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I am pleased to send this message to the “first ever” Student Medical Journal published by the Faculty of Medicine, University of Colombo.
A Medical Journal is a publication that aims to enhance the knowledge of its readers, in areas relevant to a medical professional. I am glad to note that our students have gone beyond the traditional role of being a medical student who is expected to acquire knowledge, skills and attitudes required of a medical professional and have ventured out to prepare and publish a medical journal in which their successful attempts at doing research are shared with others in the field.
I am glad to be associated with this activity for a very special reason, that of being personally involved in introducing the subject of research into the undergraduate curriculum, long before major curricular changes were implemented. I am confident that the initiative taken by the students to publish this journal augurs well for the future in developing a research culture among this important group of professionals and also enhance their ability to undertake the task of making a scientific publication.

I sincerely hope that this will be the “first” of a series of Student Medical Journals that we will have the opportunity to read and enjoy.

Prof. Dulitha Fernando

Dean, Faculty of Medicine, University of Colombo.

15th July, 2008
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Interview: Professor Lalitha Mendis 
Naveen Jayawardena, Manu Wimalachandra and Ruwanthi Seneviratne
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Vidyajyothi Professor Lalitha Mendis, President of the SLMA, former Dean of the Faculty of Medicine, Colombo and former Director of the Postgraduate Institute of Medicine, Colombo is an eminent personality who is much loved and respected by all in the field of Medicine. Indeed, she needs no further introduction. A devoted teacher as well as a loving mother, she shares her views on current trends in Medicine, work in Sri Lanka, experiences as young doctor and her personal experiences of family life.  

Childhood experiences

When reminiscing about her childhood, Professor Mendis speaks of her parents with great affection. Her father was a dedicated school principal and her mother was a teacher. “They were both very widely read people”, she says. “Our house was full of books.” What helped her was not the fact that they were teachers, but that they taught her good values. 
Speaking of her mother, Professor Mendis says, “She was like an English scholar. She taught us the love of literature and music, not to pass exams, but to appreciate them”. As a child, she and her brother were always encouraged by their father to argue with him and there were heated debates at home. During their school holidays, they were taken by their father to the courts to observe the court cases, which also added a lot to their childhood experiences. 

Life as a Medical Student 

Reminiscing about her student days, she recalls how she had to undergo an interview before entering Medical College. Professor Mendis feels that some sort of aptitude test besides the Advanced Level examination is necessary to make sure that the most suitable candidates enter the profession. “Medicine is a vocation, it is not like any other job, you have to be prepared to serve with care and compassion. Every human being in this world is not capable of serving with compassion and care, and it is best that the people who you select for medicine have that quality in them”. She says that it is not impossible, citing examples from certain Indian Universities and our very own Faculty of Architecture of the University of Moratuwa. 

Early days as a doctor

Professor Lalitha Mendis’ first seven years as a young doctor were spent in Kuliyapitiya and Mawathagama working as a house officer and a Medical Officer of Health respectively. She recalls those days with fond memories, where she had the opportunity to serve the people at a very personal level. The innocent appreciation shown by the people towards her service was her reward and is something that she will cherish for a lifetime. “All doctors should take the opportunity to go to the periphery and serve the rural poor, after all 85% of our population is considered rural and this town living is unreal: it is not Sri Lanka”.

Working in Sri Lanka

Professor Mendis, on completion of her post graduate studies in the United Kingdom decided to settle down in Sri Lanka. Her primary reason for doing so was to take care of her parents who were living in Sri Lanka. Her second reason was that she, together with her husband felt that they had an obligation towards serving the country they were born in to, and provided them with a free education. Professor  Mendis is very firm in her view that students should value the free education received in Sri Lanka and should give back to the country something in return.


Experiences as the Dean

Professor Lalitha Mendis’ tenure as the Dean of the Faculty of Medicine, Colombo spanned a period of six years. One of the most significant developments that occurred during this period was the curriculum change and the infrastructural changes that occurred with it. She remembers the great difficulties faced by the staff and the student bodies to make the current facilities available to the students. It is her wish that the current student population will value and appreciate these facilities and make full use of them.

New Trends in Medicine

“There has been a globalization of medical practice and medical education,” she says. She explains that while medical practice has become more investigation oriented in Western countries, such a practice cannot be afforded in Sri Lanka. She feels that maintaining clinical skills is important. Speaking of new trends in Medical Education, she says: “We have to give the benefit of new thinking in medical education to students.” She emphasizes the fact that learning styles have changed when compared with the past. This led her to introduce a Medical Education Unit while she was Dean of the Faculty of Medicine, Colombo. The new trend aims to make doctors not only skilled and competent but good communicators with reflective, inquiring minds.
English

“During our time, the standard of English was much better”, Prof Mendis says. “A huge advantage for us was that our English was good. Even when we went abroad and studied for post graduate exams, this was an advantage. We would talk and write very well and people respected us”. As students in the faculty, they conversed in English and this helped students who were weak to improve their language skills. “Students have to better their communication skills in English. The grammar need not be perfect, but you should be able to tell what you want in a cohesive manner. The language of Medicine is English and it is very important for us to work as doctors; to study, to learn and to read fast. If you take half an hour to read a paragraph, it slows you down and it affects your performance” she points out. Prof Mendis recommends that each batch should decide to talk in English till, for example, 12 noon. “The motivation should come from the students to improve their language”, she emphasizes.

New entrants

She advises new entrants to the Medical Faculty to get out of their old learning skills and open their minds to the new. She advises students to be prepared to mix with students from other religions, ethnic groups as well as those of higher or lower social standards.  She emphasizes that there should be no segregation of Sinhala and Tamil students. She feels that this segregation is the result of students talking to each other in their mother tongues, Sinhala and Tamil. “Poor students should not be ashamed while better off students should not flaunt what they have; it creates a barrier,” she advises. 
Personal experiences

“If you want to do something, go ahead and do it,” says Professor Mendis. “But balance it well with your family’s needs. That is the difficulty women face.” She feels that medical students and lady doctors should choose their partners carefully. She stresses the importance of making sure before marriage that the future husband would be in agreement with their wife’s plans of pursuing a career. She also feels that men should realize that the wife is a separate individual and not their appendage. “My personal experience was that I was very lucky,” she says. “My husband never stood in my way; he never said ‘don’t do this’ or ‘don’t qualify’.” But she also took care to arrange things the way he liked. She had her two children whilst she was in the Ministry of Health and built up her family first before qualifying and joining the University. In order to keep the balance between her work and her family, she had to do her work during the dead of night or during the early hours of the morning while the rest of her family was asleep. “I think I have the ability to manage it all. In every aspect I have done my best,” she smiles.
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Visual and Musculoskeletal Problems among Video Display Terminal (VDT) Operators and their Ergonomic and Working Conditions

D R De A Seneviratne, G K K Sewwandi, S Sharmilee 

AL 2001 batch of students, Faculty of Medicine, University of Colombo

Abstract

Introduction: More people operate computers (visual display terminals/VDTs) on a daily basis in workplaces and are exposed to hazards related to continued usage.
Objective: To determine prevalence of musculoskeletal and visual problems in VDT operators by gender and describe working conditions. 
Methodology: This was a comparative cross sectional study of musculoskeletal and visual symptoms in 100 VDT operators in Maradana and Borella and an age and gender matched control group. The latter comprised 100 employees not using computers from the University of Colombo and the same workplaces where the study subjects were located. Data were collected using an interviewer administered questionnaire and a check list to assess posture and working conditions. The total number of checklists filled was 25.
Results: Prevalence of visual fatigue 75.0% (95%CI = 66.5-83.5,SND=7.137,p<0.05);burning / tearing eyes 35.0% (95%CI = 25.7-44.3, SND=3.158,p<0.05); neck pain 51.0% (95%CI = 41.2-60.8, SND=5.860,p<0.05); shoulder pain 48.0% (95%CI=38.2-57.8, SND=5.165, p<0.05), wrist pain 26% (95%CI = 17.4-34.6, SND = 2.784, p<0.05) and lower- back pain 49.0% (95%CI = 39. 2-58.8, SND=3.458, p<0.05) were significantly higher among the VDT operators. Sixty percent of VDT operators were females. Blurred vision (SND = 6.04, p<0.05) and double vision (SND = 2.44, p<0.05) were commoner in males, while visual fatigue (SND = 4.15, p<0.05), neck pain (SND = 2.026, p<0.05), elbow pain (SND = 2.552, p<0.05,), wrist pain (SND = 3.100, p<0.05) and finger pain (SND = 4.125, p<0.05) were commoner in females. All parameters of the workstation were in poor conformity to the expected standard except the monitor. All aspects of posture were unsatisfactory except for straightness of lower- back (76%).
Conclusions: Computer use is associated with occurrence of musculoskeletal problems. Females had a higher prevalence of musculoskeletal symptoms while males had a higher prevalence of visual symptoms. We recommend that more comprehensive studies be carried out.

Introduction

The introduction of the computer (Visual Display Terminal/VDT) has resulted in automation of previously manually performed tasks and thus revolutionized the workplace. In Sri Lanka, computers are now being used in both government and private sectors, including small-scale establishments. Computers are now essential equipment in offices as well as in factories, banks, hospitals and many other workplaces. As a result, more people are working with computers on a daily basis and are exposed to the hazards related to its continued use.

VDTs, as with any other equipment, when used properly do not cause adverse effects for the operator. However, they can contribute to significant health and safety problems if they are used improperly or are poorly matched with the operator. Fitting the workplace and working conditions to the physical and mental needs of the VDT operator is recommended as the solution (1).  Symptoms such as eye problems and lower back, neck and shoulder pain are common among computer users. These problems adversely affect the workers’ quality of life, efficiency of work and result in decreased productivity (2).
An assessment of visual and musculoskeletal symptoms in VDT operators in Sri Lanka has not been reported in the literature. Currently, the younger generation is increasingly engaged in occupations involving information technology. As a result, more people are working with computers on a daily basis, exposing themselves to hazards related to continued use. We can expect an increase in these work related problems. Hence research into VDT operators is important and this study was carried out to determine the effects of VDT use and to evaluate the workstations of VDT operators in Colombo.

Methods

This was a comparative cross sectional study of musculoskeletal and visual symptoms in VDT operators and an age and gender matched control group. The study was conducted from August 2006 to December 2006. Sample size was not calculated.  The workstations and postures of 25 VDT operators were also assessed.  It was initially planned to assess the workstations of all VDT operators who participated in the study, but this was not possible due to limited access to workstations.
Study population

The study sample consisted of 100 VDT operators from two clusters in Borella and Maradana. Data were gathered from 47 VDT operators from Borella and 53 from Maradana. After the interview, participants were given a specially designed leaflet educating them on preventive measures. The exclusion criteria were: age <20 and >59 years; diagnosis of arthritis, osteoporosis or rheumatism; duration of employment <6 months and duration of computer use <4 hours per day. 

Control group 

This consisted of 100 employees who did not use computers, from the University of Colombo and workplaces where the study group was drawn. Employees who were holding desk jobs (clerks, secretaries and peons) were selected. Those who were doing manual labour were excluded from the study.

Study instruments:

These were specially designed according to the recommended standards (1,3,4,5).
1. An interviewer administered questionnaire for VDT operators and the control group on symptoms. This was developed in English and translated to Sinhalese and Tamil. 
2. Check list to assess ergonomic and working conditions of VDT operators. This contained two separate sections to evaluate the workstation and posture of VDT operators. The monitor, worktable, chair and visual environment were each evaluated separately.  The participants were assessed while working at the workstations and they were unaware of being assessed.
In order to maintain uniformity in data collection the tasks of filling in the checklist, interviewing the participants and recording information at the interview were divided among the three researchers and maintained throughout data collection. The wording of questions, the degree of prompting and clarification were the same for all participants.  Permission to carry out the study was obtained from the relevant heads of the workplaces. Informed verbal consent was obtained from the participants. Statistical analysis was performed using SPSS Windows Version 13. 

Results

Of the 42 workplaces visited, 28 gave permission to interview their VDT operators. A total of 193 VDT operators were invited to participate. The sample was selected until 100 VDT operators agreed to be interviewed. Workstations of 25 VDT operators were observed. All 100 employees invited to be in the control group consented. 
Socio-demographic characteristics

Mean age of the study population was 29.9 years (SD= 9.094) while the mean age of the control group was 29.6 years (SD=8.069). The majority (73%) of both VDT operators and the control group were in the age group of 21-30 years. Sixty eight percent of VDT operators and 55% of the control group were unmarried. The majority of both VDT operators (60%) and the control group (58%) were females. 
Employment

The job profiles of VDT operators included typesetting (39%), computer applications (20%), software engineering (14%) and data entry (4%). Majority of female VDT operators were doing typesetting (35) and computer applications (15) while the most common employment of males was software engineering (12). The control group included clerks (57%), library assistants (16%), secretaries (8%) and peons (3%). 
Details on computer usage of VDT operators are given in table 1.

Table 1: Computer usage of VDT operators
	Computer usage in current employment
	% (n=100)

	Duration of use (years)

<1
	33.0

	1-5
	37.0

	6-10
	26.0

	>10
	4.0

	Number of hours at the computer per day
	

	4-6
	92.0

	>=6
	8.0

	Typing skill 
	

	                          Hunt and peck
	4.0

	                          Rapid two finger
	20.0

	                          Touch
	76.0

	Usage of keyboard and mouse
	

	           Keyboard predominantly
	39.0

	                         Mouse predominantly
	14.0

	                         Both equally
	46.0

	                         Do not know
	1.0

	Mean typing speed by gender
	words per minute

	                         Male
	25.4

	                         Female
	27.9

	                         All
	26.9


Visual and musculoskeletal symptoms 

A significantly higher proportion of VDT operators had the following symptoms compared to the control group: visual fatigue, burning/tearing, neck pain, shoulder pain, wrist pain and lower back pain.
Table 2 summarizes the frequency of symptoms experienced by the study and control groups. 
The commonest symptom in VDT operators was visual fatigue, while the control group commonly reported headache. 

In assessing musculoskeletal symptoms of the neck and upper limbs, reported symptoms were categorized according to the sidedness: mousing side, non-mousing side, both sides and central.  Of those with shoulder pain, 36 (75%, n=48) reported pain to be on the mousing side. Twenty six (51%, n=51) of those with neck pain said the pain was central. Out of 26 VDT operators with wrist pain, 18 said the pain was on the mousing side.  Of those who predominantly used the mouse, no one complained of wrist pain, finger pain or numbness in the hand. Those who were key board operators complained of wrist pain.

