhibit behavioural re-enactments
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of such trauma in their play and story-telling. The
anarchic milieu in which child soldiers operate provides
a gruesome and tragic opportunity for them to live out
their fantasies of revenge in real life. Violent behaviour by
male adolescents is highly correlated with prior personal
violent acclimatization, even in otherwise stable, civilian,
developed nations where violence, victimization and
later physical assault perpetration are not generally
condoned. Adolescent males, in particular, are likely to
re-enact their own experience of violence victimization
by perpetrating similar forms of violence on others.
There are no reports of quantitative studies of violence
exposure of child soldiers; not surprisingly, as almost all
child soldiers are illiterate. ‘A key issue is what to do with
thousands of young men who have, over two decades
of conflict, learned little more than how to pull a trigger.
Some adolescents exposed to violent trauma respond
by developing the certainty that life will be short and that
a shortened future with an enhanced sense of fragility is
their lot.

Under such circumstances, pathologically socialized
young adolescents join the flight into hedonism. In the
current civil war in Syria , many of refugee camps have
witnessed the death of their children or of a child in their
care. Many reports show that someone in the family
has attempted suicide. These stresses on children do
not apply only to the vanquished. Australian children,
the offspring of Vietnam veterans, have a suicide rate
threefold that of the general community; and there is
every indication that the high numbers of suicides among
veterans’ children will continue, as they pass through
ages for even higher risk of suicide. In this context, all
would agree with Benjamin Franklin that ‘There never
was a good war or a bad peace’.

We can do much to ensure that the children of a future
world will have better opportunities for a normal and
enriched childhood, irrespective of the accident of their
place of birth.
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Abstract

Family Planning methods have indeed found wide ac- the choice of intrauterine devices was determined by
ceptance in many parts of the world and their use has husbands aged > 35 years old, unemployment of the
had a major impact on women'’s and children’s health wife, absence of stillbirths and the age of last child > 2
around the world. years old, and lastly the main determinant of choice of

condom is the absence of female offspring.

There are certain determinants (factors) which affect

women’s current family planning method choice. The main reason which determines women'’s choice is
the harmlessness of the method.

The study was conducted on a convenient sample

including (400) women who attended 3 family planning The study found that the doctor was the main person

clinics in Baghdad. who participates in determining the current family plan-
ning method choice.

An interview was conducted by the investigator on

determinants of the current choice of family planning The study recommends to increase knowledge of both

method, the reasons for this choice and persons who partners to choose appropriate and suitable methods

participated in choosing the method. This study showed  for them through increasing the role of mass media and

that the oral contraceptive pills were the most preferable  preparing family doctors to offer family planning serv-

(65.3 %) followed by intrauterine device (19.8 %), then ices, and to involve husbands in family planning coun-

hormone injection (10.8 %), then condom (4.3 %). selling sessions after communication with their wives to
decide the suitable method for them.

The study found that the main determinants of oral

contraceptive pills choice were duration of marriage < Key words: Certain determinants ,Current Choice,

15 years, age of the last child > 2 years old and number  Family Planning methods

of living children > 4. While the choice of injectable was

determined by husbands marriage aged_> 25 years,
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Introduction

The Alma Ata declaration identified family planning (F.P.)
as an essential component of health for all by the year
2000. [1]

A call to reduce infant and maternal mortality rates by
half was part of the platform of action of the international
conference on population and development held in Cairo
in 1994. [2]

This was reaffirmed at the fourth world conference on
women held in Beijing in 1995. [3]

No other technologic advance has so profoundly affected
women as the ability to control fertility by using effective
contraception. [4]

There are many factors determining the choice of
F.P. methods by women including factors related to
acceptability such as cost, mechanism of action and
characteristics of the methods and factors related to
safety and social aspects. [4]

Other factors influence individual contraceptive
expectation and choices such as their own knowledge,
the information they are given, their current life style,
religion, ethnicity, their own perception and the perception
of others. Also there are clients’ characteristics such

as age, number and sex of children and frequency of
intercourse. [5]

Aims of the study :

1. To investigate the use of contraceptives in a
convenient sample of Iragi women.

2. To know some demographic, socioeconomic and
fertility related factors which determine women'’s
current choice of F.P. methods.

3. To know reasons and persons behind women’s
current choices of F.P. methods.

Patients and Methods

Sample size :

A convenient sample of 400 eligible ever married women
aged 15 - 50 years ware selected in three FP clinics in
Baghdad City (FP clinic Baghdad Medical City Teaching
Hospital, FP clinic of Al - Kadhimiya Teaching Hospital
and FP clinic of Al - Habibiya Teaching Hospital).

It is a cross sectional survey of the studied sample.

The selection of the subjects was as 1 - 2 days a week
excluding Friday (which is the weekend in Iraq), from
November 2003 to July 2004.

Inclusion criteria : We limited our sample to women who
are exposed to conception, those who are married, aged
between 15 - 50 years and fertile women.

Exclusion criteria :
Single, infertile and pregnant women (as possible).
3.4 Method of data collection :

Method of data collection was by an exit interview for
women attending FP clinics, using a questionnaire form
(appendix) designed by the researcher.

The study was of two parts, the first part included 224
women and the second part included 176 women;, the
questionnaire was modified to reflect the gender of the
offspring of the respondents.

Statistical analysis :

Data were entered, compiled, coded, tabulated,
statistically analyzed and presented as percentage
distribution with examination of the determinants of FP
methods choice by using the (EP16) computer program
and Statistical Package for Social Science (SPSS)
computer program for doing these tasks.

Alevel of 0.05 was used to determine statistical
significance. [6]

In the analysis of data, the dependent variable was
contraceptive method which was used at the time of
survey.

Contraceptive methods include OCPs, IUDs, injectable
and condoms. Other methods such as diaphragms,
sponges, implants and chemical sterilizers were not
included because they were not available at time of
survey.

