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Editorial

Highlights of WHO's work in the Eastern
Mediterranean Region

Ala Alwan’

This report provides highlights on the
work of WHO in this Region in 2015
and the early part of 2016. It reflects the
achievements made and the challenges
encountered as well as the way forward
and immediate next steps. It focuses in
particular upon the five strategic priori-
ties agreed by Member States in 2012:
health systems strengthening towards
universal health coverage; maternal and
child health; noncommunicable diseas-
es; health security and communicable
diseases; and emergency preparedness
and response.

Universal health coverage is the
overarching goal of our work with
Member States in strengthening health
systems. It is a goal that was established
by the WHO Regional Committee for
the Eastern Mediterranean in 2012 and
since then we have been supporting
countries in implementing the actions
included in the regional framework
for action. The level of commitment
to universal health coverage shown by
Member States is high. In the past 18
months, WHO has supported countries
in several areas that are key to moving
forward on universal health coverage,
including assessments in health financ-
ing, health policy and strategic planning,
health sector regulation, and capacity
development to support strengthening
of public health laws and regulation. The
regional framework for action, covering
the four areas for universal health cover-
age (developing a vision and strategy;
improving financial protection, expand-
ing service coverage, and ensuring pop-
ulation coverage) will continue to be
updated based on the needs of Member

States and will remain as a guide for
technical support to countries and for
monitoring progress.

The Regional Office also initiated
strategic collaboration with an exten-
sive network of international experts
through the Disease Control Priorities
3 (DCP3) Project to develop a high-
priority package of essential services for
universal health coverage. The criteria
used for inclusion of interventions in
this package include evidence of impact,
cost-effectiveness, and affordability. The
progress of work in this initiative will be
reviewed in a special session planned on
the margins of the Regional Committee
atits 63rd session.

Renewed focus was placed on de-
veloping workforce capacity, which is
a major challenge across the Region.
A series of consultations in the past 18
months have focused on developing a
regional framework to implement the
global strategy on human resources for
health, endorsed by this year’s session
of the World Health Assembly, and
a comprehensive strategic framework
to strengthen nursing and midwifery
which was also launched in the ministe-
rial meeting in May 2016. A compre-
hensive review of medical education
was undertaken, including an in-depth
assessment of the situation in countries
of the Region, conducted in collabora-
tion with the International Federation of
Medical Education, and active involve-
ment of Member States. The Regional
Committee subsequently endorsed a
regional framework for action aimed at
reform of medical education in the Re-
gion and this is planned to be discussed

"WHO Regional Director for the Eastern Mediterranean

with ministers of health and higher edu-
cation in a high-level meeting in 2017.
To strengthen leadership in health and
build public health capacity in Minis-
tries of Health, a leadership course for
senior health ofhicials was established in
2015, and successfully implemented in
two rounds, in Geneva and Muscat in
collaboration with the Harvard School
of Public Health. More than 50 future
health leaders have graduated and the
course will continue to be conducted
on annual basis. The Regional Ofhce
continues to host an annual seminar on
health diplomacy for senior officials of
ministries of health and foreign affairs,
diplomats and parliamentarians.

Work continued in other areas of
strategic importance to strengthening
health systems, including regulation
of the pharmaceutical sector and of
medical devices, promotion of the fam-
ily practice approach, regulating and
partnering with the private sector,
strengthening of hospital management
and patient safety, civil registration and
vital statistics, and health information
systems. The Region now has the most
comprehensive information available
amongall WHO regions of the situation
with regard to civil registration and vital
statistics systems. Based on the compre-
hensive assessments conducted in most
Member States, a regional strategy to
strengthen civil registration including
reporting of cause specific mortality
is now available to guide countries in
implementing priority actions.

WHO continued to support imple-
mentation of the regional framework on
health information systems and use of
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the core indicators and to build capac-
ity to strengthen collection, reporting
and dissemination of data. A practi-
cal tool has been developed to assess
the gaps in the capacity of countries in
generating and using reliable data for
the 68 regional core health indicators.
The assessment will be used to recom-
mend actions to address the gaps and
strengthen health information systems.
Comprehensive health profiles, which
document the current situation, chal-
lenges, gaps, opportunities and way
forward in each health programme,
have also been developed and updated
in collaboration with Member States.
Every country now has a brief sheet con-
taining the key health indicators as well
as an outline of the strengths, potential
weaknesses, challenges and priorities for
its own health system. These profiles are
updated annually in close consultation
with the Ministry of Health.

The road map for universal health
coverage endorsed by the Regional
Committee in 2014 will continue to
guide our work in strengthening health
systems. We will continue to focus on
building capacity in leadership and
governance. Health policy analysis and
planning, health legislation and regu-
lation, and continued strengthening
of health information systems, includ-
ing civil registration and vital statistics,
will remain important areas of work.
Strategic guidance on health workforce
development will be finalized. Priority
will be given to supporting countries in
implementing the strategic framework
on nursing and midwifery while the
planned high-level meeting of ministers
of health and medical education is ex-
pected to be particularly important in
shaping the future of regional reform in
medical education.

By the end of the year it was clear
that the Region had made significant
reductions in maternal and child mor-
tality since 1990, as shown by the latest
monitoring data for the Millennium
Development Goals. However, the lev-
els of reduction fell short of meeting the

overall regional targets of MDGs 4 and
5. The regional initiative on saving the
lives of mothers and children continued
to target the main challenges in coun-
tries with a high burden of maternal
and child deaths. The nine high-burden
countries have launched maternal and
child health acceleration plans, initially
aimed at improving outcomes towards
the MDG targets, but also preparing the
way for the Sustainable Development
Goals (SDGs) set for 2030. WHO also
focused on quality of care, including
preconception and neonatal care, which
are becoming increasingly important
elements of maternal and child survival
in the Region.

Implementation of the United Na-
tions global strategy and the relevant
SDGS3 targets will be important drivers
of progress in women’s, children’s and
adolescents’” health. We will continue
to focus on building capacity in coun-
tries to end preventable deaths among
women, children and adolescents. In
this regard, WHO will focus on sup-
porting and monitoring progress in, and
the implementation of action plans on,
reproductive, maternal, newborn and
child health. Special emphasis will be
placed on strengthening preconception
and neonatal care. A list of evidence-
based public health interventions for
preconception care, including high-
impact interventions for the prevention
and control of congenital and genetic
disorders, will be finalized for recom-
mendation to countries by the end of
2016.

Nutrition remains an area of con-
cern. A regional roadmap was devel-
oped for countries to implement the
global targets set by the World Health
Assembly in 2012 and the recommen-
dations of the Second International
Conference on Nutrition (ICN-2).
Most countries now have national strat-
egies oraction plans. The regional policy
statement on the urgent need to fully
implement the International Code of
Marketing of Breast Milk Substitutes
was promoted while the number of

La Revue de Santé de la Méditerranée orientale

nutrition stabilization centres for treat-
ment of severe and complex cases of
malnutrition was expanded in countries
in emergency situations.

Noncommunicable diseases remain
the biggest cause of premature death in
the Region, in particular heart disease,
cancer, chronic lung disease and diabe-
tes. Despite high-level political commit-
ments to action and some impressive
achievements by some countries, pro-
gress has generally been inadequate,
patchy and uneven. Tobacco use is still
increasing, the rates of overweight and
obesity in both adults and children are
alarmingly high in most countries and
there is no evidence that trends of other
risk factors, including physical inactivity,
are improving.

We continued to focus on support-
ing countries to implement the Political
Declaration of the 2011 High-Level
Meeting of the United Nations General
Assembly on the Prevention and Con-
trol of Non-Communicable Diseases,
through the regional framework for ac-
tion endorsed by the Regional Commit-
teein 2012. At global level, the Regional
Office played an important role in advo-
cacy for an accountability framework
to measure progress, while the contri-
bution of countries was substantial in
ensuring that the 10 indicators crafted
globally to measure the progress made
by Member States were aligned with the
indicators of the regional framework for
action. Countries are now better able to
monitor and report on progress in rela-
tion to the time-bound commitments
set by the Political Declaration.

The regional framework addresses
prevention and control through four
areas: governance, surveillance, pre-
vention and health care. In 2015, we
provided each Member State with the
first issue of an annual brief profile of its
national response, based on the 10 pro-
cess indicators. This enabled countries
to see at a glance the progress made in
implementation. So far, less than a third
of countries have national multisectoral
strategies or plans for the prevention
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and control of noncommunicable dis-
eases, or have set national voluntary
targets, which are essential first steps.
We conducted extensive advocacy in
2015 and early 2016 to highlight the
importance of these issues.

A number of key actions were also
taken at regional level to support coun-
tries in a multisectoral response. These
included the development, in collabo-
ration with the WHO Collaborating
Centre at Georgetown University, of
a dashboard and policy briefs on best
practices in health legislation for non-
communicable diseases, as well the pub-
lication of policy guidance on reducing
dietary intake of sugar, complementing
the policy guidance on reducing dietary
intake of salt and fat. Support was also
provided to countries to update tobacco
control legislation and to build capacity
for promotion of physical activity.

Full engagement of non-health sec-
tors will be crucial in ensuring continued
progress in implementing the regional
framework for action to implement the
United Nations Political Declaration
on noncommunicable diseases. WHO
will continue to work with Member
States to achieve the progress needed
by the time of the next United Nations
review in 2018, but such progress will
basically depend on the commitment
and actions of Member States.

Alsoin 2015, the Regional Commit-
tee endorsed a practical and evidence-
based regional framework to scale up
action on mental health and operation-
alize the comprehensive action plan
for mental health 2013-2020. Four
domains of action were identified by
the regional framework: governance,
prevention, health care and surveillance.

Important progress was made in
2015 to improve health security in the
Region. Following the rapid external
assessments conducted by the Regional
Office at the end of 2014 and begin-
ning of 2015, of Member States’ ca-
pacity to detect and respond to a case
of Ebola virus disease, it became clear

that countries” readiness to fully imple-
ment the capacities required under the
International Health Regulations (IHR
2015) was considerably lower than was
reported through self-assessment. In
2015, the Regional Committee decided
therefore to establish a regional as-
sessment commission to facilitate and
provide technical guidance to countries
and to oversee a process of independent
joint external evaluation, a shift from
self-assessment, in order to objectively
assess the country’s capacity to prevent,
detect and respond to health security
threats. At the same time it called for
harmonization of the existing assess-
ment tools available, as a result of which
our region became a leading player in
the development of the joint external
evaluation (JEE) tools which are now
accepted globally by all parties con-

cerned.

Joint external evaluation for IHR
capacities, using the new tools, has
been conducted in four countries in
the Region so far and a plan has been
developed to conduct such independ-
ent and objective assessments in at least
10 countries by the end 0f 2016 and all
countries by the end of 2017. This is
a very important step forward. Never-
theless, serious challenges exist to the
efforts to prevent and control emerg-
ing and re-emerging diseases and all
countries will have to reinforce their ca-
pacities in dealing with threats to health
security. Over the next 18 months the
work will continue in order to ensure
that all Member States are evaluated,
that action plans are prepared based
on the evaluation outcomes and that
implementation to address the gaps is
begun without delay.

Outbreaks of communicable dis-
ease were a continuing threat through-
out 2015 as conflict and population
displacement continued to escalate,
posing challenges for maintenance
of immunization coverage as well as
other essential and life-saving public
health services. Our response has been
to continue to focus, and double our

efforts, on helping Member States to
establish effective and timely disease
surveillance, for example- expanding
the early warning, alert and response
network (EWARN) in crisis-affected
countries and enhancing the early warn-
ing surveillance system for influenza,
respiratory diseases and other infectious
diseases, in order to early detect and
rapidly respond to these health threats.
Lack of access to insecure areas to im-
plement appropriate control interven-
tions resulted in outbreaks of dengue
fever in Sudan and Yemen, and cholera
in several different countries. Neverthe-
less, the rapid detection and contain-
ment of these outbreaks, particularly a
cholera outbreak in Iraq, as well of the
frequent hospital outbreaks of MERS in
Saudi Arabia, are some of the impressive
examples of WHO's timely and effec-
tive response, thus preventing any ma-
jorinternational health emergency from
the continuing and widening threats to
health security in the Regjon.

Good progress was made with
regard to eradication of polio in the
two remaining endemic countries of Af-
ghanistan and Pakistan, although there
are still areas where poliovirus continues
to circulate. By mid May 2016, all coun-
tries had made the globally required
switch from trivalent to bivalent oral
poliovirus vaccine for routine and cam-
paign use. The positive progress in polio
eradication gives great cause for hope.
There is now a great deal of optimism
that the work we are doing in this region
is now at a turning point for finishing
the job of global polio eradication. We
must continue to maintain our support
for the programmes in Afghanistan and
Pakistan and the highest commitment
to ensuring all children are immunized
everywhere. Likewise, in order to
prevent outbreaks we must, and will,
continue to ensure provision and main-
tenance of immunization coverage for
all childhood diseases in emergency
contexts, where many children remain
hard to reach.
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The Regional Committee endorsed
the Bastern Mediterranean vaccine ac-
tion plan, as a framework for implemen-
tation of the global vaccine action plan,
as well as the regional malaria action
plan 2016-2020 for implementation
of the global technical strategy for ma-
laria 2016-2030. We convened and
engaged a broad range of stakeholders
in the development of a regional action
plan for viral hepatitis.

201S saw a significant deteriora-
tion in the humanitarian situation in
the Eastern Mediterranean Region. The
crisis in Yemen was designated a highest
threat level (Level 3) emergency by
the United Nations in July 2015 and
the Region now hosts three Level 3
emergencies, including the crises in Iraq
and the Syrian Arab Republic. Overall
throughout the Region, more than 62
million people were in need of health
services as a result of emergencies by the
end of 2015, placing a significant strain
on already weakened and overwhelmed
health systems. More than 60% of all ref-
ugees and internally displaced persons
originate from the Region; in Lebanon,
refugees now comprise a third of the
total population.