Table 2: Prevalence and comparison of visual and musculoskeletal symptoms

in VDT operators and control group
	Symptom
	VDT operators  

% (95%CI)
	Control 

%  (95%CI)
	     SND (p value)

	Headache
	   53.0    (43.2-62.8)
	         46.0    (36.2-55.8)
	           1.000  (p>0.05)

	Visual fatigue
	   75.0    (66.5-83.5)
	         30.0    (21.0-39.0)
	           7.137  (p<0.05)

	Blurred vision
	   22.0    (13.9-30.1)
	      21.0    (13.0-29.0)
	           0.172  (p>0.05)

	Double vision
	     7.0    (2.0-12.0)
	           7.0    (2.0-12.0)
	

	Burning/Tearing 
	   35.0    (25.7-44.3)
	         16.0    (8.8-23.2)
	           3.158  (p<0.05)

	Dry eyes
	   14.0    (7.2-20.8)
	           8.0    (2.7-13.3)
	           1.362  (p>0.05)

	Itchy eyes
	   13.0    (6.4-19.6)
	         11.0    (4.9-17.1)
	           0.435  (p>0.05)

	Neck pain
	   51.0    (41.2-60.8)
	         15.0    (8.0-22.0)
	           5.860  (p<0.05)

	Shoulder pain
	   48.0    (38.2-57.8)
	         16.0    (8.8-23.2)
	           5.165  (p<0.05)

	Arm pain
	   11.0    (4.9-17.1)
	           0.0
	

	Elbow pain
	     8.0    (2.7-13.3)
	           8.0    (2.7-13.3)
	

	Forearm pain
	     5.0    (0.8-9.2)
	           3.0    (0.7-5.3)
	           (0.723  p>0.05)

	Wrist pain
	   26.0    (17.4-34.6)
	         11.0    (4.9-17.1)
	           (2.784  p<0.05)

	Finger pain
	   17.0    (9.6-24.4)
	         11.0    (4.9-17.1)
	           (1.227  p>0.05)

	Numbness in hand
	     6.0    (1.4-10.6)
	           0.0 
	

	Tingling in hands/ fingers
	   10.0    (4.1-15.9)
	         12.0    (5.6-18.4)
	           (0.452  p>0.05)

	Lower back pain
	   49.0    (39.2-58.8)
	         26.0    (17.4-34.6)
	           (3.458  p<0.05)

	Tingling in legs/feet
	     6.0    (1.4-10.6)
	           8.0    (2.7-13.3)
	           (0.555  p>0.05)


Gender

A statistically significant difference between males and females was observed in the following symptoms: visual fatigue, blurred vision, double vision, neck pain, elbow pain, wrist pain and finger pain.  Blurred vision and double vision were more common in males, while the rest of the symptoms were more common in females.  Table 3 shows the symptoms which have a significant difference by gender. 
Table 3: Symptoms showing a significant difference by gender (p value<0.05)
	Symptom
	% of VDT operators (95%CI)
	SND 

	Njn,nm
	Male, n1=40
	Female, n2=60
	

	Visual fatigue 
	60 (50.4-69.6)
	85 (78.0-92.0)
	4.15

	Blurred vision 
	42.5  (32.8-52.2)
	8.3  (2.9-13.7)
	6.04

	Double vision 
	12.5  (6.0-19.0)
	3.3  (0.8-5.8)
	2.44

	Neck pain 
	42.5  (32.8-52.2)
	56.7  (47.0-66.4)
	2.03

	Elbow pain 
	2.5  (0.5-4.5)
	11.7  (5.4-18)
	2.55

	Wrist pain 
	15  (8.0-22.0)
	33.3  (24.1-42.5)
	3.10

	Finger pain 
	5  (0.8-9.2)
	25  (16.5-33.5)
	4.12




Workstation

The total marks allocated for the workstation was 30. The mean of the marks given to the 25 workstations observed was 19.96 (66.5%).  Over two thirds (16 out of 25) of the work stations scored <50% for work table while all workstations scored >50% for the monitor (table 4).
Posture

The VDT operators were observed for conformity with the recommended standard (Table 5).  This was best seen in straightness of back........................  

Table 4: Distribution of percentage of marks allocated to workstations
	Workstation component
	Number of workstations (N=25)

	
	<50% marks
	>50% marks

	Monitor
	0
	25

	Work table
	16
	9

	Chair
	6
	19

	Visual environment
	6
	19


Table 5: Observations of the posture
	Characteristics of the posture
	N
	%

	Back straight
	19
	76.0

	Lower back supported
	2
	8.0

	Head and neck straight and in line
	9
	36.0

	Upper arms and elbows close to the body
	13
	52.0

	Forearms and arms are at right angles
	15
	60.0

	Forearms and wrists are parallel to the floor
	7
	28.0

	Forearms, wrists and hands are straight and in line
	17
	68.0

	No sideways movement of wrists
	10
	40.0

	Thighs are parallel to the floor
	0
	0.0

	Feet are flat on the ground or on a firm footrest
	11
	44.0


Discussion

Visual fatigue, burning/tearing of eyes, neck pain, shoulder pain, wrist pain and lower back pain was significantly higher in VDT operators compared to the control group. 
The prevalence of visual fatigue was 75% (95%CI=66.5-83.5). A previous study found the same prevalence of visual symptoms in Information Technology professionals in India (6). Visual problems and stress were found to be more common in subjects in software development while musculoskeletal problems were more common among data entry/processing operators. In this study, due to the sample size, it was not possible to identify associations between job category and the prevalence of symptoms. 

Blurred vision and double vision were commoner in males, while visual fatigue, neck pain, elbow pain, wrist pain and finger pain were commoner in females. This is in accordance with previous studies, where females were found to experience significantly more musculoskeletal symptoms and a twofold increased risk of developing forearm pain (6,7).
A limitation of previous studies (2,6,7,8) was the absence of a control. As non-specific somatic complaints are commonly found in the normal population, it could not be argued that they were more common in VDT operators. In this study, an age and gender matched control group was drawn from the University offices and institutions in the same location as the study subjects. Therefore, it was possible to identify the symptoms where a true difference existed between the 2 groups. 

A major difficulty in carrying out this study was collecting the sample of 100 VDT operators. Many workplaces had to be visited and >150 VDT operators were invited. The non-respondents indicated lack of time as the reasons for refusal. The key personnel who refused permission to interview VDT operators of their institutions indicated as reasons for refusal tight schedules as well as apprehension, even after being assured of confidentiality. Due to the inadequate sample size, it was not possible to identify associations between job category and symptoms. It was also not possible to identify other aspects such as psychological problems and stress. 

Workstation assessments have been carried out in previous studies by participants, which was not an objective method (6). In this study, all the workstations were observed and evaluated in the same manner by the same observer. However, this also presented a difficulty as only 25 workstations could be assessed due to difficulties in accessing the workstations.
Majority of the work stations scored <50% for work table while all workstations scored >50% for the monitor. The characteristics of the monitor conformed better to the recommended standards compared to the worktable. 

The posture was unsatisfactory except for straightness of back and position of forearms and wrists. 
As this study was done on a small sample from a few institutions in Colombo, more comprehensive studies should be carried out. VDT operators and administrators of workplaces need to be educated on correct workstation design and posture for operating computers. 
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Awareness among cancer patients about their disease, management and prognosis
S K L A de Silva1, P M K R de Silva1, M T D Lakshan2, A Patheipan3

1AL 2000 batch of students, Faculty of Medicine, University of Colombo
2Senior Registrar, Otorhinolaryngology and Head and Neck Surgery, NHSL

3Senior registrar, Oncosurgery, National Cancer Institute, Maharagama
Abstract

Objective: To identify the level of awareness among cancer patients about their disease, management and prognosis.
Methodology: Data was collected using an interviewer administered questionnaire from 126 adult patients at the Cancer Institute, Maharagama
Results: Hundred and sixteen of the study sample were aware that they were having a disease of which fifty six accepted it as a cancer. Local extension was present in twenty seven instances but eleven of these patients believed that their disease has not extended locally. Distant metastasis was present in 21 cases and only one patient was aware of this. Out of 49 patients in whom surgery was not an option, 18 believed that surgery could be done. None of the patients had been given the opportunity to be involved in their management. Thirty eight patients had a general idea about their prognosis. Twenty three derived this from their personal judgment and only three patients had obtained this information from doctors.

Conclusion: A majority (55.56%) was unaware about the existing malignancy. A considerable proportion of patients had inaccurate information of the stage of the disease and its management. Patients’ autonomy had been given minimal consideration when planning out the management. The knowledge on prognosis was based on personal judgment and the involvement of a doctor in providing information about the prognosis was poor.

Introduction

Cancer has become a leading cause of mortality around the world. It is usually considered to be a non-curable disease and has a high mortality rate. The amount of knowledge regarding the disease in these terminally ill patients is questionable, as it is a well known fact that revealing the truth to such patients is an extremely difficult task (1, 2). As a result doctors tend to plan and implement the management quietly and evade the questions of patients. In the rapidly evolving field of medicine, the impact of the patient’s involvement in decision-making has become a significant technical and ethical issue. Patients have a right to know about their disease as well as its management and prognosis and also to be involved in the process of decision making (3). Studies done in several countries on this aspect have revealed that a considerable number of patients with cancers are lacking a sound knowledge about their illness (2, 4).
This study was conducted to identify the current level of awareness about the illness, management and prognosis among cancer patients, and to analyze their sources of information. 

Methodology

A descriptive cross sectional study was conducted at the National Cancer Institute, Maharagama during a period of one month from 22-05-2006 to 22-06-2006. Permission was obtained from the Hospital Director and all consultants in charge of the wards in which the study was carried out. Ethical clearance was obtained from the ethical review committee of the Faculty of Medicine, Colombo.
All inward adult patients within the study period fulfilling the requirements of the inclusion and exclusion criteria were recruited as the study population and a representative sample from this was selected by systematic sampling. Data was collected using an interviewer administered questionnaire after obtaining verbal consent.
The Bed Head Tickets, Diagnosis cards and other documented material were analyzed to assess the accuracy of data given by the patients. Current medical literature and local guidelines were used to obtain accurate data about the disease, management options and prognosis. 
Results

A total of 126 patients were included in the sample of which 54 were males and 72 were females.

Knowledge on the disease

Out of the total sample, 116 accepted that they had a disease, whilst 7 people denied it. Three patients claimed that they were not aware of the existence of a disease. Of the 116 who accepted the presence of a disease, only 56 knew that it was a cancer, 13 denied that they had a cancer and the remaining 47 were not sure of the nature of their disease.  

On ethical grounds, the complete questionnaire was administered only to those 56 patients who accepted that they were suffering from a cancer. Forty five patients knew the exact organ of origin of their malignancy. In one case although the patient claimed to know the organ of origin, he was wrong. Out of the remaining 10 patients who were not aware of the organ of origin, seven had at least a vague idea about the area of the body from which the malignancy had originated. 
Knowledge on the stage of the disease 

When analyzing the knowledge of the stage of the disease only the cases which could be staged by using the TNM classification were considered. Therefore from the sample of 56 patients, 12 patients with leukaemia were excluded from this analysis. 

Local extension was present in 27 cases. This was correctly known by 8 patients but 11 believed that their disease had not extended locally. The remaining 8 were unable to comment on the presence of local extension. Of 17 patients without local extension, two wrongly believed that their disease had extended locally beyond the organ of origin. Four were unable to comment and the rest were fully aware that their disease had not invaded the adjacent organs.  

Positive lymph nodes were present in 26 instances and only 6 patients were aware of this. Seven patients denied the presence of positive lymph nodes and 13 were unable to comment. In 18 instances, the lymph nodes were negative. This was known by 10 of the patients.  Eight were unable to comment. 

Distant metastases were present in 21 cases but only one patient knew that his disease had metastasized to other parts of the body.  Five patients denied the presence of metastases, while the other 15 were unable to comment.  The patient who knew about the presence of metastases was fully aware of the exact organs of involvement. Distant metastases were absent in 23 instances and only 10 patients were aware of this.  One patient believed that his disease had disseminated to other organs as well. The remaining 12 were not sure about the presence/absence of distant metastases. 

Sources of information about the disease 
The main sources of information about the disease are shown in table 1.
Table 1: Sources of information about the disease

	Sources
	Number
	Percentage (%)

	Doctors who diagnosed
Oncologist
Medical student
Other patients
Relatives
Others
	23
18

2

3

7

3
	41.07
32.14

3.57

5.36

12.5

5.36

	Total
	56
	100


In almost 75 % of cases, doctors had played a major role in giving information about the disease. However in the remaining 25% of patients, medical professionals were not the main source of information. In 11 cases not a single doctor had been involved in the process of giving information. Relatives were the only source of information for 3 of those 11 patients and in the case of one patient, admission to the Cancer Institute was the sole indicator that he had a malignancy. 

Irrespective of the sources 49 were satisfied with the amount of information received so far. Seven expressed their disappointment. Five of them felt that the amount of information given by doctors was very little and the other two felt that the doctors did not reveal the truth. All seven wanted to know more details about their disease. 

Of the 49 in the satisfied category, three were happy with the existing knowledge and did not want to know more. The remaining 46 wished to know more details about their disease.
Knowledge on the management 

The management plan of each patient in the study sample was obtained from the doctors in charge of them led by the consultant oncologist and the patients’ knowledge on his or her particular management plan was assessed.
Surgery was a possible management option at the current stage of the disease in only seven cases and four patients were aware of this while the remaining three were unaware of the possibility of surgery as a management option. It was not possible to carry out a surgery as a palliative or a curative measure at the current stage of the disease in 49 cases.  Only 12 of those patients were aware of this. Eighteen believed that surgery was still a favourable and the remaining 19 were not sure. 
Chemotherapy was a treatment option at the current stage of the disease in 54 cases and in 47 of these instances the patient was aware of it, while seven patients were not sure whether it was possible. Of the two patients in whom chemotherapy was not a management option, one patient believed that it was still favourable and the other was unable to comment. Of 47 who were currently on chemotherapy or knew chemotherapy was a management option, , 26 knew that there are side effects associated with chemotherapy. Two patients denied this and 19 were unable to comment on the occurrence of side effects with chemotherapy. 
Of 26 who accepted the occurrence of side effects with chemotherapy, 20 correctly knew at least a single side effect. The knowledge on two was inaccurate and the remaining four were not aware on the exact types of side effects which could occur following the initiation of chemotherapy. 
It was possible to manage the patient with radiotherapy at the current stage of the disease in 42 cases. In 29 of these instances the patients were aware on this, while three believed it was not possible.  The remaining 10 were not sure whether it is possible. Of the 14 patients in whom radiotherapy was not a management option, four believed that it was still favourable, five were not sure, while the remaining five were aware of the exact situation. From the 29 who were currently on radiotherapy or knew it was a management option, only seven knew that there were associated side effects. Two believed there were no side effects associated with radiotherapy and 20 were not sure.