The independent variables include :

1. Demographic variables.

a. Age of women and that of their husbands. The variable
of women’s age and her husband was grouped by six age
groups :

< 20, 21-25, 26-30, 31-35, 36-40, and 40 years or older.
b. Age of marriage of both women and their husbands.
These variables are constructed with seven groups : <
15, 15-19, 20-24, 25-29, 30-34, 35-39, and > 40 years.

c. Duration of marriage : this is replaced by 5 groups : <
5, 6-10, 11-15, 16-20, and > 21.

d. Wife and husband’s education : we measured it by five
categories : illiterate, primary, intermediate, secondary,
college.

e. Wife and husband’s occupation : is constructed as two
groups : employed and unemployed.

2. Fertility related variables :

a. Number of pregnancies : was categorized into four
groups : 1-2, 3-4, 5-6, and 7 or more.

b. Age of last child was categorized into five groups : < 1,
1-2, 3-4, 5-6, 7 or more.

c. Number of living children was categorized into five
groups : 0, 1-2, 3-4, 5-6, 7 or more.

d. Number of dead children : was categorized into six
groups : 0, 1, 2, 3, 4, 5 or more.

e. Number of male and female offspring. Each one was
categorized into five groups : 0, 1-2, 3-4, 5-6, 7 or more.
f. Types of previous contraceptive method use was
categorized into two groups as users and non-users.
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Results

The characteristics of the sample :

The studied sample size was 400 and analysis was done
on 400 questionnaires, (Table 1).

Women were distributed according to certain
demographic factors such as women'’s age, marriage
age, educational level, employment status and age of her
husband, his marriage age, educational level, occupation
and according to duration of their marriage, (Table 1).

1.1 Women’s age:

Women at age below or equal to 20 years were the least
group (2.3%) and the largest group were between 31-35
years (26.3%), (Table 1).

1.2 Educational level of women:

A large number of women had finished primary school
(56%) while a small percentage of women were illiterate
(4.8%), and (6.8%) had finished institute or were college
graduates, (Table 1).

1.3 Women’s marriage age:

A large percentage were married at age 15-19 year old
(40.5%) followed by (33.3%) of women who were married
at age between 20-24 years old. The lowest percentage
of women were married at age equal or more than 40
(0.3%) followed by (1.3%) of them were married at age
35-39 years, (Table 1).

1.4 Occupation of the women :
94.2% of the women were housewives and only 5.8% of
them were working. (Table 1).

1.5 Age of husbands :

The largest percentage of husbands was aged equal to
or more than 41 years old (37.8%) and husbands at age
< 20 years were the least (0.3%). On the other hand,
husbands at age between 21-25 years old were also low
(3.8%), (Table 1).

1.6 Husbands’ education :

The largest number of husbands finished primary school
38.5% and only 14.8% of them finished higher education
and 2.3% of them were illiterate, (Table 1).

1.7 Husbands’ marriage age :

The largest percentage of husbands were married
between 25-29 years old (34.5%) with nearly equal
percentage of them married between 20-24 years old
(34.3%) and the least percentage of them were married
below 15 years and those who married at > 40 years
were also low (2.3%), (Table 1).

1.8 Husbands’ occupation :

The largest percentage of husbands was working
husbands (88%) and those who were unemployed were
(12%), (Table 1).

CLINICAL RESEARCH AND METHODS

1.9 Duration of marriage :

The largest percentage of women’s marriage duration
was between 6-15 years (56%); this was followed by 16%
of the women had duration of marriage less than or equal
to 5 years, (Table 1).

The distribution of women according to their fertility status

The number of pregnancies, age of last child, number
of living children, number of dead children, number of
still births, number of abortions and sex of live offspring,
(Table 2).

Most of the women in the sample had 3-4 pregnancies
(31.3%) and the minority of them had 1-2 pregnancies
(15.3%), 10.8% of the attendants had the age of their
last child less than 1 year, 40.3% of them had 3-4 living
children. The majority of attendants had no dead children
(82.5%) and no still birth (92.5%) and no abortions
(61.8%), (Table 2 - page 31).

The distribution of women according to the gender of
offspring (males & females) :

Among 176 women 89.8% of them had 1-4 male children
and 82.4% of them had 1-4 female offspring, (Table 3 -
page 32).

The distribution of women according to the previous
contraceptive methods choice either modern (OCPs,
IUD, injectable and condom) or traditional methods
(coitus interruptus, safe period and lactational
amenorrhoea) :

Most of the women in the study had previous old methods
choice of IUDs (39%); also 26.5% of them had previous
choice with injectables as modern methods, 15.8% of
them previously chose coitus interruptus as traditional
methods, (Table 4 - page 32).

The distribution of women according to the person
who mostly participates in her current method choice

The largest percentage of women in the sample (31.8%)

chose the current FP methods with the aid of the doctors
but still their own personal experience affects their choice
as 29.3% chose their methods without other help, (Table

5 - page 32).

The distribution of women according to their current
family planning method use and the duration of its
use :

The largest percentage of women use OCPs (65.3%) and
the least current method use is condom (4.3%) and the
largest number of the women used the current method for
less than one year (56.8%) and 35% of the women used
the current method for 1-5 years, (Table 6).

