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PFIZER PRODUCTS IMPORTED AND DISTRIBUTED BY

ASTRON LTD

FELDENE CAPSULES
(Piroxicam)

TROSYD DERMAL CREAM
(Tioconazole)

TERRAMYCIN EYE OINTMENT
(Oxytetracycline + Polymixin B Sulphate)

NORVASC TABLETS

(Amlodipine) (Pyrantel)

UNASYN IM/IV & ORAL
(Sulbactam/Ampicillin)

VIBRAMYCIN TABLETS FASIGYN TABLETS
(Doxycycline)

(Tinidazole)

TERRAMYCIN IM
(Oxytetracycline)

MINIPRESS TABLETS
(Prazosin)

COMBANTRIN TABLETS & SUSPENSION

PRODUCTS MANUFACTURED AND DISTRIBUTED BY

ASTRON LTD

BECOSULES CAPSULES
(High potency B Complex with Vit C)

MULTI TABLETS CAPSULES & ELIXIR
(Multivitamin Preparation)

COREX COUGH SYRUP
(Codeine & Ephedrine Compound)

COREX-D
(Dextromethorphan & Ephedrine Compound)

OVRON CAPSULES
(Multivitamin, Iron & Minerals)

POLYMYCIN SKIN OINTMENT
(Oxytetracycline + Polymixin B Sulphate)

PYRANTIN TABLETS & SUSPENSION
(Pyrantel)

DIAMIDE TABLETS
(Chlorpropamide)

DUVIT BECO TABLETS
(Sugar coated Vit B complex)

DUMASULES CAPSULES
(Iron, Vit B Complex with Vit c)

BECOSUL SYRUP
(B Complex with Vit B12 Syrup)

TETRACORT TOPICAL OINTMENT
(Oxytetracycline + Hyrocortisone)

PROTINEX
(Protein, Vitamins & Minerals)

DUROL FOR ADULTS & CHILDREN
(Iron & B Complex Syrup)
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STOP THE FIRE WHERE IT STARTS

: ONCE DAILY
OOMEPRAZOLE

® Duodenal ® Gastric e Reflux
Ulcers Ulcers Oesophagitis

® Zollinger-Ellison
Syndrome

- Cipla Ltd., Bombay Central, Bombay 400 008, India
Clpla Tel: 91 22 308 2891, 91 22 309 5521 Fax: 91 22 307 0013, 91 22 307 0393

Multiform Chemicals Limited

PHARMACEUTICAL DIVISION
NO. 430, BASELINE ROAD
COLOMBO - 09.
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If it’s a human skin infection,
there’s prolaal)ly
a Topical Fucidin antibiotic
formulation to treat it.

Topical Fucidin Cream*
Available in 5¢g or 15¢ sizes.

Suitable for moist or weeping lesions.

ﬁu 2 Infected toenail

Topica] Fucidin Ointment*
Available in 5g or 15¢ sizes.
Suitable for dry or crusted lesions.

f"e?- 3

1 mpetigo

Fucidin Intertulle

Suitable for [arge open lesions.

i 4
Providing’ choice in the

treatment of skin infections
Fucidin‘goa

Fusidic acid, sodium V

Leo Pharmaceutical Products
Asia Regional Office; 391A Orchard Road # 11- 09
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Isotonic

ISOCAL Powder

(Nutritionally Complete)

for tube-feeding

Specially Formulated Clinical Benéfits

Isotonic (300 mOsm/kg H,0) at 1.0 kecal/ml Maximizes tolerance

Powder Form Provides flexibility of reconstitution
to meet patient needs

Lactose-free Minimizes diarrhea and other
gastrointestinal upsets

High-quality protein Enhances tissue growth

20% MCT oil and 80% soy oil Supplies a well tolerated, well absorbed
fat source with generous amounts
of essential fatty acids

Glucose polymers Assures excellent carbohydrate digestion
Sodium Level/ 1000 kcal (mg) 500
Distributor :

J. L. MORISON SON & JONES (CEYLON) LTD. Mﬂaljﬁj iTlEﬂ]T]

126, Aluthmawatha Road,

Colombo 15. ﬂWMM.f ! m/v : :
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FROM THE WORLD LEADERS IN METER TECHNOLOGY........

GLUCOMETER GX
Self Blood Glucose Monitoring System

*One Year Worry -Free e — * Accurate Results
Warranty e in 50 seconds
*Over 15,000 Tests *Reliability
can be done from the
in-built Li battery *Easy to Use
*Compact Pocket Size | & *10 Test Memories
| < |
GLUCOMETER GX
FROM
aIces

8 Years of Service in Sri Lanka
and.......doing more for diabetes care

For More Information...........

BAYER DIAGNOSTICS
¢/0 Analytical Instruments (Pvt) Limited
2nd Floor, Vogue Building
528 Galle Road, Colombo 3
Telephone : 575025 or 071-34665



Diabetes Management

the tailored concept from Boehringer Mannheim

Diabetes Management requires more than just diet
and medication.It is a complex system and Boehringer
Mannheim covers all the requirements of

@ screening (urine test strips)

@ diagnosis (with dry or wet chemistry)

@ treatment (oral antidiabetic)

® monitoring (blood glucose test strips)

@ information (diabetes education program)

Haemo-
l Glukotest
20-800 R

[GLUCOSEY

- e /
: Bl : figpétique oral
Glibenclam ic/antidia
|ycaem
Oral hypo9

antidiabético oral
30 tab[ets/oompnm

NGER
B NHEIM

—
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L e

Further information available on request from our representative in Sri Lanka:

J.L Morison Son & Jones (Ceylon) Ltd.,
P.O. Box 430

Colombo 15

Sri Lanka

Digitized by Noolaham Foundation.

Reflolux® S System

@ instrument reading range from 10 to 500mg/d|
(0,5 to 27,7 mmol/l)

@ excellent correlation with the hexokinase labor-
atory method

® most efficient and simple way of calibration by
barcode

@® with separate dual pad evaluation

@ compact and lightweighted

Euglucon® *
active agent: glibenclamide

@® Boehringer Mannheim's original brand of gliben-
clamide (glyburide in USA)

@ Insulin secretion in rhythm with meals

® Normalizes tissue response to endogenous insulin

@ Reliable long-term therapy

* Indications: non-insulin dependent diabetes mellitus (type |l
maturity onsetdiabetes) whenever treatmentby dietalone proves
inadequate.

Your partner in Diabetes Management

BOEHRINGER
MANNHEIM
Boehringer Mannheim GmbH

P.O. Box 310120
D-6800 Mannheim 31

noolaham.org | aavanaham.org



Dyslipoproteinaemia Management
fitted for your office practice

* Indications

- Primary hyperlipidaemia types lla, lib,lll, IV and V (Fredrickson
classifcation) corresponding to groups B-E of the European
Atherosclerosis Society guidelines - when dietary treatment alone
proves inadequate.

- Secondary hyperlipidaemia (e.g. severe hypertriglyceridaemias)
which persists in spite of treating underlying disease.

1. Studies by Tesone, P,A., Eisenberg, S., Turpin,G., Bonfiglioli, D.,
Rouffy, J., Da Col, P., Data on file - Boehringer Mannheim GmbH
2. Stratmann, F.W., Holler, H.D., Hofmann, H., Med. Welt 32 (1981) 74/268

Further information available on request from our representative in Sri Lanka:

J.L Morison Son & Jones (Ceylon) Ltd.,
P.0. Box 430

Colombo 15

Sni Lanka

Reflotron”

DIAGNOSIS of Hyperlipoproteinaemia and MONI-
TORING of treatment and patient compliance with ...

Reflotron® — Cholesterol and
Reflotron® — Triglyceride
Reflotron® — HDL-Cholesterol
® Simple — just apply sample — insert reagent
carrier — read result
® Fast — Results in just 2-3mins

@® Convenient —an integrated plasma separations
system allows usually the direct use
of whole blood

® Reliable  — Proven high performance and com-
results parability with routine lab methods

® CHD risk- — Patients’ individual risk of cardiac
calculator  infarction can be calculated

Other tests available on Reflotron® — Glucose, Uric
Acid, Uréa, Hb, GOT, GPT, GGT, Bilirubin, total Amy-
lase, Pancreatic Amylase, Creatinine, Potassium, CK.

Treatment with Bezalip®/Bezalip® retard*
active agent: Bezafibrate

@ Effective 3-Dimensional Liporegulator:
— Lowers Total-Cholesterol: 20%-25% '
— Lowers Triglyceride: 50% '
— Increases HDL-Cholesterol: 25%—-409% '
® Improves patients’ compliance
® Well-tolerated in long-term therapy ® °
® Improves blood glucose control in diabetics 24
® Improves blood rheology (e.g. lowers fibrinogen
and blood viscosity) "

. Wanhl, P., Hasslacher, Ch., Lang, P.D., Vollmar, J., Dtsch. Med.

Wschr. 103 (1978) 1233

. Rueth, E. und Vollmar, J., Dtsch. Med. Wschr. 107 (1982) 1470

Lang, P.D. et al, VIl International Symposium on Drugs

Affecting Lipid Metabolism, Milan (1980), Abstract Book 185

Arntz, H.R. et al.,, MlUnich. Med. Wschr. 127 (1985) 9, 206

Winocour, P.H. et al., Diabetic Medicine 7 (1990) 736—743

Almer, L.-O. and Kjellstrom, T., Atherosclerosis 61 (1986) 81—85

Niort, G. et al., Atherosclerosis 71 (1988) 113—119

. Caimi, G. et al., The British. J. of Clinical Practice 42 (1988)
456—-458

. Bo, M. et al., Angioclogy 42 (1991) 106—113
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Your partner in Disease Management

BOEHRINGER
MANNHEIM
Boehringer Mannheim GmbH

P.0.Box 310120
D-6800 Mannheim 31
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The more you taste 0][ paraclise,
the better it becomes.

=

In fact, ﬂying Air Lanka can be quite addictive - for the warmth of its
llospitality, for its wonderful selection of spicy Sri Lankan and European
food and for its award winning cluty-{;ree inﬂiglat s]mpping.

We now ﬂy to over 30 destinations in more than 20 countries world-
Wicle, so next time you're ﬂying home to Sri Lanka or anywhere else, ﬂy the
airline that knows you best.

Fly Air Lanka.
Call your Travel Agent or Air Lanka on 421161.

AIRLAN KA%7

It'’s a taste of Paradise

AIRLANKA
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LOCABIO

FUSAFUNGINE

TAL

PRESSURIZED ]

Inhalable
antibiotic and
anti-inflammatory

4 oral inhalations and

4 nasal inhalations ' Rhinitis

4 times daily

Sinusitis

Tonsillitis

) Pharyngitis
/V/ ryng

.« e Laryngitis
Composition: Fusafungine, antibiotic extracted from

Fusarium lateritium WR (strain 437): 1.18 g / 100 g of
active solution: Presentation: Micrenic aerosol

containing 20 mL (400 metered doses) of the active TraChe'tIS

solution with adaptor (nasal and oral). Indications:

Topical antibiotic with anti-inflammatory properties for
the treatment of infections and inflammatory condi-

- -
tions of the respiratory tract: sinusitis, rhinitis, and B ro nc h It IS

coryza, pharyngitis and tonsillitis, posttonsillectomy

states, laryngitis, tracheitis, bronchitis. Contraindica-
tions: Hypersensitivity to funsafungine. Children under
the age of 30 months. Precautions: Treatment exceed-
ing 10 days should be carried out only when pres-
cribed by the physician. Adverse reactions: Rare,
usually transitory buccopharyngeal irritation usually
not requiring cessation of treatment. Sneezing.
Dosage and administration: Usually, 4 metered
doses in the mouth and/or in each nostril, 4 times a
day, The bottle contains 400 metered doses. It is sup-
plied with two adaptors, a nasal adaptor for nasal and
sinus infections, and an oral adaptor for pharyngeal,
laryngeal, tracheal, and bronchial infections. The rigid
bottle is a portable generator of micronized particles. A
metered valve delivers a precise and constant dose of
micranized solution,

Les Laboratoires Servier - 45520 Gidy - France.

For full prescribing infarmation, refer to data sheet:
Servier International

6 Place des Piéiades, - e —
92415 Courbevaie Cedex - France, —= SERVIER

Digitized by Noolaham Foundation.
_noolaham.org | aavanaham.org
Local Agents: Hemas Pharmaceuticals (Pvt) Ltd., 36, Bristol Street, Colombo 1 Teks: 541095, 448320




A RANGE OF
QUALITY PRODUCTS AT REASONABLE PRICES
FROM

DOUGLAS PHARMACEUTICALS LTD
NEW ZEALAND

Leaders in Quality Generic Pharmaceuticals

“Beta adrenoceptor blocker”

ANGILOL 10MG TABLETS (Propranolol 10mg)
ANGILOL 40MG TABLETS (Propranolol 40mg)

“Calcium channel blockers”
CIVICOR 40MG TABLETS (Verapamil HCL. 40mg)
CIVICOR 80MG TABLETS (Verapamil HCL. 80mg)
DILEM 30MG TABLETS (Diltiazem HCL. 30mQ)
DILEM 60MG TABLETS (Diltiazem HCL. 60mg)

“Potassium-sparing diuretic”
HYDROZIDE TABLETS (Amiloride 5mg with

Hydrochlorothiazide
50mg)
“Non-steroidal anti-inflammatory”
NAXEN 250MG TABLETS (Naproxen 250mg)
“Benzodiazepine’ hypnotic & anxiolytic

OX-PAM 10MG TABLETS (Oxazepam 10mQ)

OX-PAM 30MG TABLETS (Oxazepam 30mgQ)

“Hormone antagonist” (in malignant disease)

TAMOFEN (Douglas)
10mg TABLETS (Tamoxifen 10mg)

AVAILABLE AT LEADING PHARMACIES

Imported and Marketed by

FARNELL CEYLON LTD

129/1, Sri Saranankara Road,
Dehiwela.
Tel: 71 6175

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org




For all your Requirements
such as :

Electro Medical Equipment
Laboratory Equipment
Orthopaedic Supports

Disposable Syringes
&
L.V. Fluids
With the assurance of an

Excellent After Sales Service

Contact :

The Mdical Department

DELMEGE FORSYTH & COLTD.

101. Vinayalankara Mawatha
Colombo 10

Telephone : 693361-8; 699500; 699501

Digitized by Noolaham Foundation.
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JAPANESE ENGEPHALITIS VACCINE
LYOPHILIZED
“BIKEN”
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BETTER THERAPY
“0R HYPERTENSION

e
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With the convenience
of twice-a-day dosage.

INDICATION Hypertension. It may be used alone or in combination with other antihypertensive medications, such as diuretics. DOSAGE AND ADMI NIS-
TRATION For adults, 1 capsule (90 mg as diltiazem hydrochloride) twice a day orally. The dosage may be increased or decreased according to the severity
of symptoms, Diltiazem hydrochloride has an additive antihypertensive effect when used with other antihypertensive agents. Therefore, the dosage of dittiazem
hydrochloride or the concomitant antihypertensives may need to be adjusted when adding onetothe other. PRECAUTIONS @ General precaution: Since
itis described in case-reports that symptoms were aggravated after sudden withdrawal of Calt_::um-antag_onlsts_medlcauon. reduce the dose gradually and
observe the symptoms carefully if HERBESSER 90 SR is to be withdrawn. Give patients precaution notto discontinue HERBESSER 90 SR medication without
physician's directions. @ HERBESSER 90 SR is contraindicated to the following patients: (1) Patients having atrioventricular block 2nd and 3rd degree or
sinoatrial block. (2) Pregnant women and women of pregnant suspicion. (3 Patients with sick sinus syndrome except inthe presence of a functioning ventricu-
lar pacemaker. (&) Patients with hypotension (less than 90 mmHg systolic). (&) Patients who have demonstrated hypersensitivity to the drug. (&) Patients with
acute myocardial infarction and pulmonary congestion documented by X-ray on admission. @ HERBESSER 90 SR is to be carefully administered in the fol-
lowing cases: () Patients with severe bradycardia (below 50 beats/min.) or 1st degree atrioventricular block. (2) Experience with the use of diltiazem hydro-
chloride in combination with beta-blockers in patierts with impaired ventricular function is limited. Caution should be exercised when using this combination.
(@ Decreases in blood pressure associated with diltiazem hydrochloride therapy may occasionally result in symptomatic hypotension. (@) Patients with
impaired renal or hepatic function. € Adverse reactions: (1) Cardiovascular system: Dizziness, bradycardia, flush, AV block may occasionally, and palpita-
tion, edema, ECG abnormality, hypotension may rarely occur. In such cases, the dose should be reduced or medication should be discontinued. () Central
nervous system: Lassitude, headache and heaviness of head may occasionally, and somnolence, insomnia, asthenia may rarely occur. @) Liver: Jaundice
and hepatomegaly may rarely occur. The drug should be withdrawn in such cases. Level of GOT. GPT and alkaline phosphatase may be elevated occasional-
ly. @ Hypersensitivity: Hy rsensitivity symptoms such as eruption and multiform erythematous eruption may occur infrequently. In such cases, medication
should be discontinued. (8) Gastrointestinal system: Stomach discomfort, constipation, abdominal pain, heart burn and anorexia may occasionally occur.
Soft stool, nausea, diarrhea, thirst and dyspepsia may rarely occur. (8) Others: Polyuria may rarely occur. @ Administration to pregnant women and nursing
mothers: (1) Since animal experiments have proved teratogenic and feticidal effects of diltiazem hydrochloride, HERBESSER 90 SR is contraindicated to preg-
nant women and women of pregnant suspicion. (2) It is not recommended to administere HERBESSER 90 SR o nursing mothers since it is reported diltiazem
hydrochloride is excreted in human milk. If administration is necessitated, nursing should be avoided. © Administration to children: Safety of HERBESSER
90 SR in children has not been established. @ Drug interaction: HERBESSER 90 SR should be carefully administered in case of concomitant use with the
following drugs: () Antihypertensive agents (effect of antihypertensive agents is enhanced). (2) Beta-blocking agents or rauwolfia preparations (bradycardia
may occur).(3) Carbamazepine (plasma level of carbamazepine may beincreased and it may cause carbamazepine-induced toxic symptoms such as sleepi-
‘ness, nausea, vomiting, vertigo, etc.) @) Digoxin preparations (plasma level of digoxin is increased). (8) Cimetidine (peak plasma level of diltiazem and area
under the curve may be increased). (6) The depression of cardiac contractility, conductivity and automaticity, as well as the vascular dilation associated with
anesthetics may be potentiated by calcium antagonists. When used concomitantly, anesthetics and calcium antagonists should be titrated carefully.
HANDLING Caution: #Dispense by physician's prescription or direction Keep out of reach from children sSwallow the capsules without chewing or opening
Storage: Store in a tight and light-resistant container at room temperature. PRESENTATION eBox of 10 blister sheets of 10 capsules (Please read package
insert carefully for further information) Under agreement from TANABE SEIYAKU CO., LTD. Manufactured by PT TANABE-ABADI

Local nts Hemas Pharm :
36, Bristol Street, Colombo 1 Tels: 541095, 448320

TANABE SEIYAKU CO., LTD.