Of the seven patients who accepted that there were side effects associated with radiotherapy, five correctly knew at least a single side effect. The knowledge of one patient was inaccurate while the other patient was not aware of any side effects. 
Majority (49) of the patients were optimistic that the malignancy could be controlled by proper treatment. Only three patients did not believe this and four were not sure about the effectiveness of treatment in controlling the disease. Irrespective of their responses all the patients accepted that being compliant with the management protocol is important for a better outcome. 
Fifty four patients accepted the need of regular follow up in the period of treatment and thereafter. One thought that regular follow up was not needed and the other was unable to comment on the importance of follow up and clinic visits. The majority of patients believed that possessing a sound mental state (53/56), good family support (53/56) and proper nutrition (54/56) were important aspects in the management. 
Source of information about the management

Main sources of information about the management are shown in table 2

Table 2:  Sources of information about the management

	Sources 
	Number 
	Percentage

       %

	Doctors who diagnosed

Oncologist

Medical student

Nurse

Other patients

Relatives

Friends

Neighbours

Others
	3

31

1

1

1

2

1

1

15
	5.36

55.36

1.79

1.79

1.79

3.57

1.79

1.79

26.79



	Total
	56
	100


Involvement of a doctor in giving information about the management was seen in 37 instances. In 34 of those cases the doctor was the main source of information. On 19 occasions not a single doctor had been involved in giving information about the management. Fourteen of those patients had got to know about the management, only as he or she was going through a management procedure. Relatives, friends and nurses had been the only source of information in one case each.  
Knowledge on the Prognosis 

None of the patients knew the statistical data on prognosis. Thirty nine patients had a general idea about their prognosis, which was derived from different sources.  The remaining 17 were unable to comment on this issue. 
Source of information about prognosis
Sources of information about prognosis are shown in table 3.
Table 3:  Sources of information about the prognosis
	Source 
	Number
	Percentage (%)

	Doctors who diagnosed

Oncologist

Other patients

Relatives

Neighbours

Personal beliefs

Others

None
	1

2

8

1

1

23

3

17
	1.79

3.57

14.29

1.79

1.79

41.07

5.36

30.36

	Total
	56
	100


 Involvement of a doctor in revealing information about the prognosis was seen in only three instances, in two cases by a consultant and only in one by a junior medical officer. Knowledge on prognosis was based on personal judgment in 23 patients. In eight cases other patients were the main source of information regarding prognosis. 
Discussion and Conclusions   
Cancer Institute, Maharagama is the leading tertiary care institute catering to the cancer patients of Sri Lanka. Although patients with non malignant diseases and pre-malignant conditions are also treated at this institution, there is a general acceptance in the society that if a patient is referred to this hospital, the chances of that patient having a cancer are very high. Therefore, unless specifically enlightened on this issue many people can be misled. On the other hand it is unlikely that a doctor may be reluctant to reveal a non malignant condition to the patient when he or she is referred to the cancer hospital for treatment. Unawareness of an existing malignancy in 55.56% of the total population of the study may be due to denial.  
Medical ethics dictate that the patient has the right to know about the disease, treatment options and prognosis (3, 4). The knowledge of the above must be imparted by the most suitable member of the healthcare delivery team and patients should make informed decisions about their management (5). Knowledge about the prognosis helps in the grieving process and enables them to take life decisions in a timely manner.  
On analysis of the knowledge of the disease and its stage, a clear finding was that a major proportion of patients had an inaccurate idea about the stage of the disease. In the majority the main source of information about the disease was doctors, with some contribution from medical students. However, the results showed that in a considerable number of patients, information on the disease is derived from non qualified personnel such as relatives and other patients. This may be a significant contributor to the amount of inaccurate information that the patients have. Poor clarification of the information received may be another factor.  
The concept of breaking bad news and giving information about the disease and its management and prognosis are important ethical principles in medicine. All doctors should have a sound knowledge in this regard, as it is an important part of their professional practice and has a significant impact on the outcome of patient management (5). 
The management plan had been decided by the doctors with minimal patient involvement. The important ethical principles of autonomy and informed consent had been given minimal respect on these occasions. 
Many misconceptions were present among the patients on the feasibility of various management options. This was true for the knowledge on the side effects of those options as well. Even though doctors were involved in giving information about the management to a considerable extent, a large proportion of patients got to know about their management as they went through the procedures.  
None of the patients were aware of the current statistical data on prognosis. They had different views on this aspect of the disease, most of which were derived from their personal judgment. Doctors seemed to pay least attention to this aspect of management and their involvement was unsatisfactory. Other patients had contributed to shape the views of the patients on prognosis in a considerable number of cases. The accuracy of the information obtained from other patients is questionable. It is the responsibility of the doctors to pay more attention to this aspect of management, in order to prevent harbouring of inaccurate and unnecessary views by the patient.
Irrespective of the amount of information received so far, most of the patients were happy with their current knowledge. However they expressed a willingness to know more. Their socio-cultural background may have a bearing on this. Sri Lankan patients generally have a great respect for medical professionals and place a lot of confidence in them.   They believe the doctors do their best to preserve their lives and improve its quality. 
Limitations 
A few drawbacks of the method which may have an effect on the results of the study, were identified. The sample size, duration of the study and the exclusion of the floor patients were some of them. Administration of the questionnaire to only the 56 patients who accepted that they have a cancer was a major limitation.  As a result, more than 50% of the total sample population was not interviewed, with possible loss of important information from those patients. 
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Abstract
Objectives

1. To identify occupationally related and non-related health problems among sewage / drainage cleaners, garbage collectors, and truck drivers in the context of  physical, mental and social health and to compare their distribution among the different groups.

2. To identify the health hazards they are exposed to in the course of their work and to describe the available preventive methods.
Method

A descriptive cross sectional study was conducted in four centres in the Colombo Municipal Council- District 4 area. An interviewer administered questionnaire was given to 114 male drainage/sewage collectors (DSC), solid waste collectors (SWC) and truck drivers (TD). 
Results

The main health problems were back pain (38% SWC, 63% DSC, 25% TD) and traumatic injuries (32% each in SWC and DSC). Other health problems recognized were itchy rashes, chronic cough and shoulder pain. There was a lower prevalence of non - occupationally related diseases in the study group.  Alcohol consumption was higher among the solid waste collectors (72.3%) than the drainage cleaners (46.8%) and the prevalence of smoking was higher among drainage cleaners (70.2%) than the solid waste collectors (63.8%). Except for the difference in the occurrence of shoulder pain (p = 0.04), which was greater in sewage/drainage cleaners than other workers, the differences of symptoms and diseases among the 3 groups were not statistically significant (p>0.05). A significant number of SWC and DSC reported cuts (74% and 49%), needle pricks (42% and 49%) and exposure to toxins (6% and 4%).  Gloves and boots were available for 44% of SWC and 32% of SDC, but usage was less than 25% in both groups.

Conclusion  

Back pain, traumatic injuries, itchy rash, and cough were the common health problems among solid waste collectors and drainage cleaners. Needle prick injuries, cuts and exposure to toxins were the major health hazards. The availability and the use of safety equipment were unsatisfactory.

Introduction
Garbage collection and cleaning of drains and sewers are professions which have an adverse social perception, possibly due to the inherent nature of the work. The level of hygiene and health status of such workers is a concern that is widely debated, but only a few studies or programs have been conducted to assess and improve the health status of such workers.

Therefore a study to determine the health problems and health hazards of such workers is timely.  This study was designed to identify the occupationally related and non-related health problems among sewage / drainage cleaners, garbage collectors, and truck drivers in the context of physical, mental and social health and to compare their distribution among the different groups. It also aims to identify health hazards they were exposed to in the course of their work and to describe the available preventive methods.
Method
A descriptive cross-sectional study was carried out in four centres in the Colombo Municipal Council (MC) District 4 area. The study population consisted of sewage/drainage cleaners (DSC), solid waste collectors (SWC) and truck drivers (TD) of the area. A total of a hundred and fourteen workers (47 DSC, 47 SWC and 20 TD) participated in the study. The total population of the DSC and TD and a randomly selected sample of SWC participated in the study. The study instrument was a structured, interviewer administered questionnaire in Sinhalese, which was pre-tested on a pilot sample of 15 workers at the Kirulapone solid waste depot. 

Results
The study sample consisted of male workers with ages ranging from 30-39(14%), 40-49(65%) and 50-59(21%). All workers had received schooling with the majority being educated up to year 9. None of the workers had received higher education. The duration of service was more than 15 years in 80%. The monthly salary ranged from Rs.12,000 to Rs.18,000.     

Occupation related health problems
The most common problems among the 47 solid waste collectors interviewed were short to long term back pain(18),  occupationally related trauma (15), chronic cough (8), and eczema(8).  Of the 47 DSC interviewed, 25 suffered from short to long-term back pain, 15 from occupationally related trauma, 15 from eczema and 13 from chronic cough.  The commonest health problems among the 20 TD interviewed were short to long-term back pain(5), rhinitis(4), chronic cough(4) and sweat rash(4).  Findings are summarised in table 1.
Table 1: Occupation related health problems among the workers.

	
	Solid waste collectors

n = 47
	Drainage cleaners

n = 47
	Truck drivers

n = 20

	Disease/ symptom
	No. of workers
	treatment taken
	No. of workers
	treatment taken
	 No. of  workers
	treatment taken

	Back pain
	18  (38.3%)
	   8 (44.4%)
	   25  (53%)
	   20 (66.6%)
	     5 (25%)
	      5 (100%)

	Trauma
	15    (32%)
	 13 (86.6%)
	   15  (32%)
	  10    (66%)
	     2 (10%)
	      2 (100%)

	Chronic cough
	  8    (17%)
	   5    (62%)
	   13  (27%)
	  10    (77%)
	     4 (20%)
	      4 (100%)

	Itchy rashes
	  8    (17%)
	  7  (87.5%)
	   15  (32%)
	  15  (100%)
	     1   (5%)
	      1 (100%)

	Rhinitis
	  4   (8.5%)
	  0
	     8  (17%)
	    6    (75%)
	     4 (20%)
	      2   (50%)

	Nail disease
	  2   (4.2%)
	  1    (50%)
	    3(6.37%)
	    2    (66%)
	     0
	      0

	Folliculitis/

Cellulitis
	  2   (4.2%)
	  2  (100%)
	    2(4.25%)
	    2   (100%)
	     0
	      0

	Shoulder pain
	  0
	  0
	    10 (21%)
	   2     (21%)
	     2 (10%)
	      2 (100%)

	Sweat rash
	20   (4.2%)
	  0
	   5 (10.6%)
	   2     (40%)
	     4 (20%)
	      2   (50%)

	Urticaria
	  1   (2.1%)
	  0
	   5 (10.6%)
	   5   (100%)
	     0
	      0


SDC had a statistically higher prevalence of shoulder pain than others (p=0.04). The difference in prevalence of itchy rashes (p=0.08), chronic cough (p=0.448), trauma (p=0.141) and back pain (p=0.08) among 3 groups of workers was not statistically significant.

Non-occupation related health problems
Prevalence of diabetes mellitus and hypertension in SWC was 1/47 (2.12%) and 0/47; in DSC 3/47 (6.38%) and 3/47 (6.38%); and in garbage truck drivers 2/20 (10.28%), and 2/20 (10.28%). All were on regular treatment. 
Tuberculosis, ischemic heart disease or other chronic diseases were not reported.

Social and psychological health problems 
Table 2 depicts the social/psychological health problems among the study population.  Alcohol consumption and smoking were the main problems identified.  Alcohol consumption was seen in 32 SWC, 22 DSC and 12 TD with a mean of 2.11, 1, 0.5 bottles per week respectively. Smoking was seen in 29 SWC, 33 SDC, and 13 TD with a mean of 9.3, 11.7, and 8.7 cigarettes per day respectively. There was no statistically significant difference in the patterns of consumption of alcohol and smoking among the different groups. 

Table 2: Social and psychological health problems

	Health problem
	Solid waste collectors

n = 47
	Drainage/sewage cleaners

n = 47
	Garbage truck driver

n = 20

	
	
	
	

	Alcohol consumption 
	           32  (72.3%)
	          22  (46.8%)
	        12  (60.4%)

	Smoking
	           29  (63.8%)
	          33  (70.2%)
	        13 (65.1%)

	Gambling
	             4  (8.5%)
	            2  (4.2%)
	          0

	Betel chewing
	             1  (2.1%)
	            5  (10.6%)
	          0

	Family problems
	             1  (2.1%)
	            0 
	          0


Job satisfaction 
The job satisfaction as perceived by the workers is shown in Table 3.  The majority was satisfied with their current line of work (42 SWC, 37  DSC and  18 TD) as it provided them with a reasonable, steady income (including good tips from residents), a pension system and good working hours. Forty SWC, forty DSC and twenty TD stated that there was no stress associated with the work due to well-established employer- employee relationship, good co-worker relationship and teamwork.

Table 3: Job satisfaction among the workers.

	Opinion
	Solid waste collectors
	Drainage/sewage cleaners
	Garbage truck driver

	Satisfied with current work
	Agree
	       42 (91.4%)
	      37 (78.7%)
	        18    (90%)

	
	Disagree
	        5    (8.6%)
	      10 (21.3%)
	          2   (10%)

	No stresses with work
	Agree
	     40   (85.1%)
	      40 (85.1%)
	        20 (100%)

	
	Disagree
	      7   (14.9%)
	        7 (14.9%)
	          0


Exposure to health hazards

The main health hazards reported were cut injuries (SWC 35, DSC 23, TD 7), needle /nail prick injuries (SWC 20, DSC 23, TD  2) and contact with toxins/irritants (SWC 3, DSC 2)(table 4). Sixty three percent of SWC and 65% of DSC have received treatment for their cut injuries. However, only 40% of SWC and 34% of DSC had received treatment for the needle prick injuries. All TD who experienced needle prick and cut injuries sought treatment.
Exposure to needle prick injuries was significantly higher in DSC than other groups (p=0.01). A significantly higher incidence of cut injuries was noted among SWC as compared to other groups (p = 0.004).
Other types of trauma reported included falling from trucks, road traffic accidents, being run over by their own trucks and dog bites.


Table 4: Exposure to health hazards

	Health hazard
	Solid waste collectors

n = 47
	Drainage/sewage cleaners

n = 47
	Garbage truck driver

n = 20

	Needle/ nail prick
	20 (42.5%)
	23 ( 49%)
	2 (10.2%)

	Cuts
	35 (74.4%)
	23  (49%)
	7 (33.8%)

	Contact with toxins/irritants
	3 (6.3%)
	  2 (4.2%)
	0


Table 5: Availability and utilization of safety measures by the workers
	Safety measure
	Solid waste collectors
	Drainage/sewage cleaners

	Gloves 
	Availability
	18 (40%)
	15 (31%)

	
	Usage
	10 (21%)
	10 (21%)

	Boots
	Availability
	20 (44%)
	15 (31%)

	
	Usage
	12 (25%)
	10 (21%)


Safety measures

Only SWC and DSC had access to safety measures (Table 5).   Eighteen SWC and 15 DSC were provided with gloves although only 10 workers of each group utilized them. Twenty SWC and 15 DSC had been provided with boots. However the utilization was poor. The reasons given for inadequate usage of available equipment were, the fact that gloves and boots resulted in increased perspiration that caused discomfort in work and that they were not accustomed to work wearing them. Safety helmets, goggles and facemasks were not available and the drivers had no safety equipment.
Discussion
The prevalence of back pain and trauma was high in all three groups of workers probably due to the fact that they were engaged in hard laborious work involving sharp heavy metal equipment. As described by Tuller (1), similar to other professions that require physical labour, garbage collecting can put tremendous strain on the body. 
The prevalence of itchy rashes was high probably due to continuous contact with garbage, stagnant water and irritants without adequate skin protection. Prevalence of chronic cough and allergic rhinitis could be high due to the fact that they are exposed to irritant gases, fumes and weather changes during their work in the fields. In a study by Mustajbegovic et al on respiratory function in street cleaners and garbage collectors, the prevalence of most of the chronic respiratory symptoms was statistically higher among the sanitation workers than the controls (2). This was reiterated by Tuller in his monograph, where he states that garbage collectors are many more times likely to suffer allergies, infections, and respiratory problems (1).

The percentage seeking treatment for their health problems was low. This may be due to reasons such as lack of knowledge about the necessity of treatment, lack of concern and previous similar experiences managed without treatment.  All workers with chronic diseases were on regular treatment, perhaps because of advice received by their doctors and the media.