Shortages in specialized medical
staft, medicines and medical equipment,
and other health resources, especially
in areas where access for WHO and
partners was limited, had severe im-
pact on the delivery of health services,
contributing to the deterioration in the
health status of some populations and
an increased number of preventable
deaths. Despite resource limitations and
the major gaps in humanitarian fund-
ing, our regional emergency response
programme was restructured in 2015
and considerably strengthened to deal
with the unprecedented increase in
the number, magnitude and severity of
crises requiring WHO's support. Our
capacity in leading humanitarian health
relief has been reinforced and we con-
tinued to prioritize the WHO response
to crisis in the Region ensuring the pro-
vision of essential medicines, supplies

and humanitarian aid, as well strength-
ening disease surveillance, immuniza-
tion campaigns, trauma care services,
management of chronic diseases and
mental health support. We continued
to seek and implement approaches and
strengthen partnerships to ensure peo-
ple trapped in hard-to-reach areas were
able to receive health care wherever
possible, and to support mobile health
services.

It is clear, and has been highlighted
by the Regional Committee in a num-
ber of sessions, that we need to ensure a
more systematic and effective approach,
both within countries and across the
Region, to responding to the health
needs of populations affected by con-
flict and emergencies and to ensuring
that health systems in all affected coun-
tries are strengthened and continue to
deliver urgently needed health services
to displaced populations and host com-
munities. This will require improved
and expanded coordination, action
and engagement from other sectors
and stakeholders including the affected
communities themselves.

Following the endorsement in May
2016 by the World Health Assembly of
the new WHO health emergencies pro-
gramme, additional restructuring has
taken place and a substantial increase
in human resources is already planned.

The Regional Emergency Soli-
darity Fund was activated in January
2016 to ensure predictable financing
of surge/rapid response to natural and
man-made disasters in the Region and
the WHO logistics hub, established in
Dubai’s International Humanitarian
City to ensure the timely provision of
critically needed medicines, medical
supplies and medical equipment to
countries in the Region and beyond,
was operationalized. I hope that Mem-
ber States in the Region will continue
to support resource mobilization efforts
for humanitarian and health support
in affected countries, as well as in pro-
viding much needed technical and re-
sponse capacity.

La Revue de Santé de la Méditerranée orientale

Throughout the past 18 months
we have continued to complement
our technical and operational activi-
ties with parallel actions to strengthen
managerial effectiveness. This included
continued emphasis on accountabil-
ity, transparency and efficiency, and on
strengthening the WHO workforce,
especially at country level. Compli-
ance is now monitored through a
monthly compliance dashboard and
is tied in with performance appraisal
mechanisms. We increased focus on
capacity-building initiatives, such as
an integrated training programme for
budget centres, dedicated compliance
forums and outreach initiatives. This has
yielded positive initial results in terms
of improved management, compliance
and accountability, including a decrease
of over 80% in overdue reports on direct
financial contributions compared with
2013, a decrease of over 80% in overdue
donor reports compared with 2014 and
closure of the majority of outstanding
external and internal audit recommen-
dations. A project was also completed
to address non-compliance in non-staff
contractual modalities.

In keeping with the practice of the
past few years, a high-level meeting for
ministers and representatives of Mem-
ber States and permanent missions in
Geneva was held prior to the World
Health Assembly. These meetings
continue to provide an opportunity
to review, with ministers of health and
senior government officials, progress
in addressing key priorities since the
previous Regional Committee and to
strengthen Member States” engage-
ment in global discussions on health
and WHO reform.

There is clear evidence that this re-
gion is leading in several programme
areas within WHO. The work we are
doing in health system strengthening,
health security and noncommunica-
ble diseases has laid the groundwork
for many years to come and provides
a strong basis for countries to move
forward with confidence. It is also
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increasingly recognized in our region
that collaboration between sectors is es-
sential for the achievement of long-term
health and development goals. Never-
theless, there is still a long way to go. As
we move forward into the post-2015
era and Member States initiate work

towards the SDGs, there are four key
areas that will receive attention in our
work: advocacy for the SDG health tar-
gets; harmonization of existing WHO
health strategies with the SDG targets;
identification of more effective mecha-
nisms for multisectoral action both

within countries and at the regional
and global levels; and strengthening of
health information systems to support
progress monitoring. 2016-2017 will
be crucial in laying this foundation.
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Deaths of children aged under 5 years and related
factors in the Islamic Republic of Iran: a population-
based case-control study

A. Evazpoor', A. Edalati?, E. Hypponen 3*>, M. Fararouei %, Z. Parisai’
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ABSTRACT The study was conducted to determine the family, social and economic factors associated with deaths
of children aged under 5 years. A registry-based nested case-control study was conducted of the deaths of all
children aged under 5 years in Kohgilooyeh and Boyer-Ahmad Province in the Islamic Republic of Iran. For each
death, two controls were randomly selected among children of the same age, sex and place of residence (186
cases and 372 controls). Congenital abnormality (37.6%) and preterm birth (29.0%) were the two most frequent
causes of death among children aged under 5 years. No vaccine-preventable disease was reported as the cause
of death. The strongest associations were found with consanguinity of the parents (OR = 3.92; 95% Cl = 2.27-6.85
for being first cousins in comparison with no family relation; P < 0.001) and with domestic violence to the mother
during pregnancy (OR = 3.13; 95% CI = 1.60-6.17; P < 0.01). The main causes of death of children aged under 5
years in the Province were congenital abnormality and prematurity.

Déces d’enfants de moins de cinq ans et facteurs associés en République islamique d’Iran : étude cas-témoin
populationnelle

RESUME La présente étude a été menée pour déterminer les facteurs familiaux, sociaux et économiques associés
aux déces des enfants de moins de cing ans. Une étude cas-témoin nichée reposant sur les données de registres a
été menée surles déces de tous les enfants de moins de cing ans dans la province de Kohgilooyeh et Boyer-Ahmad
en République islamique d’Iran. Pour chaque déces, deux témoins étaient sélectionnés de fagon aléatoire parmiles
enfants du méme age, sexe et lieu de résidence (186 cas et 872 témoins). Les malformations congénitales (37,6 %)
et les naissances prématurées (29,0 %) constituaient les deux causes de déces les plus fréquentes parmi les enfants
de moins de cinq ans. Aucune maladie a prévention vaccinale n’a été rapportée comme cause de déces. Les
associations les plus fortes étaient liées a la consanguinité des parents (OR=3,92; IC a 95 % = 2,27-6,85 pour les
cousins de premier degré en comparaison avec les sujets n’ayant aucun lien de parenté ; p < 0,001) et a la violence
conjugale envers les meres pendantla grossesse (OR=3,13 ; ICa 95 % =1,60-6,17 ; p < 0,01). Les principales causes de
déces des enfants de moins de cing ans dans la province étaient les malformations congénitales et la prématurité.
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Introduction

Childhood mortality has a profound
effect on the life expectancy of a com-
munity and is considered an important
index of a country’s health and socioec-
onomic status (1-3). A primary health
care network has been established in
the Islamic Republic of Iran over the
past three decades to deliver effective
health services to the most vulnerable
segments of the population, such as
mothers and children. Improvements
in access to primary health care have
resulted in dramatic reductions in ma-
ternal and early childhood morbidity
and mortality, which are considered the
key achievements of the national health
care system (4,5). The rate of death of
children aged under S years (per 1000
live births) was reduced from 287.9 in
1967 to 16.8 in 2013 (6). Safe water,
vaccination, safe delivery and other ba-
sic health and public services have not
only reduced overall mortality rates but
have also shifted the causes of morbidity
and mortality from infectious to non-
infectious diseases.

Thus, the common causes of death
among children in the Islamic Repub-
lic of Iran have become prematurity,
low birth weight and congenital birth
defects (4). Many factors contribute
to childhood mortality, including the
environment, health and social and fam-
ilyfactors (1,7,8). The patterns of factors
that contribute to the leading causes of
death in children must be known to en-
able targeted planning of programmes
for further reductions. We conducted
a case—control study, with compre-
hensive, population-level information
collected as part of “family health care
file” registrations, complemented by a
questionnaire survey. The aim of the
study was to determine the causes of
death of children aged under S years
and associated factors in Kohgilooyeh
and Boyer-Ahmad Province in southern
Islamic Republic of Iran during 1 year.

Setting

Kohgilooyeh and Boyerahmad Prov-
ince in the southwest of the country has
an area of 16 249 km* and a population
of 635000 (Fig. 1). The Province has
1.12% live births, but represents 3.35%
of all deaths of children aged under 5
years in the country (9). Iranian na-
tional health legislation requires that
all pregnant mothers and children be
registered in the national health services
network in order to receive basic health
care, including vaccination, monitor-
ing of growth and development and
nutritional supplements, from birth to
7 years of age. The demographic, social
and health information for the families
are recorded in a “family health care file”.

Selection of deaths
We selected all deaths of children aged

under S years in the Province that
occurred during an Iranian calendar
year equivalent to 20 March 2011 to
19 March 2012. All deaths had been
registered in their corresponding health
centre, and information on each child
had been included in the family health
care file prior to their death. The Iranian
Ministry of Health and Medical Educa-
tion requires that a specific procedure
be followed for the deaths of all children
reported by public health experts or
general practitioners, starting with com-
pletion of a children’s death investiga-
tion form. The form is sent to a death
investigation expert committee consist-
ing of a paediatrician, an obstetrician
and an epidemiologist, which confirms

the probable cause of death.

Selection of controls

Control children were selected from
a list of all children who were under 5
years of age, alive on 19 March 2012
and registered in the national health
services network. In view of the link to
the provision of health care services, the
coverage of the register is considered to
be virtually complete (10). Two control

Figure 1. Kohgilooyeh and Boyer-
Ahmad Province (highlighted)

children were randomly selected for
each death by frequency matching on
age (month), sexand urban or rural resi-
dence. Of the 372 mothers who were
invited to participate, only four refused
(1%). Replacements were selected for
the four refusals by the same criteria
as above. We could not use a higher
ratio of controls to cases because of the
small number of eligible controls in this
relatively small population.

Sampling and power
During the study period, 186 children

aged under S years died; all were in-
cluded in the study. To ensure that
there were no unreported deaths of
children aged under 5 years, we checked
all deaths registered at local birth and
death offices. An a posteriori power
analysis suggested adequate (at least
80%) statistical power for detecting
relevant associations at the 5% level. For
example, the analyses had 90% power to
detect a difference as small as 5% in the

place of birth between the two groups.

Data collection

Data were collected in 2012 and ana-
lysed in 2013. Most information was
obtained from the family health care
file, including the mother’s education
and occupation, age at marriage and
pregnancy and history of miscarriages
and previous pregnancies. Information
on the mother's weight gain and regular
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smoking was recorded at each visit to a
health centre for routine pregnancy care
(on average, 13 visits per pregnancy).
The birth characteristics included ges-
tational age (number of weeks from
the date of the last normal period) and
birth weight. All participants also partici-
pated in a structured interview at which
information was obtained on social,
economic and family factors including
consanguinity of the parents, family size,
place of residence at birth, mother’s
education, mother’s smoking status,
mother’s job and satisfaction with the
family income and domestic and sexual
violence during the pregnancy. All in-
terviews were conducted in a friendly,
quiet, private environment by trained
female interviewers with a university
degree in midwifery or public health.
The questionnaire was tested in a pilot
study with 53 mothers in Kohgilooyeh
and Boyer-Ahmad Province who
had children aged under § years. As
questions about family income were
considered to be sensitive and the
answers thus potentially unreliable, an
indirect question was used, the mothers
being asked to report their satisfaction
with the family income on a scale of
1-S (very dissatisfied to very satisfied)
(11,12). Violence against mothers was
recorded by asking the mothers to re-
port any physical or sexual abuse they
had experienced during the pregnancy,
after a brief explanation and assurance
of confidentiality. The pilot study in-
dicated that the reliability or internal

consistency of the questionnaire was
good (Cronbach’s alpha =0.7).

The study protocol was approved
by the Yasuj University of Medical Sci-
ences ethical committee, and all moth-
ers agreed to participate after reading
and signing an informed consent form
before the interview; verbal consent
was obtained from mothers who were
illiterate.

Statistical methods

Associations between continuous
and categorical variables with deaths
of children aged under S years were
tested by Student’s t and chi-squared
tests, respectively. Multivariate logistic
regression was used to analyse the as-
sociation of each variable with deaths of
children aged under S years after control
for other variables. The final model was
built in a backwards selection strategy.
Data were analysed with the R statistical
package (version 3.0.1).

In total, 186 deaths of children aged
under 5 years occurred during the study

period. For each case, two children of
the same sex and age were randomly
selected from eligible children with the
same place of residence (372 controls
in total).

Congenital abnormality (37.6%)
and preterm birth (29.0%) were the
most prevalent causes of death (Table
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1). None of the deaths was due to a
vaccine-preventable disease, and other
infectious diseases, including diarrhoea
and pneumonia, were responsible for
only 12.9% of all deaths.

The health, family and social char-
acteristics of the cases and controls
are presented in Tables 2 and 3. The
cases weighed less than controls at
birth (2.42 kg vs 3.16 kg, P <0.001)
and were born earlier (35.05 vs 38.48
weeks, P < 0.001) than the controls.
The mothers of the case children were
more likely than those of control chil-
dren to be multiparous (15.6% vs 0.8%,
P<0.001) and to have had at least one
previous miscarriage (17.7% vs 10.2%,
P=0.015). Moreover, the mothers of
the case children gained less weight dur-
ing their pregnancy (8.37 kg vs 9.96 kg,
P<0.001) and were more likely to have
experienced domestic violence than
controls (18.8% vs 6.5%, respectively,
P <0.001). They had attended fewer
visits for maternal care (average, 7.06 vs
849 visits, P < 0.001). The mothers of
the case children were also less satisfied
with their family income (55.4% case
mothers and 75.9% controls were very
satisfied or satisfied, P < 0.001). In ad-
dition, more common between the par-
ents was commoner among the cases
than controls: being first cousins was
20.4% more likely among the parents
of the case children than the controls
(P<0.001).No significant associations
were found between the death of a child
aged under S years and birth order, birth

Table 1. Causes of death of children aged under 5 years by age group

Cause of death

370

Prematurity

Congenital abnormality*
Respiratory illness
Diarrhoea

Domestic or traffic accident
Other

Total

Age group
<1month 1-12 months
54 (50.9%) 0

31(29.2%) 24(63.2%)

0(9.4%) 4(10.5%)
2 (1.9%) 4(10.5%)
1(0.9%) 4(10.5%)
8 (7.5%) 2(5.3%)

106 38

1-5 years
0 54(29.0%)
14 (34.1%) 0 (37.6%)
1(2.4%) 15 (8.1%)
3(73%) 9 (4.8%)
13 (31.7%) 18 (9.7%)
10 (24.4%) 20 (10.8%)
4 186

*Age at death was missing for one case
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Table 2. Birth characteristics of cases and controls

Sex
Male
Female
Birth order
1
2-3
4-7
Birth weight (kg)
<2
2-2.5
2.5-3.5
3.5-4.9
Gestational age (weeks)
<37
37-42
>42
Multiple birth
No

Yes

Cases Controls P
No. (%) No. (%)
101 (54.3%) 202 (54.3%) 1.00
75 (45.7%) 170 (45.7%)

Mean=2.28, SD=1.54

Mean=2.31, SD=1.40

83 (44.6%) 136 (36.6%) 0.09
66 (35.5%) 167 (44.9%)
37(19.9%) 69 (18.5%)
Mean=2.422, SD=0.940 Mean=3.164, SD=0.538
59 (31.7%) 7 (1.9%) <0.001
16 (8.6%) 15 (4.0%)
75 (40.3%) 236 (63.4%)
21 (11.3%) 114 (30.6%)
Mean=35.05, SD=4.88 Mean=38.48, SD=1.98
82 (44.1%) 23 (6.2%) <0.001
101 (54.3%) 343 (92.2%)
3(1.6%) 6 (1.6%)
157 (84.4%) 369 (99.2%) <0.001
29 (15.6%) 3(0.8%)

interval, family size (4.8 for cases vs 4.5
for controls, P> 0.05) or mother’s edu-
cation, job or smoking status (P > 0.05).