The association of the current family planning
method choice with certain demographic and fertility
related variables :

The choice of OCPs is associated significantly with
marriage duration < 15 years (P<0.05) age of last child
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CLINICAL RESEARCH AND METHODS

Table 1 : Distribution of the study group by certain demographic variables

(PART 1)

Variable

= 20 years | g | 22
21-25 years | 48 | 12
26-30 years | 93 | 232
|31-35 years | 105 | 263
|36-40 years | 97 | 243
= 41 | 48 | 12

lliterate | 19 | 47
|Primary | 224 | 56
Intermediate | 29 EZE
Iﬁemndaw I 41 I 10.3
College 27 6.8
Wives' marrageage
= 15 years | 30 | 75
115-19 years | 162 | 405
|20-24 years | 133 | 333
25-29 years | 56 | 14
|30-34 years | 13 | 32
35-39 years | 5 | 1.2
= 40 | 1 | 03

= 20 years | 1 | 03
21-25 years | 15 | 37
26-30 years | 46 | 115
|31-35 years | 90 | 225
|36-40 years | 97 | 243
= 41 | 151 | 377
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CLINICAL RESEARCH AND METHODS

Table 1 : Distribution of the study group by certain demographic variables
(PART 2)

30

Huzbandz' marriage age

< 15 years 3
15-15 years 35
20-24 years 137
5-289 vears 128
30-34 vears 62
353-39 years 13
=40 9
Huzbandz' occupation
Unemployed 42
Employed 352
Duration of marriage
= 5 years L%
G-10 years 104
11-15 years 120
16-20 vears 28
= 20 vears o4

(P<0.05) and number of living children > 4 children
(P<0.05),while the choice of injectable is associated
significantly with husbands’ marriage age < 25 years old
(P<0.05). The choice of IUDs is significantly associated
with many determinants : wife unemployed (P<0.05),
age of last children > 2 years old (P<0.05) and absence
of stillbirths (P<0.05). While condom choice in this study
is significantly associated only with absence of female
offspring (P<0.05), (Table 7).

The distribution of women according to the reasons
for current family planning methods choice :

The main reason for the current family planning choice
of the women is that it is a harmless method (61.3%).
This is followed by the fear of complications (15.8%) by
the women then by previous use of the current family
planning method and was suitable (14.8%) and the least
reason was about its price and its availability (0.3%),
(Table 8).

Distribution of women according to discomfort of the
family planning methods used previously :

The method with a high percentage of discomfort was
injectable (69.1%) then in equal percentages are IlUDs
and condoms (65.1%) and the traditional method which
is associated with a high level of discomfort is coitus
interruptus (74.6%), (Table 9).

0.8
9.5
342
34.5
15.5
3.2
23

12
&0

Discussion

This study found the majority of the attendants to the
family planning clinics were between 31 to 40 years old
(50.6%). This finding agrees with the finding of a study
in Nairobi which showed the highest percentage of
attendants of the sample were aged 30-39 years old [7],
and the finding of this study disagrees with the finding
in Jordan which found that 50% of women were aged
between 20-40 years old with only 5-6% below 20 years
old of age and 25% aged above 40 years old. [8]

Also the finding of a study in Sweden showed a large
percentage of attendants aged over 40 years old.[9]

The study found that women still receive less education
than men at secondary and post-secondary level (10.3%
vs. 16.5%) for secondary and (6.8% vs. 14.8%) for post-
secondary and these findings agree with the findings in
Baghdad. [10]

The study showed also unemployment in women was
very high, 94.3% of the women of the sample were
unemployed and only 5.8% were employed and these
findings disagree with a study in Baghdad which showed
that 27.7% of urban women were employed. [11]

It was found that 12% of husbands of the attendants were
without any kind of work. This is may be due to loss of
their jobs which was done by the occupation forces of
Iraq. This finding disagrees with a study in Baghdad in
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Numberofpregnancies L tion of the

|1_2 | 51 | 153 study group by number of
pregnancies. Age of last

|3-4 | 125 | 31.2 dﬁ!:\(;ery, numbgr offa‘ljived
children , numbper or dea

|5_E | i | £ children , number of stillbirth

|:3 T | 104 | 26 and number of abortions
(N=400)

Ageoflastbaby

<1 year | 43 | 10.8

[1-2 | 177 | 443

|34 | 84 | 21

|56 | 41 | 10.2

=7 | 55 | 13.8

Number of alive chidren

i | 1 | 03

[1-2 | 95 | 237

|34 | 162 | 405

|56 | 91 | 228

=7 | 51 | 12.7

Number of dead chidren

i | 330 | 825

K | 53 | 13.2

|2 | 13 | 32

E | 2 | 0.5

4 | 1 | 0.3

=5 | 1 | 03

Numberof stilbites

(i | 370 | 925

K | 26 | 6.5

2 | 2 | 0.5

E | 0 | 0

=4 | 2 | 0.5

Number of abortons

(i | 247 | 61.8

K | 82 | 205

2 | 38 | 9.5

E | 17 | 42

4 | 10 | 25

s | 4 I

=6 | 2 | 05
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Table 3 : Distribution of the mothers according to the sex of the offspring (n=176)

Veriavle | m-ts | %

Mumber of male offspring

1 13 7.4
1-2 102 20
3-4 36 31.8
35 9 2.8
=T 0 0

Mumber of female offzpring

0 22 125
1-2 98 557
34 47 26.7
5§ 7 4
=7 2 1.1

(n=176) after modification of the questionnaire
Table 4 : Distribution of the women by the previous methods choice (N=400)

Previous modern contraceptive method choice

Method Mumber of users % Mumber of non users b
OCPsz 97 242 303 75.8
UD= 156 39 244 61
Injectables 106 265 204 73.5
Condoms 45 12.3 351 87.8

Previous traditional method choice

Method Mumber of users % | Mumber of non users %
Coitus interruptus 63 15.8 kT od 2
=afe period 16 4 224 06
Lactational amenorrhoea 21 5.2 379 04 8

Table 5 : Distribution of women according to the person or source mostly affected in their current family
planning method choice

Voriable | n-s0 | % |

Participates in women's current famity planning method choice

Husband 63 187
Doctor 127 31.8
Relatives aF 14.3
Friends, neighbours 35 g
Perzonal experience 117 282
Mass media 0 0
Murzes 0 0
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Table 6 : Distribution of women according to the current family planning method use and its duration of use

Varible | w-a0 | %

Current family planning method choice

OCPs 261
D= [:)
Injectable 4z
Condoma==s 17

Dwuration of current family planning method uze

<1 vear 227
1-5 vears 140
= 0 years 33

which all husbands of urban women were employed or
self employed. [11]