Alcohol consumption and smoking were the main psycho-social problems identified among the workers. Most employees admitted to increasing or starting these habits after joining the current line of work. This may be to overcome the unpleasantness (smell, sight etc.) of garbage and due to the tiring nature of work, increased availability of these substances and influence of other workers.  

The significantly high prevalence of health hazards may be due to the lack of concern of the public regarding the safety of garbage worker by discarding harmful objects without necessary precautions. Tuller further states that the risk of needle stick injuries and exposure to infectious diseases is a particular concern on routes near medical facilities (1). 

The workers are also responsible for these accidents as many do not use the available safety measures. The authorities too have the responsibility of supplying standard safety equipment to the employees in adequate quantities.

Conclusions and recommendations 
At first glance, garbage collecting may not seem extremely hazardous but in reality it comprises of many health problems. 
We recommend that health education programs should be conducted on a regular basis for both the workers and the relevant authorities regarding occupational health diseases and health hazards, and their prevention with emphasis on the advantage of prevention over cure.
Hospital should use appropriate containers for the disposal of sharps. Special bags/tags or signs should be used for them. Hospitals and house holders must take extra care when discarding sharp objects, toxins and irritants into garbage so as to prevent injury to others.
Workers should be provided with and encouraged to use safety equipment such as  slip-resistant footwear to prevent falls, nose-and-mouth masks to prevent respiratory problems and heavy gloves during work in the field. 
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Abstract

Objective: To identify post intern career preferences and factors influencing their selection in fourth year medical students of the University of Colombo.

Design and setting: A descriptive cross sectional study was carried out among 200 fourth year medical students of the AL 99 batch of the Faculty of Medicine, University of Colombo from 20th May 2005 to 11th July 2005. A self-administered questionnaire was used for data collection. Data analysis was done using Microsoft Excel and SPSS software programs.
Results: According to the level of preference scores computed for each career preference, General Medicine, Obstetrics and Gynaecology, General Practice/Family Medicine, General Surgery and Neurology were areas/disciplines with the highest levels of preference among students. Community Medicine, Biochemistry, Geriatrics, Medical Administration and Microbiology had the lowest preference scores. Among factors which influenced the career preferences, personal factors scored the highest percentage score (35.03%), followed by factors within the hospital and clinical appointment (36.33%), occupational factors (29.5%), factors within the medical school (20.84%) and factors associated with family and relatives(7.6%).
Conclusion: Contrary to the popular belief that career choices among the medical professionals are made after internship, this study reveals that they may be made within and even before entry to medical school. These choices are influenced by factors both within and outside the faculty. 

Introduction

Medical careers begin by encompassing a broad range of study, ultimately narrowing down to specialization and sub specialization. Relatively little is known about transition from the ‘medical student’ who is a relatively undifferentiated, totipotent 'stem doctor' (1), potentially capable of entering any specialty, through to the final, fully-differentiated ‘specialist’ who is restricted to one specialized area of medicine.
Although medical career specialization has been subjected to a moderate amount of research worldwide, similar studies have not been conducted among medical students in Sri Lanka, which produces 800 – 900 medical graduates per year. Medical education in Sri Lanka requires undergraduates to be exposed to a wide range of medical specialties, and most students will have sampled many areas/disciplines by the final year when they start professorial appointments. During undergraduate training students are exposed to a wide range of relatively balanced learning experiences, which may have an impact on forming their preferences, both for and against certain specialties/healthcare settings. Although it is often assumed that students do not make career choices until and after they have finished medical school, there is strong evidence that career choices can be determined during or even before medical school (2-5). 
Career choices among medical professionals involve considering the entire range of careers and then selecting those which they regard as broadly acceptable, making their eventual choices within that subset. An important point highlighted by some studies (2, 6) is that choices tend to be negative, meaning that careers are rejected because they do not have attributes which are consonant with the person making the choice, rather than positively chosen for their special suitability. 
Preferences of present day students may reflect ultimate career choices of future medical practitioners, which in turn play an important part in the healthcare sector of a country. The challenge for medical educationists is to understand how these choices are made and design curricula to influence these choices. Thus, identifying career preferences and factors which influence these will facilitate workforce planning of healthcare services and appropriate changes in undergraduate medical education in Sri Lanka. 
Method

A descriptive cross-sectional study was conducted in the Faculty of Medicine, University of Colombo, during a period of eight weeks (May - July 2005). The study sample consisted of 200 students of the Advanced level (AL) 1999 batch, who had completed the fourth year of their five year undergraduate course. The inclusion criterion was the exposure to all the teaching activities, pre-professorial clinical rotations and modules by the time the study was conducted. 
Data collection was by a self-administered questionnaire consisting of two main components apart from the variables describing the study population. Part A inquired on career preferences with respect to the area/discipline of interest. Students were requested to state their level of preference for 33 areas/disciplines listed out by the investigators with an option for ‘other’ preferences. The list of areas/disciplines was decided upon considering the clinical rotations students had been exposed to and the list of specialties obtained from the Post Graduate Institute of Medicine (PGIM). Preferences on teaching, research, setting of work and whether their preference had changed after entering the faculty were also inquired. Part B inquired on factors influencing career preferences. Students indicated the degree to which 34 variables influenced their preferences. These variables were chosen after a literature review and discussions with medical students, doctors and lecturers. The list was given to medical students and pre-interns to check for item appropriateness and comprehensiveness and modified based on their review.  The initial version of the questionnaire was pre-tested among the medical students of the AL 1998 batch (early final year students).
Data was analyzed using Microsoft Excel and SPSS software programs. Responses to the level of preference were rated on a five point scale, +2 ‘the definite choice’, +1 ‘desirable choice’, 0 ‘neutral’, -1 ‘not a desirable choice’ to -2 ‘definitely not a choice’.  Responses to the factors were rated on a 3-point scale ranging from 0 ‘no influence’, +1 ‘some influence’ to +2 ‘strong influence’.  Factors were grouped in to five categories as personal factors, factors associated with family and relatives, factors within the medical school, factors within the hospital and clinical appointment and occupational factors. The total score for each category was calculated and taken as a percentage of the maximum expected score for comparison.
Results

Response rate was 95.5% (191/200).  Among the respondents 60.2% were males and 39. 8% were females. The age of participants ranged from 24-31 years. Mean age of the sample was 26.63 years with a standard deviation of 0.841. 

Comparison of career preference scores are represented in their descending order in Table 1. According to the scoring system assigned, the five most preferable areas/disciplines were General Medicine, Obstetrics and Gynaecology, General Practice and/or Family Medicine, General Surgery and Neurology. The least preferable were Community Medicine, Biochemistry, Geriatrics, Medical administration and Microbiology. Nine students (4.68%) had indicated their preferences in ‘others’ category (Cardiothoracic surgery, Medical information technology, Plastic surgery, Sports medicine and Venereology).

A majority of students (60.7%) had decided to specialize once they graduate, while 36.6% were undecided.  The percentages of students who had already decided on engaging in teaching and research activities were 54.5% and 40.3% respectively. Equal percentages preferred to work only in Sri Lanka (38.7%) and both in Sri Lanka and abroad (38.7%). Majority (79.1%) preferred to work in both government and private sectors. Most have indicated multiple options including both primary and non-primary healthcare settings and their comparisons are represented in figure 1.

62.3% didn’t have a specific career preference at the time of entrance to the faculty. By the end of the fourth year 47.64% had a definite career preference. Of the 37.3% who had a definite career choice at the time of entrance, 56.9% had not changed their preferences.

Only 188 had indicated the degree to which 34 variables influenced their career preferences (table 2). The factors were grouped into five categories and the influence of each was calculated using the scoring system. The total score of each category was taken as a percentage of maximum expected score within each category (figure 2). 
Table 1:  Scores of each area /discipline
	Area/ discipline
	The definite choice


	A desirable 

choice
	Neutral
	Not a desirable

choice
	Definitely  not a choice
	Total
	Score

	General Medicine
	21
	116
	34
	11
	9
	191
	108

	Gynaecology and Obstetrics

	15
	69
	62
	20
	25
	191
	14

	Other
	4
	5
	0
	0
	0
	9
	9

	General Practice/  Family Medicine

	11
	71
	53
	38
	18
	191
	8

	General Surgery
	21
	74
	37
	28
	31
	191
	5

	Neurology
	5
	71
	62
	32
	21
	191
	2

	Cardiology
	8
	61
	70
	33
	19
	191
	-2

	Nephrology
	2
	49
	79
	38
	23
	191
	-33

	Ophthalmology
	4
	41
	83
	36
	27
	191
	-45

	Paediatrics
	12
	53
	53
	33
	40
	191
	-48

	Pulmonology
	1
	33
	99
	34
	24
	191
	-48

	Gastroenterology
	1
	42
	83
	38
	27
	191
	-49

	ENT
	3
	33
	87
	45
	23
	191
	-55

	Rheumatology
	2
	40
	74
	50
	25
	191
	-58

	Dermatology
	2
	36
	74
	48
	31
	191
	-72

	Anaesthesia
	0
	39
	71
	33
	48
	191
	-90

	Orthopaedic surgery
	7
	38
	48
	56
	42
	191
	-95

	Oncology
	1
	28
	69
	62
	31
	191
	-95

	Neurosurgery
	5
	32
	56
	49
	49
	191
	-110

	Pathology
	0
	34
	56
	50
	51
	191
	-118

	Pharmacology
	1
	30
	63
	43
	54
	191
	-120

	Genetics
	2
	36
	51
	45
	57
	191
	-121

	Physiology
	0
	30
	58
	48
	55
	191
	-128

	Paediatric surgery
	3
	28
	53
	52
	55
	191
	-131

	Psychiatry
	5
	25
	54
	50
	57
	191
	-134

	Radiology
	0
	19
	62
	57
	53
	191
	-144

	Anatomy
	2
	19
	58
	53
	59
	191
	-150

	Forensic medicine/ toxicology

	2
	35
	36
	47
	71
	191
	-152

	Parasitology
	0
	18
	60
	52
	61
	191
	-156

	Microbiology
	0
	16
	63
	51
	61
	191
	-157

	Medical administration

	3
	27
	43
	43
	75
	191
	-163

	Geriatrics
	0
	16
	56
	56
	63
	191
	-166

	Biochemistry
	0
	7
	56
	55
	73
	191
	-194

	Community Medicine
	3
	13
	24
	34
	117
	191
	-252


(The responses to the level of preference were rated on a five point scale, ranging from +2 ‘the definite choice’, +1 ‘desirable choice’, 0 ‘neutral’, -1’not a desirable choice’ to -2 ‘definitely not a choice’.)

Table 2: Factors influencing career preferences
	Category of Factors
	Factors
	No influence
	Some influence
	Strong influence
	Score

	
	
	Freq.
	%
	Freq.
	%
	Freq.
	%
	

	Personal Factors
	Personal preference
	9
	4.71
	48
	25.13
	131
	68.59
	310

	
	Desire to serve mankind
	20
	10.47
	95
	49.74
	73
	38.22
	241

	
	Desire to serve your countrymen
	27
	14.14
	98
	51.31
	63
	32.98
	224

	
	Having had/having a certain illness yourself
	138
	72.25
	39
	20.42
	11
	5.76
	61

	
	Sense of “personal fitness”
	53
	27.75
	84
	43.98
	51
	26.70
	186

	Factors associated with family and relations
	Parental wishes
	80
	41.88
	84
	43.98
	24
	12.57
	132

	
	Having a relative abroad
	125
	65.45
	46
	24.08
	17
	8.90
	80

	
	Having a relative/friend in the same setting/field
	149
	78.01
	33
	17.28
	6
	3.14
	45

	
	Having a relative/friend with a certain illness
	143
	74.87
	38
	19.90
	7
	3.66
	52

	
	Present family income
	143
	74.87
	35
	18.32
	10
	5.24
	55

	Factors within the Medical School
	Interesting lectures/seminars
	94
	49.21
	72
	37.70
	22
	11.52
	116

	
	Student seminars/Problem based learning sessions/Assignments
	116
	60.73
	67
	35.08
	5
	2.62
	77

	
	Laboratory practical sessions
	116
	60.73
	63
	32.98
	8
	4.19
	79

	
	Skills sessions
	81
	42.41
	87
	45.55
	20
	10.47
	127

	
	Successful examinations
	52
	27.23
	91
	47.64
	45
	23.56
	181

	Factors within the  hospital setting/clinical appointments
	Enjoying the clinical appointment
	30
	15.71
	85
	44.50
	73
	38.22
	231

	
	Inspiration from role models
	57
	29.84
	80
	41.88
	51
	26.70
	182

	
	Quality of teaching in the wards
	45
	23.56
	100
	52.36
	43
	22.51
	186

	
	Experiences with patients
	26
	13.61
	97
	50.79
	65
	34.03
	227

	
	Opportunity to do procedures
	43
	22.51
	87
	45.55
	58
	30.37
	203

	
	Encouragement by senior doctors
	60
	31.41
	71
	37.17
	57
	29.84
	185

	
	Encouragement by colleagues
	76
	39.79
	81
	42.41
	31
	16.23
	143

	
	Developed an interest in the area
	14
	7.33
	90
	47.12
	84
	43.98
	258

	
	Confidence in the area
	25
	13.09
	89
	46.60
	74
	38.74
	237

	Occupational factors
	Working conditions
	54
	28.27
	98
	51.31
	36
	18.85
	170

	
	Working hours
	73
	38.22
	84
	43.98
	31
	16.23
	146

	
	Diversity of patients
	51
	26.70
	95
	49.74
	42
	21.99
	179

	
	Diversity of activities
	48
	25.13
	99
	51.83
	41
	21.47
	181

	
	Perceived level of stress
	71
	37.17
	78
	40.84
	39
	20.42
	156

	
	Exciting settings
	65
	34.03
	91
	47.64
	32
	16.75
	155

	
	Expected income
	69
	36.13
	83
	43.46
	36
	18.85
	155

	
	Prestige
	58
	30.37
	102
	53.40
	28
	14.66
	158

	
	Job satisfaction
	12
	6.28
	68
	35.60
	108
	56.54
	284

	
	Requirement of medical practitioners in a particular field/ setting
	103
	53.93
	68
	35.60
	17
	8.90
	102



Figure 1: Percentages of students who like to work in different health care settings
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Figure 2:  Comparison of scores given to each of the five categories of factors


Discussion

A descriptive study has its advantages of being cost effective, less time consuming and providing a “snap shot view” of the current situation in general. The response rate of this study was satisfactory at 95.5%. The sex and age distribution was similar to the majority of batches currently undergoing their undergraduate training at the Faculty of Medicine Colombo and the other faculties of medicine in Sri Lanka.
While reflecting the traditional popularity of areas such as General Medicine and General Surgery (7) the results also bring out Obstetrics/Gynaecology, General Practice/Family Medicine and Neurology as highly preferred areas. 
In 2002 there were 9290 Medical officers in Sri Lanka (48.9 doctors/ 100 000 population) (8). The majority of the requirement for new doctors in the country is in the primary health sector which also includes a significant proportion of General Practitioners. The trend reflected in this study is favourable to the government’s policy makers, medical workforce experts and all others interested in maintaining and increasing the number of General Practitioners. In contrast, studies done in other countries have triggered concern over the low proportion of medical students with a preference for family medicine (5). Specialties such as Cardiology, Paediatrics, Rheumatology, Nephrology, ENT, Gastroenterology, Ophthalmology, Anaesthesia, Dermatology, Pulmonology, Oncology and Orthopaedic Surgery had relatively moderate preference scores indicating the growing interest in these areas. The fact the students been exposed to these areas during undergraduate training maybe a reason to develop these preferences. 