After full adjustment for other varia-
bles, the odds for death of children aged
under S years were increased by low
birth weight, consanguinity of parents,
history of abortion or domestic vio-
lence, smaller family size and residence
in rural areas (P < 0.0S for all compari-
sons, Table 4). Maternal weight gain
and the number of prenatal visits were
not associated with deaths of children
aged under 5 years, after adjustment.
Consanguinity of the parents (OR =
3.92,95% CI = 2.27-6.85, for children
of first-cousin marriages compared with
no family relation, P < 0.001) gave the
highest odds ratios. The other factor
strongly associated with deaths of chil-
dren aged under S years was domestic
violence against the mother (OR =
3.1,95% ClI = 1.60-6.17, P < 0.001).
When the analyses were restricted to
cases who survived at least 12 months
(n=131) and their controls, we found a
strong protective effect of breastfeeding

for at least 6 months (OR = 0.12, 95%
Cl=006-024, P<0001).

Discussion

In the Islamic Republic of Iran, as

in many other developing countries, a
significant reduction in common infec-
tious diseases has made non-infectious
disease more common causes of death
among children aged under S years of
age (13). We found that only 12.9%
of the registered deaths of children
aged under S years in Kohgilooyeh
and Boyer-Ahmad Province were due
to infectious causes, and, importantly,
none of the deaths was due to vaccine-
preventable diseases. This national
achievement is considered to be (at
least partly) the consequence of notable
improvements in access to basic health
and public services (including mother
and child health care, vaccination, safe
drinking-water and education) and a
significant improvement in public wel-

fare during the past three decades (3).

Our study suggests that the distribution
of causes of childhood mortality in our
country differs from global patterns,
including in particular higher rates of
congenital abnormalities and preterm
births (7, 13) The frequency of con-
genital abnormalities appears to be even
higher in the Province (37%) than in the
country as a whole (17%) (14).

Ourresults show that consanguinity
of parents is strongly associated with the
death of children aged under S years,
even after adjustment for various other
factors. The association was revealed by
examining children’s death investiga-
tion forms, which are available even for
rural areas (15). Parental consanguinity
is alarmingly common in the Province:
21% of the parents of cases and 41%
of those of controls were first cousins
and 52% and 72% were other relatives,
respectively. Although we found no offi-
cial report on national or regional rates
of consanguinity, it may explain, at least
in part, the high rate of congenital ab-
normalities in the Province (16,17). We
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Table 3. Maternal and demographic characteristics of cases and controls

Cases Controls P
No. (%) No. (%)

Birth interval (years) Mean=2.28, SD=1.54 Mean=2.31, SD=1.40
<1 15 (8.1%) 18 (4.9%) 0.18
1-2 0(10.8%) 40 (10.8%)
2-3 6 (8.6%) 51(13.7%)
>3 135 (72.6%) 262 (70.6%)

Family size Mean=4.8, SD=1.87 Mean=4.53, SD=1.63
3 56 (30.1%) 123 (33.1%) 0.52
4-6 16 (54.3%) 51(54.6%)
7-13 135 (15.6%) 262 (12.4%)

Age of mother at pregnancy (years) Mean= 2710, SD=6.02 Mean=27.90, SD=5.52
15-17 13 (7.0%) 10 (2.7%) 0.12
18-34 156 (83.9%) 324 (871%)
35-43 17 (9.1%) 38(10.2%)

Age of mother at marriage (years) Mean=20.09, SD=3.94  Mean=20.81, SD=4.06
12-16 33(17.7%) 48 (12.9%) 0.24
17-25 135 (72.6%) 278 (74.7%)
26-36 18 (9.7%) 46 (12.4%)

Previous miscarriage
Yes 33 (17.7%) 38 (10.2%) 0.02
No 153 (82.3%) 334 (89.8%)

Weight gained during pregnancy (kg) Mean=8.37, SD=3.68 Mean=9.96, SD=3.35
1-5 47 (25.3%) 36 (9.7%) <0.001
6-10 8(52.7%) 193 (51.9%)
11-15 32 (17.2%) 121(32.5%)
16-19 9 (4.8%) 22 (5.9%)

Number of prenatal care visits Mean= 706, SD=3.47 Mean=8.49, SD=2.97
0-4 39 (21.0%) 31(8.3%) <0.001
5-10 118 (63.4%) 267 (73.0%)
11-18 29 (15.6%) 73 (19.6%)

Parents’ consanguinity
First cousin 77 (41.4%) 78 (21.0%) <0.001
Second cousin and further 57 (30.6%) 119 (32.0%)
No family relation 52 (28.0%) 175 (47.0%)

Place of birth
Urban 44 (23.7%) 115 (30.9%) 0.075
Rural 142 (76.3%) 257 (69.1%)

Place of death and interview
Urban 85 (45.7%) 172 (46.2%) 0.93
Rural (101 (54.3%) 200 (53.8%)

Mother's education
lliterate 2 (17.2%) 55 (14.8%) 0.22
Primary school 4(29.0%) 108 (29.0%)
Middle school 38 (20.4%) 62 (16.7%)
High school 6 (19.4%) 104 (28.0%)
Higher 6 (14.0%) 43 (11.6%)

Smoked during pregnancy
Yes 5(2.7%) 10 (2.7%) 1.00
No 181(97.3%) 362(97.3%)
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Table 3. Maternal and demographic characteristics of cases and controls (concluded)

Cases Controls P
No. (%) No. (%)
Mother's occupation
Housewife 168 (90.3%) 334 (89.8%) 043
Teacher 6 (3.2%) 19 (5.1%)
Employee 8 (4.3%) 16 (4.3%)
Self-employed 4(2.2%) 3(0.8%)
Income satisfaction
Very satisfied 9 (10.2%) 57 (15.3%) 0.003
Satisfied 84 (45.2%) 200 (53.8%)
Neither satisfied nor dissatisfied 52(28.0%) 83 (22.3%)
Dissatisfied 6 (8.6%) 23(6.2%)
Very dissatisfied 15 (8.1%) 9(2.4%)
Domestic violence during pregnancy
Yes 35 (18.8%) 24 (6.5%) <0.001
No 151 (81.2%) 348 (93.5%)
Sexual abuse during pregnancy
Yes 18(9.7) 9 (2.4%) <0.001
No 168 (90.3%) 363 (97.6%)

also observed an association between  during pregnancy and an increased risk

that her child would die before the age

domestic violence against the mother

Table 4. Explanatory variables for deaths of children aged under 5 years in the
multivariate logistic regression analysis

No. OR (95% CI) P

Preceding birth interval 558 0.95(0.88-1.03) 0.24
Birth weight 543 0.36 (0.23-0.56) <0.001
Gestational age 558 0.85(0.77-0.94) 0.001
Place of birth

Urban 159

Rural 399 1.79 (1.030-3.18) 0.04
Weight gain during pregnancy 558 1.01(0.94-1.08) 0.89
Number of maternity visits 558 0.95(0.88-1.018) 0.15
History of abortion

No 487

One 48 2.20(1.035-4.64) 0.04

Two and more 23 1.04 (0.30-3.21) 0.95

Consanguinity of parents

No 155

First cousin 176 3.92 (2.27-6.85) <0.001

Second cousin and further 227 1.62 (0.93-2.83) 0.09
Family size 558 1.24 (1.09-1.41) 0.001
Domestic violence

No 499

Yes 59 3.13(1.60-6.17) <0.001

Variables in the saturated logistic model: birth interval from previous sibling, birth order, age of mother at
pregnancy, age of mother at marriage, single status, prenatal visits, weight gain during pregnancy, birth
weight, history of abortion, consanguinity of the parents, family size, place of residency at birth, mother’s
education, smoking status of the mother, mother’s job and family income satisfaction, domestic violence
during pregnancy, sexual violence during pregnancy

of 5 years (18). This association is not
unexpected, but it calls for action to
both prevent domestic violence and to
intervene when it is observed.

Earlier reports suggested an asso-
ciation between maternal occupation
and education with childhood mortal-
ity (8,19). In our analyses, the effects
of maternal occupation and education
did not persist after other contribut-
ing factors were accounted for. Also,
in contrast to some earlier studies, we
found no association between birth in-
terval and death of children aged under
S years (19), perhaps because there has
been a major, nationwide reduction
in fertility rate in the country, with a
decrease of 59.5% between the mid-
1980s and the mid-1990s (20), which
is considered to be due to more family
planning, increases in the average birth
interval and improvements in social
and health services (4). For example,
in our study, only 6.1% of the study
children had a birth interval from their
older siblings shorter than 2 years. This
may have attenuated the associations
between previously recognized factors
(mainly maternal education and birth

interval) and deaths of children aged
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under S years. We found a strong nega-
tive association between breastfeeding
and the deaths of children aged under
S years (21). In our context, this may
reflect poorer health and feeding ability
among the cases rather than a strong
protective effect.

One of the strengths of our study
is that it included information on so-
cioeconomic, health and family factors
that affect the risk for childhood mortal-
ity. We consider that the results can
be generalized to many (developing)
countries in the Region with similar cul-
tural, social and geographical features.
A limitation is that, despite efforts to
assure the mothers of the privacy and
confidentiality of the information they
provided, we cannot exclude possible
underreporting of sexual or domestic
violence. Furthermore, much of the

information was routinely collected
data from family health files and death
investigation forms. Although health
staff try systematically to ensure that the
information they collect is valid and reli-
able, we cannot exclude possible errors
in the information from official sources.

Studies based on national or inter-
national sources should be conducted
to determine the applicability of the
results. As the risk factors identified in
this study can be modified, population-
based interventions are recommended
to apply social and health measures to
prevent deaths of children aged under
Syears.

In conclusion, the main causes
of deaths of children aged under
S years in this registry-based, nested
case—control study in Kohgilooyeh

La Revue de Santé de la Méditerranée orientale

and Boyer-Ahmad Province in the Is-
lamic Republic of Iran were congenital
abnormality and prematurity, while
vaccine-preventable causes of death
were extremely rare. Consanguinity of
parents and domestic violence were
important determinants of the deaths of
these children, indicating the need for

suitable interventions.
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ABSTRACT Collaboration between pharmacists and general practitioners (GPs) has been shown to enhance patient
care and outcomes. The aim of the present study was to investigate the collaborative working relationship between
pharmacists and GPs in terms of their attitudes, role perceptions, experience with collaborative practice, preferred
method of communication, areas of current and further collaboration, and perceived barriers to interprofessional
collaboration in a sample of the Iranian population. We distributed 318 questionnaires to community pharmacists
and GPs in Tehran. Both groups had a positive attitude towards collaboration; however, about half the respondents
reported only occasional collaborative practice. Both groups preferred communication by telephone or face-to-
face communication by fax or letter. Few current areas of collaboration were identified; however, an area favoured
by both groups was “decision-making for patients” pharmacotherapy”. The two groups expressed concern about
possible fragmentation of patient care with the involvement of multiple health care providers, and perceived lack
of face-to-face communication as a possible barrier to collaboration.

Collaboration entre pharmaciens et médecins généralistes dans le systeme de soins de santé en République
islamique d’Iran

RESUME Il a été démontré que la collaboration entre les pharmaciens et les médecins généralistes était un facteur
d’amélioration des soins dispensés aux patients ainsi que de leur état de santé. La présente étude avait pour objectif
d’examiner la collaboration professionnelle entre pharmaciens et médecins généralistes dans un échantillon de la
population iranienne en termes d'attitudes, de perception des roles, d’expérience de collaboration, de méthode de
communication privilégiée, de domaines de la collaboration actuelle et future, et de barrieres percues en matiere
de collaboration interprofessionnelle. Nous avons distribué 318 questionnaires aux pharmaciens communautaires et
médecins généralistes de Téhéran. Les deux groupes étaient favorables a la collaboration, mais pres de la moitié des
participants ont rapporté n’entretenir des relations de collaboration que sur une base occasionnelle. Les deux groupes
ontdéclaré préférerune communication partéléphone ou enface aface que parfax ou courrier. Peu de domaines faisant
I'objetd’une collaboration actuelle ont été identifiés. Cependant, les deux groupes avaient pour domaine de prédilection
« la prise de décision concernant la pharmacothérapie des patients ». Les deux groupes se sont dit préoccupés par une
possible fragmentation des soins dispensés aux patients du fait de I'apparition de multiples prestataires de soins de santé,
et percevaient le manque de communication en face a face comme une barriere potentielle a la collaboration.
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(Correspondence to E. Roohi: eli_r2200@yahoo.com).

Received: 23/6/15; accepted: 06/06/16 375




EMH] . Vol.22 No.6 - 2016

376

Eastern Mediterranean Health Journal

Introduction

Today, interprofessional collaboration
is seen as an integral part of the prac-
tice of medicine and even of medical
education (1). Collaborative working
relationships promote the provision
of pharmacotherapy management
services, disease state management
and other patient care services (2).
“Interprofessionality” is defined as
the development of cohesive practice
among professionals in different fields,
which enables them to reflect upon and
find ways of practising that provide an
integrated answer to clients” and pa-
tients’ needs. This involves continuous
knowledge-sharing among profession-
als to optimize patient care and improve
their outcomes (3). Pharmacists and
GPs have increasingly been encouraged
to become involved in interprofes-
sional collaboration in order to enhance
patient care and achieve therapeutic
goals (4). A number of collaborative
experiences between pharmacists and
physicians have been reported, and the
benefits of such collaboration have been
well documented (5-12).