The study showed that 56% of the attendants in the
sample had duration of marriage between 6-15 years.
This disagrees with a study in Baghdad which showed
61.7% of the urban women in Baghdad had less than 9
years of marriage. [11]

More than half of the women attending FP clinics had 3-6
children (63.3%). While in a study done in Baghdad found
75.2% of the women had up to 4 children. [10]

The study showed that 20.5% of the women had one
abortion and 13.3% of them had one dead baby. This
finding mildly differs from the study in Baghdad which
showed 21.3% of the urban women had one abortion and
3% of them had one dead baby. [11]

The study showed that 7.4% of the attendants were
without male offspring and 12.5% of them were without
female offspring. This disagrees with a study in Baghdad
which found that 12% of the attendants were without male
offspring and 16% of them without female offspring. [10]

The study showed that OCPs are the most common
modern type of contraception which is used currently
(65.3%) and the least type of contraception which is
used currently is condom (4.3%). This finding disagrees
with a study in Iraq which found that condom was the
commonest contraceptive method used by the attendants
(55%) and IUDs the least used method(0.01%),[12] and
the finding of this study agrees with a study in Baghdad
which found that 70% of the attendants chose OCPs and
the smallest percentage of them chose condoms (3%).
[10]

The determinants of current FP methods choice in this
study were : duration of marriage, age of husbands,

age of last child, number of living children, husband’s
marriage age, wife’s occupation, number of stillbirths and
the number of female offspring. This finding agrees with

65.2

19.7

10.8
4.3

findings of the study in Zigon (Myanmar) which showed
the number of living children and the age of children were
effective factors on women’s choice[13], while this result
disagrees with the findings of a study in Turkey which
showed that education of both spouses and mainly the
education of wives were associated with women’s current
FP method choice. [14]

The study showed that the choice of OCPs was
determined by marriage duration < 15 years, age of

last child > 2 years old and number of living children >

4 children. This finding disagrees with a study in Great
Britain and Germany which found a significant association
between OCP choice and educational level of mothers
(as low educational level is associated with low OCPs
use and choice). [15]

The study found that choice of injectable method is
determined by husband’s marriage age < 25 years as
decrease use of injectable with increase in husband
marriage age. This finding disagrees with a study in
Nigeria which found that parity is the main determinants
of injectable choice.[16]

The study found that the main determinants of

IUDs choice is husband age > 35 years old, wife
unemployment, absence of stillbirths and age of last child
> 2 years old. This finding disagrees with the finding of
the study in Norway which found the main determinant
of IUD choice was the age of the mother and number of
children. [17]

The study found the main determinant of choice of
condom is absence of female offspring and this finding
disagrees with the finding of study in Nigeria which found
that the main determinant of choice of condom was the
age of wives). [16]

The study showed that doctor in 31.8% was the main
person who participates in the women’s current choice of
FP method. This agrees with a study in Panama. [18]
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Table 7: Association of current Family Planning method choice with certain demographic and fertility related

variables (N-400)
(PART 1)

34

TableT: Associaton of current Fanuby Flannmg mwethod choice wath certain demographic and fernlity related

vanables(=400)
Varizble OCPs Injectable LD Condom Tota
Uzers Monusers | Users Mon uzers | Users Mon users | Users Non wzers
MO | % MO | % MO | % NO. | % MO, | % RO | % NO. | % i NO. | %
‘Wife age
- 35 years 158 | 605 |72 |S51E| 44 (557|166 | 579 |19 |42 | 211|591 |9 529 | 21 |57.7 | 230 | 575
&35 yegirs 105 |95 |67 |482 35 | 445|135 | 421 | 24 | 555 (146 (409 | B 471 | 162 | 423 | 170 | 425
=28 D=1 0.5Pilll | =01 D=1 PD5 =35 ¥=1 0.1.PH005 | =02 D¥=1 05-P=01 | 400 | 100
‘Wife education level
«Secondary | 151 | 579 |62 | 662 |55 | 696 ) 18R | SE6 |25 | S5B1 | MB | 61112 | P06 | 231 | 603 | 243 | BOB
rSepondary | 110 | 421 |47 |33E| 24 | 304|133 | 414 | 1B | 419|139 | 389 |5 284 | 152 | 397 | 157 | 39.2
=26 D=1 05=Pu0 1 r=3.20f=101xP=005 | y=010=1 P05 =07 Df= 10 5P 1 400 | 100
‘Wife oooupation
Housewife 247 | 846 | 130 | 35| 77 | 975 | 300 | 935 | 37 | &6 340 | 552 |16 | 841 | 361 [ 623|377 | 942
Work 14 |54 | & 65 | 2 21 |21 |65 |6 14 17 |48 |1 59 | 22 57 |23 |58
r=2D=1 P05 ¥ =1.9Df=105-P»01 =6 Df=1 P05 ¥ =0.006 DF= 1 P05 400 | 100
Hushands aze
<35vemrs |95 | 364 |42 |01 )28 | 34|10 |7 163 | 130 [ 364 | 7 411 | 130 [ 330|137 342
= 33 years [66 [ 656 |07 |o98 | 31 | oLF | JIT [ 66 |38 | &35.7 | X7 | 634 | I0 | 385 | 353 I 265 ] a3k
=15DE1 05901 | ¢=01D&1 P05 r=69 DEIPD05 | ¢=04DE1 P05 | 400 | 100
Hushand edication level
<Secondary | 100 | 3B3 |63 [453 |33 | 418|150 | 405 |21 | 4BE | 142 | 398 |9 B1O | 154 402 | 163 | 208
=hecondary | Dol | OL7 |00 [ 40 [ 32 [ 10D | 3RS [ L2 |32 (253 [l |5 Rel |29 [39E ] 237 | 582
=1LEDE]l 05801 | =004 D=1 P05 | ¢=L3DE1 05901 | ¢=l1DE 1 05-P=01 | 400 | 100
Enploved ST | SES[IIT [BLT [ 66 | B35 [ 280 | BOL |40 | o5 [ 312 [T I3 T 37T (8B [ 13
Unemployed | 30 | 1015 | 18 [ 128 13 [ 164 | 3% | 109 |3 7 5 | 1246 ) 2 11846 [12 |25 | B8
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CLINICAL RESEARCH AND METHODS