210, Dosho-machi 3-chome, Chuo-ku, Osaka, Japan



How fast is

DISPRIN
FAST 7

Soluble Aspirin based Disprin
gets to work in just a few
minutes effectively relieving
pain and fever.

=

Aspirin. The good news.
In an age of dramatic discoveries in the world of Medicine, one of the most heartening of all is

the new role that the age-old 'homely' drug Aspirin plays, in preventive treatment measures.

One such ailment that could easily cause much distress is listed below.

. L g Don't let pain slow down your
igaine: What e Migrahne? life, take Soluble Aspirin
based Disprin
Migraine is typified as a severe, one sided, .

s
=

throbbing headache. Other symptoms may
include nausea and blurred vision. Trigger
foods (e.g. cheese, chocolate and alcohol) that
precipitate migraines should be avoided, as well

as attempting to reduce stress levels.

Taking 2 - 3 soluble aspirin (e.g. Disprin) tablets

- & .
at the first sign of a migraine can reduce the wx..__E:_ASPIRgN

DISPRIN

SOLUBLE ASPIRIN
Fast relief from pain

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org



Stomach upset....
due to excess
acid.

Rapid relief
with

7AL

_ ; REG. TM
The Actal tablet is specially formulated
to disperse on the tongue and to

neutralize excess acid in the stomach
rapidly.

brand of dispersible aluminium hydroxide, USP

MACKWOODS-WINTHROP LIMITED

35, Madampitiya Road, Colombo 15.

Digitized by Noolaham Foundation.
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1 tablet daily

A basic modern treatment

o MP‘”MW

Associated treatments: Natrilix may be freely combined with other medications required by the patient's condition (anticoagulants,
cardiotonics, antidiabetics, tranquilizers, etc). In view of its mode of action, it is not advisable to combine Natrilix with thiazide
diuretics. Contraindications: Severe hepatic and renal insufficiency. Though extensive investigations have not revealed any terato-
genicity, it is not advisable to prescribe Natrilix, as it is a new drug, during pregnancy. Precautions: In cases of iow serum potassium,
serum monitoring is recommended at the beginning of treatment. Side effects: Natrilix is generally very well tolerated Ga%tralgra
or nausea have been reported in rare cases Remark: The use of Natrilix at high dosage (2 to 4 tablets) would result in a dluretic
effect and reqguire the usual monitoring of serum potassium, uric acid, glucose levels, etc. Composition: Each coated tablet con-
tains 25 mg of 1-(4-chloro-3-sulfamyl-Benzamidol)-2-methyl-indoline (or indapamide). Presentation: Box of 30 coated tablets

-
* =
=
=

LES LABORATOIRES SERVIER - Gidy - 45400 Fleury-les-Aubrais (France) =" SERVIER

Local Agents: Hemas Pharmaceuticals (Pvt) Ltd., 36, Bristol Street, Colombo 1  Tels: 541095, 448320
Digitized by Noolaham Foundation.
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GLOBAL METABOLIC TREATMENT OF DIABETES

m Restores the early peak of insulin secretion’ and improves insulin action?

N T ¥ i, L . | /]
||If .{h} [ i‘:‘ \ \ﬁ% ﬁr“i] - & \ﬁ‘l
| y

Diamicron corrects the underlying abnormality of type Il C-peptide
" ; : | nmol/min
diabetes by restoring the early peak of insulin ;0 > ) Moo

NIDDM on Diamicron

secretion in acting directly on the pancreatic " NIDDM on diet

B-cells." The second major feature of type |l diabetes is a 15p
decreased sensitivity to insulin peripherally However 1.0 p

Diamicron demonstrates a fruly global mode of action, 05p e

improving peripheral insulin action, notably in the muscle. op!’ Smmsmmmcmmm=== 77
- [ & 7 4 [
with increased glucose uptake and storage, and in the 0 40 80 140

minutes

liver, with decreased hepatic gluceneogenesis.

Overall, DIAMICRON, 2 tablets daily, avoids insulin excess, and represents an ideal
first-line choice for all type Il diabetic patients :

Whatever their wegzéé 5 ...and whateser theii age

Weight (kg)

ABSENCE OF HYPOGLYCEMIC

SYMPTOMS
68 P *P <0.01
67 P P < 0.0001
66 P +
65 P
b 96%

64 p Excellent Excellent |

— acceptability acceptability

g T ® O . ® . T

[]
0 6 12 18 24 30 36 .
Months Diamicron Placebo

I Very favorable effect on weight® B Excellent safety profile**

DIAMICRON, 2 tablets daily, provides excellent long-term blood glucose control,® with a
low rate of secondary failure’ - the key to long-term therapeutic success in type Il diabetes.

1. Matthews D et al. IDF Bull. 1987 ; 32(1) : 12-15 5. Jennings AM et al. Diabetes Care. 1989 ; 12(3) : 203-208
2. Bak JF et al. Diabetes. 1989 ; 38 : 1343-1350 6. Guillausseau PJ. Am J Med. 1991 ; 90(6A) : 465-49S
3. Zurro Hernandez J et al. Curr Med Res Opin. 1986 ; 10 : 351-358 7. Harrower ADB et al. Diabetes Res. 1990 ; 13 : 19-21

4. Martin BJ, Kesson CM. Pract Diabetes. 1986 ; 3(3) : 146-148

=~ DIAMICRON

gliclazide 2 TABLETS DAILY

GLOBAL METABOLIC AND VASCULAR TREATMENT OF DIABETES

Composition each fablsf contains 0.080 g of gliclazide Presentation  boxes of 20 scored tablets, Indication nan-insulin-dependent diabetes
& malitus. Contraindications severe kelosis, acidosis, diabetic precoma and coma, pregnancy. severe renal or hepatic fallure. Adverse reactions © cutanecus

| reactions which regress after discontinuation of the drug have been reported in rare:-cases | exceptionally. blood dyscrasias, which are generally reversible,
may be ebservad Noadverse reactions with alcohol have been (eported. Drug Interactions | diuretiss and barbiturates may reduce the drug's activity. Its
nypoglycemic adtion may be potentiated by pyrazole derivatives, salicylates, phenylbutazone, antibacterial sulfonamides and beta-biockers. Dosage two
80 mg tablsls daily in the majority of cases. ranging from 1 to 4 depending upen the bload glucose response Overdosage = hypoglycemia is the
main symplan - in severs cases with impairment of consciousness, immediate |V administration of hypertanic glucose (10% or 30%) is necessary
Refer to dala sheat for comnlete prascobing information .
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I I he corporate purpose of
Glaxo 1s to discover,

develop, manufacture and
supply safe and effective med-
icines of the highest quality.
In Sri Lanka as elsewhere, we
therefore strive to perform to
the highest standards with
quality as the objective in all
our operations and in the
services we offer. Ultimately,
it is the quality of human
lives we are looking to
improve.

Beyond our role in health-
care we have a commitment
as a corporate citizen to
expand and develop our busi-
ness in harmony with
national economic goals. We
are also contributing to
efforts to improve other
aspects of life, including sup-
port for education, sport and
the underprivileged.
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Our commitment to play a
positive role in enhancing
the quality of life is part of
the Glaxo tradition which we
are proud to maintain.
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Leading article

The GATT TRIPS agreement and health care in
India

Ceylon Medical Journal, 1995; 40: 91-93

The GATT agreement on the trade related aspects of intellectual prop-
erty rights (the TRIPS Agreement), which will form part of the future World
Trade Organization (WTO), will put on India an obligation to provide patent
protection for pharmaceutical products(1). Much of what has been said about
the implications of this commitment for health care in India, particularly
regarding pharmaceutical prices, has been alarmist and has created needless
anxiety. A dispassionate examination of the facts will, I believe, indicate that
any effect on prices will be very gradual and need not be more than modest
and, in any event, should be seen in the context of policies aimed at the better
availability of drugs to treat diseases prevalent in India.

Why should any effect on prices need be no more than modest? The first
point is that no drugs already on the market in India will be affected by
TRIPS obligations on patents and exclusive marketing rights. The same goes
for drugs presently under development and for which patent applications in
other countries have already been published. The length of this development
period, the time it takes between the filing of a patent application and the
introduction of that drug on the market, was in the late 1980s estimated to
be an average of 11-12 years in the industrialised countries where new chemi-
cal entities are concerned, and somewhat shorter, 8-10 years, for leading new
drugs(2-4). This period has been longer in India. Indeed, a study of the 500
leading pharmaceuticals on the Indian market in 1993 showed that, if India
had in force all along a TRIPS patent term of 20 years from filing, none of
these drugs that would have been under patent protection on that date would
have had an outstanding patent term of more than eight years.(5) This means
that virtually all the new drugs using new chemical entities that will come
onto the market in India over the next 10 years or more are those presently
under development and will be unaffected by TRIPS obligations on patents.
Moreover, the build up of patented drugs from then onwards will be very
gradual and it will not be until the year 2015 (assuming the WTO comes
into force in 1995) that India has a full roster of patented drugs comparable
with that in countries that provide product patent protection today.
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It might be said that this is all well and good, but what about the situ-
ation in 2015 when the full impact of patent protection will be experienced?
What proportion of drugs on the market might be subject to patents at that
time? This is something that is impossible to know since it will depend on
the progress of research and development in the years ahead. However, as a
guide based on the existing situation, it is interesting to note that only 24
active substances in the top 500 products on the Indian pharmacy market in
June 1993 would have been protected by patents had India had a TRIPS level
of patent protection for pharmaceuticals all along. These drugs represented
11% of the total sales of the top 500 products(5). Another analysis of the
total market concluded that 31 drugs would have been patented on this basis
accounting for about 8.4% of the total market(6). Therefore, even after full
application of patent protection, it can be expected that the vast majority of
drugs on the Indian market—as on other markets—will be in the public do-
main and not protected by patent. A further confirmation of this can be
obtained from examining the World Health Organization's model list of es-
sential drugs—some 250 drugs considered necessary for basic health care.
In 1993 only 13 substances, of which only 4 were considered ‘essential’
without qualification or alternatives, would have been under protection in India
if a TRIPS level of protection had been in place for many years.

What will be the effect on prices of those drugs which will be subject to
patent protection? It will essentially depend on what kind of incentives the
government wants to provide for research and development aimed at the
creation of new drugs. The main reason for this is that the TRIPS agreement
does not prevent countries from having price control regimes. Indeed this is
a practice in many developed countries which have strong patent protection.
Even in the countries of the European Union, which have virtually identical
patent systems, the average prices of drugs, whether patented or not, varies
by a factor of nearly 3:1, almost entirely because of different price control
and related government policies (such as controls on reimbursement under
social security systems)(7). It is mistaken to believe that patents necessarily
give strong market power: many patented drugs are in competition with ge-
neric drugs or other patented drugs which are therapeutic substitutes. Another
point that should be recalled is that, even where a patent does confer a de-
gree of market power and even where the government allows the patent owner
to charge the price that the market will bear, it would be in the interests of
a company seeking to maximise its returns to charge a much lower price in
a market like India, where average per capita income is relatively low, than
in the markets of rich countries with high prices such as the USA or Swit-
zerland—since increased volume would more than offset lower margins. It
should also be appreciated that, under the TRIPS agreement, the rights granted
to patent owners are not without qualification. The TRIPS agreement allows
governments to grant a compulsory licence to another company subject to
certain conditions, notably that the patent owner has refused to make avail-
able a voluntary licence on reasonable commercial terms within a reasonable
period and that adequate remuneration is paid to the patent owner. Where
the compulsory licence results from a finding that the patent owner has en-

gaged in abusive anticompetitive practices, these requirements no longer need
to be met. :

The underlying social purpose of the patent system is to provide an in-
centive to research and development, in the area of pharmaceuticals, for the
development of new drugs. Looking to the longer term, and as I have men-
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tioned earlier, the effects of the TRIPS agreement will only
become apparent in the longer term, the question is to what
extent will patent protection lead to more research and
development aimed at the better availability of drugs to
treat diseases in India? The absence of patent protection for
pharmaceutical products in a substantial number of major
developing countries has meant that there has been little
incentive for the private sector to engage in research and
development on the treatment of diseases more prevalent
in these countries, especially tropical diseases. This will
change: most developing countries will become- WTO
members and will have to provide patent protection.
Moreover, rapid economic development in Asia and Latin
America is making developing country markets increasingly
important. India, which has huge resources of talented sci-
entific and technical manpower and a sophisticated infra-
structure in the pharmaceutical area, would appear to be
well placed to take advantage of these opportunities. The
extent to which India will be able to do so—whether
through the movement of some of its leading drug produc-
ers into research-based activities through joint ventures with
foreign companies or through attracting greater investment
from the foreign research-based companies—will depend
not only on the patent regime but on other government
policies. One such policy is that affecting prices. If prices
for pharmaceutical products, especially patented ones, are
so severely controlled that production is scarcely profitable,

9

there will be little incentive to engage in research and
development and little money to finance it. This then re-
verts to the point made earlier: the extent to which prices
for patented products will be allowed to rise above those
that would prevail in a non-patent situation is essentially
related to the incentives that the government wishes to
provide for research aimed at the development of new
drugs.
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Leading article

An optimistic approach to treatment of vitiligo

Ceylon Medical Journal, 1995; 40 : 94-96

Vitiligo is an acquired macular depigmentation of the
skin with some genetic predisposition. It occurs in about
1% of the population world-wide (1). However, it is more
apparent in the dark skinned races and in them the
psychosocial impact is much greater.

In vitiligo the depigmented macules are devoid of
melanocytes. There are several theories to explain the ae-
tiology of vitiligo, viz. an autoimmune theory, neurogenic
theory and self-destruct theory(l). The autoimmune theory
can explain most of the phenomena associated with
vitiligo(2). The association of vitiligo with other
autoimmune diseases such as diabetes mellitus, pernicious
anaemia, Addison's disease and thyroiditis is well known.
But detailed investigations to discover such associations are
not necessary in every vitiligo patient, unless there is an-
other indication in the history or clinical examination(3).

There are many choices available in the management
of vitiligo and these should be discussed with the patient.
Sometimes the patient needs only reassurance and advice.
A strong commitment by both patient and physician is
necessary for successful management. Generally, focal and
segmental types of vitiligo carry a better prognosis than
extensive disease or vitiligo of finger tips and lips. Pa-
tients should be told that there is no one quick cure but
with appropriate long term therapy, and sometimes with
adjunctive cosmetic camouflage, satisfactory results can be
achieved.

Options for management of vitiligo are discussed be-
low. Sometimes, several treatment modalities are used to
obtain optimum results.

Topical therapy

Local steroids

Where the lesions are small, potent steroids
(betamethasone valerate, fluocinolone acetonide etc.) are
often effective (4). On flexures and the face less potent
steroids are preferable. Regular assessment is required to
detect skin atrophy. Once improvement is seen (in 6 to 8
weeks), the application can be changed to a less potent
steroid. A steroid-free interval of 2 to 4 months is recom-
mended after continuous use for four months to reduce the
risk of skin atrophy(5). If a recurrence of vitiligo occurs,
a second or third course of potent topical steroid may be

prescribed with careful examination for atrophy. Some rec-
ommend super-potent steroids (eg. clobetasol dipropionate)
as initial therapy(3,4,6). It appears to bring about
repigmentation quicker. More regular follow up is required
when super-potent steroids are used. A sensible approach
would be to use a super-potent steroid for the initial two
weeks (except in children, on the face and flexures), and
later to change over to a less potent steroid. After an ad-
equate trial of about two months with local steroids, in a
compliant patient, if there is no improvement, it is advis-
able to change the form of treatment.

Topical psoralens with ultra-violet A (topical PUVA)

Topical 0.1% 8-methoxypsoralen may be applied on the
vitiligo patches when the area involved is small. After 30
minutes the patches should be exposed to measured
amounts of UVA (0.05 to 0.25 Joules) after which, the
patches should be washed well and covered to prevent
further exposure to sunlight(4). Once a week treatments are
usually adequate. It is regrettable that facilities for PUVA
are unavailable in Sri Lanka.

Sunlight may be used as the source of UV radiation,
but as the UV dose cannot be controlled, this may cause
phototoxic blistering of the treated area.

Topical human placental extracts

Although human placental extracts are claimed to be
effective (eg. Melagenina (Cuba), Placentrex (India)) they
need to be evaluated further in properly controlled stud-
1es(247).

Systemic therapy

Oral psoralens with ultra-violet A (PUVA)

Oral psoralen with UVA therapy is the most effective
form of non-surgical therapy in widespread vitiligo(4). It
carries a much smaller risk of phototoxicity than topical
PUVA. Children under 10 years should not be given oral
psoralens because of possible eye complications. The rec-
ommended dose is 0.6 mg/kg body weight of 8-methoxy
psoralen (8MOP). Two hours after taking the tablets the
patient is exposed to an artificial UVA source (PUVA) or
sunlight (PUVASOL). Initial exposure to sunlight is for 20
minutes and the duration can be increased depending on
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the response. Topical application of liquor picis carbonis
(coal tar solution) enhances the phototherapeutic effect of
psoralens. The treatment has to be continued twice a week
for six months or more(1,8,9).

Systemic steroids

Systemic steroids reduce antibody mediated cytotoxicity
against melanocytes in vitiligo patients(10). Long term
treatment with oral steroids causes many side effects. Oral
mini-pulse steroid therapy is reported to achieve good re-
sults in arresting progression in rapidly progressing vitiligo
and in repigmentation with negligible side effects(11,12).
The regimen recommended is 5mg dexamethasone or
betamethasone as a single dose after breakfast on two
consecutive days a week for two to four months(11).

[-phenylalanine

Impressive results are claimed for [-phenylalanine orally
followed by UVA (PAUVA)(13). This is reported to have
less phototoxicity than psoralens, but is not yet widely used
and needs further evaluation.

Khellin

Oral khellin, another photoactive substance, followed by
UVA exposure (KUVA) is also reported to be effective in
vitiligo. Because of the risk of hepatotoxicity it is not rec-
ommended by most authorities(8).

Surgical procedures

Surgical procedures are indicated when medical and
physical therapies fail, especially in localised and segmen-
tal vitiligo. These procedures are generally reserved for
stable vitiligo (ie. stable for two years or more). Surgical
treatment is underutilised in the treatment of vitiligo in this
country.