To date, research has focused on the
effects of GP—pharmacist collaboration
on patient care and outcomes. Another
approach might be to study factors that
influence collaborative practice, which
could provideinsightfor futureinterpro-
fessional care and research on models of
interprofessional practice. One such
factor is the attitude towards collabora-
tion, as it may influence the degree to
which GPs and pharmacists collaborate
(4). The attitudes of pharmacists were
found to be significantly correlated with
care-providing functions (13). Another
factor is perceptions of the role of com-
munity pharmacists (14). In recent years,
the role has evolved from the traditional
one of dispensing medicines to a more
clinical role (15,16), and there may be
certain skills and expertise that are not
apparent to both types of professionals.
Differing role perceptions are likely to
result in barriers to interprofessional

collaboration (15); identification and
removal of perceived interprofessional
barriers between pharmacists and GPs
is essential for establishing collabora-
tion (17).

To our knowledge, collaborative
practice between pharmacists and gen-
eral practitioners has not previously
been studied in the Islamic Republic of
Iran or most probably in Asia. The aim
of this study was therefore to investi-
gate collaborative working relationships
between pharmacists and GPs in terms
of their attitudes, role perceptions, ex-
periences with collaborative practice,
preferred method of communication
for collaborative practice, areas of cur-
rent and potential further collaboration
and perceived barriers in a sample of the
[ranian population.

A comprehensive literature search was
conducted to identify studies on GP—
pharmacist collaborative practice. The

survey questions used in a study on
pharmacists” and physicians’ views on
collaborative practice in a community
pharmaceutical care project (18) were
translated into Persian with the authors’
permission (Dr Deborah Kelly, person-
al communication), and the translated
questions were tested for content and
face validity by 10 expert clinical phar-
macists and physicians. All the survey
questions were pilot-tested in a sample
of 45 expert community pharmacists
and general physicians, and the reli-
ability of the questionnaire was calcu-
lated to be 0.87 with Cronbach’s alpha.
Seven survey questions (43 items) were
used to measure respondents’ views on
different aspects of interprofessional
collaboration between GPs and phar-
macists.

Data collection

Pharmacists (including those with ex-
perience of practising as community
pharmacists) and physicians attending

La Revue de Santé de la Méditerranée orientale

four continuous medical education
programmes between February and
August 2014 were invited to participate
in the study, and 318 questionnaires
were distributed, covering various as-
pects of interprofessional collaboration,
demographic data (including gender,
age and educational), number of years
since graduation, community size and
any academic affiliation.

The study protocol was approved by
the ethics committee at Islamic Azad
University, Pharmaceutical Sciences
Branch (ID Number: 863).

Data analysis

The data were analysed with SPSS 21.0
software. Descriptive statistics were used
to calculate results for each group sepa-
rately, and Spearman rank correlations
were used in order to identify between
age, gender, education, community size
and university affiliation and responses
concerning attitudes, role perceptions,
experience with collaborative practice,
preferred method of communication,
areas of current and possible further
collaboration and perceived barriers
to interprofessional collaboration. P
values less than 0.05 were assumed to
be significant.

Of the 318 survey questionnaires dis-

tributed, 231 were completed, for a re-
sponse rate of 72.6%. The demographic
characteristics of the respondents are
summarized in Table 1.

In both respondent groups, significant
relations were found between age,
gender, community size and university
affiliation and certain aspects of inter-
professional collaboration (Table 2).
Significant relations were also found be-
tween the university degree (PharmD
or MD) and all the role perceptions
investigated (P = 0.000) expect for the
role of pharmacists in dispensing pre-
scriptions. Significant relations were
found between current collaborative




O Al 5 Gl
ealudlsusdl

T g1 G2 L)l Al

Table 1. Demographics of pharmacists and general practitioners surveyed

Characteristic Pharmacists

General practitioners

(n=132) (n=99)

Sex

Female 110 (83.3%) 54 (54.5%)

Male 22 (16.7%) 45 (45.5%)
Age (years)

20-29 80 (60.6%) 26 (26.3%)

30-39 31(23.5) 36 (36.4%)

40-49 8 (6.1%) 31(31.3%)

>50 13(9.8%) 6 (6.1%)
Number of years since graduation

<10 106 (80.3%) 58 (58.6%)

10-19 10 (7.6%) 34 (34.3%)

20-29 6 (4.5%) 2(2.0%)

>30 10 (7.6%) 5(5.1%)
Community size

Small town (2000-1 000 000 population) 21(15.9%) 25 (25.3%)

City (>1000 000 population) 111 (84.1%) 74 (74.7%)
University affiliation

No 111 (84.1%) 75 (75.8%)

Yes 21(15.9%) 24 (24.2%)

practice in modifying patients” pharma-
cotherapy, dose adjustment, manag-
ing side-effects of medication, patient
counselling and improving patient
adherence.

Attitudes towards collaborative
practice were similar in the two re-
spondent groups. The proportion of
pharmacists who reported having tried
to collaborate with GPs in order to en-
hance patient care was 14.6%, whereas
only 12.4% of GPs reported attempted
collaboration. Almost half of each group
agreed that collaboration between
health care professionals enhances pa-
tient care, and one third of pharmacists
and one fourth of GPs believed that
collaboration between their professions
would enhance patient care.

Nearly half of each group reported
having had occasional collaboration with
their counterparts (47.0% of pharma-
cists and 40.4% of GPs), while 32.6% of
pharmacists and 28.3% of GPs reported
having never or rarely experienced col-
laborative practice; 6.1% of pharmacists
and 11.1% of GPs reported having

always collaborated with their coun-
terparts, and 14.3% of pharmacists and
20.2% of GPs reported frequent experi-
ence with collaboration.

The preferred method of commu-
nication for collaborative practice for
both groups was by telephone or face
to face rather than by fax or letter. Com-
munication by telephone was preferred
by 57.1% of pharmacists and 31.6% of
GPs, whereas 42.9% of GPs and 26.2%
of pharmacists preferred face-to-face
communication. Only 7.1% of pharma-
cists and 12.2% of GPs reported letter-
writing to be their preferred method.

When pharmacists were asked
whether the tasks cited in Table 3
should be identified as components
of the role of community pharmacists,
there was a high level of agreement that
activities such as “assisting patients in
selecting over-the-counter medica-
tion”, “patient counselling”, “helping to
manage medication side-effects” and
“helping to manage drug interactions”
should be part of their role. They also

agreed that roles such as “dispensing

prescriptions” and “helping with medi-
cation insurance and reimbursement
issues” were not part of the role of com-
munity pharmacists. A large majority of
GPs perceived none of the roles listed
in Table 3 as those of a community
pharmacist.

In response to the question about
areas in which they currently collabo-
rate, both groups agreed that there is
currently little collaboration in all ar-
eas. Both groups reported that the most
frequent collaboration is to “manage
drug interactions”, “provide patient
counselling” and “manage side-eftects
of medications”.

When asked about possible areas of
future collaboration (Table 4), pharma-
cists were more willing than GPs to col-
laborate in various areas. Both groups
were willing to collaborate in decision-
making on patients’ pharmacotherapy
and management of drug interactions.

The pharmacists and GPs agreed
on perceived barriers to collabora-
tive practice. Both groups expressed
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Table 2. Correlations between age, gender, community size, university affiliation and other variables in aspects of

interprofessional collaboration

Age

Attitude towards collaboration
Experience in collaborative practice

Role perceptions (dose adjustment)

Role perceptions (dispensing prescriptions)
Current collaboration (dose adjustment)

Future collaboration (decision-making about patients’ pharmacotherapy)

Gender

Perceived barriers to collaboration (concern about liability for shared

responsibility)

Community size

Current collaboration (managing side-effects of medication)

Perceived barriers to collaboration (concern about liability for shared

responsibility)

Perceived barriers to collaboration (lack of compensation)

University dffiliation
Attitude towards collaboration

Experience of collaborative practice

Role perceptions (advising on selection of over-the-counter medications)
Role perceptions (managing side-effects of medication)

Role perceptions (improving patient adherence)

Current collaboration (dose adjustment)

Current collaboration (managing side-effects of medication)

Current collaboration (decision-making about patients’ pharmacotherapy)

Pharmacists GPs
P R

0.080 -0.158 >0.05 -

0.002 0.262 >0.05 =

0.008 0.233 >0.05 =
>0.05 = 0.30 -0.221

0.002 0.280 0.12 0.255
>0.05 = 0.017 -0.240
>0.05 = 0.000 -0.307
>0.05 = 0.033 -0.217
>0.05 = 0.023 -0.230
>0.05 = 0.005 0.283
>0.05 = 0.011 -0.269
>0.05 = 0.013 0.249
>0.05 = 0.035 -0.215
>0.05 = 0.006 -0.276
>0.05 = 0.050 -0.201
>0.05 = 0.002 -0.313
>0.05 = 0.010 -0.262
>0.05 = 0.008 -0.268

concern about “possible fragmentation
of patient care by the involvement of
multiple health care providers” and
“lack of face-to-face communication”.
Neither group was overly concerned
about “liability for shared information”,
“lack of compensation” or “dealing with
multiple care professionals” as barriers
to collaboration (Table 5).

Discussion

The present study provides evidence

that although many pharmacists and
GPs agreed on the beneficial role of
collaborative practice in patient care,
the majority have never tried or even
considered collaboration in their pro-
fessional work in the Iranian health care

system. Alkhateeb et al. (19) investi-
gated physicians” attitudes towards col-
laborative agreements with community
pharmacists in West Virginia, United
States, and found that 60% had favour-
able attitudes towards collaboration,
although they were more inclined to
collaborate in certain areas of pharma-
cotherapy. Kelly et al. (18) in Canada
found that nearly all pharmacists and
physicians had a positive attitude to-
wards collaboration. The proportions
of the two groups in our study who
considered that collaboration specifi-
cally between pharmacists and GPs im-
proves patient care were lower than in
similar studies in different populations,
indicating the need for further educa-

tion of professionals in this regard.

The attitude towards collaborative
practice was significantly correlated with
the age of the pharmacists and whether
they were afhliated with a university.
Thus, time and experience may change
attitudes. Various psychological models
account for attitude change through the
life cycle (20), and continuous medi-
cal education is probably influential in
changing pharmacists” and GPs” atti-
tudes. Moreover, as respondents who
were actively involved in academia were
more positive about collaborative prac-
tice, education may play an active role in
changing attitudes.

In this study, about half the re-
spondents in each group reported
only occasional collaborative practice,
consistent with the findings of two
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Table 3 Pharmacists’ (n=132) and GPs’ (n=99) perceptions of the roles of community pharmacists

Role

Assisting patients in selecting over-the-counter medications

Patient counselling

Helping to manage medication side-effects

Helping to manage drug interactions
Helping to improve patient adherence
Dispensing prescriptions

Dose adjustment

Helping physicians to select a medication

Helping in medication insurance and reimbursement

Pharmacists GPs
(Yes) (Yes)
82.0% 30.2%
86.7% 36.5%
81.3% 33.3%
82.0% 34.4%
64.8% 31.3%
39.1% 375%
60.2% 20.8%
58.6% 36.5%
35.2% 14.6%

Four pharmacists and three GPs did not answer all the questions.

Canadian studies (18,21). Surprisingly,
the percentage of health care providers
who actually practised interprofessional
collaboration in our study was higher
than that with a positive attitude. Most
of the respondents might have consid-
ered that collaboration among health
care providers and not only between
GPs and pharmacists enhances patient

care.

The question remains why, despite
positive attitudes towards interprofes-
sional collaboration, both groups have
experienced such limited collaborative
practice. Lack of joint training courses
for the two groups may have contrib-
uted. If students in both pharmacy and
medicine have educational opportu-
nities that allow for more interaction
with their future colleagues, collabo-
rative practice in health care settings
may become more common. Joint

activities between currently practising
professionals should also be consid-
ered. Another reason for the limited col-
laborative experience might have been
a lack of “trustworthiness”, which is
established by professionals who make
consistent contributions to patient care
and high-quality clinical recommenda-
tions that improve patient outcomes.
In addition to displaying competence,
both categories of professionals should
ensure continuous communication to
establish trustworthiness. A pre-existing
relationship between a community
pharmacist and a GP might also foster
trustworthiness.

Pharmacists’ and GPs’ perceptions
of the role of pharmacists in health care
probably play an integral role in the
establishment of collaboration. In the
present study, community pharmacists
considered that they had an active role

in managing the side-effects and interac-
tions of medications, assisting patients
in selecting over-the-counter medica-
tions, providing patient counselling,
helping to improve patient adherence
and providing drug information to phy-
sicians. GPs, however, considered that
the role of community pharmacists was
in the more traditional areas of patient
counselling and dispensing prescrip-
tions. Our results are similar to those
of other studies, which found that GPs
perceive the roles of community phar-
macists as supplying and dispensing
medications (22,23) and counselling
(24,25). In recent years, however, GPs’
perception of the role of pharmacists
has changed, with growing acceptance
of a more clinical roles for pharmacists
(8,14). The closer the role perceptions
of the two groups, the closer we come to
ideal collaborative practice. We suggest

Table 4. Pharmacists’ and GPs’ views on areas for future collaboration

Area for future collaboration

Pharmacists

General practitioners

T g1 G2 L)l Al

(n=132)2

(n=99)

Modification of patients” pharmacotherapy 60.3% 38.4%
Dose adjustment 60.6% 24.2%
Managing side-effects of medication 66.9% 41.4%
Managing drug interactions 67.7% 59.6%
Decision-making on patients’ pharmacotherapy 77.2% 69.7%
Patient counselling 63.0% 42.4%
Improving patients’ adherence to medication 54.3% 32.3%
Advising on medication insurance and reimbursement 31.5% 21.2%

“Five pharmacists answered all the questions.
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Table 5 Pharmacists and GPs’ perceived barriers to collaborative practice

Perceived barrier

Involvement of multiple health care professionals could fragment patient care

Concern about liability for shared responsibility

Concern about liability for shared information

Lack of compensation

Dealing with multiple health care professionals on patients’ pharmacotherapy

Lack of face-to-face communication

Time-consuming

Pharmacists

(n=132)
64.3% 51.5%
42.9% 29.9%
27.8% 21.6%
25.4% 24.7%
33.3% 23.7%
51.6% 56.7%
45.2% 40.2%

Six pharmacists and two GPs did not answer all the questions.

that interprofessional collaboration be
taught in Iranian medical schools, as
elsewhere; it is now an integral part of
medical school curricula in numerous
countries, including Australia, Canada,
the United Kingdom and the United
States (26,27).