Table 7: Association of current Family Planning method choice with certain demographic and fertility related
variables (N-400)
(PART 2)

o P R ¥=19DF1 05:P=0] |@=12DF10.5P=01 | =0.001 DE1 P=05 | 400 | 10

Wit marriaze aze

< I years JIT|S0E[TIF B [6F | 790 | 262 | BIG |35 |13 [ 200 |GIZ [ I6 | S31 [ 300 (807 [ 355 | BI3

= 15 years o | 192 (325 |18 |16 | 203 |58 |184 |8 IB6 [ 67 [ 1581 59 |74 (19375 | 188

I D= 1 P05 =01 DE 1 P05 FMIDEI S | ¢=19 DE105-P-01 | 300 | 100

< 15 years 110 | 421 [ 68 | 4808 (43 | 342 | 1535 | 220 |15 328 | 163 (457 | 10 | 585 | 168 | 430 ([ 178 | 5
= 15 years IS0 | 370 |71 (50136 (456|186 (570 | 2B | 451 | 184 | 343 |7 412 | 215 | 561 | 232 | 555
C=LTDE1 0500 | =38 D=1 P03 ¢=l3DE105==01 | =15 D=l 05=P=01 | 0 | 1K

= 15 years 178 | GB2 [ B] | 583 |46 | 382|213 | 664 |25 | 382 )23 (655 |10 |[5B8 |49 |65 |23 | 848

= 1% years 23 | FlE 38 [4lv|a3 [4LBE ) I0s [ 550 |18 (418 [ Iis [ 5351 A2 Isa [ 53 | I8l | 333
C=39DF 1 P-00E ¥rElEDEL1OE Pl =09 DE1 05 P| @=03DE1PA05 <00 | 10
| =1

<. 2[Rl |29 a0 [0 1x [ 221|108 | 550 | 12 [ 355 [ 105 [ 52215 I O O R B

IO [T (105 [ @18 [ =8| 2033308 |31 | 2T (BT |eE | I3 [ 06| 260 |68 | 205 | 683

© =34 DFE 1|y=27 DFE101=P|p¢=03 D] P05 M DE1E=05 S0 | 10K

0.1=F=0.05 =05
Azeaf last chald
- X years B3 O[JIE[SE [T [HE|IE |56 I1 [T 10 [ 336 < FEER R ENE ERE AR EI N ERE
= 2 years I78 | GB.2 [ B | 3853 |40 | 582213 [ G64 (X2 (512 (237 (664 (15 [ 705|246 |41 ) 230 | HE
cADE P00 ¥ =18 DE 105 P | =20 DEIP<005 r =l DE 14 ]
=1 0.5==0.]
Mumber of live  children
<4chikdren | 122 | 487 |45 | 32426 | 329141 | 459 |12 | 270 | 155 |434 |7 412 | 160 (418 (| 167 | 418

Sqchaldren | 159 | 355 [ B2 | &0 TR0 | 381 [ 31 [ 72T [ J0F [ 3865 [ IO | 585 | 3% 3821 235 | 383

L
i
—
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Table 7: Association of current Family Planning method choice with certain demographic and fertility related
variables (N-400)
(PART 3)

F=TTDE 1IP0I |y =32 DE 1] =38 DE 1| =0N2DE1P05 | 400 100
0.1=P0.05 0.1=0:0.05

vimnber of gred chaldren

T died 20 | 847 (100 | TE4 | 61 | V72| 260 | E3E (34 | 704 (105 | 820 | 14 | BX4 | 316 | BSE | 370 | 915

| ar mare a0 |30 [Me|ls 22|53 [lel B 21 gl | L7 & g [ ¥ [CI4] 50 |03

E=RI30E1050=] | =190 05P-0] | p=04DE=E1R=03 2= FAS 400 | 104
Toumaber of stilllvirths
Mosdlberth | 240 [ 923 [ 120 [ 028 ([ 76 [ 062 | 204 [ 516 |35 [ 237|332 |034(17 | 100 | 353 [ 022370 [ 925
[ or more (20 |77 [I0 [72 3 3F [ 2 B4 (7 B33 [6F [0 ] 50 B30 |73
HMNOETEE =[O OET 5= S ADETRIE S IGETEAS 300 | 1HE
Moumber of abortions

booaborton | DoQ | 2L [ BY [ede| 30 [ess| 167 [als | [of4 ALk [ell| & arl | 258 [edd | 247 [ ol

| or moore | D00 [ 3B7 |52 [374| 20 | 365|134 | 386|014 [326 | 130|309 )9 500 [ 144 | 376 153 | 302
aborioms

=01 D= 1 P05 =1 D=1 P05 =7 D=1 05=P=0.] =16 D=1 0.5=P=0.1 200 | 1

Famber of male offprng

Wo male |11 |88 |2 iB (1 25 |12 [ 8B |1 7 |12 |74 | @ ] 13 [74 [13 [ 74
offsprng
1 or more 112 [ 911 [ 51 |1 3B [ 874|125 [ 91F [ 12 | 923 | 151 | 824 |1 100 | 162 [ 926 | 163 | 927
mnals

S EY SRR =] =17 | EEE 2 U D= T EA S =l40FE 1 EALS 00 [ 10
Number of fermale ofspnng
o female 18 (126 (4 75 | 3 501 |20 [ 146 (1 7 [ (1281 Wwo (21 |12 |22 | 115
offipnng
| or maore 105 | 854 (49 [ B23 (37 [O4EB| 117 | B34 |12 | 923|142 871 )10 a 154 [ 88 [ 132 | 875
female