Mini-grafting

This is a useful technique for localised and segmental
vitiligo(3,14). Two millimeter punch grafts removed from
donor sites (eg. buttocks) are transferred to punched out ar-
eas on the vitiligo patches, leaving small gaps between the
autografts(14). The maximum distance of pigment migra-
tion from a grafted area is 5 mm(15). Experience in this
technique is necessary to reduce the ‘cobble stoning effect’
and to get a uniform colour match.

Epidermal grafts

These may be sheet grafts, blister roof grafts (suction
or cryotherapy induced blisters), epidermal cell suspensions
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or in vitro cultured epidermis with or without growth
enhancers(15,16,17,18). Some workers in India have used
Thiersch grafting (split thickness skin grafting) success-
fully(19). With the aid of the newer instruments such as
the zimmer air dermatome, large epidermal sheets can be
grafted with excellent results(20). The grafting is done on
dermabraded vitiliginous skin and managed as split thick-
ness skin grafts.

Recently some workers have used the lower third of
hair follicles (hair bulbs) as reservoirs of melanocytes for
transplantation into vitiliginous areas with good results(21).
This technique needs further development.

Cultured melanocytes

Although very expensive and available only in a few
centres in the world, cultured melanocytes are very effec-
tive in repigmenting vitiligo patches(15,22). The technique
involves harvesting melanocytes from a normally pigmented
area of skin of the patient, culturing them in vitro, seed-
ing on to a collagen film (eg. 50 000 melanocytes per cm?)
and applying these collagen films on dermabraded
vitiliginous skin(15,22). With this technique, more uniform
repigmentation of large areas can be achieved. Some work-
ers use melanocyte suspensions instead of melanocyte
seeded collagen film for transplantation(22). Melanocytes
harvested from a small shave biopsy (eg. Scm) can be used
to repigment an area as large as 180cm(22). The
repigmentation thus achieved is generally persistent. Cul-
tured melanocyte transplantation holds great promise for
treatment of vitiligo.

Tattooing

This method is useful, particularly on the lips where
other treatments fail. Iron oxide pigment is used for tat-
tooing the affected areas(23). Occasionally, the colour
match may not be exact, and then cosmetic camouflage can
give satisfactory results.

Cosmetic camouflage

There are many ways of cosmetic camouflage of
vitiligo lesions. Some patients are quite happy to use them
rather than undergo other complicated long term thera-
pies(24). ‘Dermablend’, ‘Clinique Continuous Cover’,
‘Cover Mark’ and ‘Vitadye’, are some brands used world-
wide for cosmetic camouflage.

Sun-screens play a useful role in preventing sunburn
and sunburn induced Koebnerisation in the vitiliginous ar-
eas, as well as in limiting facultative tanning of the sur-
rounding skin(4).
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Complete depigmentation

Where vitiligo is extensive (>40% of body surface area)
and when other treatments have failed, this is an accept-
able method(1,4). The patient has to be informed that the
depigmentation is complete and irreversible. The most
widely used drug for this purpose in 20% monobenzyl ether
of hydroquinone (MBEH) topically(4,24). It must be ap-
plied twice a day for 6 to 12 months. Once complete
depigmentation is achieved, the patient should be advised
to use a sun protecting (sun-block) preparation topically to
prevent sunburn and other UV related sequelae. Occasion-
ally, 20% MBEH can cause local irritation, -but generally
it is well tolerated. If the completely depigmented patient
requests addition of ‘some colour’ to the skin beta caro-
tene in a dose of 30 to 50mg/day orally is recom-
mended(4).

Counselling and psychological support

This is an important aspect in the management of
vitiligo. One should not underestimate the psychosocial
impact of vitiligo. Occasionally, psychiatric consultation
may be necessary.

Conclusion

The actiology of vitiligo is still uncertain, although
there are many effective methods of managing vitiligo.
Treatment has to be selected according to the type of
vitiligo, the patient's expectations and compliance and avail-
able facilities. With a flexible approach, quite satisfactory
results can often be achieved.
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Protective effect of vitamin E in kidney storage solution on renal tissue metabolism

in rats
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Abstract

Objective To determine whether inclusion of vitamin E
into kidney storage solutions protects metabolism and tu-
bular ultrastructure of stored rat kidney.

Methods Rat kidneys were flush stored in Marshall's Citrate
(MC) and MC+vitamin E (25% of LD 50 and 50% of LD
50) for 24 hours at 0° C. After storage kidney slices were
tested for gluconeogenesis and lactate dehydrogenase
(LDH) activity, and examined for cellular ultrastructure.

Results Kidneys stored in MC+vitamin E gave higher
gluconeogenesis than those stored in MC alone (p< 0.001).
Tubular ultrastructure was better preserved in the presence
of Vitamin E.

Conclusions Vitamin E appears to protect the metabolism
and ultrastructure of stored rat kidneys.

Introduction

Preserving viability of donor organs is a prime requi-
site for successful cadaver kidney transplantation. Oxygen-
free radical (OFR) induced tissue damage is known to be
an important mechanism underlying cold storage and
reperfusion injuries (1). OFR generated during ischaemia
and reperfusion damages cells and blood vessels reducing
viability of the donor organ. Another mechanism implicated
in cold storage damage is intracellular acidosis due to a
combination of lactic acid formed during anaerobic
glycolysis, and hydrolysis of ATP during ischaemia that
produces protons. Recently developed methods for preserv-
ing organ viability during cold storage include incorpora-
tion of OFR scavengers and appropriate buffers into stor-
age solutions (2).

Glutathione and amino acids such as glycine protect tissues
during cold ischaemia by OFR scavenging and improve
post-storage viability (2). Vitamin E is effective in condi-
tions characterised by OFR damage (3) because of its anti-
oxidant and free radical scavenging properties. However,
the exact mechanism of action and its efficacy in organ

storage for transplatation have still not been tested. We
sought to evaluate the role of vitamin E in preserving
metabolism of cold stored rat kidneys.

Materials and methods

Marshall's Citrate (MC), a currently used kidney stor-
age solution (composition in mmol/l I: trisodium citrate
27.5, tripotassium citrate 27.3, magnesium sulphate 40.0,
mannitol 100.0) was prepared, water soluble vitamin E
(Merck) was added and the two solutions given below were
constituted.

Solution 1 (El1): MC + vitamin E [dose : 50% of lethal
dose 50 {LD 50} ie, the dose that would result in the death
of 50% of rats under study (4)].

Solution 2 (E2): MC + vitamin E - 25% of LD 50

Healthy adult Sprague-Dawley rats (200 grams each)
were anaesthetised using ether and intramuscular diazepam
(0.3 mg/kg). Their kidneys were exposed by a midline
ventral laparotomy and perfused using each storage solu-
tion through a cannula in the lower abdominal aorta. Af-
ter perfusion the kidneys were harvested and placed in the
respective solutions in ice at 0° C for 24 hours. The kid-
neys of the two groups of rats were perfused (with E1 and
E2 respectively) under identical conditions (n=10 in E1 and
n=5 in E2). Kidneys of the control group (n=11) were
perfused with MC alone. The rats were killed after the
kidneys were harvested.

At the end of storage the kidneys obtained from all
three groups (El, E2, and MC) were investigated for pres-
ervation of metabolic activity by testing for
gluconeogenesis, lactate dehydrogenase activity and exam-
ined by electron microscopy.

Gluconeogenesis

After storage both kidneys from each animal were
placed in Kreb's ringer bicarbonate solution (KRB), (com-
position in mmol/litre : NaCl 118.5, KCI1 4.7 CaCl, 2.1,

1 Lecturer, Department of Physiology, Faculty of Medicine, University of Kelaniya; 2 Senior Lecturer and 3 Research
Fellow, Department of Physiology, Faculty of Medicine, University of Colombo; 4 Pathologist, Medical Research Institute,
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KH,PO, 1.2, NaHCO, 30.0, MgSO, 1.2) at 4°C,
decapsulated and tested for gluconeogenesis (5). Kidney
slices of 0.3mm thickness were made using the Mcllwain
tissue chopper. Groups of slices weighing 60 to 80 mg after
surface blotting, were placed in 2.5 ml of KRB alone and
in KRB + 5 mmol/l pyruvate solutions (equal numbers of
tubes of both, n=10). Pyruvate was used as a substrate for
gluconeogenesis. The tubes were gassed for 60 seconds
with 95% : 5% 0O,:CO, mixture on crushed ice, stoppered
and inclubated at 37°C on a rotary shaker for 90 minutes.
After incubation the supernatants were decanted and cen-
trifuged for 5, minutes at 300G.

The glucose content of the supernatants was determined
using spectrophotometry (5). Glucose production was ex-
pressed in pmol/ml/g tissue. The dry weight: wet weight
ratio (D/W) of the slices was obtained by weighing before
and after oven drying some slices in preweighed breakers
and reweighing them once dried. The dry weight of each
group of slices was subsequently calculated using the
D/W and the wet weight of slices(6). Pyruvate stimulated
gluconeogenesis was indicated by the differences between
slices inclubated in KRB solution alone and those incubated
in KRB+pyruvate.

Glucose production by organs stored in MC, El and
E2 were compared with each other and statistical signifi-
cance between these groups was determined by doing the
analysis of variance (ANOVA). Students t test was done
to determine whether there was statistical significance be-
tween MC and El.

LDH activity

LDH assay was done according to the method de-
scribed by Marsh et al (2). After the storage period, both
kidneys from each animal were placed in KRB solution at
4°C and decapsulated. After bisecting the kidneys the cor-
tex was separated from the medulla. Cortex and medulla
were each sliced (0.3 mm thickness each). Groups of slices
weighing 80 to 100mg made from the cortex and medulla,
were added to Sml of KRB solution separately and incu-
bated at 37°C for 2 hours.

After incubation the supernatants were decanted, cen-
trifuged and tested for extracellular LDH. The tissue slices
remaining were added to 8ml of MC, homogenised and
tested for intracellular LDH. Extracellular and intracellular
LDH were tested in the cortex and medulla separately using
the LDH reagent (Raichem) spectrophotometrically. LDH
activity was expressed in units/litre. LDH activity of or-
gans stored in E1 was compared with MC, and statistical
significance of these values was calculated.
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Electron microscopy

Slices (Imm thick) of kidneys stored in solutions El,
E2 and MC were fixed in buffered gluteraldehyde and ex-
amined by electron microscopy at the Medical Research
Institute. Fresh unstored kidney slices were examined as
control.

Results and discussion

The gluconeogenetic activity showed a significant dif-
ference between the means of the 3 groups in
KRB+pyruvate and KRB respectively. (F value 15.036 and
8.03 respectively which corresponds to p<0.001 and p<0.01
respectively). A t test done betwen MC and El was sig-
nificant in KRB+pyruvate and in KRB (p<0.001 and
p<0.01). (Table 1)

Table 1. Gluconeogenesis in rat kidney stored for 24
hours. (umol/ml/gm)

Solution Gluconeogenesis in  Gluconeogenesis in
KRB only KRB+pyruvate
Mean SD Mean SD

MC (N=11) 5.06 2.2 16.05 10.77

Vitamin El 18:126  11.79 42.48 11.29

(N=10)

Vitamin E2 (N=5) 7.98 3.48 2132 11.26

F value

(for MC, El and E2) 8.03 15.036

P <0.01 < 0.001

T value for

MC and El 3.45 547

Ci (confidence

interval) 18.126+7.40 42.4819.45

P <0.01 <0.001

Gluconeogenesis is exclusive to the liver and renal
cortex (7). The proximal convoluted tubule is most sensi-
tive to ischaemic damage and therefore glucose synthesis
by these cells is a reliable indication of persisting meta-
bolic activity. Our results show that gluconeogenesis is
higher when kidneys are flush stored in MC containing
vitamin E when compared to MC alone. The
gluconeogenetic activity was greater with high concentra-
tions of vitamin E (50% of LD 50) ie. El.

LDH values did not show any statistically significant
difference between the means of MC and El (Tables 2 and
3). Increased levels of LDH are indicative of either tubu-
lar cell membrane damage or accumulation of lactic acid
consequent to anaerobic glycolysis in the ischaemic kidney.
The former could be ameliorated by OFR scavengers since
free radical attack is a major cause of membrance damage.
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However, free radical mechanisms are not known to con-
tribute to intracellular acidosis in cold stored organs. Our
results show that inclusion of vitamin E into solutions has
not offered protection in this respect as seen by the LDH
levels.

Significantly lower LDH levels would have indicated
a lesser degree of intracellular acidosis or cell membrane
damage. This could mean that vitamin E was not capable
of minimising either pathology, or that the degree of LDH
activity was largely dependant on intracellular acidosis,
which vitamin E did not lessen significantly.

Table 2. LDH values in rat kidney cortex (U/L)
Extra cellular LDH Intracellular LDH

Solution Mean SD Mean SD
M C

(N=4) 376.71 104.3 139.05 37.86
Vitamin El

(N=4) 30T 5527 131.79 29.88
T value 0.999 0.3010

Ci (confidence

interval) 317.71=£115.65 131.79+47.26
P > 0.05 > 0.5

Figure 1: Electron microscopic appearance of rat renal

3 . cortex (mitochondria) stored in El for 24 hours.
Table 3. LDH values in rat kidney medulla (U/L)

Extra cellular LDH Intracellular LDH

Solution Mean SD Mean SD

M C 278.88 166.03 121.71 16.8

(N=4)

Vitamin El 408.33 100.98 130.42 34.23
(N=4)

T value 1.33 0.4568

Ci (confidence

interval) 408.33+£190.44 130.42+37.36

P > 0.05 > 0.5

Electron microscopy showed that proximal tubular cell
ultrastructure was well preserved in organs stored in EI.
The mitochondria were clear with uniform size and shape,
and the inner and outer membranes were well defined.
Christae were clear and granularity in the cytoplasm was
present (Figure 1). Samples from organs stored in E 2
showed changes in the size and shape of mitochondria, ie,
less uniform than El, and their appearance was hazy.
Christae were seen but not as clearly as those of E1 (Fig-
ure '2).

Slices from kidney stored in MC alone showed gross
changes in mitochondria. They varied in size and shape,
with illdefined membranes. Intramitochondrial vacuoles
were seen. Christae were not clear. Granularity of the cy-
toplasm was faint (Figure 3). The decline in gluconeogenic

Figure 2: Electron microscopic appearance of rat renal
cortex (mitochondria) stored in E2 for 24 hours.
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Figure 3: Electron microscopic appearance of rat renal
cortex (mitochondria) stored in MC for 24 hours.

activity in the three groups ie; highest in El, next in E 2
and last in MC appears to correlate with the changes in
cellular ultrastructure as seen on electron microscopy. This
correlation supports the theory that ischaemic damage
maximally affects the proximal nephron, which is the area
where metabolic activity in the normal kidney (Figure 4)
is highest. The structure and function of mitochondria of
the proximal convoluted tubules seem to be better preserved
in the presence of the higher dose of vitamin E as used in
this study.

Conclusion

QOur results indicate that vitamin E has a role in mini-
mising cold ischaemia generated loss of organ viability and
cellular architecture. This is presumably due to its free
radical scavenging property. In addition to the period of
cold storage, OFR generation is mostly seen during
reperfusion of the transplanted organ immediately after
revascularisation.
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Figure : 4 Electron microscopic appearance of fresh
rat renal cortex (mitochondria).
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The Stamy procedure: A retrospective analysis of clinical outcome in stress inconti-
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Abstract

Objective To review the clinical outcome of treatment by
the modified Stamy procedure in 26 patients with genuine
stress incontinence.

Design A retrospective study of women with stress incon-
tinence who underwent a modified Stamy procedure over
a 2-year period between January 1991 and January 1993,
of postoperative complications and the success rate three
months after surgery.

Subjects Twenty-six women presenting with symptomatic
stress incontinence.

Interventions All patients underwent a modified Stamy
procedure. They were reviewed in the gynaecology clinic
after three months.

Main outcome measures All patients were assessed by
clinical examination for postoperative complications, sub-
sequent voiding difficulties, and for recurrence or persist-
ence of incontinence.

Results The most common complications were retention
of urine (23%), infection (19%), postoperative persistent
pain (12%), urge incontinence (8%) and primary haemor-
rhage requiring transfusion (4%). The stress incontinence
was subjectively cured in 81% and objectively cured in
72% when examined at three months postoperatively.

Conclusions Modified Stamy procedure is a useful opera-
tion for women with stress incontinence and it is associ-
ated with a low incidence of postoperative complications.

Introduction

By definition genuine stress incontinence refers to invol-
untary loss of urine through an intact urethra associated
with sudden increase of intra-abdominal pressure in the
absence of detrusor activity (1). In contemplating surgical
treatment for urinary incontinence one has to consider first
whether surgical treatment is appropriate and secondly

which of the many operative procedures described is likely
to give the greatest prospect for cure with the least risk
of side effects. Since their introduction in 1959, the
transvaginal needle suspension procedure for stress incon-
tinence has become a popular operation (2). The procedure
described by Stamy is simple and easily performed. Where
there is evidence of voiding dysfuntion pre-operatively the
operation also carries very little risk of further compro-
mise(3). In countries such as Sri Lanka with no facilities
to perform preoperative urodynamic investigations this pro-
cedure can be considered very appropriate. Our study was
undertaken to review clinical outcome of the Stamy pro-
cedure in 26 women with clinically diagnosed genuine
stress incontinence.

Subjects and methods

Twenty-six women with a primary complaint of urinary
incontinence were studied. All patients were operated at the
General Hospital, Anuradhapura. They had a systemic di-
agnostic assessment that included a history and physical
examination, clinical demonstration of stress incontinence,
urine culture, and assessment of fitness for anaesthesia.
Patients with second and third degree genital prolapse were
considered unsuitable for this procedure. The average age
of the patients was 49 (range 34 to 72) years and their
average parity was four (range 1 to 9). Seven patients
(27%) had undergone previous surgery for correction of
stress incontinence. Seventeen (65%) were postmenopausal.
Their mean weight was 6.8 kg (range 45 to 78 kg).

Procedure

All patients were treated with the modified Stamy proce-
dure (4). Two suprapubic incisions approximately 2 cm
long were made at the upper edge of the pubic symphysis
on each side of the midline. An incision was then made
in the vaginal wall to expose the pubocervical fascia. Us-
ing a Stamy needle with an eyed tip, number one nylon
suture was placed on each side for bladder neck suspen-
sion.  Special emphasis was placed on the inclusion of the
pubourethral ligament and endopelvic fascia at the level of
the proximal urethra and bladder neck. The elevation of the
urethrovesical junction while tying sutures was carried out

1, 2 Obstetrician and gynaecologist, General Hospital, Anuradhapura, Sri Lanka. (Revised version accepted for publica-
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under endoscopic control. All procedures were performed
by the authors.