The basis of education on inter-
professional collaboration is practising
teamwork and building understand-
ing of the competence, knowledge and
skills of oneself and others. Collabo-
ration other than in medical schools
could also be encouraged. A number
of studies have been conducted on
interprofessional collaboration in medi-
cal wards. Weller et al. (28) found that
organizational structures are the key to
successful interprofessional practice in
hospitals. In a clinical setting, members
of health care teams should be able
not only to clearly identify their own
roles and responsibilities but also be
completely aware of the competence of
other team members in relation to their
own (29). Policy-makers, health care
managers and members of the health
care system, including pharmacists and
GPs, can be influential in developing
interprofessional care models at both
educational and institutional levels.

In this study, both respondent
groups found that the current level of
collaboration in all categories was low.
Collaboration to manage drug inter-
actions, provide patient counselling
and manage medication side-effects
was reported to be the most frequent.

Surprisingly, we found that, although
only 34.4% of GPs considered that man-
agement of druginteractions was part of
the role of community pharmacists,
45.6% declared that they currently col-
laborated with pharmacists in this area.
This may be because a high percentage
of pharmacists (82%) considered that
management of drug interactions was
part of their role and therefore initiated
collaboration with their GP counter-
parts in this regard.

Both groups preferred communica-
tion by telephone and face to face rather
than by fax or letter. Electronic transfer
of patient information and prescrip-
tions is not yet available in the Islamic
Republic of Iran; however, a number
of pharmacists commented that elec-
tronic transfer of information should
be explored, as an e-prescribing system
enables professionals to share patient
information throughout the heath care
continuum and may offer further op-
portunities for professionals to engage
collegially.

Both groups in this study cited the
main barriers to collaborative practice
as “lack of face-to-face communication”
and “possible fragmentation of patient
care by the involvement of multiple
health care providers”. Kelly et al. (18)
studied a population of Canadian GPs
and pharmacists, who reported that lack
of compensation and havingto deal with
multiple health care professionals were
the greatest barriers to collaborative
practice. In a study on barriers between

community pharmacists and GPs,
Hughes and McCann (17) identified
the following barriers: the “shopkeeper”
image of community pharmacists, lim-
ited access to both groups, hierarchy in
terms of professional standing and lack
of awareness of GPs about community
pharmacists’ level of knowledge and
expertise. Once potential barriers have
been identified, measures should be
taken to overcome them, and pharma-
cists, GPs and policy-makers should all
take an active role. For instance, “care
coordination” could overcome frag-
mentation of patient care. This could
involve activities such as ensuring that
all health care providers involved share
important clinical data and have clear
shared expectations about their role in
patient’s care. A health plan medical
team network might be a solution. Lack
of face-to-face communication could
be resolved by the use of cost-effective,
time-saving Apps that allow video calls.

The factors gender, community size
and university afhliation correlated with
perceived barriers to collaborative prac-
tice. Concern about liability for shared
information and responsibility was
significantly correlated with the gender
of the respondents, and community
size was significantly related to perceiv-
ing lack of compensation and concern
about liability for shared responsibility
as barriers to collaboration. Different
factors may be perceived as barriers in
different communities.
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In order to improve our health care
system and thus enhance patient care
through interprofessional collabora-
tion, we must be ready psychologically.
Therefore, the psychological aspects of
pharmacists’ and GPs’ well-being and
their quality oflife should be considered.
It is highly probable that psychological
factors play a role in hindering collabo-
rative relationships. Dowell et al. (30)
found that community pharmacists,
GPs and general surgeons were among
the most stressed health professionals
and that they were also dissatishied with
their jobs. In a similar study conducted
among Iranian community pharma-
cists, 78% of the participants reported
satisfactory psychological and physical
planes. Perceptions of general health
and quality of life in a sample of com-
munity pharmacists in Tehran were
found to be satisfactory (31).

One limitation of the present study
was the sampling method, which was
non-probability sampling. Additionally,
approximately 60% of the pharmacists
but only 26% of the GPs were in the
youngest age group. This age effect is re-
flected by the pharmacists professional
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Direct-to-consumer advertising for pharmaceuticals in Jordan from a gender perspective

ABSTRACT This study aimed to investigate the extent to which direct-to-consumer advertising (DTCA) for
pharmaceuticals is disseminated in Jordan and to identify subsequent gender differences. The study was
conducted on two samples: 1) patients (drug consumers) attending Jordan University Hospital, and 2) physicians
working at the hospital (prescribers). A questionnaire was distributed to male and female patients (n=550), and
based on its results a second questionnaire was designed and distributed to male and female physicians (n=200).
The response rate was 93% for patients and 72% for physicians. Although the Jordanian Drug and Pharmacy Law
prohibits the public promotion of medicines, consumers remain exposed to pharmaceutical advertising. The
top ten drug classes advertised directly to consumers in Jordan included prescription-only drugs. Approximately
45% of the two samples agreed that women were more likely to be targeted by DTCA, while only 2% of them
believed that men are more likely to be targeted. However, there was no statistically significant gender difference
in attitudes towards pharmaceutical DTCA and tools used.

L1 39 -l 5 0, Y! S JUIVEBWN ) BV igm M3 sl ub}\;\l\)l_.i:‘;! e Lo Gl L dulyudl edia b 1o
u_u-\fu_ﬂ(r-UJ_qu.{l.@._.-i\)spJ_U(] L»“MJJA_M\).UK,_'J:»\JJJ SUNe Yl odge an Lo @ i j_Jl_ﬂﬁj
Sl oA e Ol £ C’ SEPNC PR WP YRR P Fpgr S S pE Fe P VIS sLbYI Q2 s )Y inald | i iie
§535 BN 5 55 S e s LBV i ims Golst QLS Oltal o5 Ol VI Hia sl Lo 2Ly 5 (550 pnsae) SV
15l 056 OF o8 g s LBV e (0 7275 ¢ o AN B 0 937, Al ) il i Gl 455200 ppse) pgle
e STl s s sl S UMe B o 5mt I3l o, Y1 el 0L ozl a3Vl e g 5 a2 oY1l
ol Lo Gl b Ao 5 VI G5 22 SN ol e a3l a Lo Y 5 5o gl o5y 1 sl s s ot
M\;g_aio_‘uz'/.wt_@uou_ﬂg‘Jl_?,nO_,.J_st;t_.M;J\qwauwytogaipwtglgiw45x
PR P FEIE SRS AYCHJCHE PYFBWPRVI SIS p PO PSP PRI NP 1Y | P RVERN JOT P (U PRS2
loxt N ol sl 5 gt el g Sl g1yl SNy g 5l G

Publicité directe de médicaments aupres des consommateurs en Jordanie vue sous I'angle de la différenciation
hommes-femmes

RESUME La présente étude visait a examiner la mesure dans laquelle la publicité directe de médicaments aupres
des consommateurs est diffusée en Jordanie, et a identifier les différences hommes-femmes qui en découlaient.
L'étude a été menée sur la base de deux échantillons : 1) les patients (consommateurs de médicaments) de
I'hopital de I'Université de Jordanie, et2) les médecins exercant a I'hopital (prescripteurs). Un questionnaire a été
distribué aux patients de sexe masculin et féminin (n=550), et sur la base des résultats de celui-ci, un deuxieme
questionnaire a été concu pour les médecins de sexe masculin et féminin (n=200). Le taux de réponse était
de 93 % pour les patients et de 72 % pour les médecins. Bien que la loi jordanienne sur les médicaments et les
pharmacies interdise la promotion publique de médicaments, les consommateurs restent exposés a la publicité
de produits pharmaceutiques. Le top dix des classes de médicaments faisant I'objet d'une publicité directe
aupres des consommateurs en Jordanie incluait des médicaments disponibles uniquement sur ordonnance.
Pres de 45 % des deux échantillons ont convenu que les femmes étaient plus susceptibles d’étre ciblées par
la publicité directe aupres des consommateurs, et seulement 2 % pensaient que les hommes étaient plus
susceptibles de I'étre. Néanmoins, aucune différence hommes-femmes significative d’'un point de vue statistique
dans les attitudes a I'égard de la publicité directe de médicaments aupres des consommateurs et des outils
utilisés n'a été observée.

33,31 eOlee i Y el Gl L el s o be Voo
03,31 c0lee e V1 Al (W) ZUS ey ol & el Ukl b Sl 2
i.abbadi@ju.edu.jo . ibrahimalabbadi@yahoo.com) : 5 7SIV 4yl g3Lall R P P Ry

Received: 23/6/15; accepted: 06/06/16)

383



O Al 5 Gl el

384

ool susdl

Gugs I sl eyl o)
ool S patals 4135 5 ALe gl
W55 a3l wlaald Clir Lotk S
o VI ol 2 el 5 A1 JSLall Con
3l G5y (Ludlll 358 J,m Gy gLl
de sl g sVl Ol ki
el a8 . (70) MgV B g G 25 Y
i3 Shgnd) ot 0867, ) g (51,3
NERVESRE 3 PRV REATL P IR PO
iz 1506 357 souis 5 bls Slgnid
ol N L lall = &Y e
oYl ada e O gads S clal]
Sl el e o8 JL S Ll
Sags ANl SUed ikl
S |8) B 6T D il el
Gpol 1505 o2 4 O (Rl ol 3L
b o i3l sl pdll 55 015 Lo e
(02) (Lge lae 18) b dio s o you ob
Bl doeazs O gataly ol LoesYI OIS
oo 5,08 8T O aladly bw 2oV
1Al SN e oS sde plews &5
P AL Gke s Sle cllgnldl Gugnas I
Wl pie o5 . (73) W 5915 T ,@\
sl 5l U el il o (3 LY AL
15487 el V15 e gl Gagens I
sda Jo oo dojlo Loy o121 Lo
sy o Ll 8 LIL(4) SldeY)
sde s &3l sudl SN o b BMe dad
e ladl 4 9aY) Sl sl Il Slis I
de cbeNledd s n s SU s 0ls|S
bV o & 53V 0 s 40 00 1
Choy 3 elbYI Al e s 56 ) BLAYL
[(15) oozl oda

L a5l UMY Al s

ST Al Al UsSly (38 2ls gl
Tl 3 o el iy A1 51 e
— 50l BV slimal — sVl e 5 S
AV i I sl § oAb daw 5 03
Ve 56 pe o2 031 3 LS
Jsl plans 0T Rols Gl L Lt o(4)
JolS S s 23153 86 a5 Y 2y o)l
GalasNl brall Wl df 8LaYL «(76)
85k LoVl el ) Sllgdl s Ay
S ol 55l 055 GVl o
syl e M Ly 1 sl 2Kl
Lol ViUl e L 7 G55 )l

sl A1) 5 il (sl J1) de garudly
(el 51 oliallly (ol padl el
oo S O e llay b 3 b e S
o5 I & pe sl odlad by LN I3
waﬁ\ PR RVEN PR PRY REAT A
oo STl Sl o qordl dile
eall gladll o ol lll ol Lilageal
Ol o OF o255 .(5) (Wslaall 5 YY)
gl s gYaeall L sl s I
R PRV ROV PPN TP
slanaly = 5 ke gl Sugns A
(6) = 10tk 35 oY1 skl LY )
Lladl Ol gdl e ai b st T 6T Y]
NS PN P ) RCTUAA[
c st M oY e oSl B
A oldall el cdats 0
o0 ey A o B L S
5,05] 4 Coman & A1 Ayl de ) )
sl LY 1 3 SN el sl s eV
35l by L 01997 ple &S5 Y
Gdgrns I &35l UMY e 255 4l
3 Bl 3 ol OS5 3 2l gl
oda 3 allels 3 5L £S5 oY sl LY )
UMY ods e Sl OY Sl dlad |
oS5 (7). Odizmy (S 31 does Cigs
Gugrad (I L3l SN o5 5 lns e
SIS s a5 3L Sl
LYY oda 0l - 48 Y sl LY )
M Wz 0555 Le WL ol s piser s
Sl @ Js sl ble e am S5Y
oS 0T U3 Ly g g5 (8) Wbyl 5
Sy 353 (9) Ledlad s Lgzadlw e aST
el aside s oS sl Mg dlizes Lo
e 1508T s SUMeY! oda 55 Lol .(70)
Bl Jo ato y Sllgnall o dad 3518 Lzl
SEY (1) idels ST an el po a5
w2 s Aol dowall Lle I o) 3
Ul opdtedli= BNl oda sdge OF e
UMY 8y oy —s sl alall ols 20l
w555 pals gl Gugnns A sl
v I odn 0T Y cioenal) a:;j;njr,mu
P POCSS\RPRUPVS BN ISP
Slslee ) b cllendl ((70) g,
Ll w0515 e ped oy cliias 43155

sl blz

I Al Wl ) padl o pgie Jo
il W5 2l O e ol
oo ol O el 1 a3 Lo
oo o2y el Y g il gl
Lol cppedll la 3315 JI 5 Y g1l LY
Wleozg G sl 4T Y] ey o)l 2201 G
el oleladlly Aol oYl G 2 )l
Sl VI G i 3 g0y o5 6 5 (1)
il ) a1 Casli= 3T el) Y
S el V55 sl s o Je
GLAs Jor 2 i) o ST ol sz
3y ol Il O ud Ts s is 15
Ty oLl il ymy LSOty Lol
e e (2) ez Az s Bl B3
i o) eI MY 1) 5yl ol k]
A ) o ol

s A bl [ Ol (lane (3 225

gk SL5 e KT B sl
il mi s el &Yl :ulsfi
BLOYL dasddl LIbly Bibudl ooleall
ol iy olills s sl oldeY )
T GUJU\ JOC)—J‘ lds s (3) Lzl
L»é e L Gag <’"L‘ LyLE @
b5 (slaally cLBYD peall ¢ ladll
p ks el dale e GSdgnel] w5
(PR PRV LSNP S RN
Uzl ¢l gl o}sﬁs of =2 Sl
G MY k- 5 (35 52U 05,N1 @
i Lb ssls éiﬁi el 93 éi&p G_UJU‘
AV po ) S5 T sl
Blos oo dlws Gl cpo ) Ll
&l sl e sl T 10 T 5y 2l oY
Gl s 550 A8 sa dmy V) e AT Al s
a1 sl e Y1y nl bl Sl
S Dy oIV iy 2 Eenall lgld
LT olas e &1 (S el
@i\!m;ﬁ,oiucw)by‘w@,ﬂ
ERHE ORI A SRR
NERVEN B [ PRV REAT V2 DY DY WPV
Sl o dl S Al s sk el
el O sl (Glg et
053 5 5ke O oy 51 b lio y G
L iz pMe] ol s plisenls (b dao
(s N1 asladl ol gl a5 4 Jsla )l