=L70E=105=F=0.1 =25Dd=1 0.5:F=01 .7 D=1 0501 =57 0= 1 B3 200 | 10
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Table 8 : Distribution of mothers by the reason of choice of current family planning methods (n=400)

Veriale | n-a0 | %

Rea=zon for current famity planning method choice

it i= a harmless method 245 61.2
it was= previouszly used and was =uitable 29 147
it iz the most effective in preventing pregnancy 31 7T
Because of fear of complications 63 15.8
it iz the most available 1 0.3
it iz a cheap method 1 0.3

Table 9 : Distribution of women's according to discomfort of family planning methods used previously

05 265

OCPR= K

Injectables 148 103 59,1

WDz 235 153 53.1

Condomsz 66 43 65.1

Coitug interruptus 63 47 7456

safe period 16 2 12.5

Lactation amenorhoea 21 0 0
There was no role of mass media in women'’s choice. methods in the sample were : duration of marriage < 15
This disagrees with a study in Nigeria which showed that  years, age of husband > 35 years old, age of last child
mass media was an important source of information for > 2 years old, husband’s marriage age < 25 years,
most women.[16] number of living children >4, unemployment of wives,

absence of stillbirths and the absence of female offspring.

The main reason of using the current FP methods as 3. There was no role of mass media in women’s current
shown in this study is the harmlessness of the method choice of FP method.

and 77.1% of women complaining from the adverse effect 4. The main person who affects women’s current choice
of contraceptive methods which indicates that till now no of FP method was doctor.

method is satisfactory with no or very minimal adverse
harmful effects.

The price and the availability of contraceptive methods
were not important reasons as only 1% of women’s
choice was because the method was cheap and 1% of
their choice because of the availability of the method.

Recommendations :

1. There is a need to increase awareness of the

people regarding all aspects of family planning. This

is achievable opportunistically by discussion and the
choice of contraceptive methods must be the result of
dialogue in which the totality of the individual is assessed
and emphasis should be placed on developing and
distribution of contraceptives that are devoid of side
effects, cheap, easily available, effective and easily
reversible.

2. It is recommended to change the knowledge in a
short time through a wider use of mass media education
) ) and it is necessary to prepare family doctors to offer
Conclusions and Recommendations FP services to their patients and FP counsellors should
help spouses make their choice and decisions freely and
based on relevant information to ensure continuation.

3. The need for male sexual responsibility and the need
for communication between spouses and husbands
should be involved during FP counselling sessions.

The modern method with high percentage of discomfort
is injectable (69.1%) then the condom (65.1%) and IUDs
(65.1%) and the least one is OCPs (26.5%) while coitus
interruptus was the traditional method with the highest
percentage of discomfort (74.6%).

Conclusions :

1. The preference of oral contraceptive pills as FP
method was higher (65.3%) than the preferences of other
modern FP methods.

2. The factors that determine the choice of current FP
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4. A comprehensive and rigorous FP information program
is crucial to address existing constraints on the choosing
of appropriate contraceptive methods and continuous
refresher training programs should be offered to
counsellors.

5. There is a need for continuing collaboration between
researcher and FP associations, Ministry of Health and
policy makers to encourage the import of contraceptive
methods that are safer, more effective and more widely
acceptable than those available.
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Abstract

Objectives: To present a profile of scabies in children in
sector Gaza.

Methods: All patients who were seen in the outpatient
clinic in Jordanian hospital in Gaza between 25/11/2010
and 24/01/2011 and who presented with itching, were
examined for scabies. Patients were divided into three
age groups: group |: 0-4 years, group Il: 4-8 years and
group lll: 8-14 years.

Results: A total of 5430 children were seen in outpatient
clinic for various diseases and conditions during the
study period. 145 cases of scabies were reported with
98 males and 47 females. Scabies was higher in age

The incidence of scabies among children seen in the
clinic was 0.02% and was higher in males. The com-
monest manifestation was night itching followed by skin
marks.

Conclusion: Scabies is a common disease among chil-
dren in Gaza. Major contributing factors to this disease
are: crowding, poor hygiene, scarce water supplies and
low socio-economic class.

Key words: scabies, children, Gaza

group ll: age 4-8 years, followed by group Ill; 8-14 years.

Introduction

Scabies is an infectious skin disease caused by S.
scabiei var. hominis. According to the WHO about
300 million persons per year develop scabies
worldwide.(1) Scabies is a common dermatological
problem managed by both pediatricians and
dermatologists. It manifests itself in various forms in
children and differs from that in adults in many ways.

The primary contributing factors in contracting
scabies seem to be poverty and overcrowded

living conditions. The incidence rate of scabies is
28/100,000 inhabitants. The incidence is higher in
the elderly (51/100, 000 in persons aged >75 years)
and a higher incidence was also found in immigrants
(88/100,000).(2)

Scabies is highly contagious and is spread from
person to person by direct skin contact. Transfer
from clothes and bedding occurs rarely and only

if contaminated by infectious people immediately
beforehand.(3) Infestation occurs when pregnant
female mites burrow into the skin and lay eggs. After
two or three days the larvae emerge and dig new
burrows. They mature, mate, and repeat this cycle
every two weeks. The main symptoms of scabies
are caused by the host immune reaction to burrowed
mites and their products.(4) Symptoms appear
within two to six weeks of the initial infestation, but
reinfestation can provoke symptoms within 48 hours.

The most common presenting lesions are papules,
vesicles, pustules, and nodules. The pathognomonic
sign is the burrow-a short, wavy, grey line that is
often missed if the skin is eczematised, excoriated, or
impetiginised. (5)

The purpose of this study is to present data on
scabies in children seen at the Jordanian field
hospital in Gaza strip.
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Methods

All children attending the pediatric outpatient clinic at the
Jordanian field hospital in Gaza between 25/11/2010 and
24/01/2011,with itching, were included in this prospective
study. Patients were divided into three age groups. Group
I: age 0-4 years. Group Il: age 4-8 years and group Il
age 8-14 years.