In disciplines with lowest preference scores there were a considerable percentage of students who have excluded these options by marking them as ‘definitely not a choice’ indicating that students were not considering them as a possibility or backup career. This has serious implications on the requirements in both preventive and curative services.  The apparent unpopularity in areas such as geriatrics may be attributed to the fact that many students have not been exposed to such areas. Despite the severe shortage of Psychiatrists working in the government sector in Sri Lanka (8), psychiatry was more towards the unpopular side in this study and studies carried out in other countries have also shown a similar trend (9).

As there is a dearth in specialists, the high level of ambition on specialization (60.7%) is a positive factor indicating the ability to rectify this matter if the policies and practices are made to harness these graduates into areas of specialization according to the needs of the country. As 40.3% of students have indicated an interest in research, if combined with a conducive environment, this will result in more professionals being involved in research. The proportion of students (54.5%) who were willing to be involved in teaching activities is also encouraging as a well motivated and committed staff is one of the key determinants of any successful teaching institute.

The maldistribution of medical officers is an issue of serious concern and this study also shows that the number of students willing to work in primary care settings in the government sector is less. As the trend is continuing in the same direction, serious implications exist for the sustainability of the present health care system based on access to primary care. As 79.1% opted to work in both government and private sectors, it represents the current practice of the majority of medical professionals. Although the private sector contribution is important, the government sector is already understaffed with unattractive salaries and there are no programs within the government sector for job sharing. These may have negative implications on quality and quantity of services given by doctors in government hospitals. In this sample 6.3% opted to go abroad and 38.7% wanted to work in both settings. Political and economic instability, poor salaries, more lucrative jobs abroad and personal factors are some of the reasons that have made many specialists leave the country in the past resulting in a significant brain drain. 

Contrary to the popular belief that students remain undecided regarding the area of preference until they have finished medical school and/or internship, 47.6% had a definite career preference at the end of fourth year. This was in keeping with the findings of studies done in other countries (2- 4), which provide strong evidence that career choices can be determined during or even before medical school.

Relatively non-modifiable personal and occupational factors had an influence with regard to students’ career preferences. However, there is a marked difference in the percentage scores obtained by factors within the hospital/clinical appointments as opposed to factors within the medical school. This becomes an interesting observation, as the students spend a large number of hours involved in academic activities within the faculty especially during the first three years of training. Medical schools have a great potential to influence students regarding their careers and it appears that this potential is not adequately realized, which is inconsistent with some of the other developing and developed countries (5, 10). 

There were a few limitations of this study. The study population included only students from Faculty of Medicine, University of Colombo. The findings would have been representative of the entire island if the students of the parallel batches of all other faculties were also included. Since shifts in career preferences could occur during and after medical school it would have been more informative if this was carried out as a cohort study which would have facilitated a better understanding of the evolution from ‘medical student’ to ‘specialized doctor’.  
In conclusion, reasons why medical students choose their careers were complex. If the factors that influence medical students to choose specific areas/settings as a preferred career choice can be identified accurately, it may then be possible to use this information to develop graduates who will pursue jobs in areas/settings which will match the interests of the country as a whole.  This information will be helpful for the experts in medical education and curriculum development in order to develop a medical education system which is responsive and relevant to the needs of the country in terms of the quality and the quantity of medical graduates’ produced. This was one of the targets set by the member countries in 2000 to achieve the goals set by the World Health Organization (WHO) for Re-orientation of Medical Education (ROME) in the South East Asian Region (11).
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Prevalence of depression among institutionalized elders in the Colombo district
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Abstract

Objectives: To assess the prevalence of different degrees of depression, age and gender specific prevalence of depression and factors which are associated with depression among elderly residing in elderly homes in the district of Colombo.

Method: A descriptive cross sectional study involving 100 senior citizens aged 60 years and above institutionalized in five randomly selected “Homes for the Elderly” in the district of Colombo. A pre-tested, interviewer administered questionnaire in Sinhalese medium containing the Geriatric Depression Scale was used in the study.

Results: The prevalence of depression in the study population (n=100) was 56%, of which 23.2% had severe depression. Sixty percent of the female population (n=50) and 52% of the male population (n=50) were found to have depression. Prevalence of depression was found to be significantly higher among those with chronic diseases (p<0.01), family conflicts (p<0.05) and lack of psychological support (p<0.05). There was no significant association (p>0.05) with age, lack of financial support, literacy level, marital status and absence of a leisure time activity.

Conclusions: There are several factors which are seen to be associated with the existence of depression in the elderly. In the light of these results, a multidisciplinary approach is required for preparing social arrangements, enhancing family and community support and home care for elderly persons.
Introduction

Sri Lanka has the fastest growing elderly population in the world (1). Those who are 60 years and above, are considered as elderly. The preliminary analysis of the Census of the population of Sri Lanka, conducted in 2001, indicates that the proportion of elderly is 9.3% (2). It is estimated that by the year 2041, about a quarter of the Sri Lanka population would comprise of those who are 60 years and above (3).

Psychiatric disorders are especially prevalent among elderly (5). With a greater percentage of people living beyond the age of 60 in both the developed and the developing countries, the problem of mental illness among the elderly has grown significantly (4). Out of the psychiatric disorders amongst the elderly, depression is one of the most frequent and debilitating mental disorders, with a world-wide prevalence of about 10-15% (5). Further adding to this problem, depression in the elderly is often undiagnosed or untreated (5). 
In today’s context, the contribution of the Homes for the Elderly, towards providing care for the elderly population has become important. Statistics reveal that over 5800 of the elderly population in Sri Lanka reside in around 162 elderly homes registered under the National Secretariat for elders (6).

Not many studies have been conducted to look into the mental wellbeing of this population in Sri Lanka. Therefore assessment of depression among the elderly is timely and important for the future. 

Methodology

A descriptive cross sectional study was conducted in five “Homes for the Elderly” which were selected randomly, from a list of all the “Homes for the elderly” registered with the Social Services Department in the Colombo District. 

Study population 
 The study population consisted of all the elderly residing in the “Homes for the Elderly” in the Colombo district. The inclusion criterion was being resident in the” Home for the Elderly” for more than one year. The exclusion criterion was having being diagnosed with a mental illness. 


Sample size

100 elderly individuals, residing in 5 randomly selected “Homes for the Elderly” in the Colombo district.

Sampling Method

The sampling frame consisted of all “Homes for the Elderly” registered with the National Secretariat for the Elderly in the district of Colombo. Five “Homes for the Elderly” were selected using simple random sampling. A list of all the members fulfilling our inclusion & exclusion criteria from the above selected “Homes for the Elderly” was prepared and stratified according to gender (male & female). Fifty individuals were selected from each stratum by simple random sampling (50 males and 50 females) as the study sample.

Study instrument 

Data was collected using a pre-tested, interviewer administered questionnaire in Sinhalese medium, consisting of two parts. 
Part A:  It is the Sinhalese version of the Geriatric Depression Scale (GDS), an internationally accepted standardized questionnaire (7). It’s a 15-item questionnaire especially developed as a screening instrument of depressive symptoms in the elderly to which they respond by indicating “yes” or “no” answers (7).
It was originally formulated in English and for the purpose of this study, it was translated into Sinhalese and back translated into English to minimize inconsistencies (The Sinhalese version was used in the study). 
A Depression Score was given out of 15 in order to categorize the study population into no depression, mild depression or severe depression.
GDS is an internationally validated questionnaire showing a sensitivity of 85% and specificity of 74% (7).Based on the research that used depression rating scales in the elderly population, it is clear that GDS is the best validated instrument in various geriatric populations (7).

Part B:  A single paged questionnaire intended to elicit socio-demographic information of the study population (i.e., age, gender, nationality, religion, marital status, level of education, past occupation, information on leisure time activities done in the elderly home, psychological & financial support from family members and friends.) “Psychological support” was taken as any visits or communication with a relative, friend or any other known person. “Financial support” was taken as, a relative, friend or any other known person giving money to the individual.

The questionnaire was administered by the investigators by interviewing the respondents at their bed side. A standard method was used to conduct the interviews to minimize interviewer bias. Verbal consent was obtained from respondents and their caregivers prior to administering the questionnaire. 
Data was collected over a period of five days during the morning hours in order to minimize interference to the activities at the elderly homes. 
Before conducting the research, permission from the directors of the relevant “Homes for the Elderly” was obtained. Anonymity of respondents and confidentiality of information were assured. Thus the names and date of birth were not included in the questionnaire. Respondents were given the provision to refrain from answering any questions. All data collected was considered confidential, and only the investigators handled the data. 
Data was analyzed manually and statistical methods (Chi square tests, P values) were used to carry out internal comparisons.

Results 

Response rate was 100%. More than half (53%) of our sample was between the ages of 60 to 69 years. The mean age of the sample was 69.9 years. In the sample the majority were Sinhalese (96%). Eighty five percent of the sample was Buddhists.
Twenty eight percent had never got married.  Ten percent had a living spouse. More than half of the elderly in the sample (55%) were widowed. Among the unmarried 67.86% were males. All who were separated or divorced were females.  

Only 4% of the sample had not attended school during their lifetime. Seven percent had continued their education up to the Advanced Level. Literacy rate of the sample was 56% (An individual was considered literate if he or she can read and write /and went to school at least up to year 5 ). In our study, 39% of the elderly were not employed during any stage of their life and all of them were females whereas all the males had been employed. 
Table 1: Socio-demographic characteristics of the study population
	                                                                  Number of elderly

      






        (n=100)


       %




	Age category (Years)


60 – 69 




53


     53%



70 – 79




40


     40%


≥ 80




  7


     07%

Ethnicity


Sinhalese



96


     96%


Other




  4


     04%

Religion


Buddhist



85


     85%


Catholic & Christian


13


     13%


Hindu




  2


       2%

Marital status


Never married



10


     10%


Widowed



55


     55%


Divorced/separated


28


     28%


Currently married


  7


       7%

Educational status


No schooling



  4


     04%


Year 1- 5 



40


     40%


Year 6-11



49


     49%


Completed Advanced Level

  6


       6%


Higher education


  1


       1%




The GDS was used to assess the presence and the severity of depression in the sample. Those who obtained a score of more than 4 out of 15 were classified as having depression according to the GDS. The depressed group was subdivided into mild and severe depression. A score of 5 to 10 was considered as mild depression whereas a score of 11 or more was regarded as severe depression. The mode of the depression score in the study was 9/15 and the mean score was 6.06.

Table 2:  Prevalence of different degrees of depression.
	Severity of Depression
	Males

No (%)


	Females

No (%)
	Total 

No (%)

	    No Depression
    
    24 (48)
             20 (40)

             44 (44)


    Mild Depression
    
    20 (40)
             23 (46)


43 (43)


    Severe depression
    
      6 (12)
              7  (14)


13 (13)



	Total

  
                 50 (100)

50 (100)                        100 (100)




Out of the 100 in the sample, a majority (56%) were depressed. Twenty six males (52%) and 30(60%) females had depression. Out of the depressed population, 46.42% were males and 53.57% were females  (Χ2 (df) = 0.64, p>0.05).  Fifty percent of depressed individuals belong to the age category 60-69 years.


Figure 1: Reasons for admission to “Homes for Elderly”
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The most common reason (34%) for admission was absence of a care- giver.  (Some had more than one reason and the most influential reason was taken in the study)

Prevalence of depression was higher among those who came to the “Homes for the Elderly due to family conflicts (Χ2(df) = 4.398, p<0.05) and an absence of a caregiver (Χ2(df) = 0.166, p>0.05 ), compared to other reasons for admission.

Figure 2:  Presence or absence of psychological support and depression in the sample
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A majority (60%) of the sample had psychological support, whereas 40% did not. Seventy percent of those who did not have psychological support were depressed (Χ2(df) = 5.30, p<0.05).  Out of the 68% of individuals who lacked any financial support 60.3% had depression (Χ2(df) = 1.591, p>0.05).  All depressed males in the study population were previously employed whereas a majority (76.7%) of females with depression were previously unemployed (SND= 0.282, p>0.05).  Of those who are depressed, a majority 53(94.64%) were currently unmarried ( SND = 1.23, p>0.05). Currently unmarried group includes widowed, separated, divorced and never married individuals.  Out of those depressed (n=56), 25(44.64%) were illiterate (Χ2(df) = 0.021,  p>0.05). Only 9(16.7%) of depressed individuals were lacking a leisure time activity (SND= 1.3, p>0.05), whereas a majority were occupied in such activities.  From the total depressed population 41(73.21%) were having various chronic diseases (Χ2(df) = 7.184, p<0.01) such as arthritis, diabetes mellitus, bronchial asthma, hypertension and ischaemic heart diseases.

Discussion

Since research on geriatric psychiatry in Sri Lanka is sparse, the Sri Lankan figures of prevalence of depression among the elderly could not be obtained.  According to global figures the prevalence of depression among elderly was 10- 15% (5). In the present sample, severity was assessed using the GDS. The mean score was 6.06/15 and the mode was 9/15.  A majority (76.78%) were having mild depression. 

A study done in Turkey to estimate the prevalence of depression among institutionalized elderly, found that 58.3% of the total study population was having depressive symptoms (45.1% in males and 54.9% in females) (8). Literature states that women are twice as likely to suffer from depression as men as the result of hormonal changes resulting from menstruation, pregnancy and menopause (9). The above statistics closely match the results of our study in which the prevalence of depression was 56% (n=100) in the total sample with a female preponderance (46.4% in males vs. 53.6% in females). However, the female preponderance was not statistically significant (p > 0.05).
More than a half of our sample was aged between 60 to 69 years (mean age 69.9 years). Depression was more prevalent among elderly aged 60-69 years.  However, the individuals’ age was not seen to be significantly associated with depression. 

Depression is caused by a chemical imbalance in the brain. The exact mechanism is unknown, but bouts of depression can be triggered by sad or stressful life events, hormonal changes, disease, or certain medications. People with low self-esteem and a pessimistic outlook on life, seem to be particularly prone to depression (9). Since marital status, leisure activities, psychological and financial support, can be considered as factors which may contribute towards mental well-being, the study was carried out with an objective to find any association of these factors with depression.

Majority (73.21%) had chronic diseases, the presence of which was significantly associated with depression. Absence of psychological support was significantly associated with depression. 
The most common two reasons for admission to “Homes for the Elderly” were absence of a caregiver and family conflicts (with children, in-laws, grand children etc.  Of the above two reasons, family conflicts had a statistically significant association with the occurrence of depression. Depression was not significantly associated with marital status, financial support or employment status with depression.

The elderly in our sample has had a reasonably good level of schooling, with a literacy rate of 56%. Though some studies have shown that low literacy level is a risk factor for depression in the elderly, there was no statistically significant association between the existence of depression and literacy level in our study sample.
Conclusion

In our study the prevalence of depression was 56% with a female preponderance (53.6%). Absence of psychological support, presence of chronic diseases and family conflicts had a statistically significant association with the occurrence of depression in the study sample.   Depression among institutionalized elderly is an important timely issue often undiagnosed and untreated, which needs to be addressed. In the light of the results of this paper, a multidisciplinary approach is required for preparing social arrangements enhancing family and community support and home care for elderly individuals.