All subjects were reviewed three months after the Stamy
procedure. A denial by the patient of any unrinary leak-
age was considered as a subjective cure. An objective cure
was defined as the absence of any urinary leakage during
coughing. The presence of urge incontinence however was
assessed during follow up.

Results

Table 1 shows the complications observed in the immedi-
ate postoperative period. Retention of urine was the com-
monest problem, defined as the need for bladder drainage
for more than 72 hours following surgery. Infection was
the second commonest complication. It was defined as
fever requiring intravenous antibiotics for more than 48
hours. Patients who needed analgesia for more than two
days following surgery were considered as having persist-
ent postoperative pain. Table 2 shows the complications
noted three months later. At three months follow up all
subjects were voiding unine with good control. Post-
micturition residual volumes of less than 50 ml were ob-
served in all patients. Subjective cure rate was 81% and
the objective cure rate 72%.

Table 1. Immediate complications of Stamy procedure

Complication Number of patients

1. Retention of urine 6 (23%)
2. Infection 5 (19%)
3. Postoperative persistent pain 3 (12%)
4. Damage to bladder 1 ( 4%)
5. Primary haemorrhage requiring 1 ( 4%)

blood transfusion

Table 2. Complications noted three months later

Complication Number of patients

1. Recurrent urinary tract infection 3(12%)
Urge incontinence 2( 8%)
3. Urinary retention Nil

Digitized by Noolaham Foundation.
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Discussion

The results of our series show that the modified Stamy
procedure is associated with a low morbidity rate. Reported
cure rates for these procedures range from 40 to 97% (5,6).
The subjective and objective cure rates of 81% and 72%
in this series are at the upper level of this range. Although
these success rates show that selection of cases on the basis
of clinical demonstration of streess incontinence is accept-
able in a developing country such as Sri Lanka, the avail-
ability of equipment to assess urodynamic function would
help to quantify the degree of the vesicourethral defect
more accurately.

In this series seven patients had undergone previous sur-
gery for correction of stress incontinence. One patient had
two anterior coloporrhaphies and a Burch colposuspension
performed without relief. In these patients the Stamy pro-
cedure can be performed without much difficulty and can
be considered as the treatment of choice.

Our study further emphasises the low incidence of
postoperative complications of the procedure and its tech-
nical simplicity. It is a most appropriate method which
could be used more widely in Sri Lanka for the treatment
of women with urinary stress incontinence.
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A locally made mucus aspirator
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Abstract

Examination of nasopharyngeal aspirate for the presence of
viral antigens in children with acute lower respiratory tract
infections is a standard procedure in establishing a viral
aetiology. In the absence of other sophisticated methods
such as lung puncture or trans-tracheal aspiration, mucopus
aspirated from the nasopharynx can be used even to iden-
tify caustive organisms. Here, it is essential to perform a
microscopic examination in addition to culture.

The disposable mucus aspirators used in other countries
are expensive and are not practical for routine use in our
country. This paper describes how a mucus aspirator was
turned out with low cost heat resistant materials that are
locally available. The aspirator is steam sterilisable and can
be used with a disposable F8 gauge feeding tube. The cost
of one aspirator is about Rs. 100.

Introduction

Acute lower respiratory tract infections are a major cause
of illness in children throughout the world. In developing
countries such as Sri Lanka, it is a major cause of death(1).
Studies on acute lower respiratory tract infections show that
both bacteria and viruses have been isolated in varying
proportions(2) and that in some developing countries, bac-
teria have been identified as the major causative agent
(3:4).

In the identification of bacteria blood culture has limi-
tations due to low sensitivity. Tests on respiratory secre-
tions could be relied on, but difficulties are encountered in
obtaining a specimen. A reliable specimen of respiratory
secretions can be obtained only by use of invasive mothods
such as lung puncture, bronchoalveolar lavage or
transtracheal aspiration. These invasive procedures are no
longer considered ethical for use in moderately ill children
and for research purposes. Coughed up sputum is a suit-
able sample, but sputum cannot be obtained from children
and there is a great deal of controversy about the interpre-
tation of results.

A specimen of mucopus obtained by aspirating the
nasopharynx in children with pneumonia is suitable for both
bacteriology and virology (5). It can be treated as sputum
and has the added advantage of being relatively free of
oropharyngeal contamination. Using a wet smear and a
gram stain, a careful microscopic examination for the pres-
ence of pus cells and bacteria, followed by culture would
help to differentiate between true pathogens and colonis-
ers of the nasopharynx (6). In addition, the sample so
obtained is suitable for virological studies.

Disposable plastic mucus aspirators are available for
collection of mucopus from the nasopharynx, but these
have to be imported and are costly.

Basically, a mucus aspirator consists of a collecting
bottle fitted with a cap carrying an inlet and an outlet tube.
The inlet tube is connected to a fine plastic catheter which
is introduced into the nasopharynx. The outlet tube is at-
tached to a plastic syringe, a hand operated or electrical
suction apparatus. A separate screw cap is also available,
so that the collecting bottle can be tightly closed before it
is sent to the laboratory. This paper describes how a reus-
able and cheap mucus aspirator was turned out of locally
available material.

The universal glass bottle used for urine culture with
its screw cap was used as the collecting bottle. A well
fitting, leak proof, heat resistant rubber bung was specially
designed and was turned out by Richard Peiris and Com-
pany Ltd. This rubber bung had two holes so as to carry
two glass tubes of 3 mm diameter that were used as inlet
and outlet tubes. The glass tubes were cut in two sizes of
8 cm for the outlet and 10 cm for the inlet tube and the
ends were fire polished before use. The inlet and outlet
tubes were passed through the rubber bung which was then
fitted to the bottle. The aspirator thus assembled (Figure
1), together with the screw cap were wrapped in craft paper
and autoclaved. At the time of use a disposable F-8 gauge
feeding tube was connected to the inlet tube. This was
introduced into the nasopharynx. The outlet tube was con-
nected to an electrical suction apparatus by means of an

1 Senior Lecturer, Division of Family Medicine and Community Medicine, Faculty of Medical Sciences, University of Sri

Jayawardenepura, Nugegoda, Sri Lanka.
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intravenous drip-set tube. After collecting the secretions the
bung was removed, the bottle closed with the screw cap
and sent to the laboratory. The feeding tube was discarded.
The rubber bung was sent to the laboratory for prepara-
tion before reuse.

The total cost of the aspirator is as follows.

[tem Rs. Cts.
Universal glass bottle 50.00
Rubber bung 18.50
Glass tubing 22.42
F8 feeding tube 11.80
Total cost 100.72

The main advantages of this apparatus is that it is
cheap, reusable, and steam stevilisable. All the items can
be cleaned easily. It can be turned out of material avail-
able in any laboratory. In addition, only a few of these
need to be made even for a large study. The commercially
available mucus aspirator and the locally turned out aspi-
rator are shown diagrammatically in Figure 1.

(a) Commercially available aspirator

Al - Inlet tube (plastic)
B1 - Outlet tube (plastic)
Cl - Plastic cap

D1 - Collecting bottle
El - Screw cap
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Summary

There are difficulties in obtaining emergency
arteriographic evaluation in lower limb vascular trauma
even in the best centres in the world. Ten emergency room
arteriograms were performed at the new Accident Service
of the General Hospital, Colombo from February to Octo-
ber 1992 by the vascular team, using a venous cannula and
improvised tubing systems. The indications were, absence
of distal pulses with closed injury to the limb, previous
attempts at repair, injury to the limb at more than one site
and multiple shrapnel injury. A traumatic arteriovenous
communication was shown in one of the arteriograms.
Unnecessary exploration of the artery was prevented by the
demonstration of a patent femoropopliteal segment in two
cases. The average delay caused by this procedure was less
than one hour, which compares well with centres in the
West. Provision of an arteriogram kit at the Accident Serv-
ice will help to overcome practical problems.

Introduction

Arteriography is a key investigation in the diagnosis of
vascular occlusion and traumatic disruption (1,2). Even in
the best centres in the world, obtaining emergency
arteriography is difficult, and associated with considerable
delay (1,3). Many centres follow a policy of one shot
emergency room arteriograph (1,3).

Although occasional emergency room arteriograms have
been done previously in Sri Lanka, a regular policy of do-
ing this investigation whenever indicated, was followed by
our team from February 1982. The purpose of this study
was to see whether it was feasible for a medical officer
not trained in radiology to perform this procedure success-
fully and whether such a procedure done under the prevail-
ing conditions in the Accident Service significantly delayed
definitive treatment. Then arteriograms were done from
February to October 1992, at the new Accident Service of
the General Hospital, Colombo. During this period, 30
cases of lower limb vascular trauma were admitted to
this unit.

Methods

Arteriograms were performed by the registrar. Since
Seldinger catheters and arteriogram sets were not available
at the Accident Service, an 18-gauge intravenous cannula
was used. A three way system used for central venous lines
was modified and connected to the cannula when it was
available (figure 1). Heparinised saline (10000u/1 in a 50ml
syringe) was used to flush the artery. After placement of
the xray plate at the appropriate site, the procedure was
performed under local anaesthesia. The cannula was di-
rected upwards and medially. Once inside the artery, it was
anchored to the skin with plaster and the necessary con-
nections assembled. A bolus of 20ml undiluted 75%
Urovideo® was injected and the xray taken after appropri-
ate timing. If further distal views were required, or if the
timing was wrong, a repeat xray was taken after injection
of a further 20ml. No lateral xrays were taken. A maxi-
mum of 60ml of contrast was used. Between injections, the
vessel was flushed with heparinised saline.

Results

Of 30 patients seen with vascular injuries, 20 had clini-
cally obvious arterial disruption and were explored. In 10

Figure 1

1 Registrar, General Hospital Colombo. 2 Technician, Vascular Laboratory, University Surgical Unit and 3 Professor of

Surgery, University of Colombo.
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patients arteriograms were performed when there was doubt
whether any vessel was injured, or doubt about the site of
injury. Retrospective analysis indicated that the indications
for arteriography were the absence of distal pulses with one
or more of the following: (a) closed injury to the limb (4
cases), (b) previous attempts at repair (4 cases Figure 2),

Figure 2

(c) injury to limb in more than one place (2 cases) and
(d) multiple shrapnel injury (1 case). A traumatic
arteriovenous communication was revealed in one case.
Unnecessary exploration of the vessel was prevented by the
demonstration of a patent femoropopliteal segment in two
cases. One had a closed fracture of the femur (figure 3).
The other had fracture of the lower end of the femur and

Figure 3
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a fracture of the tibia and fibula of the same limb. The
arteriogram showed that the site of injury was well be-
low the knee joint, and no repair was attempted. In both
these instances the limbs survived. The average delay for
carrying out an arteriogram was less than one hour. There
was one failure.

Discussion

Our experience confirms that a policy of selective
emergency arteriograms should be followed in Sri Lanka.
The priority in our policy was to prevent acute limb
ischaemia and not to detect potential late sequelae such as
false aneurysms and arteriovenous fistulae, which have been
the overriding concern in some centres in the West (3).

The average delay for doing the emergency arteriogram
compares well with centres in the West (3). In one centre
in Houston this delay was less than one half hour (3).
Delay could be minimised if a policy regarding indications
for arteriography are laid down as guidelines for surgeons
working in the accident service (3). The provision of an
arteriogram set would make the implementation of this
policy easier and further reduce delay. Until a registrar in
radiology is available in the Accident Service for emer-
gency arteriography, it is necessary that surgical registrars
should be able to carry out emergency arteriograms. The
main problem encountered was the scarcity of a proper
three way tubing system. Provision of an arteriogram kit
would remove such problems and enable the surgeon to
perform completion arteriograms after surgery to determine
adequacy of the anastomosis.

Timing of xrays was done manually by us and could
improve with experience. There was one failure in this
series due to inability to retain the cannula inside the ar-
tery in an obese uncooperative patient.

Conclusion

Emergency arteriograms are an essential component of
the facilities that should be available in centres treating
patients with vascular trauma. Providing a policy and guide-
lines for emergency arteriograms, equipment and training
would enable surgeons to give such patients a better care.
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Presidential address

The health services of Sri Lanka present and future
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Achievements of Sri Lanka in human development

As Sri Lankans we can be justly proud of our human
development profile when we consider that ours is a poor
country.

Since 1990 the United Nations Development Pro-
gramme has developed the “Human Development Index”
(HDI) as a measure of relative socio-economic progress of
nations.(1) The HDI enables us to evaluate progress over
time and to determine priorities for policy interventions. It
permits instructive comparisons of experience of human
development in different countries. The HDI is a compo-
sition of three basic components of human development,
namely, longevity, knowledge, and standard of living. Lon-
gevity is measured by life expectancy; knowledge by a
combination of adult literacy and mean years of schooling;
and the standard of living by purchasing power, based on
real GDP per capita adjusted for local cost of living (pur-
chasing power parity or PPP).

Table 1. HDI 1991/1992

Country HDI HDI rank GNP per GNP per
Value (among 173  capita capita minus
countries) randk HDI rank
Canada 0.932 1 11 10
Switzerland 0.931 2 1 -1
Sri Lanka 0.665 90 128 38
Pakistan 0.393 132 140 8
India 0.382 135 147 12
Bangladesh  0.309 146 159 13

source: “Human Development Report™ 1994

Canada comes first with an HDI of 0.932. Sri Lanka,
with an HDI of 0.665, is 90th among 173 countries. Paki-
stan, India and Bangladesh have much lower HDIs than us.
Our GNP per capita rank is 128 and HDI rank is 90. This
shows that we have done much regarding human develop-
ment compared to our income. Sri Lanka is classified as a
country in medium human development, while our neigh-
bours are in low human development. How have we
achieved these remarkable results? This is due to gradual
increase of GDP per capita from US $200s in 1970s to US
$500s in 1990s and also due to the heavy investment in
human development by successive governments. Some of
the more important of these investments are: (1) free health
service within easy access to the entire population; (2)
universal free education, including university education (3)
free school uniforms and free mid-day meal to school
children (4) food subsidies, earlier to all and later to half
the population (5) the poverty alleviation programme (6)
expansion of government subsidised housing to the poor (7)
expansion of water and sanitation facilities.

We still have major problems of : (1) low birth weight
babies: (<2.5 kg. at birth), 27% in 1990 (2) Malnutrition
under 5 years, 35% in 1990 (3) Iron deficiency anaemia
among pregnant and lactating mothers 65% in 1990, (4)
People below the poverty line 7 million (1992) (5) Popu-
lation without access to safe water 5.1 million (1992)

It is difficult to assess the relative contributions of
different factors to our good human development status.

1 President, Sri Lanka Medical Association, 1995 (Presidential Address delivered on January 14 1995)
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Education, especially of women, has been increasingly
shown to be of great importance in human development
and for the usage of health services. The health services
of Sri Lanka, both government and private, have contrib-
uted to our good human development status.

It is known that during the last 15 years, the govern-
ment's funding of education and health services has been
proportionately low. This has been mainly due to the large
sums spent on the ongoing conflict in the north and east.

I now propose to discuss the future of our health serv-
ices, especially its funding by the government. To do this,
it is worthwhile to predict what could happen in the fu-
ture.

Sri Lanka is one of the many developing countries that
is undergoing a health transition. This consists of a demo-
graphic transition, an epidemiological transition, changing
risk environment and widening gap between health prob-
lems and health needs.

Figure 1

Sri Lanka - Birth & Death Rates
1945 to 1992

Birth rate per 1000
population

M Death rate per 1000
population

366 i

1945 1955 1965 1975 1985 1992*

* Provisional

Adapted from the Annual Health Bulletin 1992
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The demographic transition

Sri Lanka has passed through three classical demo-
graphic transitions, as shown in Figure 1, Slide 6 - “Sri
Lanka's Birth and Death Rates 1945-1992" (2). (1) High
birth rate, high death rate till about 1946 (2) high birth rate
and declining death rate from 1947 to around 1966 (3) a
declining birth rate and a relatively stable and low death
rate from 1966 onwards.

The population of Sri Lanka is projected to increase up
to 22.8 million in the year 2021 and stablise around 25
million in the year 2050.

Figure 2

Sri Lanka - Projections of People aged 65 and over

2021

1971 1981 1991 2001 2011

Figure 2 shows - Projections of People, Aged 65 years
and over in Sri Lanka Today only 6% of our population
is over 65 years of age. This will gradually rise to about
12% in the year 2020.

The demand for personal health services is a function
of the total size of the population, sex and age structure
and the sex-age, specific morbidity. Health care require-
ments are high at birth, gradually decline to a minimum
at about the age of 15, remain relatively low until around
age of 50, and thereafter rapidly increase until death.

Ceylon Medical Journal
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Figure 3

Changes in the leading causes of hospitalization
1992 VS 1970

1

Infections diseases diseases diseases
& Parasitic of the resp due to of the
diseases tract injury & circulatory
poisoning system

Adapted from the Annual Health Bulletin 1992
The epidemiological transition

Figure 3 is a comparison of the causes of hospitaliza-
tion in 1992 and 1970. In Sri Lanka, while the mortality
due to infectious and parasitic diseases is declining, the
morbidity due to these diseases has not kept pace. This is
also true of diseases of the respiratory tract (2). Diseases
due to injury and poisoning and diseases of the circulatory
system are now the cause of greater morbidity and mor-
tality. Cancers and mental diseases are on the increase. We
are in an epidemiological transition. Sri Lanka now has a
“double burden” of disease, the diseases of developed coun-
tries and those of developing countries. Sri Lanka's health
services will have to continue to manage diarrhoeal dis-
eases, malaria, acute respiratory infectory infections and
malnutrition including micronutrient deficiencies, while
maintaining the expanded programme of immunisation.

It will also need to face the increased burden of dis-
ease due to ageing of the population. In addition, chang-
ing lifestyles have led to an increase in diseases related to
drugs, smoking, alcohol, inappropriate nutrition, accidents
and poisoning. Consequently, the demand for health serv-
ices will increase. Higher levels of income and education,
accessibility to information about health and health facili-
ties themselves will also contribute to the increase.

Vol. 40, No. 3, September, 1995
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Non-communicable diseases and disabilities due to in-
jury will demand more complex health services. The health
personnel would need to have higher level of specialisa-
tion. Sophisticated technology would have to be used for
diagnosis, treatment and rehabilitation of these patients.

Therefore, more funding would be needed for health
care services. This is especially true of hospital services
because of the greater complexity of services needed and
demanded. The greatest impact of health transition would
be seen in hospitals.