Lo 1 G2 Al Al



EMH]J . Vol.22 No.6 . 2016

Eastern Mediterranean Health Journal

(slam Y1 ol [51,6Y) Gblse +
BT D) el ) aldll pasel (S
Tl 131 o0 ste ol (Lol oot
eI sy I3 e 3l 5l LS
do bl bu i o5 il s cadasdl
Glmt =3 550 = 2 Bl =1 1 W1 el
Llam Y1 CILYI codsenl |5 Ut = 4
Bl el JE Sl cdad 1 L)
Ayl e 5N Ll Sl Al B Al
Gl & Al (FTest) G-, L ol
ol GBI Ls 5 G| L s g1,V
Wl 55,5 sl psiol (S legie 32

(BLaw¥D el sl ol el

sl
” we ‘

Blawl Q) G ol (@) dod iy
L 987 | 4d) 0.93 eas !
sLLYI DLzl JlaY 0.7625 (937, J 5.3
(727 J sl 3es (73.57. S| 4)
ledke G bl il e Lol Olias L
Swldly ol Sy k (0.60) oLzl
oalas Ol (205 (1) o5 i . bl
el

o A iV () o35 s G

] cinas Al el )Y cllgzdd
V) g Y sl i Gy sk U dogsl
ool iV of b dub div s
\JLCL;\}:%};T& g il sl 3T e
wlslalls (g S 4ol (e b Ao
e s Jo il Ol Dpols st
o Lgoly el dblae D00y ¢ o
Jeddl g o e Ly S ol
LB & 3131 e el A1 & VI
ls i Loy O L3 ool Lo 2 )
e Ak B VL g Y Al Lo o gl
G5l 5 ¢ Juo il Ol & 50l 5 06 Sl &y 5o
il Ol sV & galy il i Las
S sl 65V sl bt o &y ol

5l

IS oLl 5l @ Bl ol il b

o3l G LB de s A e 0
SRRV TR
RS PRVRSIRT AR FRCS U]
Sl I e 5 Sl llgradl G

et oo T e ST JE Ll s dasdle
O godietn 3131 Lo (g 24 (=50N) duul ,1
51 A5 G Jre plasly adle Y1 sl
Wl s by o 35y by s SV
3 dele sLbl Al el sl il "
el G e o A3 w13 itz
Slawsdl Clel clie (dapw il pie)
Jole biied s oo (200) sa s 6 30 5l

B S 3elbY I sae Jog 0 (577)

sl L Y Ollanl ciis 4
fu_, IR P I CIACH PPN O
LU Bl caed W 2V il e
G By asaadl Sl s bl Lol
S bVl e Gl ey Sl Y|
Jesr o5ed s e U il s 3 il
1S 0V 5 e Al o Ol
“Consumer’s Reports on the Health Ef-

fects of Direct-To-Consumer advertising”

“Physicians Report on Patient
Encounters Involving Direct-
To-Consumer Advertising”

ool Al o dny oo Wl AL

LAl e TS )T gl Ol
SBLY el oty g s
(S soms 5 (12) 03 1 (55 S il
IN= e e glall o 315y s ALl Gaall
S i (o B350 B gt o e o
i3,V Al G ddlez oL e 3I5LUT
S gVl ooy duall 5 conss
Stam Y ol 355 Gl ol s
a5l Dl waels L35, N1 Al
Sl e Tolae! (gmas day Geslawd
S se LY L paSodl e 85,041
do el U Blawl Cal G s 1l
T Baxl s Ll o 906 e Wil3 e
Gty s LBYI B SIS Dl Gl
Sl sl 315 11 GLsYI folas
el ol ) el W £l S
[(SPSS) sl V1 o slall Llas N1 4
iy 33l 50) ool oS elite p il 5
Gy Blye nb (3lge s cpdel ¥ (oI5
Slalel G il 311 Sl Ll
28 =1 el e gl Lol 3
8 O o 3Bl =3 (el ¥ =2 (3l o
21D Gl a5 BBl s = G 5o
Bl G3lge = 3Bl (Sl el

La Revue de Santé de la Méditerranée orientale

SIS 2 L e 155 5 Bls OB & padl
eV s de QW1 3 asisal
Bl 0TS 5w Lol &l I G Jradll s
oY Gand Gl fena) ) Llee
35 (e i Grn G20 LA ne
o ST e e Al U 5
s bl el plaall U3 fe ey Y
Lle s Bllsl 3l g1 Y1 adaaall
ma ior o iy G5 M <3 OF ozl

.(18)

A D 293V 5 Jilas i
JB pla s @‘j—” slaoW dee (LD
s o 35 2 L 5 Sl ol Ll
Gl gzl § e St ol ol
Allgtald ol gll g 5 G g2 32!
G orelbdsl e o Lhars 5 5la
Tl Jo o el U Al dowall LLadll
RIS PPN SN [P I
Y gﬂl— el gl LLaas ~rL°J-<~‘“e Ll
Gl gzl Sl se 13 o T Lolaal
(ol 3 BB U Sl )l o a5 =53,V
5 e o 8 ol e Sl
U3 e sl s I e Ol sLLY)
doc 8 s S It gLty dsluall
L solos Lendelis 83, sl & 5515 BT
dl s 31 & slomas gl (5500 450N
Jol sa 1S tlas Yl ol Slgnes
Sl Gagns 1 Al U
‘_ﬂgﬂui Jree r—\j.)j\ Llas das 5y 5 Sl
Sl dl e I doeall Ble ) dnak
SUCRITIE FNEVERC IS

N | I (R W PR IS PRC NP
LI PRUERIE, P R o] =N Wy v
Sl 0,81 38 2 gl Gages
oo sl (o8 3131 o okl Gy A e
sda Ll pabie A1 @iy oY)
& bl oUT e G dine Lal,l
g‘s-:z-ﬁ} Jsb )Uplé lems 55 5 mllall ol
PR/

IR

g 855 105 i Al i 05
Jﬂ.:;m ﬁ\f o LS#J'M izesll "9‘).&“
Lae O 5 . gl D 55,1 dreld|

385



05l 5 Wl Al

386

oesldlsaadl

P B eVl caasdl Ladke !
S g alaldl s elebdle Y gzl
Bl 5 8 ale gl Gugs I asl sl
odn U oo Blagal 2SI el 0 I
b Onmend) 15 G315 Q] BLSYL . U
o3l @ dLudl G Al e 2SI Gl
@a,sg;rﬁu;m Myl e I

il 1S5yl

B -\ i o |

L dulys @l (4) o5, Jsdr el
oy del OF G Jres A1y Gur! A
SENR USls e llgmdl o
A bl cllenldl Gugns I 4315
j;‘.:,mbu;;;\ a;;gou_,aﬁuag,w
Ml le}\ﬁcjl.&lﬂ\ el coUJull
ST el ek I e wlled! s
L5 ol 1 el L e VB oLl
Joodl i 1S ol Il o o 55V
G isla| Vs wlb wlypus g Y o
Sl Ul o (2 0m AI Jl)
STt el 5 a3l S
Flodl G sk G5 a5 Y 5T
UM gl U3 e 5 mn I
sty

ISP P TR P ) PSP
212l 0 5md Jl sl o J el
e g ey cokll 5505 58 4o
5905l 5oV e slae Y sl 45,00 &)
Sl 5T ol Gym b pas I3 G
Bzl o coenall ST 8L 6 sk 3101
ST AW 51T T 5slannl gV sl
SU e Aol el dl Ayl s sBas Y]
b S el 3 e slae VI by gLl
Lb Ve sl 3 Lo sVl o 1 ds
slae NI el s ol sl s bl sl A1 6
G ol Joadl Call Sl e
ROF PRSP NP

fe 3131 01 aeks Jpad ] G ol gl

UMY el of O sdimn el L
G585 5 ale Sllgrnll Gugns A asl )
315 Y ol e 0] o alulg]
= e Blast BT Ga Ll Jag 0F e
Vo oMl ol aasisy bl

T A1 52 el Al

(n=144) Lailad|

(n=513) Lailadl

Dyeor) M e yailas 2.y




EMH]J . Vol.22 No.6 . 2016 Eastern Mediterranean Health Journal

La Revue de Santé de la Méditerranée orientale

LYy vt A1 5 g 5 n e o, YT llgadl oy 1 & 9a81 3 J |

vl M B Ay oy
LYl s
72.20 b dio s Os plo & ol Slasledll 5910 i diws0s gl d Slgalzll
66.70 b Lo V] L5 Y & O5dlesky 5750 Lbdiwsosh el il S
6530  ibilionVlels Vil LA SRSl 5200 dobdiws Ok pli il Pl
6530 &b ilionVlels Vil clalles 4740 dbiiwsoshplid gl Jedl
64.60  Lbiivn Vgl Y il Sl 46.00 b lisn Vel Y il S5l
54.90 b 8oy 05k plo &l P8 4460 dbiivn Vg Y il ol
5140 Lbiiv VeV il GA A0 b Lo Vel Y 4 580 ek
4790 Lblios 0k pls L5l LWl eadl e 36.60  iLbiisonY] CL;YR”;T L gd | lslall
4720 b dio s Os plo & ol Ledlols  36.50  ibiisnVplsV il Jod e
43.80 b Lo 5 05 g5 &l Judl 3610 LbiiwnVplsY il ool il
3820  ibiiwnVlelsY il Jelliollgdl 3120 Lbliv;0splsissl S fabl s
38.20 Lb LoVl els Y &l e Sl Rsls G 3020 L diwsosh gl il L)) ol
3750 I R R Jsimd S 3020 b o pVlels Vil J 5 51
3750 ib lio VsV gl Jodlpecse 2940 Lbiivn Vgl Y il bl 5t
daoy Oghgls 3y
36.80 YLCL;YQJATH\:?L FRAIESPRY| m 2850  ibiiwo, V! CL;\H”;T Ll S S
S Loy Ok gl & gl
36.10 ib LoVl els Y a0l Lydloblall 2830 VI gls ¥ 4 gal+id P L SPRVI]
b disy

3540  ibiiwnVlelsV il a0l 2460 Lb Lo,V plsY il RUERERIER
3260 Loy YplsV i 2l Sl 23.60 Ll dis s Vel Vil Lol | 2 g
2710 ik dion V] L5V &4l B LI SV 2180 Ak diwn V)Y il ol
2710 Lb Lo V] L5 Y &l Loldidel 2140 ibiison VgV il Ll 511 s Y
2570 ibiion Vel sl pladiislin 2070 Ll Loy Vgl Y il 3kl JSLElly 5
2290 b LoVl Vil Sl polel 2030 b Lo Vlels Y a PR NP
20.80 Lb LoVl els Y &l Lodall slalls o Jl 1930 &b diws 05 gls &l Jlew¥i lslas
19.40 Lb lio Yl els Y &l oo 1720 il iis s Vpls Y sl ol i
1940 Lb Loy VlplsV i oYl 1680 Ll Lo VgV il el Sl sty 3,V
18.80 LbdiosOsh gl Lol Jewdlolslas 1420 Lb Lo,V pls ¥ il S adll lslas
16.00  Zbiiv VgV iyl ob i T90 ik diw s V] pls Y &l sy
1530 dbdiw s Vgl Y iyl ol bt 8.80 Ll livy Vgl il Ll 51 Y1
1110 ib LoVl b5V &l bl oblas 880  LbiivnVleLY il dodl bt
970  iblispnVlels Vil L)l ol Yl 8.00 Ll iivy Vsl il T
140 LbiionVplsVal ENEA AN 230 ibiiwn Vel Vil el ol Y

soaas @101 UMY O &adl (65 Lo ol Lamy L andeliy azedlee oye uSTW) SO PRV PORRSICH NP
e LaSy ol ol el e G pail us :\iﬁT;\f:eMj;\j.mwtw)\gu oit};y\)u\&ﬂyé&&oj\ﬂ
sy ans e Lidls fo Lo M aeluy . 56 lge sVl oSl s o6 b e

387




O Al 5 Gl el

388

ool susdl

s s dsune <3S (g5lall GBI Yl
LY e sl 3 blr] il e

S| @l g B mlll ple iV 0

OV P (S SAUSPSUNE IR0 g
Sl oY i s u 3315 Sl O
L o B e e e
besl l‘_osdﬁicjjb.hcﬁgéw\)‘
.MTJQQBJM\W,:QVAL@@L:JJ

Codgad IVl UMl 0 pezgll T
(@1 2T de s A 43105 e el
— 1SV sl LY I 6 e )
i sl i 5331532005 ple ~JWI o Lo
B ,as (607) Jdnay 5055 p 5dl U sl
el Al ol clasls 2004 ol
igr yos wso¥l o of S| Hlasl
Ambien® ¢lgs Jio 5 sle cllgnsdd
odd sl sl eYI SLS s .Lunesta®y
555 0L (el o S LY
dele sl¥I ) gon 5 Lol Ll
OV ondl Gl g d s Bl
L 0y Lased O SUL ds s Gnanl]
gl Ol e iy 2 13 JS
RPRUJE SRR A S W Y
sl e é,‘i N il DI
(19) L M el )Y Jans s D Do

G Wteally el sl 056 OF o o2 JI Lo
s A L1l SN ey 033
o oo el 0 63 il Mg
Sl ey a2 oy UMY 0dd
Sl okl st &2 85 el olaalll
pand A Bl ST e clasall
o Al eda il OF s - o 3l 14
oo Bl 313 L] Tl A1 jsliall T o
P b 21,eh o Jl Gl
o o p e IS5 1 ol 5,05
It o UMY o g 01 1A ol 51 31
55T ol A S s all ol shall
) .C@\RALGO»
iVl e ol gaz 10 58T o g2l
Gl B 35 2l Sllgndl B s e
oS0 Bk Bhop Vg Y &l e