Patients with high clinical suspicion and the presence of
clinical skin symptoms were included. Confirmation of
the diagnosis was based on the positive microscopical
examination.

Clinical symptoms were defined as generalized skin
itching increased at night associated with scratching,
excoriated papules, vesicles and burrows. Patients
presenting with localized skin itching or itching increased
at day and night, or with no specific time of exacerbation
or diagnosed with other diseases were excluded. The
diagnosis was based on the patient’s history with physical
and laboratory findings.

This study used the clinical examination (by the presence
of burrows or erythematous papular, vesicular, pustular
or bullous lesions associated with itching and a positive
family history) followed by microscopic test to confirm
the diagnosis. The symptoms of scabies include intense
itching (especially at night) with irritation of involved skin
with redness and blisters formation. The skin irritation is
more likely to be seen in the areas between the fingers
and toes; around the wrists or navel, in the folds of the
elbow, armpit, belt-line, abdomen, groin and the genital
area. The head, neck, palms, and soles of the feet are
usually spared, except in babies.

The mite infestation was confirmed using scraping test.
The sampling was carried out from the children suspected
to have scabies infestation and carried out on the patients
with pruritus, nodules, and papular rash. The lesions

are gently scraped to remove the topmost skin cells

and particles which were preserved in oily material then
were mounted on the microscope slide. The skin particle
samples including adult mites were referred as positive
samples.

Results

From a total of 5,430 children who were examined

and treated for different diseases, one hundred and
seventy five patients (3.2%) had itching in addition to
other symptoms; 30 were excluded because they were
diagnosed to have other diseases that cause itching
(chicken pox and measles) and the remaining were
diagnosed to have scabies. Distribution by age groups is
illustrated in Table 1.

From the total 5,430; 500 patients presented with
different skin manifestations, 120 patients presented
with napkin dermatitis, 110 patients with skin impetigo,
80 patients with viral exanthem due to several viral
infections, 20 patients with chicken pox, 10 patients
with insect bite reaction (papular urticaria), 10 patients

CLINICAL RESEARCH AND METHODS

with infected eczema and 5 patients presented with a
picture of german measles and rubeolla and 145 patients
were diagnosed by clinical examination and positive
microscopic test as scabies, Table 2.

All scabies-infested patients presented with the main
complaint of itching; additional complaints were irritability,
skin infections, scratch marks on skins. One hundred
(69%) patients complained of generalized itching
especially at night and 45 (31%) of localized itching, Table
3.

Commonest site for the scabies skin lesion was genitalia
in 53 (36.5%) patients, followed by periumbilicus 39
(26.8%) patients, trunk 23 (15.8%) patients, interdigital
webs 20 (13.7%) patients and axilla 10 (6.8%) patients,
Table 4.

Discussion

Scabies is a contagious disease caused by a mite. The
condition of ‘scabies’ is caused by an allergic reaction
to the fecal material of the mite Sarcoptes scabei var
hominus. It is an exceedingly common disease of world
-wide distribution. It is endemic in many developing
countries.

Although scabies is more common where overcrowded
conditions prevail, it can affect any individual irrespective
of social status, personal hygiene, profession, gender,
age or ethnic origin. It is primarily characterised by
itching, vesiculation and pruritus. Signs of reddish,
slightly elevated tracts may also occur. Miniature papules,
vesiculations, pustules and excoriations soon appear.
Scratching of these areas may lead to secondary
bacterial infection. A recent review of the prevalence

of childhood skin diseases in developing tropical and
subtropical countries concluded that the prevalence of
scabies is in the range of 1-2%. (6)

Lice, Ringworm and Swimmer’s itch, Measles and
Chickenpox, to mention a few can present with itching. (7)
These diseases must be differentiated from scabies.

Scabies can be both one of the easiest and one of the
most difficult conditions to diagnose. Scabies should be
suspected in infants or children with generalized pruritus
of recent onset and characteristic eruption. The site,
severity, duration and timing of the itch are all useful

in the diagnosis. Nocturnal itch is very characteristic

of scabies. A history of itching in other members of the
family should be sought and may give a clue to the
diagnosis. The classical eruption of scabies presents as
pruritic papules, vesicles, pustules and linear burrows.(8)
In our study the most frequent symptom was night itching,
followed by scratch marks and burrows. Less common
were secondary skin infection and day itching.

In infants and young children, scabies often affects the
face, head, neck, scalp, palms, and soles. Widespread
eczematised erythema is common, particularly on the
trunk, and is sometimes more troublesome than are
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Table 1: Demographics
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Gender/age group 0-4 4 B B-14 total
Male B B3 27 Q8
Female B 27 14 q7
Total 14 o0 41 145

Table 2: Common skin lesions seen in the clinic
Clinical manifestation Mumber %
Mapkin dermatitis 120 24
Impetigo (urticaria) 110 22
Viral exanthema B0 16
Chicken pox 20 4
Insect hite 10 Z
Infected eczema 10 2
Measles 5 1
Scahies 145 25
Total S00 10:0%

Table 3: Clinical manifestations
Clinical manifestation male female 0-4 48 B-14
day Itching 30 23 g E& 15
night Itching g3 45 11 =08 41
irritability 57 29 14 75 17
skin infections 10 7 g 13 g
scratchmarks g3 ar 11 TE 37
hurrowrs B5 35 ) Fi. 33
vesicles Bl 20 B g 26

Table 4: Distribution of skin lesion

Site of skin lesion

Mumber of lesion (%)

Genitalia 53({36.5%)
Periumbilicus 39{26.8%)
Trunk 23(15.8%)
Interdigital wehbs 20{13.7%)
Axillae 10(6.8%)

Total 145(100%)

lesions at typical sites. Very young babies do not scratch
and may just seem miserable or feed poorly.(9) Genitalia
and periumbilicus were the commonest site of itching,
although other areas were affected (trunk, axilla and
interdigital webs) in the present study. Also the study
showed that the most common affected age group is
between 4-8 years with male predominance.