Already the demand for quality hospital services is
greater than the supply, as seen by the over utilization and
overcrowding in the tertiary care hospitals.

Hospital beds in Sri Lanka

Table 2. Hospital beds - Sri Lanka, 1992

Government Private  Total Per 1,000
Population
48,061 1,886 49,947 2.87
With Specialist Care:
26,659 1,886 28,545 1.64

Sri Lanka is short of hospital beds. Table 2: shows
Hospital beds in Sri Lanka in 1992. In 1992, Sri Lanka
had 48061 beds in the state sector (2) and 1886 beds in
the private sector. This amounts to 2.87 beds/1000 popu-
lation, which is very low. Of the beds in the government
hospitals, only 260659 beds were in hospitals with special-
ist care. The rest were really general practitioner beds.

If one considers the number of beds for which specialist
care were available in Sri Lanka, the beds per population
ratio comes to 1.64/100 population. Our beds per popula-
tion ratio has seen a gradual fall during the last 20 years,
as shown in Table 3 (2). In developed countries, the beds
per 1000 population ranged from 4.7 in the USA to 12.8
in Sweden in 1989. We have to supplement hospital beds,
especially those beds for which specialist care is available.
Therefore, money cannot be transferred from curative serv-
ices to preventive services.

Table 3. Hospital beds in Sri Lanka government sector

1970 1975 1980 1985 1992
Beds 39,173 40,761 43,389 44,861 48,061
Beds/1,000 population 3.1 3.0 29 2.8 28

Digitized by Noolaham Foundation.
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Provision of comprehensive promotive, preventive, cura-
tive and rehabilitative health care free of direct cost and
within easy access to the entire population has been the
hallmark of the health policy of Sri Lanka. For this pur-
pose, a comprehensive health care infrastructure has been
developed throughout the years and we proudly proclaim

Lucian Jayasuriya

Figure 4

Health Expenditure as % of GDP in selected Developed Countries

1990
indicating public share

that anybody in Sri Lanka has access to a government ™ T S 2585 Public Share
health facility within three miles of his home. 12.2% /
12 + |
Financing of health services US $1059
10 -
When one quantifies all health expenditure, it is been
estimated that Sri Lankans spend, in their private capac- o
ity, a little more than what the government spends. The
private expenditure on health was estimated to be about
1.9% of the GDP in 1993, while the government expendi- 6 -
ture was 1.8% of the GDP. The private expenditure, how-
ever, is mainly for out-patient care. In-patient care in the il
private sector could be afforded only by a small percent-
age of the population. Even this is in some measure paid
for by insurance schemes, especially for the staff of large 2
mercantile establishments.
0 4
Table 4 shows government expenditure on health from USA Canddy BBEden Einksnd RS
1962/63 to 1992 (3). In the 1960s Sri Lanka allocated
about 7.5% of the government expenditure for health serv- Adapted from OECD Health Systems - Facts & Trends 1960-1991
ices. This was over 2% of the GDP. Today expenditure on
health services is about 4% of government expenditure and
about 1.5% of the GDP. The maintenance of even these What percentage of the government budget should be
figures was due to relatively high capital expenditure. Most allocated for health:? What percentage of the GDP should
of the capital expenditure had been derived from foreign be spent on heaith? There are no sure answers, to. these
loans or grants. If these loans and grants were not avail- questions. It would be useful to compare expenditure in
able, the government health services would have been even some selected countries in 1990 - the year for which these
less well funded. It is apparent that the priority given to statistics are available. E]gurc 4 shows Expenditure on
the health sector relative to other government sectors has health, as a percentage of the GDP in selected developed
declined over the years. countries 1990, indicating public share (4).
Table 4. Government expenditure on health The USA spends the highest percentage of the GDP
Total At 1974 As%of As % of and its public share is the lowest. The health system in the
Expenditure  Constant prices  total Govt.  GDP USA is mainly privately funded. Although it spent US $2
(Rs. Million) Rs. Million Expenditure 566 per capita in 1990, there were over 30 million citi-
1962/ zens without access to health care.
63 130 - 75 22
1069/ The other countries shown in the Table, Canada, Swe-
70 143 - 75 2.1 den, Finland, the United Kingdom, have health systems that
1977 485 358 55 1.3 are mainly government funded. It is seen that the percent-
1982 1,181 417 33 12 age of the GDP spent is. lower, while it is known that the
standard of health care is equal or better than that of the
1989 4,672 877 4.5 1.9 USA. More significant is that all people have access to
1992 6,392 824 4.1 14 health care in these countries. From this, we could conclude
that when the health services are government funded, the
Source: “National Health Policy Sri Lanka 1992 cost to the nation is less for the same quality of service.
Figure 5 shows Expenditure on Health, as a percentage of
Digitized by Noolaham Foundation. Ceylon Medical Journal
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Figure 5

Health Expenditure as % GDP in selected Developing Countries
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Adapted from the Human Development Report 1994

the GDP, in selected developing countries 1990 (1). When
one comes to developing counties, the percentage spent on
health sector varies from 6% in India to 2% in Indonesia.
The average expenditure for countries with medium human
development, such as Thailand and Sri Lanka was 3.9% of
the GDP.

What is the ideal we have to aim at and agitate for?
As we saw earlier, the percentage of the GDP spent on
health is not the only criterion on which the standard of
health care depends. It also depends on how the health
services are organized and whether we get value for the
money we spend. It is accepted that government funded
health services are cheaper regarding value for money. The
provision of health services may be by government or oth-
ers.

In Sri Lanka the people already spend more than the
government on their health care. To make this expenditure
efficient, it is necessary to control private expenditure on
health care, especially the money spent on in-patient care
in private hospitals. Coming back to the percentage of the
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GDP spent on health, I think that we should strive to spend
at least 5% of the GDP and also try to keep the govern-
ment's share to at least half of it. It is important to keep
the government's share to at least this amount for the na-
tional good as a strong government health care system will
have a stabilising influence on the private health care.

In 1994, while the estimated health budget was Rs. 8.2
billion, the estimated defence budget was Rs. 25 billion.
Even if peace comes to the North and East, the subsequent
reduction of the defence budget will be a very gradual
process. Today we have an underfunded government health
service, which is faced with increasing demands from an
educated public.

Table 5. Comparison of expenditure on patient care
services by Ministry of Health & by Provin-
cial Councils 1992

Ministry of Health

Expenditure (Rs. Mn) 1,582
In-patients (in "000s) 586
Out-patient (in '000s) 2,549

Provincial Councils

Expenditure (Rs. Mn) 1,647
In-patients (in "000s) 2,100
Out-patients (in "000s) 27.432

The establishment of provincial councils has further
compounded the problems of the health services. If we
evaluate the financing of the provincial health services, we
see that they have received step-motherly treatment, as
shown in Table 5. In the year 1992, the provincial coun-
cils received Rs. 65 million more than the Ministry of
Health for patient care services, but catered to 3.4 times
in-patients and 10.8 times out-patients.

The government health services - the present status

Even taking into consideration that most of the beds
in the provincial health service are general practitioner beds,
the funding of the provincial health service appears to have
been grossly inadequate. This leads to limited facilities in
the hospitals managed by the provincial councils, especially
the smaller institutions which have very poor facilities.

This results in the inevitable under utilisation of the
peripheral facilities and over utilisation of secondary and
tertiary care facilities. The rural sector suffers inequity of
access to quality services.

=1 Digitized by Noolaham Foundation.
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By-passing of the lower levels of the government health
system and going to the hospitals with specialists, without
reference, was a well known phenomenon even before the
health services were decentralised under the provincial
councils, but those working in the health services perceive
that the by-passing has increased during the last few years.

About 70% of the government expenditure on health
is on patient care service. Even then, due to the
underfunding, the hospitals are not functioning optimally.
There is a shortage of drugs. It is common for patients to
be asked to purchase drugs from outside. Moreover, now
it is also common for patients to be asked to get their
laboratory tests done privately. This is because the labora-
tory services are in a poor state. Some tests are not avail-
able and the consultants sometimes doubt the accuracy of
results of some tests done in hospitals. It appears that the
government health services have reached the maximum
possible output given the resource constraints.

The private hospital sector

During the last decade, private hospitals have expanded
considerably, especially in Colombo. There are now over
2000 private hospital beds, half of which are in Colombo.
They have also become the leaders in sophisticated tech-
nology. They had the first CT scanner in Sri Lanka. They
provide laboratory tests which are not available in the
government sector. Although the private hospital sector has
expanded, it has depended very largely on government
specialist doctors to provide the services. There is a direct
correlation between the number of private hospital beds and
the number of specialists on the government health sector
in any particular city or town.

The government hospital sector has been supporting the
private hospitals.

For a long time the private hospitals have had no su-
pervision by the government regarding buildings, facilities,
staff and their qualifications and the fees charge. This had
led to complaints by the public. The government should
take steps to monitor and control the quality of care and
charges in private hospitals, both from the patient's point
of view and in relation to the total cost to the nation.

The future

What is the option for Sri Lanka regarding the health
services? The governments of Sri Lanka has been commit-
ted to provide a comprehensive health care service to all

Lucian Jayasuriya

its people, free of charge at the point of delivery. This
commitment has been gradually eroded, partly due to
underfunding and partly due to increased demand. The
demand is going to increase further, but can the govern-
ment keep up with the demand even to maintain the present
standard of services. On the other hand, in recent times
there has been a continuous pressure on the government to
encourage the private sector and especially health insurance.

The more a country depends on the private sector,
either by individual funding or by health insurance, the
more costly its health services are going to be. Therefore,
the ideal would be for the government to fund the maxi-
mum amount of health care as it possibly can and then
leave the rest to the private sector. The state should not
allow the private sector to be the main provider of health
care, because it would make the country pay more for
health services and it would deprive the poor of access to
health care. The other argument is that a strong govern-
ment health sector exerts a stabilising influence on the
private sector. So, what are the areas of the health care
system that the government should deliver of fund if it
cannot fund all the needs and demands?

Promotive and preventive health services

Firstly, the government has to fund promotive and pre-
ventive health services, because these will not be funded
by the private sector. Sri Lanka has a very good preven-
tive health service with a fine infrastructure. This has to
be maintained. All the monies needed for public health
must be provided by the government. Medical officers have
always been reluctant to specialize and work full time in
public health medicine, because of poor remuneration. The
situation holds true even today. Therefore, it is necessary
that these officers be provided with special incentives, fa-
cilities and allowances.

The preventive health services should increase their
orbit by including the prevention of non-communicable
diseases related to cardiac ischaemia, alcohol, smoking,
accidents and poisoning. All these diseases are bound to
be a greater burden on the health services. Therefore, their
prevention should receive due attention. '

Essential clinical services

The next important thing that the government health
service has to do is to guarantee a package of essential
clinical services to all. This package should be available
to all and therefore, it should be aimed at the lowest in-
stitutional level of the health care delivery system. What

Ceylon Medical Journal
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is available at the primary and secondary levels of the
institutional health care delivery system has to be reviewed,
because it is obvious that the people are not satisfied with
it. That is why they by-pass the system. That is why the
facilities at the smaller institutions are underutilized and the
facilities in the tertiary care institutions are overutilized.

The present government in its manifesto has promised
that it will upgrade at least one district hospital in each
district each year, by providing X-ray,ECG and laboratory
services. This is a move in the right direction.

Tertiary care

The World Bank in the “World Development Report”
1993 (5), recommends to developing countries to “reduce
government expenditure on tertiary facilities, specialists
training and interventions that provide little health gain for
money spent”. This recommendation is not relevant to Sri
Lanka, because we are not a typical developing country.
We have advanced to the level of medium human devel-
opment. Our people demand quality care.

The question is how to meet the demand of the peo-
ple for quality care. It may not be possible for the gov-
ernment health services to meet this demand fully, specially
as the demand is going to expand. However, the govern-
ment should strive to meet the maximum possible propor-
tion of this demand.

Advocacy

Advocacy is necessary from all of us who are con-
cerned with the health service of Sri Lanka. We have to
demand from the government that it provides more fund-
ing for health services. Even with a global shortage of
funds, it is possible for any sector to be better funded. We,
as doctors, have an important role to play to sensitise
politicians and planners about the fact that the government
health services are underfunded and that it is necessary 1o
fund them better, at least to maintain our standards of care,
even if it is not possible to improve them. Advocacy must
be a continuing process, especially by consultants who meet
politicians as patients.

Cost recovery

A good look should be taken at some areas where cost
recovery is possible. For many decades, the government
health services have charged a nominal fee for dentures.
We have had paying wards. The monies collected from

Vol. 40, No. 3, September, 1995

113

these have gone to the consolidated fund. We have really
not studied about how to increase our user charges. Today
we give expensive cardiac pacemakers and expensive joint
prostheses free to even those who can easily afford to and
would be willing to pay. Therefore, schemes of cost recov-
ery should be worked out where the poor do not lose.
Today, there is no initiative for cost recovery because the
monies go to the consolidated fund. If at least a part of
the monies recovered remain in the institution, there would
definitely be an incentive to improve cost recovery.

Improvement of government tertiary care facilities

Finally, I come to what I consider are the most impor-
tant actions that can be taken to maintain and improve our
tertiary care facilities.

Management

Firstly, management of these facilities must be strength-
ened. Today large hospitals have too few managers. For
example, General Hospital Colombo with about 2500 beds
is managed by less than 10 people, including the adminis-
trative officers and accountants. In my opinion, the number
of medical managers that is needed for General Hospital
Colombo would be 10. Then only would they be able to
get away from crisis management and from day to day
matters, be able to plan for the future of the hospital and
monitor and evaluate what they hope to implement.

Waste and inefficiency

In 1992, the recurrent expenditure of the General Hos-
pital Colombo was Rs. 486 million, while the recurrent
expenditure of the government health services was Rs. 4622
million, that means that the General Hospital Colombo
spent more than 10% of ten recurrent expenditure of the
government health services, as shown in Table 6: My
opinion is that savings are possible if there is a detailed
monitoring of all aspects of expenditure on personnel, drugs
and dressings, buildings, etc.

Table 6. Recurrent expenditure - government health
services compared to that of General Hospital
Colombo in 1992
Government Rs. 4,622 million

General Hospital Colombo Rs. 486 million
GHC/Government 10.5%

It has been the tradition to spend the money and if it
is not sufficient, to ask for more. There has been no at-
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tempt to study how it was spent, to see whether it was
spent optimally. There are many examples of inefficiency.
Few are discussed below.

There is inefficiency when expensive equipment is
bought, but not maintained. For example, how many blood
gas analysers are available in the government hospital sys-
tem in Sri Lanka and how many are functioning?

There are delays in getting investigations done due
purely to the lack of junior staff to transport patients to
the X-ray department or to send specimens to the labora-
tory. Ironiéally. the maximum shortage of staff in teach-
ing hospitals is in the category of junior staff. This is
mainly because the vacancies are not filled in time. The
filling of vacancies is centralised in the ministry. The staff
in the ministry can never be sensitive to shortages of staff
in the hospital to the same extent as the managers of the
hospital themselves. The recruitment of junior staff, which
was at one time decentralised, has become centralized
again. Large institutions, such as the General Hospital
Colombo, cannot be managed efficiently and effectively,
unless the chief executive there is given authority and
autonomy. That is a paramount need.

The General Hospital Colombo spent Rs. 43 million on
electricity in 1993. It has no energy conservation plan. It
spent Rs. 14 million on water in 1993, but there is nobody
specifically interested in checking waste of water.

There is a danger that we have excess staff. There are
OPDs in large hospitals with much more than the number
of doctors that are needed. Three dental surgeons have been
appointed to places where facilities are available only for
one. When more and more doctors and dental surgeons
qualify, there will be pressure to absorb them to govern-
ment service. If they are absorbed and they do not have
work or facilities to work, it would be a waste of resources.
Once a person is taken into government service, he has to
be paid whether he has work or not. Our system does not
allow making people redundant. Already about 50% of the
cost of large hospitals is on personnel emoluments. There-
fore, it is necessary to see that every position is justified.

I strongly recommend that a powerful unit be estab-
lished in the ministry to study and implement cost recov-
ery and cost containment. This unit should have sub-units
in each tertiary care hospital to look into each such insti-
tution. I believe that it is possible to contain costs without
affecting quality of care.

Lucian Jayasuriya

How can doctors help?

How can doctors help in making tertiary care institu-
tions more efficient? The seniors, the consultants should get
actively involved in management. Attending management
committee meetings held on an ad hoc basis is not enough.
These committees should be structured so that they can
plan for the hospital for at least 5 years ahead. They should
be able to decide and recommend on areas of future ex-
pansion, what equipment to be brought etc. Clinical direc-
torates should be gradually introduced so that consultants
get involved in managing their units, including managing
their finances.

Drugs cost about 15 to 20% of the recurrent expendi-
ture of a large hospital. Therefore, doctors have to be
conscious of the cost of drugs they prescribe. Not many
doctors are aware of the cost of drugs. Information on cost
of drugs is not easily available. Doctors have to demand
that they always know the cost of drugs before they pre-
scribe.

There is little activity today about quality assurance of
patient care activities. Clinical and medical audit and peer
review activities have to be brought into the hospital sys-
tems by the medical leaders.

Doctors should be committed to their hospital work and
be real leaders of the rest of the staff of the hospital.
Doctors and nurses in tertiary care hospitals should be the
teachers not only to staff in their own hospitals, but also
to the staff of all hospitals in the catchment area. For this
purpose, training units with full time coordinators should
be established in all tertiary care institutions. These units
should have facilities of lecture rooms, audio visual equip-
ment etc. The cost of a training unit is very small when
compared to the good it can do in continuing education of
all staff, especially non-medical staff and staff of periph-
eral hospitals in particular. Well functioning training units
will not only improve the knowledge and skills of staff,
but also their morale and therefore efficiency of the serv-
ice provided.

Summary

1) Sri Lanka has achieved a high human development
status;

2) The health sector, and particularly the government

health sector, has played an important role in this
achievement;
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3)

4)

&)

6)

7

8)

9)

The health transition is going to increase the burden of
disease and the demand for health services;

The government health services have been underfunded
and the provincial health services have been more un-
derfunded;

The most cost efficient health services, anywhere in the
world, are government funded;

Therefore, it is our duty to lobby government to in-
crease government funding for health services:

The preventive health service should continue to be
funded fully by government. Prevention of non-commu-
nicable diseases should come within this orbit. Staff in
preventive health services should be better remunerated;

The essential clinical package in the periphery must be
improved to reduce by-passing and underutilization;

Management of tertiary health care facilities have to be
strengthened.