PP PR I % W PR RO PR LN [
¢l 3w UMY (e «Word of the mouth
Cimeall sl sl I o1 5L Id e eSlS
Cemd) il Sl el @Dl
e god! 51 a5 M ol IV e (53]
sl 3 IS e ST gl I ST Sl e
5 T s Sl Sl CasealS 355 LAl
sl sl G 3 ol sl sl
Y e a5 AN W1 ol
b de Jlgw die SUL udl ey
L o 1 831l ole glall B85 e 0
@, Jout o)l o > NE| el

Aids el il LT Rl oS

LY de 5 3T O el JE

NSRS PRVRCIR T RS WG| QU2
IS Lelalg] G585 5 ke Mgl Gugns
Lo G35 o vl B g JUH a0
o2 Al Jad 15l SUMe YT OF e SLLY
oAl anaints s Clall (S o olsl Jol
Vs el M de Sl oS 231
sl Slaes w18 e Olidas ass
Sl o yed do pmis O3 gm0 Sy
alely adle o ST e oF
L) bl T &3l U Y a5
S5s hs o b Baol sl 2y el sl au
WL e by &1 SUNe YT O dall
Ll 355 Ll oo elss oy o S Ml
355 6 5 e s st G J B3 Lo
SN O Lo onrl M e o el LY e
o2 A 21 e Gl s e 35
wWils Jo Lokl aelss e 24S
JQ{&;&M\}T%@\@;\,M} 4o e
G Lok By oy pde oo Aol S0
LY e sl 31 gl LYy S lald
Qg GHIS Las) sl UMY Glany b
o b e ST bgans Ll OF e LBY
DS Slslzel § dsdr Gy b 3 pde
oo Bagall ) &l sl 3T g SV
G sl Ld L Las sl o) s
G sy oo ol b cdyuidl
s 3T sl SUYI ) S olslazel (i
sl Glagaal ol &l LU el
PRI M [ e

oo bl Sl OF Ll s come ¢l 35 i s
o3 OT IS celpldl &3 Cho o )l 43

QG Lokr G asms ede Jobdl o 1S
el 51 3T s SV, S ol
L3 sl S YL Glasy

oo Blagal SV adl sl | Gl
gmdl Gugaas I a3l UMY
YW Lt of G;L:J\ o G Sl
e ST ligians bl OF O skiney
)ﬁﬂ\o\auw\é@)uuq-‘jjjésﬁjrwe
Bl 23l Gt M e sl 31 sab SUYI
el 3131 G851 S L3155 e
ST eladdl OF a U GLLYI ST Ol e
Sl U T STy st sl sUde YL T 56
Il I e UMY odis s om0 I
DSUobslzel & &der B8 352 L;js
RO P

B s OF SIS el o bl a3
oy ol e Ol ¥ g5 L LT
oMo peelew St ﬁ:‘»b‘}“:@&w;bb
wﬂ\%@|@wd}|%§jgw%§b;
eds de sl sl o ek o0 1500
b b0 L eaie 155 ONeY gl S
J—"\J"u"i r&ﬁ\jﬂ‘sﬂjbw‘)‘j&&
RURS s U B U PR B
IS ¢l 03e] Y ol e Le o5
Tl B Y8 SS el bl
o @SUD

sLbY Lo il

O sitny ol s LBV e Ll s oy

Wil SbeW joom gl of
3 oliallly olshll Llel dakz fla g
s collaall 5T ol sl & 2
G ol M e e olBY) B s Gas
OOdl o G baday el LA s
W e oLl co By Wl Al
3l Jemly oWl ddall ool
L LS Bl o et NI A5
S Pl U LbY B lslizel 3 cpls
Z 5l S gl WS e 5 e
Lo Aiw jdeas ST 0L i | MS g
Sl etz mezndl Lele OF eLBYI
Bl oudt pa asliall Sl e

Lo 1 G2 Al Al



EMHJ + Vol.22 No.6 - 2016 Eastern Mediterranean Health Journal
LaRevue de Santé de la Méditerranée orientale

el M s Ll s el 4 J 5k

(g oeall GB1pus¥D) (ylek) Jauw )

LY LSl

(1.095)1.62 (1129) 1.74 (0.871)1.67 OOl ity ol e Tolsl B idad L8501 SUNY gous S alY]
(1.005) 2.38 (1.009) 2.37 (0.798) 2.37 o)l ol 3l 1 b e B3 530 o shas ani Y 8 ks gl Gugeas Al
(1.262) 219 (1175)2.35 (0.852)2.26 aielb fazadn (o a3 ) 5all G 5o b o302 TV =2 5o 2 =D)
(1.007) 2.39 (0.948) 2.40 (0.719) 2.40 SPRURPE-FII R e 4l Gyl (331 50=3
(0.993) 2.59 (0.927)2.60 (0.698)2.60 Lo ot s Dy b b Bagal ol 3 o
(1100) 2.38 (1.083) 2.30 (0.855) 2.35 OO 311 e Gl 1 1 me i
(1.010) 2.52 (1.083) 2.45 (0.816) 2.49 o/ oall a5 /5 11 L33 o sl

- - % 42.3 Jor N e st el LAY ¢y Bltgaal 21 220
- = % 3.1 bl cye STl 0 Algrd) Dagrs A gl
= - % 30.6 $slia S Jlo 1y oLl yadl Gy A8 Al
= = % 24.0 s @cad

(1.266) 2.44 (1.220)2.25 i35l U Y ghoges A ieilly Bl sl

= = % 75.2 2l oy ol e 0 sllay oy ) ‘E;I‘,;a)\sltl‘«ﬂ&_j,dpal_q
- - % 24.8 gl oo g o lall o | gellas 4 ol
- - % 51.2 el Cho g ondall 26
- - % 48.8 el a5 ool ot

b Bos 0538 2l Sl e 0331 ST Lo las o) ideadl 0dn 556 oo L53Y1 pl gl wlame OF (3 o1 a5, 5kt
sﬁw@s&é&:ﬂ)ﬂm).eo) Be e (607) oo ST O oy IV Aulplll e s 83— 5,05ll DoV sl -y 5
e sk Koy Ul el sl ol s g G| OlsLall & 53l 05 ity 158 Ayl b b dho s 033 03,91 3 olLunall

389




O Al 5 Gl el

390

ool susdl

A8 5 - e 5 s 5 H der s
SleeN1 G Gkl Gyl df el e
et Llad G dols s Bl dbadl @
AN Ll el asT el Jls 5 .(28) 51 ,8Y!
oab o U el el G Al
& M bl o e ity o 1812 5
A A O el JI i e Dl
Joolh IY1 a5 A s 3 e et
oo e OF dow e keall dilate die
(o2 A iy e Gl Ll g sle
el a1 TR pa BlayYI O] e
oLl pde 0 8 LI s o5 .(29)
3 b (o 01 (ol ,el 3 & pud sl
1d G el o b 1 sl 2 ¢ L
A LD s o

sV el M e slael O
Y3l U Ll 15 Ll Lt st
L 055 25 " N1 3 dmall Bl )1 e
ool s 50 0 e easlize e s
P el G e sl 4 a2
cls¥lbs Y gl "Glu¥l 1"
S5 5e ooy ol e 5] s ALl e
Wy s A dlee V! a5 i A5 le I
il 0T e 5 dnl s wasT L sy (1)
Bl N 3 el NI 0 Ll o el
SIS 20 g 10 cieall )1 S
B 1S Ll TS Glaal 430501
Ll oMl OF (S . (78) ad sl Lsloed
oo ASTLS Al SUSeNT pe sds e (s 522
WA L Aol eodl] 4 g2f ERYIENES]
ble ey ar 5 o> 43155 SUdle] u 55
Gkl Ml 3 e ST asldl ol
27) de L

S1Y eV LY Gl Lo Wl
de 0ss Lol 01" gay Lul,ull e
ol g MU N e ST oWl
o J20) Ll gl o oo
ST oUaall de 035,20 s J1 ol
Gz 1das cgs,Y) el el
Blaezg 3 Jr U (A Y1 5500 Al o
Joll 52 05 L D o J1 0] o oy ol
a5 g Jole 055 08 |S 5w Y
I s ez G ol ©Las J )

Ll Wl a5, 0 ool Sl 3o glis
oans ade SuST L iy LBV Jeu = 2
Ol e s Jlsl b sl a\,i&l\
LBV Jgw = 3 LS 5Tl iy (S
Lkl 3 W\j’qst,.gg S e wiy 4
Ll 8Tl 5, 0 cISam ((25) Lyl
bty ol s ¢ roogd) b Ledde i
pdes (UK Lo 58 A1y SNVl
ol &3 IS «(26) ol ,all ST e L
de o SE Lrang B S5 I I Al
LAY ey o I e isT gt LeLal L)
IS e ol gzl OF ) s O 0K
de ool Sy Ll e ple
UMY 0L slaxeVl ) 545 celudd 50

(27) el BT - Gagens

ol )l e Hlest| i 5 Lo L
fols 4ol Gl UMY ol st o1
of BU LYl o 0585 MLl
S 2l hn Al A5 W1 LY
Lgams| sl I o LebMeY a5l 501
Bl oo Lona Lo e llay ol sld Lyl
glaall oY Lol Jro chais dsly i
el s (78) Sl 3 (aatd) il
KPS Lofu Sl I S el J.c»c-LW'J\
ol Ll Gl daoesl iVl oda— 5 L
o A" " il gl
o o2 M M OF ol Zul ) sl
WU anlo] Glasl 3-2 ldde sl
ol e sledl gl L scll SUMe] OF V)
las ,els Lo 5L (8) Lo 1 e el
Wz VI3 o i | e J
de cdae LWl debiall OF 4 cor &
plasaly il plaall ©Udle] 55her
Blls e 5 o geall s 1 pa s Jiluside
OF slazanl Sags wolladl &y 5 Slandl ]
Lol sl G s s ) i) o) 05
Talaze SUSeY 2da ST O = 3,Lall ok
LI OF dow Eom Ll dnls 4ol
vl e Ualastl G 8 sl al &Y
ol ol s S5 LB Y1 e
Slaldll 1 ay e SUYI, 550 L
Lssly d@\j CS PR PRCIE WP
0541 e dsals colall o 5 Sl
AU IS PR PR WAV RGPS PR
.&;%uzwiﬂpu\ua;

SHI 15 s 1 DTSyl Benall
ISR PRSI AP JEIC A~
Ol 1) LY g &350 Sle glaold
Sledl Gugns A &0 oUdeY!
—iwl, ) sda C,L,uﬂjg\ s — 5 Sl
ol as e il Lo ol aels

el st S gVl 5T kel

T2 Gl oAl e 15 S5 ki
Cond 8 a0l g ¢ umart M i 51 3T
LB e ol ezl ale Lo ¢l g deno
S 53l anay S5l 0NN O) Lo
SV R - L (R PN LR |
el de e o)l el 0L o5 1)
ol Lal elbYI g Lebhail G5 el 1
oo il ol po T oy 1S 10 0555 )
e PRI LR PP PR PN
il § Ll s ] oo 55 Lo o Bzl 0
Of Lezsils oy 15 «(22) 05,81 & s
HPN IR M\d\.,b)._w Lol s
SPAS PO CPRAY

UMYl (g ghailb San b

o I G &l G5 A5 Y ol G
A1 UMY i ozl (3 Y el
Sl 3 V5 i sle el der Sl
a5 Mo Y1 odd st 0 O g pay I
£ ol 52 ) do] 81 il e Gidny
or o2 A des AV e T Ml
S G 13T W 0 a1 ¢ il i
Gl (S e e 831 Sl
G2l e s e K2 g
SN Sl el Jo ST oledy
3 Ao 55 e OF das TV (23)
Glageal Y1 24l el sl 31 olslize!
gl Gugeas 1 L3101 UMY pe
ssteladiol Szl s U35 65 Sl
AU (IS PR R PRVEAH PN WG
5555 ek 581 s (S 2in 0L J 5l s 53
sy g0 ool e EL 0550 15 il L)
Sl o als s ozl § ddaodl 5T
St eyl 55 N b o sl Y1 )
S e s el Sl el ple
I 5l L S5 GV T 53 (1Y e
s e goddl il ey b 0 S5 G
ol bsag A L3 Al Lalll 5 peall
Eom  (24) SN 5 SN o ik | SST

Lo 1 G2 Al Al



EMHJ + Vol.22 No.6 - 2016 Eastern Mediterranean Health Journal
LaRevue de Santé de la Méditerranée orientale

LY die Lul s o3l 5 J g |

(et S Gl Jans

255

(1.087)2.10 (1162) 2.20 (.9260) 2.15 O waiisy Cohall e Tsleet Js1 st A& AN g DALY
(0.981)2.60 (1.013) 2.67 (0.735) 2.64 o3ldae g sl gall b e &3l 20 i shas ans Y 5 ke lgn b agns
(0.912)2.66 (1.037) 2.55 (.6610) 2.60 S iy S 3 oy g o ity (P Y =2 D
e L,d) Gy Al
(0.887)2.31 (0.910) 2.43 (0.668) 2.37 gl s plis sl Sl T s
(0.690)2.87 (0.894) 2.74 (0.536) 2.80 Lo it s apg o b Fagol o 3 s
(0.753)2.78 (1.016) 2.62 (.6510) 2.69 e el33 Co s d o M ] o k5
(0.939)2.04 (1100) 2.18 (0.873) 212 aay G J M Je U 335
(1.031) 2.31 (1100) 2.21 (0.883)2.26 OO LI e Gl Vi s oo
(0.967)2.37 (1178) 2.12 (0.893)2.24 [l o 501 / o 23 Lo dels
Joall

- - (5730) 3.22 O f—\_,.) J.AJ ‘..é.’il..yi B u‘\‘a;-b‘.l g_,.Up (L.“.b = ‘G‘:.," =3 L‘SAU =2 Ll;5l1,= =1)
- - (.7320) 2.69 el 501 UL s 5 5 ool Dozl

*0.88 *0.93 % 92.3 Jlr I e dgl sl SUAYL T3 s oLy Jl e ,si el Sl ol

*0.88 *0.85 %877 e b5 A o s s el il D)
SN =0 « = 1)