References

1. Siddhisena KAP. Mortality trends, determinants and implications in Sri Lanka: Retrospect and prospect. In: Demography of Sri Lanka: Issues and challenges. Department of Demography, University of Colombo, Sri Lanka. 2000. p. 119-31.

2. Department of Health Services, Sri Lanka. Annual Health Bulletin. Colombo, 2002.

3. Ministry of Health. Population Division. Emerging population issues in Sri Lanka, Ministry of Health, Colombo, 1993.

4. David CS. Prevalence of Depression and its Treatment in an Elderly Population. Archives of General Psychiatry  2000;57:601-7.

5. Gelder M, Mayou R, Geddes J. Oxford Core Text of Psychiatry. 2nded. Oxford:Oxford University Press; 1999.

6. Department of Social Services and National Secretariat for Elders, Sri Lanka. National Survey on Elders, 2003-2004. Colombo, 2005.
7. Taylor MEH. Measuring Depression in Elderly, What Scale is best. Journal of Gerontology 1998;53:12-8.

8. Mine E. The prevalence of depression in elderly living at homes in Eastern Turkey. International Journal of Human Sciences;12:45-56.
9. Mc Donald YG, Franklin ERD. Psychiatric illnesses in Elderly. Journal of Gerontology.1992;47:142-150.



Clinical notes

Diabetic ketoacidosis: principles underlying initial fluid management

Panduka Karunanayake 
Department of Clinical Medicine, Faculty of Medicine, University of Colombo
Diabetic ketoacidosis (DKA) is a medical emergency that used to be uniformly fatal before insulin therapy became available.  However, although its primary lesion is absolute or relative severe insulin deficiency (‘insulinopenia’), it gives rise to most of its manifestations and fatalities through derangements in the volume and the composition of body fluid compartments.  Therefore, correct management of DKA requires an awareness of its ‘abnormal biochemistry’ and optimum method for its correction.  This article attempts to summarize these aspects of DKA.

At the end of this article you should be able to:
1. Outline the pathophysiology of the body fluid compartment derangements in DKA.
2. Relate this knowledge to the clinical and laboratory abnormalities that are used in clinical practice in diagnosis and assessment of DKA.
3. Outline the principles of initial management of the above derangements.

In addition, during your ward work you should be able to acquire abilities to:
1. Differentiate DKA from other conditions that have a similar clinical and/or biochemical presentation.
2. Assess the DKA patient using clinical methods and available laboratory tests to obtain information necessary for management.
3. Tailor the DKA management regimen/s to suit the individual patient.  
It is important to keep in mind that the overall management of the DKA patient includes other important aspects that are not specifically covered in this article.  
These include:
1. A search for precipitating causes.
2. A search for complications of DKA as well as their treatment.
3. Insulin therapy.
4. Switch over to medium- and long-term management at appropriate times.
5. Explanation to patient and relatives.

Introduction

The sine-quo-none of DKA is severe insulin deficiency combined with a stress response:
1. There is absolute or relative insulin deficiency.
2. There is an excessive stress response, which is evident as increased actions of counter-regulatory hormones (such as glucagon, cortisol, catecholamines, and growth hormone).  Patients who have an insulinopenia do not invariably progress to DKA; they generally need an additional ‘stress factor’ or precipitating factor in addition (such as infection, acute myocardial infarction, acute pancreatitis, or surgery).

These lead to the important endocrine/metabolic effect of a shift of the intermediary metabolism away from ‘storage’ (anabolism) to ‘usage’ (catabolism): there is utilization of metabolic substrates for the production of glucose and ketone bodies (glycogenolysis, gluconeogenesis, and lipolysis), even while the tissues are unable to utilize the glucose so produced (since glucose cannot enter cells because of the lack of insulin).



Pathogenesis of DKA
1. Gluconeogenesis, glycogenolysis, and reduced peripheral utilization of glucose lead to hyperglycaemia.  Once it exceeds the renal threshold for glucose reabsorption (which is usually about 180 mg/dL), glycosuria starts.
2. The glycosuria leads to osmotic diuresis and polyuria.  Furthermore, the presence of an excess osmole in the renal tubular lumen (namely, glucose) leads to retention of water in it and hence dilution of solutes, including sodium.  This in turn leads to the setting up of a chemical concentration gradient for sodium across the renal tubular cell, leading to loss of sodium (along with chloride and more water).  The resultant extra-cellular fluid (ECF) depletion stimulates the renin-angiotensin-aldosterone mechanism, which attempts to reduce sodium loss by exchanging some of it with potassium and hydrogen ions in the distal convoluted tubule.  All these give rise to dehydration with loss of sodium, chloride and potassium.
3. The dehydration is further aggravated by the ketone bodies, because this leads to ketonuria, leading to further loss of sodium and osmotic loss of water.  (Ketone bodies can exist as acids or the corresponding sodium salts: eg, β-hydroxy-butyric acid and sodium β-hydroxy-butyrate.)  The accumulation of ketones in the ECF leads to a high anion gap metabolic acidosis.
4. The loss of fluid and the accumulation of osmoles (glucose and ketone bodies) in the ECF increase its osmolality, leading to osmosis of water out of the intra-cellular fluid (ICF) compartment.  The cells compensate for this extra-cellular hypertonicity by generating and retaining intra-cellular osmoles, so that this osmosis is reduced.
5. Proteolysis releases bound cellular potassium into the ICF.  This potassium then leaves cells because insulin is required to keep them in the cells, and the extra-cellular acidosis further promotes ICF potassium loss.  As a result, the ICF potassium and water enter the ECF, and they are then lost from the ECF via the kidneys (along with sodium and chloride).
6. The result is severe depletion of sodium, chloride, potassium and water from the body, resulting in severe dehydration (over 6 L of fluid) and accumulation of ketoacids and glucose in the ECF, leading to hypertonicity.  The ECF bears severe sodium, chloride, and water loss with accumulation of glucose and ketoacids, while the ICF bears severe potassium and water loss.  Other electrolytes are also lost due to polyuria, including calcium, phosphate and magnesium; in addition there is massive calorie loss as a result of uncontrolled catabolism which, along with the dehydration, leads to weight loss.

The deleterious effects of this situation are as follows:
1. The most serious and life-threatening effect is severe dehydration.  In addition to the above reasons, it may be aggravated by fever, vomiting, diarrhoea, and diuretic use.  Dehydration leads to hypotension, poor tissue perfusion, and organ failure.  It is important to note that insulin therapy in the presence of dehydration can cause further hypotension and worsening of the clinical situation; it is therefore important to ensure that fluid resuscitation is already commenced and in progress before commencing insulin therapy.  In DKA what kills is the dehydration, not the insulinopenia.
2. The acidosis and electrolyte imbalances (especially potassium) can also be life-threatening.  The severity of the DKA can be measured by the severity of the acidosis, and this is closely followed by deterioration in the level of consciousness (see table1.)
Table 1: Grading DKA severity according to level of acidosis

	
	Mild
	Moderate
	Severe

	Arterial  pH

Arterial HCO3

Level of consciousness
	7.25 - 7.30

15 – 18

Alert
	7.00-7.24

10-14

Alert ( drowsy
	<7.0

<10

Drowsy ( coma


Principles of fluid management

1. Commence rehydration immediately and briskly.  This is commenced with 1 L (about 15-20 mL/kg body weight) of normal saline in the first one hour.  Under optimum conditions, we should have serum sodium, potassium, chloride, bicarbonate, urea and creatinine concentrations as well as arterial blood gas analysis at the end of the first hour.
2. From the second hour, we should be able to commence insulin therapy as well as continue fluid resuscitation.
3. The type of fluid (whether normal or half-normal saline) and the need for adding potassium to the fluids can be decided now, and the rate of subsequent fluid infusion can be determined according to the patient’s co-morbidities (especially heart disease, which if present should lead to a slower rate).
4. Insulin has two desired effects: reversal of hyperglycaemia (which occurs promptly), and elimination of ketone bodies (which requires prolonged insulin administration).  Initially, β-hydroxy-butyrate becomes converted to acetoacetate, and since the latter (and not the former) gives a positive result in tests using the nitroprusside method, such tests may increase in positivity whether or not the condition is improving with treatment.

5. The type of fluid is changed from saline to dextrose-water once the blood glucose is about 200 mg/dL.  This is because of (at least) two reasons:
a. By this time the fluid deficit has been mostly replaced, so that there is less urgent need for saline.
b. We need to continue insulin infusion in spite of a reasonable blood glucose, because of the need to give insulin until the ketonaemia has resolved.  In this setting, dextrose solution will have the advantage of preventing hypoglycaemia due to the insulin infusion.
6. Serum potassium is replenished intra-venously.  It is important to ensure that the patient continues to have a urine output of at least 50 mL/hour while potassium is being given IV.  It is given as follows:
a. Serum K >5
KCl is not given
b. Serum K 4-5
KCl 20 meq/L
c. Serum K 3-4
KCL 40 meq/L
d. Serum K <3
stop insulin ( give KCl 10-20 meq/hour until serum K >3.3 meq/L ( then give KCl 40 meq/L ( restart insulin

7. Acidosis is treated only if it is severe, since treatment with NaHCO3 has deleterious effects too (eg, paradoxical worsening of intra-cellular acidosis, worsening hypokalaemia).  When the pH is <7.0, the possibility of impaired myocardial contractility is significant, and NaHCO3 is therefore given (but only to raise the pH to 7.0).  It is given as follows:
a. If arterial pH <7.0 and HCO3 <5 mmol/L, give NaHCO3 50 meq in  200 mL water (at a rate of 200 mL over 1 hour), until pH >7.0.
b. If arterial pH <6.9, give NaHCO3 100 meq + KCl 20-30 meq in 400 mL water (at a rate of 400 mL over 2 hours), until pH >7.0.

8. Phosphate is also replaced IV if the serum level is <1 mg/dL, since severe hypophosphataemia can also lead to myocardial dysfunction and muscle weakness.  It is given as K3PO4 20-30 mmol over 24 hours, while monitoring serum calcium levels (watch out for hypocalcaemia).
9. During treatment some patients develop increased intra-cranial pressure (ICP).Several mechanisms have been postulated for this:
a. The increase in ICF osmoles (as a compensatory mechanism, explained above) ‘backfires’ when the ECF hypertonicity is corrected rapidly by treatment.  The cells will need some time to readjust to the falling ECF tonicity, and if this fall happens too fast, the ICF will now become hypertonic in relation to the ECF.  This will cause osmosis of water into the cell with resultant cellular oedema.  Since the brain is encased within the rigid skull, this will result in increased ICP.
b. The rapid correction of hypovolaemia leads to rapid restoration of brain reperfusion, and this leads to expansion of its ECF and cerebral oedema (this has been observed on MRI scans), possibly because the cerebral circulation needs some time to recover its autoregulation.
Whatever the mechanism, it is apparent that over-rapid correction of the fluid deficit is possibly responsible for this increase in ICP, and since this can be life-threatening (by causing tonsillar herniation at the foramen magnum), it is important to ‘slow down’ fluid replacement once the dehydration itself is no longer life-threatening.   

Further reading:

Kitabchi AE, Nyenwe EA.  Hyperglycemic crises in diabetes mellitus: diabetic ketoacidosis and hyperglycemic hyperosmolar state.  In Van den Berghe G (guest editor): Endocrinology and Metabolism Clinic of North America: Acute Endocrinology  2006; 35(4): 725-52.



Quiz time!

Answers to the quiz are on page 43

1) Find the answers (hidden in                                 directions ) for theses questions, from the puzzle box given below.

	W
	I
	J
	R
	T
	P
	Z
	J
	N
	M
	L
	D

	C
	U
	G
	T
	B
	R
	U
	G
	A
	D
	A
	K

	V
	A
	B
	P
	N
	O
	I
	T
	A
	L
	B
	A

	R
	S
	Q
	K
	D
	G
	F
	G
	H
	J
	K
	L

	A
	M
	O
	I
	L
	E
	H
	T
	O
	S
	E
	M

	Y
	D
	I
	V
	I
	N
	G
	F
	E
	S
	V
	C

	N
	C
	L
	O
	P
	I
	D
	O
	G
	R
	E
	L

	O
	D
	H
	R
	C
	T
	H
	G
	I
	L
	H
	J

	P
	K
	Y
	W
	E
	O
	G
	D
	S
	L
	Y
	R

	X
	L
	Z
	J
	I
	R
	O
	V
	E
	C
	I
	D


Respiratory System

1. The new name of Pneumocystis carinii is Pneumocystis ______________.
2. This criteria is used to differentiate exudates from transudates in pleural fluid.
3. This leisure & sports activity is preferably avoided after a Pneumothorax.

4. Patients with this condition, require radiotherapy to thoracic biopsy sites.
5. This is the abbreviation of the investigation of choice for diagnosis of Bronchiectasis.

Cardio-Vascular System

1. This is the standard treatment for all forms of Supraventricular Arrhythmias.

2. These cells contribute to the pathogenesis of atherosclerosis.
3. This is an Autosomal Dominant syndrome with ST elevation and ECG changes that mimic a Right Bundle Branch Block.
4. This is the abbreviation of the disease, in which there is a dilatation and thinning of the wall of right ventricle as a result of progressive loss of myocytes.
5. Unless there are contraindications, this drug and Aspirin are recommended as dual therapy for non ST-elevation acute coronary syndrome.

2) A 35-year old male presented with bloody diarrhoea for 03 months duration. On examination he had pallor, oral ulcerations and a palpable mass in the right iliac fossa. A sigmoidoscopy revealed a normal rectum and a sigmoid colon.  He was further investigated with a barium enema and a part of it is given below. 


[image: image7.png]



1. What is the likely diagnosis?
2. Mention three clinical manifestations seen in the eye in this condition.
3. State another disease of the same disease-category.
4. Give 03 pathological differences between the two. 


On a personal note

The Past, Present and the Future…  Thoughts of a Clinical Teacher 
Dr. M. Sarath Gamini De Silva
Consultant Physician, National Hospital of Sri Lanka.

I was born and bred in Galle. My parents were trained teachers.  It is from them that I imbibed the art of learning and inherited the love for teaching.  I am the second in a family of four and I had my entire education at Richmond College, Galle.  As far as I can remember, from my early days I was determined to become a doctor.  It could have been a childhood fantasy at first.  This desire was later strengthened as I saw how well respected the doctor was in society and the immense potential a doctor has in helping humanity.  We must consider ourselves to be extremely fortunate to be in this noble profession.

I did well at school.  I won all the class prizes except in the seventh standard, a disappointment I cried over for a whole day.  I ended up with over fifty subject prizes as well as the Sneath Science Medal for my AL results.  My strong will to be ahead of the pack kept me well above the rest.  I was a member of the debating team, a Queen’s scout and a school prefect.
I passed the AL in my first attempt in 1966 and entered the Colombo Medical Faculty in 1967.  I was overawed by the big names in the faculty I had already heard about.  Professors Abeyratne, Koch, Seneviratne, Fonseka, Hoover, Fernando, Kottegoda, Lionel, Cooray, Chapman, Rajasuriya, Navaratne and Ranasinghe were the medical giants of the era.  To be initiated in to clinical studies by the likes of P.R. Anthonies and E.V. Pieris was an opportunity of a lifetime. We cherished it and did our best to make the most of it.
Facilities for studies available to us were the best available at that time.  The physiology theatre, the new anatomy theatre, and the pathology theatre were the only lecture halls.  The library was the same as today, albeit with less number of books.  Obviously we had no internet, multimedia and other electronic gadgets which people today find indispensable and in the process have forgotten the value and the power of the spoken word.
We were ragged by the immediate seniors in a mild way for the first two weeks. This included wearing coat inside out, wearing black and brown shoes, directing traffic at the Lipton circus and such silly acts which both parties enjoyed much.  We freshers felt that we were being noticed and not ignored while the seniors felt that they are establishing their superiority.  However to note that even that much of ragging has been eliminated from the Colombo Medical Faculty is most encouraging, considering the obscene extremes to which others go in the other faculties and universities.