They should be given responsibility and autonomy;

10) A powerful unit should be established in the Ministry

to study and implement cost recovery and cost contain-
ment in tertiary care institutions;
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I'1) Senior doctors should take an active part in the man-

agement of the tertiary care institutions to make them
more efficient;

12) Private hospitals should be supervised by the Ministry

in order to ensure quality of care and to contain na-
tional health care costs:
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Case report

Is it Munchausen syndrome by proxy?

Hamamali Perera', Sanath P Lamabadusuriya? and G D I de Silva’

Ceylon Medical Journal, 1995; 40: 116-118

Abstract

We describe two cases of children who were victims of
illness fabricated by their mothers. Such clinical situations
are identified as Munchausen syndrome by proxy (MSP).
Although considered a form of child abuse, MSP often goes
unrecognised in paediatric practice. The two children in-
volved were unnecessarily investigated, and the underlying
problems in the mothers were identified only after several
hospital admissions. One mother had a major psychiatric
disorder, and the other had serious marital problems. Main-
taining a high degree of suspicion regarding inexplicable
illness in a child with inappropriate or incongruous symp-
toms and signs, even when parents behave in an exemplary
manner, would help in early diagnosis and management.

Case 1

An eight-month old girl was admitted to hospital for
alleged recurrent vomiting of frank blood for three months.
She had six previous admissions to two different hospitals
during this period. Several other complaints, such as
generalised convulsions, and diarrhoea with blood and
mucus, allegedly preceded the vomiting. The mother stated
that the child was given blood transfusions on three separate
occasions.

The girl appeared healthy and active. Physical exami-
nation was normal. A full blood count, coagulation profile,
liver function tests, stool examination for occult blood,
ultrasound scan of the abdomen and barium studies all
showed normal results. Throughout the hospital stay no
vomiting of any form was observed or reported by the
mother. Clinical records of previous admissions could not
confirm that the child had received blood transfusions. The
only evidence in support was a blood stained cloth pro-
duced by the mother. There were no eye witnesses. The
mother consistently maintained the story that the child
vomits blood, although she never appeared disturbed by the
seriousness of her child's illness. The social history of the
mother and child was sought at this stage. The father and
the maternal grandmother of the child were interviewed.

The parents were married for 18 months. The father
worked full time as a gem miner. The mother expressed
much distress about alleged excessive alcohol consumption
and violent behaviour by the husband. When she was three
months pregnant, she left her husband to live with her
parents. When the child was five months old she was
forced to return to her husband with the child, again to
experience a repetition of his violent behaviour. She was
afraid that she and her child could be physically harmed
by him.

The father accused the mother of keeping the child in
hospital to avoid going home. He demanded that they be
released from hospital as soon as possible. He had never
seen the child vomit blood. He also stated that four months
ago, his wife had surgery for an acute abdominal pain. She
confirmed this, and the medical records showed a negative
laparotomy. The maternal grandmother, however, supported
her daughter's story of the child vomiting blood, but on
close questioning reluctantly admitted that she had never
witnessed it herself. Assessment of the mother did not show
any disturbance of the mood, perception, or thought proc-
esses. Her personality did not indicate antisocial qualities,
or abnormal vulnerability to stress. She was offered coun-
selling to help her solve her social dilemma. Since then she
has returned with the child to live with her parents and is
now employed. Six months later, the child remains well.
Her mother has initiated legal proceedings seeking a di-
vorce.

Case 2

A five-year old girl was admitted with the complaint
of episodic difficulty in breathing of four months’ duration.
The child had seven previous admissions to three hospi-
tals. In addition, the mother complained that the child had
progressive loss of appetite, bouts of fever, swelling around
the eyes and ankles and reddish patches on the skin. The
clinical records of the last admission showed that tempera-
ture, observation for development of symptoms, and
haematological investigations were normal. The child
agreed with her mother on all the physical complaints even
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in the mother's absence. The child did not look ill, had a
good appetite and normal sleeping habits, but appeared
anxious when questioned about her symptoms. She was
admitted to primary school two months earlier, but the
mother kept her away from school after two weeks, as
she felt the child was too ill.

The child failed to develop any of the symptoms men-
tioned during hospitalisation but the mother closely watched
the child. She was convinced that her daughter had den-
gue hemorrhagic fever, and that her life was in danger. A
few days after admission, the mother summoned the nurses
in a state of panic, claiming that her child had stopped
breathing, and was dead. She started to violently shake the
child, who had to be rescued by the nurses.

The mother, a 30 year old former preschool teacher,
was widowed when her businessman husband died of a
heart attack two years ago. She lived with her parents since
then. According to the maternal grandmother, four months
ago, she started claiming that the child had dengue fever.
The negative results shown repeatedly on blood reports
were rejected. The mother even gave up her job to care
for the child. She was not known to be an over-anxious
person before this.

The history and mental state examination of the mother
showed that she was suffering from schizophrenia. She was
also diagnosed to have diabetes mellitus. She responded well
to treatment of both conditions. She initially refused to part
with the child, but later allowed the maternal grandmother to
take the child home. The child returned to school and re-
mained well. Six months later the mother was still under
treatment, and was in satisfactory mental and physical health.

Discussion

Both mothers sought treatment for their children claim-
ing serious and potentially life-threatening symptoms. Both
hospitalised their children many times, and willingly sub-
jected them to multiple investigations. Parents consciously
fabricating illness in their children who then run the risk
of exposure to unnecessary and potentially harmful medi-
cal procedures, was first described by Meadow in 1977 as
Munchausen syndrome by proxy (1). Various presentations
of MSP have been described, and it is recognised as a form
of child abuse (2,3,4). In all the reported cases, the parent
involved was the mother.

These two cases are described with two main objec-
tives. One is to emphasise that the two cases are different
in several essential features to those usually identified as
MSP in the literature. Secondly, and more importantly, to
stress the need for early recognition and appropriate mana-
gement.
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Child abuse is difficult to argue in both cases. One
mother was trying to save herself and her child from an
intolerable social situation and potential physical harm. The
other's behaviour was influenced by abnormal beliefs due
to her mental illness.

MSP is also labelled as a malignant disorder of
parenting (2). The mother's behaviour in subjecting her
child to potentially harmful and painful procedures is in-
terpreted as an attempt to fulfil a psychological need in an
abnormal personality. Welcomed distraction from relation-
ship difficulties, or a depressed mood are other identified
motives and explanations (3). Personality difficulties could
not be detected in either of the mothers. Standardised
schedules however, were not used in the assessment of
personality. Although fathers were effectively absent in both
children, there was no evidence of poor quality care to the
children by either of the mothers. The abdominal complaint
which resulted in an exploratory laparotomy in one mother,
suggests possible Munchausen syndrome in her.

The delay in recognising the underlying problem in
both cases was probably due to the stereotyped manner in
which doctors behave, where clinical reasoning remains
within the narrow range of organic factors. In addition to
the risk of permanent handicap or death from invasive
medical procedures, children who have had fabricated ill-
ness thrust upon them early in life may adopt abnormal
illness behaviour as adults and retain it for the rest of their
lives (5). The children are also known to participate in the
deception (6), and this was noted in one child. Paediatri-
cians and other doctors dealing with young children depend
heavily on histories given by parents. However, they also
should be alert to warning signals (5) such as illness which
is unexplained, prolonged and extraordinary, symptoms and
signs that are apparent only in the presence of the mother,
treafments that are repeatedly found to be ineffective,
mothers who are less worried by the child's illness than the
nurses and doctors and families in which sudden unex-
plained infant deaths have occurred, and families contain-
ing many members alleged to have different serious medi-
cal disorders. The following plan of management (7) could
be useful.

1. Stop all unnecessary tests and treatments.
2. Keep mother and child under careful observation.

3. Obtain a relevant history and mental state assessment
of the mother, and look for a possible motive.

4. Make contact with other relevant family members.

Obtain access to previous medical records of the child.

6. Look for a possible motive in the mother.
7. Offer the appropriate psychological and social help.
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Delayed recovery after spinal anaesthesia using 0.5% cinchocaine

M Nirmalan', K N A Thenuwara? and N Rodrigo’

Ceylon Medical Journal, 1995; 40 : 118-119

Introduction

Postoperative neurological complications are rare fol-
lowing spinal anaesthesia. However, isolated case histories
of severe deficits, often attributed to previously undiagnosed
spinal cord pathology or chemical contamination of local
anaesthetic, have been reported. Neurotoxic effects of lo-
cal anaesthetics too could cause abnormal responses when
injected intrathecally. This has not been a previously rec-
ognised problem with cinchocaine.

Report of the case

A 36-year old woman was scheduled for emergency
caesarean section under spinal anaesthesia. The patient's back
was cleaned with cetrimide, surgical spirit and finally with
weak iodine solution. 1.5 ml 0.5% cinchocaine was injected
into the L4/L5 interspace after free flow of cerebrospinal
fluid was obtained, using a 20 gauge autoclaved, reusable,
steel spinal needle. The patient was placed supine immedi-
ately with a 15 degree left lateral tilt and a pillow under her
shoulders. The patient did not develop any sensory deficit
up to 10 minutes after the injection, intubation and ventila-
tion. As surgery could not be delayed any further, a general
anaesthetic was given using the technique of rapid sequence
induction, intubation and ventilation.

The drugs used were thiopentone sodium 300 mg,
suxamethonium 100 mg, atracurium 15 mg, 50% oxygen
in nitrous oxide, 0.5% halothane, pethidine 50 mg,

neostigmine 2.5 mg and atropine 0.6 mg. Syntocinon in-
fusion (20 units) was commenced after delivery of the
placenta. The patient was extubated when conscious and
sent to the ward. She was not examined neurologically at
this stage. Six hours later the patient complained of weak-
ness of both lower limbs. Her muscle power was zero (not
even a flicker of movement) in all muscle groups of the
lower limbs. She also complained of sensory loss from the
epigastrium downwards. Her pulse and blood pressure were
stable. Eleven hours later she was examined by the anaes-
thetist and flaccid paraparesis with muscle power grade two
(moves with gravity eliminated) and loss of sensation to
cold water and pin prick below L1 dermatome were noted.
Position sense was intact. She had retention of urine and
was catheterised later in the day. The following morning
(24 hours later) her motor power was grade three (able to
move against gravity) in all muscle groups, with loss of
sensation in L5 and S1 dermatomes. The L2, L3 and L4
segments had patchy sensory impairment. When she was
seen by the neurologist later in the morning the muscle
power was grade 4 (able to move against mild resistance)
in the foot and grade three at the hips and knees.

The knee and ankle jerks were exagerated bilaterally
and plantar responses where absent. A clinical diagnosis of
transient thoracic myelopathy was made, and as the patient
was improving, no further investigations or treatment was
considered necessary. Muscle power was normal that
evening about 30 hours after the spinal anaesthetic. There
were no residual neurological deficits on follow up.

1, 2 Registrars in anaesthesia and 3 Anaesthetist, General Hospital, Colombe. (Revised version accepted for publication March
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Discussion

Spinal anaesthesia for caesarean section is becoming
increasingly common in Sri Lanka. The agents used are
0.5% bupivacaine (plain and heavy) and 0.5% cinchocaine
(heavy). We have used the present batch of cinchocaine
(“Nupercaine” 0.5% Astra) extensively on obstetric and
non-obsetetric patients and have found it to be safe. The
drug dispensed in single dose glass vials in sterile packings
is checked for visible cracks before use. The administra-
tion set is autoclaved at the Central Sterilisation and Sup-
plies Division of the hospital and is given for use in sealed
cotton covers. As such, contamination of either the drug
or the equipment seems unlikely.

This leaves us with two possibilities ie, neurotoxicity
in a susceptible individual or chemical contamination of the
CSF while carrying out the block. Even though epidemio-
logical studies of spinal anaesthesia have indicated a good
safety record (1), concern about neurotoxicity resurfaced in
the USA in the 1980s following accidental subarachnoid
injection of chloroprocaine (2,3). An editorial comment
stated that such complications were more likely to follow
madvertant injection of a large dose of 2-chloroprocaine
mto the subarachnoid space, due either to the drug per se
or to its effect on the CSF pH (1). Unfortunately, there are
very little data on the neurotoxic effects of other local
anaesthetics in indexed medical journals. Animal studies on
this subject that have been reported are summarised in the
following table:

Type of study Finding

Local irritation with 2-CP but not
lignocaine and bupivacaine.

Rabbit vagus nerve

Rat sciatic nerve No irritation with 2-CP and
lignocaine.

Spinal dog No toxicity with various LA.

Spinal rabbit Paralysis with commercial 2-CP and
sodium bi sulfite but not with pure
2-CP.

Spinal dog Paralysis with 2-CP but not with

bupivacaine or low pH saline.

Minimal toxicity with 2-CP,
lignocaine, bupivacaine and control
solution.

Spinal sheep

Minimal toxicity with 2-CP and
bupivacaine.

Spinal monkey

* 2-CP = choroprocaine; LA = Local anaesthetics. Repro-
duced from Canadian Anaesthetists’ Society Journal 1983;
30: 112.

Rosen in 1982 studied the effect of 10ml of 3%
chloroprocaine, 2% lignocaine, 0.75% bupivacaine and
Elliot's B solution (Mock CSF) in sheep and monkeys and
concluded that all the above agents cause minimal toxic-
ity. He attributed this to mechanical trauma secondary to
increased CSF pressure (4). He further stated, “it is well
established that small amounts of local anaesthetics injected
into the subarachnoid space do not produce neurotoxicity.”
There is no mention of prolonged neurological deficit due
to cinchocaine in the literature and if what we saw in this
patient was, in fact, due to cinchocaine, this is the first
such report. It could not have been due to the pressure
effect described by Rosen as only 1.5 ml was used. The
other possibility in this patient is chemical contamination,
even though the rapid and complete recovery made by the
patient makes this unlikely. The cleaning solutions
cetrimide, surgical spirit, iodine or purified French chalk
used as lubricant with surgical gloves are some of the
possible contaminants. As CSF is a poor buffer (5), the pH
of any of these contaminants is unlikely to be altered when
introduced intrathecally. As such vascular spasm giving rise
to functional derangement of the cord is possible even with
small quantities, either due to their direct chemical effect
or the pH effect.

In summary, we have described neurological deficits
lasting up to 30 hours after intrathecal injection of 1.5 ml
0.5% cinchocaine, most probably due to an idiosyncratic
reaction to cinchocaine, though the possibility of chemical
contamination cannot be ruled out. Neurotoxicity due to
cinchocaine has not been reported previously.
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Pulmonary abnormalities in tropical pulmonary eosinophilia (TPE)

Lung function studies and arterial blood gas analysis in 26 patients with TPE showed a mild restrictive ventilatory defect
with airways obstruction and mild hypoxaemia. These patients also had significantly elevated concentrations of serum IgG,
IgA and IgM compared to controls, and an eosinophilic alveolitis. Increased levels of fibronectin were demonstrated in the
bronchoalveolar lavage fluid. Fibronectin is believed to be one of the important mediators of pulmonary fibrosis in TPE.
The authors also state that interstitial fibrosis may occur in chronic TPE, and that low grade alveolitis may persist after a
3 weeks' course of diethylcarbamazine. The Indian Journal of Medical Research 1995; 101: 98-102. We come across
cases of chronic or “resistant” TPE and these may be patients who have some of the above mentioned anomalies.

Importance of infections in women with bad obstetric history (BOH)

Maternal infections are an important cause of pregnancy wastage and occurrence of infections is especially important
in women with a BOH. In a recent study 200 women with a BOH and 100 clinically normal women were evaluated using
cervical culture studies and serology. The presence of genital mycoplasmas, chlamydia, toxoplasma and cytomegalovirus
was significantly higher in those with a BOH compared to controls. When fetal outcome was studied toxoplasmosis was
associated with abortion (38%), stillbirth (6%), premature delivery (16%) and congenital abnormalities (6)%. Cytomegalovirus
infection was associated with abortion (41%), preterm delivery (33%) and congenital anomalies (8%). Ureaplasma infec-
tion in BOH patients resulted in preterm delivery (45%) and abortions (35%). These maternal infections with adverse fetal
outcome are often initially not apparent or the symptoms are non-specific and are difficult to diagnose on clinical grounds.
Hence investigations such as isolation of the microbial agent from the cervicovaginal region and serology are required.
These data have a profound impact on the management of women with BOH. The Indian Journal of Medical Research
1995; 101: 103-107.

Timing of withdrawal of dialysis

In a recent prospective study, Cohen et al assessed the quality of dying in 11 patients in whom dialysis was discon-
tinued and found it “good” in 7 and “poor” in 4. These values could be improved by closer liaison with palliative care
colleagues. It is important for doctors to recognise when dialysis ceases to be a measure that prolongs life and becomes
one that merely prolongs dying. At that point the care providers should help patients and their families to accept the futility
of further treatment and make the dying process as painless, peaceful and dignified as possible. Archives of Internal Medi-
cine 1995: 155: 42-47; The Lancet 1995; 346: 3-4

Is dilatation and curettage (D and C) needed for all first trimester spontaneous abortions?

The rationale for D and C as the correct management of first trimester spontaneous abortion was based on reports
when parity, general health and the incidence of criminal abortion differed greatly from now. In those times, infection and
bleeding were reported against a background of anaemia, multiparity and poor nutrition. Immediate D and C was thought
to decrease the duration of convalescence and avoid the need for routine follow up. Because of the widespread use of D
and C the natural history of first trimester spontaneous abortions in current populations is not known. In a recent prospec-
tive randomised trial 81 out of 103 patients allocated to expectant management (without D and C) had no ultrasound evidence
of retained products of conception three days after enrolment in the trial. 19 had retained products and had D and C after
three days. The control group had D and C immediately. There was no difference in the short term complications, infec-
tion, bleeding, duration of convalescence and the packed cell volume between the two groups. The authors suggest that in
a subset of women having first trimester spontaneous abortions a D and C could be avoided without additional short term
risk. Further studies are needed to determine the correct management of this condition. Student BMJ 1995; 3: 225
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Vignette

Several months ago I ran into a senior pathologist in private practice. I was surprised to find that he was taking a
year's sabbatical in Southwestern Medical School in which he was attending student pathology lectures in the second year
as well as every seminar he could find. 1 asked him why, and his answer was simple: “I found that I would go to a
national meeting in pathology and couldn't understand a word that was being said.” So he talked his firm into letting him
take a sabbatical in order that he might read and understand once again. [ saw him two weeks ago after a Medical Grand
Round on the role of apoptosis in human disease, and he was beaming. “Wasn't that great 7" he asked. He had his pride
back because he was becoming more fluent. The American Journal of Medicine 1995; 98: 217-219. One cannot be medi-
cally literate without fluency in the language of science.