The factors generally thought to explain the high
prevalence and incidence of common skin infections in

developing countries are poverty related and include: a
low level of hygiene, including difficulties accessing water;
climatic factors; and overcrowding living conditions.(10,
11)

Scabies in our study is common and frequent

because of poverty, overcrowded living conditions, low
socioeconomic condition and poor hygiene. But it is less
common than in other countries and communities. In
remote Aboriginal communities in Australia’s
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Northern Territory, scabies is endemic, with up to 50%
of children and 25% of adults infested at some times.
(12) Prevalence of scabies in African children can be as
high as 40-80%,(13) although a figure of 4.7% has been
reported in Nigerian school children. (14)

Conclusion

Scabies is a common health problem among children

in Gaza; the disease can be reduced by improving
socioeconomic, hygienic conditions and by implementing
a proper system of social education, as well as by
promoting a more efficient health service. Work needs
to continue on addressing these all-important factors to
bring about long-term change.
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Abstract

Research misconduct encompasses a vast array of
research misbehaviors, from very serious to less serious.
We could name very serious misbehavior as research
fraud and less serious types as questionable research
practices. The aim of the present article is to overview the
diverse types of research misconduct.

Key words: Research misconduct, Research fraud,
Questionable research practice

Introduction

Research misconduct encompasses a vast array of
behaviors, from very serious research misbehavior
such as data fabrication to the less serious aspects
such as authorship disputes. It would be possible to
categorize very serious misbehaviors as research
fraud and less serious types as questionable
research practices.

From one hand, evidence suggests that different
research misconduct, either research fraud or
questionable research practices might have
substantial damaging impact on the advancement
of human knowledge. On the other hand, some
novice and young researchers might innocently
commit such misconduct. Therefore, the aim of
the present article is to overview diverse types of
research misconduct.

Data fabrication and data falsification

Data fabrication means inventing fake data whilst
data falsification implies distorting existing data to
obtain some specific results. Both of these research
misbehaviors are among the most serious research
misconduct i.e. research fraud.

Plagiarism and self-plagiarism

Plagiarism implies stealing other people’s ideas
and self-plagiarism means stealing one’s own idea
both without providing proper attribution. Plagiarism
and self-plagiarism could start from one sentence
and might extend to one paragraph and even a full
article. Plagiarism especially in larger text copying
is categorized as research fraud.

Duplicate publication, redundant publication
and salami publication

Duplicate publication indicates publishing two
identical articles whilst redundant publication
involves publication of two rather similar articles.
Salami publication also denotes publishing two

or more articles from a single study. It should be
noted that only large epidemiological studies might
permit publication of more than one article. Whilst
duplicate publication can be categorized as a
serious research misconduct, redundant and salami
publication might be considered as less serious
forms.

Failing to gain approval for the research
proposal from an ethics committee for research
Failing to gain approval for the research proposal
from an ethics committee for research could be
regarded as a serious type of research misconduct.
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This gets worse when the proposal deals with
interventional design in human subjects such as in
clinical trials. Therefore, it is highly suggested that any
research proposal should receive approval from an ethics
committee for research.

Conducting research in humans and/or animals
without considering ethical issues

Approval for the research proposal from an ethics
committee for research is a necessary but not sufficient
step for avoiding research misconduct. In addition,
researchers should take into account any relevant
ethical approved guidelines when dealing with humans
and/or animals subjects. Failing to consider such ethical
issues could be regarded as serious types of research
misconduct.

Ignoring outliers, ignoring missing data, reporting
post-hoc analyses without declaring them

Any wrong doings in the process of data analyses such
as ignoring outliers, ignoring missing data, reporting
post-hoc analyses without declaring them, could have
serious impacts on the results. Therefore, it is necessary
that researchers admit and declare any outliers and/or
missing data. Furthermore, carrying out any type of
post-hoc analyses should be declared in advance by the
researchers.

Authorship disputes

Authorship disputes encompass any disagreements
between researchers about the names and orders of
the authors in a given paper. Unfortunately, evidence
suggests that such questionable research practice is
rather common in different countries around the world.
Therefore, it is up to authors to consider the authorship
criteria in order to name in the right order only true
authors and avoiding guest or ghost authorships.

Failing to disclose a conflict of interest

Conflict of interest implies that researchers, reviewers
and editors have a relationship either financial and/or
non-financial to a person, school of thought, organization;
etc that might cause unwanted impacts on the process
of scientific publication. The most important way to avoid
any research misconduct regarding conflict of interest

is to disclose any possible conflicts before publishing a
paper.

Failure to carry out a thorough literature review
before commencing new research

Failure to carry out a thorough literature review before
commencing new research is judged to be a questionable
research practice. The reason for this is too obvious,
since inadequate literature review might lead to flawed or
repetitive research.

CONTINUING MEDICAL EDUCATION

Conclusion

Data fabrication, data falsification, plagiarism, self-
plagiarism, duplicate publication, redundant publication,
salami publication, failing to gain approval for the
research proposal from an ethics committee for research,
conducting research in humans and/or animals without
considering ethical issues, ignoring outliers, ignoring
missing data, reporting post-hoc analyses without
declaring them, authorship disputes, failing to disclose
a conflict of interest and failure to carry out a thorough
literature review before commencing new research, are
different types of research misconduct.

Researchers, especially novices, should try to avoid

all types of research misconduct through recognition
of these principles. We all should bear in mind that the
advance of human civilisation has always been tied up
with the advance in knowledge and technology and the
global sharing of the same.
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