However after the first two weeks we had to go home because the first ever medical students’ strike was launched to protest against the change of name from University of Ceylon to University of Colombo.  Our main worry was that Peradeniya was to retain the prestigious title of the University of Ceylon, with a worldwide reputation for academic excellence.  The arguments of the politicians implying “what is in a name?” did not go down well with us.  It was most interesting to note that one of the leaders of our strike happened to be the son of the Minister of Education responsible for the name change!  After about three months of on and off strikes, we returned to work only after the authorities agreed to change their name to University of Peradeniya.
Looking back, one may wonder whether it was worth the long struggle.  One may argue that a good name could be created with good work done by the present incumbents.  However the point is that in the old name we have a heritage to look up to and a name to be preserved.  The present day students would do well to keep this in mind. Consider yourselves very lucky to have gained admission to the oldest (137 years now) and arguably the most prestigious medical faculty in the country.  You should be worthy of that reputation. 


I was a third year student when the faculty celebrated its’ centenary.  I took part in the 125th anniversary celebrations as a clinical teacher in Colombo. I am eagerly looking forward to the 150th celebrations in 13 years time! I am indeed proud to be an alumnus of the Colombo Medical Faculty.
I had a smooth ride in faculty studies, gaining second classes in all exams with a few distinctions.  I was a speaker at the first ever student seminar organized by the Medical Students’ Union in 1971.  It was on the Haemolytic Disease of the Newborn and I spoke on the management of the baby.  I was the editor of the inaugural issue of the Journal of the Buddhist Brotherhood in 1971.   I much enjoyed the life at the Bloemfontein Hostel, the first time in life I was out of home.
I did my internship under Prof. K. Rajasuriya in Medicine and Dr. W.H. Fernando in Gyn. and Obs., There were only two interns in a unit compared to four or five today.  Perhaps due to the lower work load, we did not feel the pressure then.  However I feel the consultants were more demanding then than now.
That was the era with no ultrasound scanning or endoscopy let alone CT, MRI scanning, echocardiography or other forms of imaging.  Laparoscopy was not even in the horizon.  Plane x-rays, barium studies and IVUs were the main forms of advanced investigation.  Our clinical senses were of paramount importance for the survival of both the doctor and the patient.  It was not the ideal but it made us to auscultate the heart and lungs and palpate the abdomen thoroughly.  To this day we attach much importance to history taking and clinical examination. 
The antibiotics available to us were penicillins, tetracyclines, sulphonamides, cotrimoxazole, chloramphenicol, gentamicin, and neomycin.  The TB drugs were streptomycin, INAH and PAS.  Maybe the bacteria then were sensitive to most of these antibiotics.  There was no ICU in the General Hospital, and there were no ventilators.  However, this does not mean we had a high mortality rate due to lack of all these facilities.
Medicine has come a long way since then. Yet the doctor should have the proper training and discretion in using the modern facilities. So much of this is abused, escalating the cost of delivering health care and even harming the patient.  Think yourself of the “modern” doctor who hardly talks to the patient but orders a whole heap of investigations to compensate. He is almost a machine operator.
In the process one should not forget the value of the human touch in the practice of medicine. Anyone who believes that modern technology can take the place of a caring doctor who listens to the patient and examines him thoroughly is badly mistaken. 

Medicine is both an art and a science.

        It is the science that cures the illness faster,
 But it is the art 
that makes the patient feel better. 
I proceeded to UK in 1978. I passed the MRCP (UK) in my first attempt in 1979.  On my return home in 1981, I passed the MD and was appointed Senior Lecturer in Medicine at the Ruhuna Medical Faculty in Karapitiya.  I enjoyed clinical teaching very much, but preparing for formal lectures and correcting answer scripts etc bored me immensely. Hence I reverted to the health department and assumed duties at the Matara Hospital as a consultant physician in 1984.

The close contact one establishes with the people he serves gives him humility. For the doctor to realize that the patient who comes to him depends solely on the doctor’s good will and skill is important. Each patient is a human being in need of help and not another case to be handled.
In my career spanning thirty four years as a clinician so far, I have been involved in teaching medical students for twenty five years, firstly as a Registrar in the Professorial unit in Peradeniya, Senior Lecturer in Ruhuna, and for the past twenty one years as a consultant physician in the teaching hospitals in Karapitiya and Colombo. The role I played in moulding the doctors of the future has been the most satisfying and, I presume, the most rewarding experience in my life.

It is futile to compare my student days with that of the present day medical student. The pre university background, attitudes to life, and our future aspirations were quite different. This is in keeping with the society we live in. University admission was even more competitive then than it is now, with only two medical faculties at Peradeniya and Colombo admitting 250 students per year. Subsequent progress in life was much less stressful. It was a relief that we did not have as many assessments as now. In the old curriculum, lack of integration of various “streams” made it easier and less complicated for the student what ever drawbacks the system may have had. Success in our future careers was guaranteed if one was ambitious enough to undertake post graduate studies. Majority of us had a good command of English and no one suffered due to a lack of it.

However, I notice some disturbing shortcomings in the present day students. They find it difficult to break free from what I call the “tuition mentality” they have been brought up with. I have tried to impress upon them the fact that they are learning for the future career and not merely for the next examination. Every moment spent in the ward should be used to learn from the patients. But, it is irritating to see the students just hanging around with a bundle of books in hand just waiting for the class to be taken. I am disappointed that many keep repeating the same mistakes that I had corrected many times, as happens in a primary class.
Initiative for self learning which the new curriculum is supposed to inculcate is in short supply. It appears that the student is ill equipped to undertake the vast field of study, in a “new” language with a new approach to self- learning all at the same time. Desire to seek new information is lacking. Once I have pointed out new physical signs it is sad to note that many do not bother to go and see them. If in medicine, as in any other discipline, the teacher has to force his students to gather new information, the future is necessarily bleak.  
I strongly believe that accumulating knowledge is not the sole purpose in the making of a doctor. We need to mould a medical man or woman who gives priority to the needs of the patient, knows how to get the respect and confidence of the people he interacts with, and projects himself as a trust worthy member of the society. I said at the beginning that I yearned to be a doctor partly because of the respect the society had for the doctor. It is our responsibility now to ensure that this respect is preserved for the future generations of doctors to enjoy.   
The medical students and the doctors in my unit know that I always discretely point out any irregularities in the dress, posture, words used, the grammar etc. Recently I had to correct the way a postgraduate doctor was standing during the ward round, and pointed out the fact that the tie did not match the multicoloured shirt. These I feel are matters many would have ignored.  Yet I strongly feel that they are important in the making of a complete doctor. It is heartening to note that all my advice is taken in the correct spirit.

I had the opportunity to work for the welfare of my colleagues by getting involved in the Government Medical Officers’ Association (GMOA). I was a committee member for several years and the vice president for two eventful years. This was the result of my conviction from early days that unless we speak up for our rights and openly discuss the wrongs committed by the authorities etc. we become passive accomplices to such activity. We may look “respectable” when we keep silent but are we doing justice by those who need a voice? As president of the Ceylon College of Physicians in 2003, I did my best to reinvigorate old values. Currently I am a representative of the extended faculty in the faculty board.    
I always keep in mind that every individual has self respect. No one, big or small, would like to be humiliated in public. Whenever I want to point out mistakes in people, I call them to a room and say what has to be said. I advise my juniors not to shout at other categories of staff for all to hear. The recipient should feel that the criticism is well intended if it is to be effective.

I have a few more years to serve before retirement. I feel I have done my best as a doctor and a clinical teacher. It is satisfying to note that a vast number of doctors working all over the country have learned something from me. Yet I wish I could have been more involved in clinical research. I never fancied writing papers for publication. 
Treating patients, teaching students and indulging in research should be the primary functions of every doctor if medicine is to flourish.
What one learns during medical student days, the values one imbibes and the attitudes one develops will decide the eventual success of one’s life as a doctor. So my appeal to you is to realize how privileged you are and make the best use of the opportunity you have been granted.

Life

Around the wards – the early days.
Dilushi Wijayaratne, 
AL 2003 batch of students, Faculty of Medicine, University of Colombo

Three years of medical school are finally over. How time has flown!
The year 2006 marked our first steps “across the road” to begin our work in the wards. There we were a bustling herd of medical students, in our crisp white coats, looking and feeling very important with our brand new stethoscopes and books. At last we were escaping the monotony of lectures to experience the “real” thing. 

Thus began our days of frenzied history taking, nerve-racking ward rounds, theatre mishaps and aching ankles. Clinical work has been a novel experience. If any of us started off feeling too important, we were soon to be disillusioned. There’s nothing like a good clinical experience to put you in your place. Knowledge has a strange habit of abandoning you as you enter the ward. Anatomy? Physiology? Pathology? Wonders truly never cease - especially when it comes to the ingenuity of medical students’ answers, or the abundance of medical student jokes. We’ve heard plenty, been the butt of most and been happy to inspire an entirely new generation of them. 

We’ve tortured wardfuls of unsuspecting patients this year. At first we felt like uninvited strangers, apologetically intruding on our patients’ privacy, unwilling to make them endure our crude attempts at examination. But our patients were quite encouraging, patiently allowing gangs of students to palpate their livers, surrendering bravely to an attempt at cannulation.  You’ve got to hand it to our patients… most of them will submit to anything from rigorous neurological examination to a DER if they feel the future of the health care profession is in their hands. 

I think what truly keeps clinical work interesting is the wide variety of people one meets. No two patients are alike and therefore no two cases are alike. You get the chatty ones, the crotchety ones, the meek ones, the bossy ones. You get the friendly ones, the knowledgeable ones, the fussy ones, the remorseful ones. Over the past year I’ve wisely advised smokers, counselled alcoholics, and consoled drug addicts - a fair enough feat for someone who isn’t usually taken too seriously!

Working in a hospital makes you truly understand what a privilege good health is. Whatever their nature outside the hospital, once within these walls, patients are very much at our mercy, and strangely innocent - almost like children. Most patients have a deep curiosity about their illness. They want the facts and figures. They just want to know. What is wrong? Are they going to get better? Why were so many tests done on them? It isn’t anything serious, is it? In some situations we feel put on the spot. Torn between telling them the truth and telling them what they really hope to hear. After all, patients come to hospitals to have their fears allayed, not confirmed. 

What I didn’t realise at first was that wearing a white coat (even a medical student’s one!)  comes with the weight of responsibility. Our patients expect us to be wiser, more learned and more skilled than we truly are. They expect us to have the answers to their questions, and they accept our words as proven truths. A scary thought! 

Over the past year I feel I’ve learnt many things. I’ve studied the sciences, of course, but more importantly, I’ve begun to learn about people. I’m beginning to understand that one day we will wield a certain power over our patients - the power to alleviate their pain and cure their ailments. The mere fact that we have this power will not make us better people, or them less worthy of our respect. Instead, it will bind us to a duty to our patients and a responsibility not to abuse that power. A huge responsibility indeed. 

Yes, time has flown. Three years are finally over, but the road ahead is still long and is very steep. But as with most things in life, the best things are often the toughest to get - and are all the sweeter for the challenge.

Life

How to make the best use of your pre-intern period

Sachithra Somarathna
AL 1998 Batch of Student, Faculty of Medicine, University of Colombo
A pre-intern period is inevitable to all medical graduates of Sri Lanka at present. Currently this approximates one year despite of the overlapping of several batches of interns. This situation greatly contrasts with most of our counterparts elsewhere in the world, where such a period is non-existent.
This delay in internship appointments bears several consequences to our graduates.
One noteworthy consequence is that the freshly passed out graduate (who is primed following the rigorous clinical exposure of the final year) is at risk of losing the clinical touch during the course of the pre-intern year. Deferring of post graduate education is another setback of the delay, because internship as well as post internship experience is a prerequisite for all post graduate exams.
Furthermore, a majority of pre-interns are involved in locum practice without the experience of managing patients on their own in wards. In addition to committing a misdeed and putting the unsuspecting public at risk, this encourages slipshod methods of patient diagnosis and management amongst young doctors.
Hence a well planned and well spent pre-intern period is an utmost need to make the most out of an otherwise grim situation.
The pre-intern may use his/her time to develop himself/herself both professionally and personally. Getting involved in research is one good option either on your own or under the patronage of a senior doctor. The knowledge, skills and attitudes you gather through this exercise will lay a foundation to a life long process of practicing evidence based medicine. Moreover, the publications of these studies will be assets at vivas and interviews both at local and international level.
The pre-intern period can also become a time to obtain experience in a field of medicine of your interest, if you choose to. Working as a temporary demonstrator or a research assistant attached to a department of a medical faculty is one such opportunity. Besides, such a working environment will enable you to interact with consultants of that respective field and will give an exposure to the nature of work of that field.
Being attached to a department of a medical faculty will also invariably involve you with the teaching activities of the students of the faculty and improve your skills of organization. Besides, the environment will be conducive and stimulatory for post graduate education of medicine. Being involved in research is an added benefit of working in a department.  And who knows? You might even redefine your views about different fields of medicine.  

Moreover, if you are planning to migrate no other time will be as accommodating to sit for IELTS, USMLE or PLAB and whatnot, than your pre-intern year.  Together with all of the above, improving your skills of language, communication and computing during this period will be advantageous for your future career as a doctor.
However, attempts to shorten the pre-intern period should also be a duty of the pre-intern medical graduates by means of lobbying the stakeholders, quickening the processing of marks by the faculties and the issuing of the common order of merit (merit list) by the University Grants Commission.
Last but not least, after five years of hard work as an undergraduate, the pre-intern period will be breather for you before the intense year of internship. Therefore it’s also a time to focus on family, friends, your partner and yourself. So take time to enjoy the beauty of your youth as well, because medicine alone is not life!
Some day soon, the sun will dawn on the your long awaited internship. Then, if well spent, when you look back you’ll have few regrets and be happy your pre-intern year was not in vain!
Life

The Art of Medicine
Gina Hadley 
University of Oxford, UK

The month I spent at the Lady Ridgeway Hospital, Colombo in the summer of 2007, will have an amazing bearing on how I practice medicine. In Oxford, we are fortunate enough to spend our clinical paediatric placement abroad. Why Sri Lanka? A question that I faced in the UK and upon arrival, from medical students who couldn’t fathom the rationale of leaving a healthcare system that had such wonderful facilities and could teach me so much. I beg to differ. I may not have seen the conditions that I will be confronted with in my day to day practice in the UK at the same frequency as my peers, but I have acquired a way of thinking that crosses geographical boundaries and is independent of any language or dialect 

Getting to the hospital was an indication of how very different life is in Sri Lanka, and how challenging things would become for two 5th year medical students accustomed to a serene uphill early morning cycle to the comfortable environs of the paediatric department in Oxford. 