Exercise for health

The World Health Organization and the International Federation of Sports Medicine have expressed concern that an
estimated half of the world's population is insufficiently active. These organisations urge governments to promote and enhance
programmes of physical activity and fitness, as part of public health and social policy, centred on the following:

1. Daily physical activity should be accepted as the cornerstone of a healthy life style. Physical activity should be inte-
grated into the routine of everyday living. Use stairs instead of lifts and walk or cycle for short journeys.

2. Children and adolescents should be provided with facilities and the opportunity to take part in daily programmes of
enjoyable exercise so that physical activity may develop into a lifetime habit.

3. Adults should be encouraged to increase habitual activity gradually, aiming to carry out every day at least 30 minutes
of physical activity of moderate intensity.

4. Women must be offered a variety of opportunities and more encouragement to engage in healthy exercise.

5. The elderly, including the oldest citizens, whose numbers are increasing all over the world, should be encouraged to
lead physically active lives so as to maintain their independence of movement and personal autonomy, to reduce the
risk of body injury, and to promote optimum nutrition.

6. People with disabilities or chronic diseases should be provided with advice on exercise and facilities appropriate to
their needs.

7. The fact that there are benefits to be gained by starting physical activity at any age should be broadcast more widely.
Bulletin of the World Health Organization 1995; 73: 135-136.

Subclinical flavivirus infections in children in an area of Tamil Nadu, where Japanese encephalitis (JE) is
endemic

A characteristic feature of epidemiology of JE is the occurrence of a large number of subclinical infections. Reporting
of only the overt cases underestimates the total level of virus transmission, data which are essential for planning of control
strategy. Investigators from Tamil Nadu have carried out a 3-year prospective serological study in a primary health centre.
Seroconversion was studied by looking at changes in the haemagglutination inhibition antibody titres each year in paired
specimens before and after the transmission season from a cohort of school children aged 5 to 9 years.

The seroconversion rates in the successive years were 37.5, 42.1 and 25 percentage points, and in a third of such
seroconversions it was possible to establish a specific diagnosis. Most seroconversions were due to the JE virus. The average
net annual increase of 16.2% in seropositivity was much higher than values reported from other areas of endemicity. The
incidence of JE cases was 15 per 100 000 children aged 5 to 9 years, and the estimated ratio of overt:inapparent infec-
tions was 1:270. Bulletin of the World Health Organization 1995; 73: 236-244. It will be necessary to undertake similar
studies in Sri Lanka in order to get an idea of the total level of virus transmission.

R L Jayakody, Senior Lecturer in Pharmacology, University of Colombo, Sri Lanka.
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Picture-story

Inadvertent cannulation of the intercostal vein

Ceylon Medical Journal, 1995; 40 : 122

A patient underwent repair of a sinus venosus atrial
septal defect under cardiopulmonary bypass. A 16G, 70cm
long venous catheter (Cavafix, B Braun) was passed
through the left basilic vein into the right atrium. Postop-
erative chest xray showed the catheter tip positioned within
the right hemithorax with a haemothorax on the same side.
The haemothorax was drained.

As the catheter could not be removed with moderate
traction we decided to remove it under direct vision. At
surgery the catheter was seen to have moved into an in-
tercostal vessel via the azygous vein and not into the right
atrium. It was also caught in an SVC stitch, accounting for
the difficulty in removing it. The catheter was removed

Figure 1.Malpositioned catheter with haemothorasx.

after cutting the stitch. Further recovery was uneventful.
We wish to emphasise that:

. Any form of central venous cannulation is an indica-
tion for a confirmatory chest xray as catheters can
migrate along unusual routes. Though this is standard
teaching, it is rarely followed in practice.

2. If resistance is encountered during removal of a cath-
eter it is best removed under direct vision. The cath-
eter tip may snap off and migrate to surgically inac-
cessible sites or important structures may be damaged
leading to major haemorrhage if excessive force is used.

Figure 2. Chest xray after treatment.

M Nirmalan, Senior Registrar, Anoma de Silva, Senior House Officer H Perera, Anaesthesiologist and Y Lahie
Cardiothoracic Surgeon, General Hospital, Colombo, Sri Lanka. i
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Personal view

The blood revolution initiated by the famous footnote of Karl Landsteiner's 1900

paper
Sachi Sri Kantha!

Ceylon Medical Journal, 1995; 40 : 123-125

Abstract

A 1900 publication authored by Karl Landsteiner, at the
age of 32 years, contained a footnote which stated that,
“the serum of healthy human beings not only agglutinates
animal red cells, but also often those of human origin, from
other individuals”. He followed up this statement in his
1901 paper, and concluded that, “My observations reveal
characteristic differences between blood serum and red
blood cells of various apparently healthy persons” and that
“the reported observations may assist in the explanation of
various consequences of therapeutical blood transfusions”.
These significant observations resulted in the discovery of
A, B, O and AB blood groups and later led to successful
blood transfusions in humans. The impact of this revolu-
tionary finding by Landsteiner also changed a number of
biomedical disciplines such as immunochemistry, medical
anthropology, forensic medicine, genetics and pathology.

Introduction

Ninety-five years have passed since the appearance of
an unquestionably the most revolutionary footnote which
adorned a biomedical publication. The author of this foot-
note was Karl Landsteiner (1868-1943), the Vienna-born
medical doctor, who became the first American (albeit,
naturalised American) to receive the Nobel Prize in medi-
cine in 1930.

In this review, I present a review of the “blood revo-
lution”, fathered by Landsteiner, primarily based on his
own descriptions.

Discovery of blood groups

Table 1 provides a chronological synopsis of
Landsteiner's life, spent in three countries; his native Aus-
tria (1868-1919), the Netherlands (1919-1922) and the USA
(1922-1943). In his only paper published in 1900 which
dealt with natural antibodies, Landsteiner wrote in a foot-
note, “The serum of healthy human beings not only agglu-
tinates animal red cells, but also often those of human ori-

Table 1.
story

Year

June 14, 1868

1874

1891

1891-96

1896

1898-1908

1908-19

1919-22

1922-43

1930

June 26,1943

Age

23

23-28

28

30-40

40-51

51-54

54-75

62

S

A synopsis of Karl Landsteiner's life

Event

born to Leopold Landsteiner (a Vi-
ennese journalist) and Fanny Hess
Landsteiner.

lost his father and was subse-
quently brought up by his mother.

graduated in medicine, from the
University of Vienna; published
his first paper on the influence of
diet on the composition of blood
ash.

apprenticed at Hantzsch (Zurich),
Emil Fischer (Wurzburg) and E.
Bamberger (Munich).

assistant to Max von Gruber at the
Hygiene Institute in Vienna.

assistant at the department of
pathological anatomy, University
of Vienna, under A.
Weichselbaum.

‘prosektor’ at the Wilhelminaspital
in Vienna; also, held the position
of adjunct professor of pathologi-
cal anatomy at the University of
Vienna.

prosektor at a small Roman Catho-
lic hospital in Hague, Netherlands.

researcher at the Rockefeller Insti-
tute for Medical Research in New
York.

awarded the Nobel Prize in medi-
cine for his pioneering discovery
of blood groups.

suffered a heart attack, while
working in his laboratory and died.

1 Research Scientist, Japan Institute for Control of Aging, 723-1 Haruoka, Fukuroi City, Shizuoka 437-01, Japan.
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gin, from other individuals. It remains to be seen whether
this appearance is related to inborn differences between in-
dividuals or it is the result of some damage of a bacterial
kind”(1,2).

That was quite a significant observation, and a pro-
phetic inference. In the very next year, Landsteiner pub-
lished a short, definitive paper entitled, “On agglutination
of normal human blood”(3), describing his pioneering ef-
fort on the identification of thereblood groups. He began
his classic paper as follows:

“Sometime ago | observed and reported that serum of
normal humans frequently agglutinates red blood cells of
other healthy individuals. At that time I was under the
impression that this ability of the serum to agglutinate
foreign red cells was especially pronounced in some dis-
eases and I believed that this agglutinating ability was
related to the strong lytic ability of pathologic sera of nor-
mal red cells which was observed by Maragliano many
years ago”(3).

Following a few comments on the differences between
his observations and that of Maragliano's (reported in
1892), Landsteiner wrote, “My observations reveal charac-
teristic differences between blood serum and red blood cells
of various apparently healthy persons”. After presenting the
agglutination results in three simple tables, which repre-
sented the experiments conducted in the blood of six men,
six puerperal women and six placentae (cord blood),
Landsteiner concluded the report stating that, “the reported
observations may assist in the explanation of various con-
sequences of therapeutical blood transfusions”.

Landsteiner used his blood also in the described agglu-
tination experiments, and it could be inferred from the table
of his 1901 paper, that he belonged to the O blood group
(4). His junior colleague Alexander Wiener had noted in
his reminiscences that, the group O (read as the alphabeti-
cal letter, ‘Oh’) was “originally intended as a zero, mean-
ing neither A nor B” (4). The fourth major blood group
AB was first reported by de Castello and Sturli in 1902
(5). Landsteiner was the mentor to Sturli. In 1903,
Landsteiner and Richter published a paper suggesting the
practical application of grouping dried human blood stains
for use in forensic medicine (6).

Contributions to microbiology

For nearly two decades from 1903 to 1922, Landsteiner
shifted gears and focussed his attention on microbology.
His discoveries during this period include the following (7).

I. elucidation of the pathogenesis of paroxysmal
hemoglobinuria (with Donath)
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2. introduction of dark field microscopy for diagnosis of
syphilis

3. development of complement fixation text for syphilis
4. identifying the viral origin of poliomyelitis

5. cultivation of Rickettsia in tissue cultures (with Nigg)
6. pathogenesis of contact dermatitis

7. theory of hypersensitiveness to drugs

8. the concept of haptens and laying the foundations of
immunochemistry

9. clarifying the specificity of plant agglutinins

Landsteiner returned to the studies on blood groups,
after becoming a member of the Rockefeller Institute at
New York in 1922. He was awarded the Nobel Prize for
physiology or medicine in 1930, “in recognition of his
discovery of human blood groups”.

Nobel lecture and research during post-Nobel award pe-
riod

Since three decades had lapsed from the publication of
his initial report and the Nobel Prize recognition, in his
Nobel award lecture, delivered on December 11, 1930,
Landsteiner presented in detail, the practical significance of
his vital discovery. He observed that,

“there exist characteristic differences [in the relative
frequency of the blood groups] in different races... the
behaviour of the blood groups, in conjunction with other
anthropological features, allows conclusions to be drawn
regarding the relationship and origin of human races and
is of some importance to anthropological research”(8).

Continuing further, Landsteiner stated that, “more of-
ten blood group reactions have been used in forensic medi-
cine for the purpose of establishing paternity... In a sur-
vey which appeared last year [1929], Schiff reported that,
of 5000 forensic investigations, paternity was excluded in
more than 8% of the cases, although the theoretical pro-
portion of cases in which exclusion should be possible is
15%. In favour of the method, it can be mentioned that it
has also been instrumental in inducing some fathers to
recognise their illegitimate child”(8).

“More important to practical medicine than the subject
with which we have just been dealing”, stressed
Landsteiner, “is the use of the blood group reaction in
transfusion... The first blood transfusion in which the ag-
glutinin reaction was taken into account was carried out by

Ceylon Medical Journal
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Ottenberg, but it was only during the emergencies of the
Great War [World War I] that the method of transfusion
with serological selection of donor was widely adopted -
a method which has since remained the normal practice....”
After providing statistics on blood transfusions carried out
in New York and in Kiel, “without one fatal incident”,
Landsteiner concluded his Nobel address in an optimistic
note; “All in all, the results of blood transfusion are highly
satisfactory. In addition we have reason to hope that thor-
ough study of cases with undesirable after effects will help
us to confirm suspected causes and perhaps reveal unknown
cases, and thus finally virtually eliminate slight risks which
transfusion still  involves’(8).

Considering that the first trials on transfusion of ani-
mal blood to humans were conducted in 1667, and that the
first transfusion with human blood was carried out during
the first half of the 19th century, it becomes apparent that
the transfusion experiments became successful only after
the discovery of different blood groups by Landsteiner. Farr
(9) has presented a historical survey of the confusions
which existed among clinicians related to blood grouping
and transfusion practice during the first four decades of this
century.

Landsteiner was 62 years old when he received the
Nobel Prize. His research endeavours continued for another
13 years. The first edition of his definitive work, Spezifitaet
der Serologischen Reaktionen (The Specificity of Serological
Reaction) was published 1936. At the age of 72,
Landsteiner in association with Wiener reported another
landmark discovery; “An agglutinable factor in human
blood recognized by immune sera for Rhesus blood” (10).
This is the now well known ‘Rh factor’, the absence of
which in the mother could be harmful to her foetus. Till
his death, after reaching 75 years in June 1943, Landsteiner
continued to publish papers on the Rh factor, with titles
such as, ‘Distribution of the Rh factor in American Indi-
ans”, “Tests for the Rh factor with guinea pig immune
sera” and “Heredity of variants of the Rh type”.

Consummate clinician and researcher

In the words of Joseph Goldstein, the 1985 co-Nobelist
in medicine, “His (Landsteiner's) medical training was in
pathology, and he personally performed 3639 autopsies
during the first 10 years of his career—one autopsy a day,
seven days per week for 10 years. What's amazing to be-
lieve is that his major scientific discovery came in the
midst of this enormous clinical load. Landsteiner's curios-
ity was aroused by the clinical problem of massive
hemolysis and generalised tissue destruction that occurred
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in patients who died after blood transfusions or injections
of foreign protein. He wondered whether the serum of sick
patients might act on the cells of healthy individuals. This
stimulated him to investigate whether red cells agglutina-
tion and hemolysis could be detected in a test tube. Fortu-
nately, Landsteiner had a strong background in organic
chemistry. He applied his chemical knowledge to the clini-
cal problem of transfusion reactions and the result was the
discovery of A, B and O blood groups and the theory of
chemical immunity”(11).

Conclusion

The blood revolution initiated by the famous footnote
of Landsteiner's 1900 paper changed the face of many
biomedical disciplines, such as immunochemistry, medical
anthropology, forensic medicine, genetics and pathology.
From a practical perspective, successful blood transfusions
in humans became routine, and gave life and hope to
millions.
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Letters

Letters

Sarcoid - like granulomas of the skin seven years after bomb blast injury

Ceylon Medical Journal, 1995; 40 : 126-129

To the Editors:

We describe here sarcoid-like granulomatous skin le-
sions at sites which were exposed to a bomb blast injury
7 years previously. Clinical examination and investigations
have excluded tuberculosis, leprosy and sarcoidosis. The
incidence of such granulomata seems to be quite low.

A 29-year old man was seen in the skin clinic, Teach-
ing Hospital Colombo, with painless, non-itchy papular
lesions on the left side of the face and neck of two and
half months’ duration. He had sustained a bomb blast in-
jury mainly on the left side of the face and neck in Octo-
ber 1986, about 7 years before presentation.

He was a well built, well nourished man of average
height and weight, with skin-coloured papular lesions of
varying sizes on the left side of the face, neck and arm
that were non-tender. There were few palpable Iymph
nodes in the left side of the neck and the left epitrochlear
region. There were no other skin lesions or thickened
nerves. Eye examination was normal.

His blood counts and urinalysis were normal. ESR was
2 mm in the first hour. Mantoux test, VDRL and Human
Immunodeficiency Virus tests were negative. Slit skin
smears for acid fast bacilli were negative. Serum calcium
and phosphate levels were in the normal range. Serum
electrophoresis was normal and the serum IgG level was
normal. Chest and skull xrays did not show any abnormal-

ity.

Biopsies of one skin lesion and a cervical lymph node
were done under local anaesthesia, specimens were stained
with heamatoxylin and eosin, and examined under light
microscopy. They showed normal epidermis and dermis
containing granulomas (Figure 1) composed of epithelioid
cells and occasional multinucleated giant cells. The section
of the cervical lymph node biopsy showed lymphoid tis-
sue almost completely replaced by multiple discrete
granulomas (Figure 2) composed of epithelioid cells and
multinuclear giant cells, separated by dermal fibrous tissue.
No caseation or foreign material were seen.

We believe that this is a case of sarcoid-like
granulomas produced by the introduction into the skin of
foreign material during the blast injury that the patient

Figure 1 - Granuloma in dermis composed of epithelioid
cells and giant cells and (CHE, x 400)

Figure 2-  Cervical lymph mode showing multiple
granulomas and (H A E, x 100)

sustained seven years earlier. Tuberculosis and leprosy were
excluded by investigations. Sarcoidosis is unlikely because
the granulomatous skin lesions were confined only to the
parts of the body which were exposed to the blast injury,
and there was no evidence of other organ involvement,
including eyes. No evidence of polyclonal
hypergammalobulinaemia was detected, and chest xray did
not show hilar lymphadenopathy.
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In 1977, Pimentel from Portugal reported two cases of
such granulomas produced by arcylic and nylon fibres (1).
Before that there have been reports of granulomas due to
silica, talcum, beryllium, sulphonamides, zirconium, wheat-
stubble and cactus pricks by various authors(1).

In 1977 Weiss and co-workers, described seven cases
of unusual foreign body reactions to silica (quartz) resem-
bling fibrous histiocytoma and in five instances were as-
sociated with a history of injection of a sclerosing agent
for the repair of a hernia at the same site 10 to 14 years
previously (2). This long delay in appearance of lesions
after exposure which we also have observed in our case
was a striking feature.

In 1991, Ramesh from India reported a case of foreign
body granuloma on the forehead as a reaction to bindi (dot
applied on the centre of the forehead by Indian women)(3),
with histology similar to that of our case.

Development of sarcoid-like granuloma due to foreign
material seems to require an ‘individual factor’ probably of
an immunological nature. An attempt to explain the for-
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mation of granulomas in the skin and other areas of the
body has been based on changes in hypersensitivity mecha-
nisms of type IV and possibly type III(1).

Inquiry into the history of exposure to a foreign body
many years previously and correlating the site of exposure
with the lesions is an important aspect in the diagnosis of
cutaneous granulomatous lesions.
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Prevention of AIDS in Sri Lanka : are we doing the best for our people?

To the Editors:

I wish to communicate with you regarding a leading
article, in your esteemed Journal (CMJ 1995; 40: 5-7).

The esteemed author has only quoted authorities on the
‘Cuban success’, yet he has chosen to comment on the
lethargy of the Sri Lankan authorities in general and pre-
sumably on the STD/AIDS Control Programme, without
any reference to unpublished communications, specially re-
garding the type of patients who attend the STD clinics,
and the methodology adopted to carry out sentinel surveil-
lance.

I would also like to respond to the comment that
mandatory testing should be the method for high risk
groups. I wish to clarify that we are dealing with persons
practising high risk behaviour rather than specific popula-
tion groups. Thus, if we adopt that high risk behaviour is
the criterion for testing, then practically all sexually active

Vol. 40, No. 3, September 1995

persons in this country (about 60%) would have to be
tested.

The nature of the HIV diagnostic kit is not specified
in the article. The only test available in this country is the
antibody test where a ‘window period’ of six months is
known. This means that these tests may give false nega-
tive results that may severely jeopardise the effectiveness
of a screening programme especially in a low prevalence
country like Sri Lanka.

The recommendations for HIV control suggested by the
author have already been scrutinised by relevant authori-
ties. Licensing brothels has been tried in many countries.
In Sri Lanka, like in many other Third World countries,
institutionalising commercial sex has not succeeded due to
prevailing social and legal norms. In the recently concluded
legal and ethics workshop conducted by Community Front
for Prevention of AIDS where many eminent legal and
medical persons including the author participated, this
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issue was discussed at length, and the conclusion was that
risky sexual behaviour was not confined to sex workers
alone. By trying to target these people and confining them,
we would not only create a sense of complacency but also
drive the sex workers underground beyond reach of the
control programme.

Finally, countries which recorded very low prevalence
of STDs when following a particular policy of government
had reported a sudden rise in STD/HIV prevalence when
certain policies which were socially restrictive were relaxed.

Letters

The People's Republic of China is a good example, as was
communicated by the STD/AIDS Control Programme Man-
agers at an inter-country meeting for HIV/AIDS Control
Programme Administrators held in Tokyo, Japan in March
1995.

So in this context it would be interesting to note the
changes in the Cuban scene in the light of changes in their
philosophies regarding government as far as STD/HIV
prevalence is concerned.

T Arulanantham, Acting Director, STD/AIDS Control Programme, 7 Palmyrah Mawatha, Colombo 3.

Need for change in female sterilisation procedure and selection

To the Editors:

Voluntary female sterilisation is the world's most widely
used family planning method and one of the fastest grow-
ing. About one quarter of married women of reproductive
age (40% of women using contraception) in Sri Lanka have
chosen this procedure(1).

It has been estimated that of the women who have been
sterilised, up to 10% later regret their decision. Among Sri
Lankan women who undergo sterilisation, at least 14%
come to regret it (3). The number of patients requesting
reversal of sterilisation for various reasons is between 0.1
and 10% (4). Some of these reasons could have been pre-
dicted at the time of sterilisation, had proper counselling
been available.

A 30-year old woman with two children requested re-
versal of sterilisation. She had two normal vaginal deliv-
eries at 19 and 20 years of age. At the age of 21 years
she underwent surgical sterilisation. At that time she was
not briefed about the procedure, nor was she aware that it
was permanent. Sadly, the children died within two years
of sterilisation. -

At laparotomy we found that large portions of the tubes
had been resected, leaving very short proximal and distal
segments. Bilateral ampulo-isthmic tubal anastomosis was
done, but the total length of each tube following the
anastomosis was below 3 cm. The patient did not return
to us with a pregnancy up to six months after the opera-
tion.

This patient had undergone sterilisation at 21 years
without knowing at least that the procedure was permanent.
She had no counselling about contraception or any inquiry
about the size and the financial situation of the family, or
the stability of the marriage.

The other aspect of the problem is the short length of
the rejected tubes that makes reversal procedure difficult.
Silber and Cohen found that the final tube length to be
important in reversal success (5). In that series, 4 cm was
considered the minimal length of the tube for success. With
regard to the site of sterilisation, Winston achieved his
highest pregnancy rate (75%) following reversal with
isthmus-isthmus anastomoses. His lowest success (42%)
was in the ampulla-ampulla group (6).

Therefore it is pertinent to consider counselling proce-
dure, and to advise the sterilisation providers to adhere to
a common protocol so that high risk couples are identified.
Thereafter the operator should perform the procedure in a
manner that will facilitate reversal if necessary.
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Letters

Remedy for dilution errors in ESR

To the Editors:

A common complaint made by clinicians is that eryth-
rocyte sedimentation rate (ESR) results are not reproduc-
ible, particularly when they are used to assess progress and
response to therapy in chronic disorders. ESR being a sim-
ple test needs little technical expertise. It is not influenced
by meals or by a circadiam rhythm (1). Using the
Westergren method (2), if the tubes are kept vertical (1)
and away from direct sunlight (3) the results should be
reproducible. However non-reproducibility will occur be-
cause of errors in dilution (4).

The dilution errors are due to inherent faults in the
method of sample collection. Sodium citrate is used as the
anticoagulant and the diluent. The usual practice is to col-
lect blood directly into 3.8% citrate solution by withdraw-
ing 1.6 ml (4 volumes) of blood into a syringe containing
0.4 ml (1 volume) of citrate. However, as it is difficult to
withdraw an exact amount of blood into a syringe already
containing a solution, under- or over-dilution invariably
occurs. The alternate method of adding the required amount
of blood into a bottle containing the citrate solution also
has its drawbacks because it is difficult to deliver an ex-
act amount of blood from a syringe.

ESR measurements can be carried out equally well with
blood anticoagulated with sequestrine (EDTA) (5). It should
be diluted immediately before the test is performed, using
3.8% sodium citrate or saline (5). It has been found that
the ESR of sequestrine blood, appropriately diluted, is the
same as that of blood citrated as for the orthodox
Westergren technique (6, 7). As ESR will be reduced in
stored blood, the test should be carried out within two
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hours of collection, although a delay up to six hours is
permissible provided that the blood is kept at 4°C (5).

The method using sequestrine involves collecting about
2 ml of blood into a sample bottle containing sequestrine
anticoagulant (similar to collecting blood for Hb or WBC
measurements), and sending it to the laboratory labelled
“sequestrine sample for ESR”. In the laboratory dilutions
are made by a technician using four volumes of this blood
and one volume of 0.9% sodium chloride before setting up
the ESR. The dilutions could be made accurately as it is
done in an unhurried manner, using graduated pipettes by
a person trained in pipetting.

This method minimises dilution errors and is particu-
larly useful when a higher degree of accuracy is required
as in serial ESR measurements.
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MEDELA BREAST PUMP

Natural sucking cycle, Adjustable Suction Strength,

Simple and Hygienic in use, Sterilizable bottle and pump,

Medela Breast Pump enables mothers to easily and safely store breast milk under refrigeration

and allows anyone to feed baby, conveniently and economically.

Offering the ideal solution for:

Problems such as sucking difficulties, sore, sensitive, flat or inverted nipple
Breast engorgement.
Temporary Separation for mother and baby.

Re-lactation - Stimulating breast milk production to resume breast feeding after a break.

Manufactured by : Medela AG Switzerland

Sole Agents:

Hemas Pharmaceuticals (pte) Ltd.,
Show Room
217,Union Place

Colombo - 02
Tel: 334724 - 5
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SURVECTOR

amineptine

The Onb/ . JW%
dopgmlnerglc e
antidepressant

SURVECTOR

THE ACTIVE
LIFE-STYLE
ANTIDEPRESSANT
WHICH RESTORES
ANTICIPATION

COMPOSITION: Each tablet of Survector contains 100 mg amineptine hydrochloride. PRESENTATION: Box of 20 tablets. INDICATIONS: Reactive, neurotic and involutional
depressive states. Depressive episodes in manic-depressive psychosis. CONTRAINDICATIONS: Huntington's chorea, previous history of amineptine-induced hepatitis, concurrent
administration of MAOIs. PRECAUTIONS: Due to a risk of suicide in depressive states, patients must remain under medical supervision, especially at the beginning of treatment.
w molecules, the use of Survector during pregnancy should be avoided, though no teratological effect has been

In certain cases, a¥pecific drug for anxiety is necessary. As for all ne

observed in animals. In case of general anaesthesia, it is recommended o stop the drug 24 or 48 hours before surgery. ADVERSE EFFECTS: Nervousness or imitability at the start
of treatment. Palpitations. Rarely, a fall in blood pressure, within physiological limits. Nausea, gastric discomfort. Facial flush. Hepatic dysfunction of immunoallergic origin, which
should lead fo treatment withdrawal. In case of prolonged excessive dosage, rare cases of micro- and macrocystic acne have been observed. DOSAGE: Two lablets per day, one

in the moming and one at noon. OVERDOSAGE: Management includes: gastric lavage, cardiorespiratory monitoring. Refer to data sheet for complete prescribing information.

o
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=
=

* =

LES LABORATOIRES SERVIER - Gidy - 45400 Fleury-les-Aubrais (France) —= SERVIER

Local Agents: Hemas Pharmaceuticals (Pvt) Ltd., 36, Bristol Street, Colombo 1 Tels: 541095, 448320
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Scoring an ACE
In cardiovascular remodeling

[ tablet daity
COVERSYL 4.

PERINDOPRIL

in hypertension and heart failure...

...Cardiovascular remodeling is a key pathogenic feature. Coversyl 4 mq actively combats cardiovascular remodeling by
correcting the structural and functional alterations of the heart and artery. !4

Coversyl 4 mg is a true once daily ACE inhibitor with quaranteed antihypertensive efficacy right up to 24 hours post dose.®
In heart failure, Coversyl 4 mg (half-a-tablet} offers a safer start to treatment thanks to an absence of significant hypotensive
first-dose response.® :

With its original properties, Coversyl 4 mg is a high-performance ACE inhibitor in both its Indications

1. SIHM et al. Eur Heart J . 1993; 14 (suppl) : 63 — 2. LEVY Bl et al. Circ Ales. 1988; 63 : 227-238 — 3. ASMAR RG et al. .. Hypertens. 1988; (suppl 3) : S33.539 —
4. MICHEL JB et. al. Circ Res. 1988; 62 : 641-650 — 5. MORGAN TO et al. Am J Hypertens. 1993; 6 : 116 A — 6. MAC FADYEN RJ et al. Br Heart J, 1991 66 : 206.211.

Coversyl is a long-action ACE inhibitor. Intemational nonproprietary name: Penindopril. Indications: Essential hypertension. Congestive hear failure (adjundlive theapy). Dosage and administration: Hypertensiom 4 mg in
Ihe moming, I necessary, the dose may be increased to 8 mg after one month of treatment. Coversyl should be taken before food. Congestive heart failure: Coversy| should be started under close medical Supervision at a
starting dose of 2 mg in the moming. This may be increased ta 4 mg once blood pressure acceptability has been demonstrated. Elderly patients: start treatment at 2 mg daily. Contraindications: Children. Pregnancy, Lactation.
Patients with a history of hypersensitivity to Coversyl. Precautions: Assess renal function before and during treatment where appropniate. Renovascular hyperiension. Surgery/Anesthesia. Renal insufficiency: the dose shauld
be cautiously adjusted in accordance wilh the creatinie clearance refer lo complete data sheel). Symplomalic hypotension is rarely seen, but is more likely in volume-depleted patients. those receiving diuretics, or with the
lirst two doses. In diuretic-treated patients, stop the diurelic 3 days before starting Coversyl. A diuretic may later be given in combination if necessary, potassium-sparing diurelics are not recommended. Comnlinahon with
neurolepiics or imipramine-type drugs may increase Ihe hypolensive effect. Serum lithium concentrations may anise during lithium therapy. Side effects: Rare and mild, usually at the start of treatment. Cough fatigue
asthenia, headache, disturbances of mood and/or sleep have been reported. Less often, taste impaimment, Epigastric discomfort, nausea, abdominal pain, and rash. Reversible Increases in blood urea and aeahniné may hel
observed. Proteinuria has occurred in some patiénts. Rarely, angi edema and d in hemoglobin, red cells and platelets have been reported. Composition: Each tablel contains 4 mg of the ter-butylamine
salt of perindopnl. Presentation: Packs of 30 tablets of Coversyl 4 ma {scored). Refer to dafa sheet for complete prescribing information.
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The master-key
for gastric motility
regulation

Costi (Domperidone) specifically antagonises the
peripheral effects on dopamine on gastric emptying
and motility (a) by exhibiting a high affinity for
gastrointestinal tissue and (b) possibly via
al-adrenoceptor blockade at all key positions

of the stomach:

It increases lower oesophageal sphincter pressure.
It increases antral peristalsis.

It increases pyloric dilatation.

It increases the frequency, amplitude, and
duration of duodenal contractions.

In clinical practice Costi (Domperidone) antagonises
dopamine-induced gastric relaxation, restores
gastric motility, regulates gastric emptying,
alleviates the symptoms of postprandial gastro-
intestinal distress or chronic postprandial dispepsia
controls nausea and vomiting such as those
associated with the administration of moderately
emetic cytotoxic drugs and icreases the

optimal dose of the said drugs.

Costi (Domperidone) proves unique amongst the
drugs affecting gastric motility in that it does
nG: cross the blood-brain barrier. It thus acts
selectively peripherally and does not cause extra-
pyramidal side effects.

For further Details Contact :
Agents & Distributors

Associated Laboratories Ltd.

3rd Floor AEC Building

140, Vauxhall Street, Colombo -2.
Tel: 432897, 432902, 430826
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“Target Symptoms”
used in evaluating
Costi effectiveness

Belching
Inability to finish a
normal meal

Sense of fullness after
a normal meal

Abdominal destension
Epigastric burning
Heartburn

Acid regurgitation
Nausea

Vomiting

AVAILABILITY

Costi is available

in tablets containing
10mg Domperidone

in packs of 50, 100,
250 and 1000 tablets.
Syrup (5mg/5ml)

in Bottles of 100ml
and 200m|

1 a medochemie product

The master-key
for gastric motility
regulation

Summary of clinical trials enlightening the

efficacy of Costi (Domperidone) in alleviating symptoms
of gastric discomfort and postprandial dyspepsia

Investigator Diagnosis Dose Study design Resuits
(Year) (No of patients) (Duration)
Bekthi Functional 10mg tid Double blind Excellent/good results:
et al dyspepsia before meals  Parallel Domperidone: 65%
(1979) (40) (4 weeks) Against placebo Pacebo: 20%
Chey Functional 20-30mg tid  Double blind Excellent/good results:
et al dyspepsia before meals  Parallel Domperidone: 90%
(1982) (20) and at night  Against placebo Pacebo: 10%
Milo Functional 10mg tid Double blind Excellent/good results:
(1980) dyspepsia before meals  Parallel Domperidone: 79%
(66) and at night  Against placebo Pacebo: 34%
(4 weeks)
De Loose Hiatus hermia, 10mg tid Double blind Excellent/good results:
(1979) Gallbladder before meals  Cross over Domperidone: 91%
hypotonia, and at night Against placebo Metoclopramide: 74%
cholelithiasis, (2 weeks) and
spastic colitis, metoclopramide
oesophagitis
(67)
Moriga Acute gastritis, 10mg tid Double blind Excellent/good results:
(1981) Chronic gastritis, before meals  Parallel Domperidone: 69%
Nervous gastritis, (2 weeks) Against Metoclopramide: 58%
Iritable colon metoclopramide
(484)
0'Shea Gastritis, 20mg tid Double bling Excellent/good results:
(1980) Irritable before meals  Parallel Domperidone: 50%
bowel syndrome (4 weeks) Against Metoclopramide: 50%
(40) metoclopramide

DOSAGE AND ADMINISTRATION

a.  Chronic dyspepsia

Adults:

10mg (1 tablet) 3 times daily, 15 to 30
minutes before meals. If necessary this dose
can also be taken before retiring.

If required this dosage can be doubled.

Children:
V2 teaspoonful every 5kg body wt
3-4 times daily. -

b.  Acute and subacute conditions
(nausea, vomiting, hiccups)
Adults:
20mg (2 tablets) 3 to 4 times daily before

_meals and before retiri on
Eé%f?%ﬁé@?%gg o o doubled.



VACCINES AND BLOOD DERIVATIVES

for Human use

Manufactured by
PASTEUR MERIEUX
France
VACCINES BLOOD DERIVATIVES
B.C.G. ALBUMER 20% (Human Albumin)
D.T. VAX (D.T.) TETAGLOBULINE (Tetanus Serum)
D.T. COQ (D.P.T.) IMOGAM RABIES (Rabies Serum)
ROUVAX (MEASLES) IMOGAM 16 (Gamma 16)
OREVAX (MUMPS)
RUDIVAX (RUBELLA)
TRIMOVAX (MMR)
IMOVAX POLIO (O.P.V.)

IMOVAX RABIES (Human Diploid Cell Vaccines/Rabies)
VERORAB (Verocell Rabies Vaccine)
TETAVAX (Tetanus Toxoid)

Available at

CARGILLS (CEYLON) LIMITED

Colombo & Branches

’Phone: Colombo - 329331-6
Food City, Colombo 2 - 326336
Food City, Bambalapitiya - 598677
Food City, Wellawatte - 585437
Food City, Mt Lavinia - 715230
Food City, Maharagama - 851367
Food City, Kandy - 08 22101/2
Food City, Bandarawela - 057 2411
Food City, N’Eliya - 0521 2741
Victoria Stores - 573744
Food City, Kiribathgoda
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QUALITY DRUGS

AT
AFFORDABLE

PRICES

The SPC makes available, quality drugs at affordable prices.
Anticipating the needs of the people, SPC purchases drugs from
leading manufacturers around the world. Since large quantities

are purchased, SPC is able to offer these Quality Drugs at
reasonable prices.

To meet the Nation's needs, the SPC stocks the widest range of
Drugs - over 500 varieties in all. These are available
islandwide, through the network of Authorized
Distributors, at OSU Sala outlets and the
SPC Sales complex at Ratmalana

THE STATE PHARMACEUTICALS CORPORATION

CARING FOR YOUR HEALTH
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WITH THE COMPLIMENTS

OF

A. BAUR & CO. LIMITED

DISTRIBUTORS FOR THE PHARMACEUTICAL SPECIALITIES

FROM

CIBA-GEIGY LIMITED BASLE, SWITZERLAND

CIBA VISION, SWITZERLAND

CILAG AG INTERNATIONAL, SWITZERLAND
F.HOFFMAN-LAROCHE & COBASLE,SWITZERLAND
SANDOZ PHARMA LIMITED, BASLE, SWITZERLAND
SCHERING-PLOUGH, U.S.A.

SERONO S.A., SWITZERLAND

SERVIPHARM LIMITED, BASLE, SWITZERLAND

DR. A. WANDER S.A., BERNE, SWITZERLAND
ZYMA SA, SWITZERLAND

* % % ¥ F %k ¥ K ¥ *

PHARMA DIVISION,

A. BAUR & CO. LIMITED,

62, JETAWANA ROAD,
COLOMBO 14.

T'PHONE: 325035-8 (4-LINES)

SERVING THE NATION WITH QUALITY
DRUGS FOR MANY DECADES
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