Undoubtedly suffering from jetlag, we completed the relevant administration and were shepherded to the introductory session. This included such things as ‘breaking bad news’ and for a moment it felt like we’d been transported back to Oxford – except that the instructions for the attachment were given out via over head projector. Everything seemed much more regimented than the UK – students were expected to do the ultimate in social history and visit their patients at home. Ice-breaking Sri Lankan style was a microphone handed around – its wire lashing behind it as it went, attempting to garrotte anyone who got in its way - and students had to give their name, A-level results, (including island rank) and a synopsis of their life so far. We were not spared. 

The students had responsibilities on the wards and were very much expected to play an active role in patient care. The fear of being posted to a far flung medical facility and coping essentially alone upon qualification was motivation enough. I noted that the students use the same text book as we do in the UK for paediatrics, but they seem to have a far superior knowledge. History and examination are paramount in Sri Lanka (as indeed they should be in the UK). The emphasis is on clinical signs - which may never have the luxury of being substantiated by the simplest of tests. For example, urine dipsticks that we so take for granted, if at all available may be cut in two, to last twice as long. We in the UK rely far too much on a battery of tests that simply are not available everywhere in the world. The House Officer could be seen carrying out Erythrocyte Sedimentation Rate tests literally at the bedside. In the UK, a pathology course teaches us about these tests. I question how many of us could actually conduct them, even at a theoretical level. Why would we? We send them to the lab. Right?

The Sri Lankan consultants that we encountered were very nostalgic about their time in the UK. They were without exception brilliant clinicians. It was however not the time spent in a much more affluent healthcare system that was responsible for this, but the training that they had received as medical students. These doctors and their innate clinical ability are an asset to any healthcare system and it is perhaps their UK counterparts that should be nostalgic about what they learned from their Sri Lankan colleagues.

In comparison with the UK, the hospital in Colombo is very much from the 1950s, with the nurses in their starched uniforms and patient information on typewriter-etched pieces of paper. The language of medicine is English. Discussing patients in a language that is alien to them could perhaps be regarded as the paternalistic practice of medicine that we in the UK are encouraged to move away from. 
Why Sri Lanka? British medical students frequently undertake seemingly misguided voyages to ‘help out’ in far flung places to see medical care systems that are on paper and in their eyes far inferior to their own. I admit that did see a plethora of conditions, some of which were so rare that they may not make it into a standard medical textbook. The objective was not however to stand and stare at these people. My four weeks in Sri Lanka were a humbling experience, for the first time I had to rely on the most basic, yet most vital tools at a doctor’s disposal, the history that can be gleaned and the physical signs elicited. Coming from a healthcare system that seemingly knows no bounds, it is vitally important to take a step back and witness the art of medicine. 


Answers to the quiz (from page 36)
Question 1

1. jiroveci

2. Light’s

3. Diving

4. Mesothelioma

5. HRCT (High Resolution CT of chest)

6. Ablation 

7. Progenitor

8. Brugada’s Syndrome

9. ARVC (Arrythmogenic Right Ventricular Cardiomyopathy)

10. Clopidogrel

Question 2

1. Crohns disease

2. Conjunctivitis, scleritis , anterior uveitis

3. Ulcerative colitis

4. Crohns:







Can involve any part of the bowel





Patchy involvement of colon






Involves the whole wall. Fissures are common.  

             Ulcerative colitis:



Mostly confined to distal colon



Demarcation between involved and normal colon


Involve mostly the mucosa

                                                                                                                                                         News

National Poisons Information Database

A “poison” can be defined as any substance that impairs health or destroys life when ingested, inhaled or absorbed by the body in relatively small amounts.

In Sri Lanka over 80,000 patients are admitted to state hospitals due to poisoning every year. In 2000, 2666 patients died of poisoning, and it was the fourth leading cause of death in state hospitals.  Sri Lanka has one of the highest rates of suicide in the world, as a result of nearly two thousand deaths caused by ingestion of liquid pesticides.  Thus, current information about poisons and the management of poisoning is essential.  Physicians or any doctor for that matter should find information about poisoning and its management easily available in the emergency setting.

A book on “Management of Poisoning” written by Professor Ravindra Fernando, Head of the National Poisons Information Centre, Sri Lanka, is available and it is freely distributed among doctors under the patronage of the National Poisons Information Centre.  

However, with the dawn of the new millennium, “e-knowledge” has become a buzzword. Addressing this issue, Kelum Pelpola and Taraka Perera, two medical students of the AL 2000 batch of Faculty of Medicine, University of Colombo, have designed a compact disk which was geared to greet the new information age with accuracy, efficiency and cost-effectiveness.

The compact disk brings to light some innovations.

The opening menu: the main menu is divided into five sections namely, animal poisons, plant poisons, household and industrial chemicals, drugs and agro chemicals and enables easy access from the opening page. Users outside the medical field can also access data in a more systematic way.

Detailed and emergency sections: two sections have been introduced for every entry of poisoning. The “emergency” section includes clinical features and management only, while the detailed section has more information about the poison including research articles whenever possible.

Search page: the search page contains basic instructions on how to perform a search. Following the search, pages appear indexed according to priority, where the first entry denotes the most relevant page for the searched word.

Image gallery: this currently contains images of related animals and plants. It will be further updated in the future.

This compact disk is an excellent learning and reference tool by undergraduates as well as medical professionals. It would also enable the medical professionals in Sri Lanka to refer the information on poisons and its management with efficiency and ease. It can also be reproduced easily and updated with minimal hassle. The cost will not be an issue since a compact disk can be produced with a total cost of around Rs.40/=. Another advantage, especially in the Sri Lankan setting, is that the technical requirements are minimal.
The compact disk was created in a format that could be converted into a website. That website was launched recently and can be accessed at www.npid.tk  The website functions as the official site of the National Poisons Information Centre. It is the first of its kind in South Asia. And comprehensively deals with management of poisoning.
The site also has a “forum” where anybody who is interested in the topic of management of poisoning can have discussions about the major issues, newest developments etc. Registration at the site and forum could be done by visiting www.npid.tk.  The registered members would be constantly updated regarding the new developments and other major important issues in management of poisoning in Sri Lanka.
The compact disk and the website were launched as the “National Poisons Information Database” at the inauguration of the 5th Asia Pacific Toxicology Conference held in Sri Lanka on the 6th of August 2006 where Hon. Nimal Siripala de Silva, Minister of Health, was the Chief Guest.

Snippets

Watchful waiting in adult patients with acute rhinosinusitis

A meta-analysis of individual data of 2547 patients with rhinosinusitis like complaints was carried out to assess the overall effect of antibiotic treatment.    The prognostic value of common symptoms and signs by the number needed to treat (NNT) with antibiotics to cure one individual patient was also assessed.  Nine double-blind trials where a placebo was compared to antibiotic treatment were identified.  Analysis revealed that15 patients need to be given antibiotics before one additional patient benefits from treatment (95%CI, NNT[benefit]7)  Common clinical signs and symptoms could not identify a subgroup of patients for whom treatment was clearly justified, as they do not help distinguish a bacterial infection from a viral infection.  The implication for primary care is that antibiotics offer little benefit and only watchful waiting and symptomatic relief are warranted for patients with acute rhinosinusitis like complaints. Lancet 2008;371:908-14
The cost of the diabetic foot

An audit was carried out at the Colombo South Teaching Hospital to estimate the cost of management of diabetic foot ulcers (DFU).  144(4.3% of admissions) diabetic patients occupied 10.1% of hospital beds.  Majority (61.8%) DFUs started as preventable minor trauma. Nearly half knew the importance of foot-care, but practices remained poor.  The total of Rs. 14, 936 was spent by the state per patient on ward and theatre expenses.  Loss of income suffered by 55 daily paid workers was audited as Rs. 1,076 per patient.  An average of Rs. 1811 was spent by the families on patient visits.  The authors conclude that diabetic foot conditions cause a serious impact on the health care system and the patients and emphasis the need for properly planned foot care programmes for diabetic patients.  Ceylon Medical Journal 2007;52:89-91 
Medical student naiveté in the face of Drug Company marketing

A survey of over 800 medical students from across the United States has shown that they are heavily targeted by drug companies. Respondents from eight medical schools received an average of one gift or sponsored event each week. Of the students, 553/604 (80.3%) believed that they were entitled to gifts and of the 183 students who thought a gift valued at less than $50 was inappropriate, 158 (86.3%) had accepted one.  69% (556/808) said that gifts and other direct marketing would not influence their practice.   Over four fifths of the students responded that their school had not taught them well about how to interact with pharmaceutical representatives and 625/803 (77.8%) responded that their school should teach more about drug company–physician relationships.  The researchers conclude that medical students are a group at risk for unrecognized influence by marketing effort.  Journal of the American Medical Association 2005;294:1034-42 
“Net Generation” Medical Students

Use of information & communication technologies (ICTs) is an increasingly important part of medical education. The so called “Net Generation” of medical students may have different ICT based learning requirements/skills depending on their life experiences and habits, stage of medical education (pre-clinical or clinical). A study of 207 pre-clinical & 161 clinical medical students at a major Australian university showed that access to mobile phones, memory sticks, desk top computers & broadband internet was high. A factor analysis revealed 9 clear activity types including “standard” use of computers, mobile phones, and the use of the internet as a pastime activity. Comparison of pre-clinical & clinical students revealed a number of differences in terms of frequency & skill of using technology based tools.  Medical teacher 2008;30:10-6
Compiled by Ashwini de Abrew
AL 2000 batch of students, Faculty of Medicine, University of Colombo


Instructions to authors

The student medical journal invites articles for the following categories.

Manuscript categories

Original research papers

A maximum of 2000 words with a maximum of six tables or figures and 20 references using the Vancouver style; all articles must include a structured abstract of not more than 250 words. The paper should generally follow the IMRAD format.    

Review articles

A maximum of 3000 words and 10 references using the Vancouver style; all articles must include an abstract of not more than 250 words. 

Perspective

A maximum of 400 words in length, including title, text, name and address of author(s), and maximum two references included. Tables and figures are not permitted.
Student Diary

Articles for the Student Diary can be about anything to do with medicine and being a medical student. Articles can cover special projects, (such as organizing a health camp or cultural event), general life experiences and student issues or problems (such as studying for exams or elective experiences), or political topics (such as describing or critiquing a health care system)-the list is endless. 

The ideal word count for this section is around 750 - 1000. If you mention any facts references should be given.  

Case Reports
Case reports of outstanding interest or clinical relevance are welcomed. The word limit is 1200 words, with up to 10 references and 3 tables or illustrations. 
Review
The review section includes articles that critically appraise a book, CD ROM, film, audio CD, theatre play, or other form of media, which has a link to medicine or medical students. The maximum number of words for a review is 1000 words.  Illustrations may be included. 
Submission of Manuscripts
Covering letter
The covering letter should state:

1. The manuscript category

2. The title 

3. The name, address, contact numbers and e-mail address of the author responsible for correspondence

4. Any ethical issues addressed

Please submit an original copy and 2 photocopies of all parts of the manuscripts. All submissions must be accompanied by an electronic copy of the manuscript and illustrations. 
Preparation of the Manuscript

Manuscript typing
All parts of manuscript, including tables, figure legends and references must be typed with double-spacing on A4 (212x297mm) paper. Arrange components in the following order: title page, abstract, text, references, tables in numerical sequence and figure legends. Begin each component on a separate page. Number all pages consecutively, starting with the title page.
Title page

This should give the title of the paper, authors listed in the form and order in which they are to appear in the published article along with their institutional affiliations. The name, address, telephone number and the e-mail address of the corresponding author should be stated. The number of words of main text (excluding words in the title page, abstract, reference list and any boxes or tables) should be included. 
Abstract

The abstract should be limited to 250 words and be structured as follows:
Objectives: a clear statement of the main aim of the study and the major hypothesis tested or research question posed.
Method: including factors such prospective, randomization, blinding, placebo control etc.

· participants (instead of patients or subjects) – give clear definitions of how selected, entry and exclusion criteria
· interventions – what, how, when and for how long. This heading can be excluded if there was no intervention.
· Main outcome measures
Results: main results with (for quantitative studies) 95% confidence intervals, and where appropriate the exact level of statistical significance and the number needed to treat/harm. 
Conclusions: primary conclusions and their implications, suggesting areas for further research if appropriate. Do not go beyond the data in the paper. Conclusions are important because this is often the only part that readers look at. 
References

These should be numbered in the order in which they appear in the text. At the end of the article the full list of references should follow the Vancouver style. Note that we require the complete name of the journal (not its abbreviation).
Please give the names and initials of all authors unless there are more than six, when only the first six should be given followed by et al. 
Please note

These instructions serve only as a guideline for students. It is not compulsory to strictly adhere to these guidelines. You will be able to seek guidance from the editorial board of the journal. 





The journey of a thousand miles begins with a single step. 


� HYPERLINK "http://www.quotationspage.com/quotes/Lao-tzu/" �Lao-tzu�, The Way of Lao-tzu�Chinese philosopher (604 BC - 531 BC)
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Points to ponder:





What is anion gap?





How does intra-venous NaHCO3 cause intra-cellular acidosis?





The DKA patient suffers from hypoxia, due to a combination of hypoxic hypoxia (if there is concurrent pathology in gas exchange in the lung) and stagnant hypoxia (due to severe dehydration).  How will the administration of intra-venous NaHCO3 affect hypoxia at tissue level?








The triad in DKA is:





HYPERGLYCAEMIA (other conditions in which this occurs are uncontrolled diabetes mellitus, hyperglycaemic hyperosmolar state, and stress hyperglycaemia).





KETONAEMIA, which is detected as ketonuria (other conditions in which this occurs are starvation, alcohol intoxication, hyperemesis, and ketotic hyperglycaemia).





METABOLIC ACIDOSIS with a high anion gap (other conditions in which this occurs include lactic acidosis, uraemic acidosis, methanol poisoning, and salicylism).
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Welcome!  This is the beginning of what we hope will be a long lasting tradition at the Faculty of Medicine Colombo.  The Student Medical Journal is a student run journal which aims to provide an inclusive vehicle for students to communicate current medical research, opinions and thoughts to other students and faculty members. 


Many students are interested in research.  However they find it difficult to publish their work in professional journals.  This journal aims to fill that void.  The experience of preparing an article for a medical journal will enhance a student’s critical thinking, analytical and writing skills, facilitating their professional development.  We believe that a journal of this nature would encourage students to participate in research, which is a key element in the development of a graduate capable of promoting the advancement of medical science.  


We feel it is important not just to focus on student research, but also be a forum for students to share their experiences through reviews, essays and letters to the editor.  We also aim to give an insight into the lives of distinguished medical professionals which we believe will be both interesting and inspiring for the students. 


This journal was the brain-child of Dr. G.R. Constantine, was initiated by Dr. Indika Karunathilake, Dr. Kishara Gunaratne and Dr. Prabodhana Ranaweera and is now a reality due to the untiring efforts of our journal committee. 


We also take this opportunity to thank the members of the academic staff who reviewed the research papers and took trouble to suggest improvements to the articles published in this Journal.


So, welcome! We hope you enjoy the first issue. 


Nimali Widhanapathirana


Harshima Wijayaratne


Ashwini de Abrew
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