*0.88 *0.68 %76.9 oLl dols & ol diaze UMYl oa ST

*0.81 *0.73 % 75.8 5 V1 G Lol Do M1 o Y 3l el

*0.62 *0.61 % 63.1 I N e ST esldaaall e 5555 Lol

Sig.a £0.05 WY & eall DY (5 gtms <3S & 5F g Copen ey 35,301 o355 L

391




O Al 5 Gl el

392

ool susdl

sV g e CAL.» Sldswwl e
ALl men 285 G sl sl 4o 21
P SR PRIU W P NEE]
T Bvally il 31 Wlaty plaaYl
IS5 el sl Glais chais 6 W1 Jadasll
o A1 domall uled! G Lge Ll T3
53 e J) BLEYL Ldelal el
el sl Lok Laazg e LS Y1 il )
S sy ol A o L3l 055 0T b 2y
Jod! 15T & ldl UMY Aol
oMoVl il Sl sll Gn 8l
el gl @:?d\ Slasio (o oo by
idaad) 55 peall o aliul) ezl 5l 3 e
Jedni s coglila s B Ao sl U e 4Ll
Sl e Jons Al aslza ¥l wlolal jan

) oyl on

S s s 3 Go s plad) el
Se (3 bl dinl) AL s e Lo
o Ol gw N G 5302 420

do S e rall i il 0]

a8 gn g sV o sl lll il 5 Bl g
G o a5 STl 5 slall
NN P ) @L‘l\ oo s ales isle]
cipalia¥ly Aol V1 ald) sl L
s A Of dapally Gl O ez
Lode 0,5 0f gl 3501 o gt
Sl g&\&mﬁjwﬁﬂk,
oaE e aslas JS 0555 O oy i
O3 88 g onr o e i (Lo Lo o151
UL Allzs Sl slas (f e dndl S dazs
Jodl 52 il 0db Sl Al oal a0l

oo Db cdul sl wlbuzal e sl

oMY Cw%ﬁfﬁw\\ DNl a2
35 sle gl Gugs I asl sl
SV g el L8 310 ], et 03,1
RURER VS (S N COE B
Olsle 5l G ¢ 3 Lol daylas s shast
i Il 0, 0l coUaally LY
£l gl g el sl doladl dcn 5l e 8302 40056
L] 53l 6l 55lr] e Ay s £33N
Bl o 0,55 b &5 Jb ol s0b Ll
Lojle Oldas w5 oy A3 SN AL
Bl Al oSSy sl eVl Aol
G SNl il od L Gl Bt
oS 2l e Al IS 8 Ry OF e el 5

Lo 1 G2 Al Al

References

1.

10.

11.

12.

DS 15 1y g «(15) a5 5111 (2002) o6 S5 ol S5 5
Gy

=5 1edd SV sl @Y1 G5 s UNIFEMg 315 Ll ((2005)
03,310l el Yl

World Health Organization (WHO) (2004) Drug promotion:
What we know what we have yet to learn: Geneva Switzer
land.

POl s e 502003 £l 80 (35 b 50 0 5B llall s £l 51 0 536
15-1-2009 @)L:z (4946)(.5, Gas a0y A
Adeoye, Sanjo and Bozic, Kevin (2007), Direct to Consumer
Advertising in Healthcare, Clinical Orthopaedics And Related
Research, (457): 96-104.

Gellad, Ziad and Lyles, Kenneth (2007), Direct-to-Consumer
Advertising of Pharmaceuticals. The American Journal of
Medicine, (120): 475-480

Toop L. and Mangin D. (2007), Industry funded patient infor-
mation and the slippery slope to New Zealand, BJM, (335):
694-695.

Almasi, Elizabeth, Stafford, Randall, kravitz, Richard, and
Mansfield, Peter (2006), What Are the public health Effects
of Direct-to- Consumer Drug Advertising? PLOS Medicine
(3): el145.

Lenzer, Jeanne (2004), FDA is in capable of protecting US
“against another Voixx”, BMJ, (329): 1253.

Semin, Semih, Aras, Sahbal and Guldal, Dilek (2006), Direct
- to - Consumer advertising of pharmaceuticals: developed
countries experiences and Turkey, Health Expectations, (10)
Issue 1: 4-15.

Young, Henry, Lipowski, Earlene and Cline, Rebecca (2005),
Using social cognitive theory to explain consumers’ behavioral
intentions in response to direct - to - consumer prescription
drug advertising, Research in Social and Administrative Phar-
macy, (1), Issue 2: 270-288.

Weissman, Joel, Blumenthal, David, Silk, Alvin, Zapert, Kinga,
Newman, Michad and Leitman, Robert (2003), Consumer’s
Reports on the Health Effects of Direct - To - Consumer Drug
Advertising, Health Affairs - Web Exclusive W3: 83-95. Re-

Lé\},\.ﬂ

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

trieved in July 2008 from: http://content.healthaffairs.org/
cgi/reprint/hlthaff.w3.82v1.pdf

Hubh, Jisu and Beaker, Lee. (2005), Direct - to - Consumer Pre-
scription Drug Advertising: Under Standing Its Consequences
(Electronic Version), International Journal of Advertising: 1-17
(www.grady.uga.edu/coxcenter).

Maubach, Ninya and Hoek, Janet (2005), New Zealand gen-
eral practitioner's views on direct - to - consumer advertising
(DTCA) of prescription medicines: a qualitative analysis. Jour-
nal of the New Zealand Medical Association, (118), No. 1215.

Gilbody, S. Wilson, P and Watt, I. (2005), Benefits and harms of
direct - to - consumer advertising: a systematic review, Quality
and Safety in Health Care, (14): 246-250.

e GG VT GVl 35 05 talls usldl ol ALl sLEY el 5L
203,31 Ol N aall Ble s s el 3 gV oeall 55 <(2008)

Health Action International (HAI) (2001), Direct-to-Consumer
Prescription Drug Advertising The European Commission's
Proposals for Legislative Change: Amsterdam, The Nether-
lands.

Kempner, Joanna (2006), Gendering the migraine market: Do
representations of illness matter? Social Science & Medicine,
(63):1986-1997.

Class, Jennifer, Lanctot, Krista, Herrmann, Nathan, Sproule,
Beth and Busto, Usoa (2005), Sedative hypnotics in older peo-
ple with insomnia: meta-analysis of risks and benefits, BMJ,
(331): 1169-1173.

Wazaify, Mayyada, Al-Bsoul, Abla, Abu-Garbieh, Eman, Ta-
haineh, Linda (2008), Societal perspectives on the role of
community pharmacists and over-the-counter drugs in Jordan,
Pharm World Sci, (30): 884-891.

Ulanowski, P, Jakuboczyk, M and Hermanowski, T (2007),
Sources of Information on Drugs Used by General Practition-
ers in Poland, Value In Health, (11) Issue 6: A367.

Otoom,S. Batieha, A. Hadidi, H. Hassan, M. and Al-Saudi, K
(2002), Evaluation of drug use in Jordan using WHO prescrib-
ing indicators, Eastern Mediterranean Health Journal, (8), No.
4&5




EMH]J . Vol.22 No.6 . 2016

23.
24.
25.
26.

27.

Eastern Mediterranean Health Journal

Lol L ols (1h) A@jﬂb 3?@'}.,;;” QYL&J;Y‘ «(2006) U qéjg,..“
-@j)ﬂ‘)r:"'u

Ul gl CS s dll GLET 3 ol Ll ((2006) 0585k e
205,31 el s,V el ] ) site nb Lo

C(15) iy gmidl A Log &gl il ¢ sl i 5 ((2002) 350 ¢ fsls
LU eV el s sl )

CM‘ S 1S (1D) G olas Mle] LLas ((2006) deszz (bl s
sl 2l

Amerson, Katherine (2007), Direct-to- consumer pharma-
ceutical advertising in men’s and women'’s magazines, un-

28.

29.

La Revue de Santé de la Méditerranée orientale

published master’s thesis, Texas Tech University: Texas, USA.
(Unpublished Thesis)

Anderson, Gail (2005), Sex and Racial Differences in pharma-
cological Response: where is the Evidence? Pharmacogentics,
pharmacokinetics, and pharmacodynamisc Journal of wom-
en’s Health, (14) 1:19 - 29.

Phillips, Susan (2005), Defining and measuring gender: A social
determinant of health whose time has come, International
Journal for Equity in Health, (4):11 Retrieved in November2008
from: http://www.equityhealthj.com/content/4/1/11

393



EMH]J . Vol.22 No.6 - 2016 Eastern Mediterranean Health Journal
La Revue de Santé de la Méditerranée orientale

Burden and associated factors for caregivers of the
elderly in a developing country

S. Sabzwari,' A. Munir Badini’ Z. Fatmi,? T. Jamali? S. Shah’
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ABSTRACT The elderly population in South Asia is growing. In Pakistan trained caregivers are scarce and culturally
not acceptable. This study assessed the level of stress experienced by caregivers of the elderly and determined
the association of care giving burden with different characteristics of the elderly. A cross-sectional, questionnaire
based study was conducted using nonprobability purposive sampling. All consenting participants aged 60 years
and above needing help with at least one activity of daily living or two instrumental activities of daily living were
included. 350 participants were assessed for perceived care giver burden. Care providers were mostly female
(68.9%). Half (50.3%) of the caregivers had a positive score on a perceived care burden scale. Financial impact had
a strong correlation (0.79) with perceived caregiver burden. Higher dependency levels of a physical and cognitive
nature posed greater burden on caregivers. Behavioural issues of the elderly such as verbal abuse and difficulty
sleeping were predictors of a higher caregiver burden. Caregiver burden is a significant issue for those caring for
elderly family members in Karachi, Pakistan.

Fardeau et facteurs associés pour les aidants de personnes agées dans un pays en développement

RESUME La population 4gée d'Asie du Sud-Est connait une augmentation. Au Pakistan, les personnels soignants
formés sont rares et non acceptés d'un point de vue culturel. La présente étude avait pour objectif d'évaluer
le niveau de stress des aidants de personnes agées et de déterminer l'association entre le fardeau de soins et
différentes caractéristiques propres aux personnes agées. Une étude transversale, reposant sur un questionnaire,
a été conduite en recourant a un échantillonnage non probabiliste par choix raisonné. Toutes les personnes
consentantes agées de 60 ans et plus requérant une aide pour au moins une activité de la vie quotidienne ou deux
activités instrumentales de la vie quotidienne ont été incluses. Le fardeau percu par les aidants a été évalué chez
350 participants. Les dispensateurs de soins étaient majoritairement des femmes (68,9 %). La moitié (50,3 %) des
aidants obtenaient des scores élevés sur |'échelle d’évaluation du fardeau de soins. L'impact financier avait une
forte corrélation (0,79) avec la perception du fardeau de soins. Des niveaux de dépendance physique ou cognitive
plus éleveés rajoutaient au fardeau supporté par les aidants. Les problemes comportementaux des personnes agées
tels que des insultes verbales ou des troubles du sommeil constituaient d'importants indicateurs d'un fardeau plus
lourd. Le fardeau des aidants est un probleme de taille pour les personnes qui prennent soin de membres agés de
leurs familles a Karachi, au Pakistan.

"Department of Family Medicine, ? Department of Community Health Sciences, Aga Khan University, Karachi, Pakistan (correspondence to Saniya
Sabzwari: Saniya.sabzwari@aku.edu). *End TB Project, Interactive Research and Development, Shahrah-e-Faisal, Karachi, Pakistan

Received: 21/09/15; accepted: 06/06/16
394




8320 5 GWI Al

ealudlsusdl

Introduction

The elderly population of South Asia is
seeing an unprecedented rise. Accord-
ing to the 2013 WHO data repository
(1), 6.5% of the Pakistani population is
over the age of 60. By 2050, the elderly
are expected to constitute 15% of the
total population (2). Longer life spans
are, however, frequently associated
with illnesses that cause disability and
dependence.

According to the World Health Or-
ganization, older people residing in low-
income countries have higher disability
rates,and woman are at greater risk than
men (3). Data on disability from Paki-
stan are scarce and do not include com-
mon impairments seen in the elderly,
such as dementia and osteoarthritis.

In Pakistan, traditional family values,
including revering elders, are still held,
and providing care and support to the
elderly is considered a social norm and
a moral duty for family members. In
the past few decades, however, joint
family systems have shifted rapidly to
nuclear families (i.e. parents and their
dependent children) (4), so that el-
derly family members are often cared
for by one caregiver rather than multi-
ple relatives in an extended family (3).
Moreover, in contrast to the western
world, where professional caregiving is
the norm, trained caregjvers are scarce,
expensive and at times unacceptable. A
handful of nursing homes exists, which
is not a culturally acceptable solution
for caring for the elderly (). This chang-
ing socio-cultural system is bound to
make the burden on caregivers an issue
that will require attention at all levels, as
the physical and psychosocial effects of
caregiving are well documented (6, 7).

We conducted a literature review of
studies on caregivers and determined
the factors responsible for their burden.
Most studies identified the family as
the primary caregivers for elderly fam-
ily members. One regional study indi-
cated that spouses were most adversely

affected by a cognitive decline in a care
receiver (8). A study of caregivers for pa-
tients with Alzheimer disease revealed
that caregivers of male patients experi-
enced the greatest burden. The burden
of caregivers in joint families did not

differ from those in nuclear families (9).

Limited national data were available
on the characteristics of caregivers and
their burden. Anecdotal evidence sug-
gests that most caregiving is provided
by families and mostly by women. We
assessed the burden experienced by
carers of the elderly in our setting and
determined the factors associated with

the burden of care provision.

Study design

We conducted a cross-sectional study
of a convenience sample in 2013, in
which research associates visited the
homes of a local community in Karachi

to collect data.

Sample size

The sample size was calculated with
WHO software (version 2.0) (10).
As no local data were available on the
burden of caregivers in Pakistan, a
proportion of 0.50 was used to achieve
maximum variance with an error bound
of 6% and a 5% significance level. The
final sample size was calculated to be
267. After inflation by 10% for non-re-
sponders, the sample size was estimated
to be approximately 300.

Inclusion criteria

All consenting people aged 60 years
and above who required help with at
least one or more of the activities of
daily living (ADLs) or two or more
of the instrumental activities of daily
living (IADLs) were included. They are

referred to below as “care recipients”.

Exclusion criteria

Paid caregivers and elderly patients re-
siding in nursing homes were excluded
from the study, as these are not typical
solutions for caregiving in Pakistan.

Definitions

A “caregiver” was defined as an adult
18 years of age or older, either a fam-
ily member or a voluntary worker, who
provides help with ADLs, health care
and financial and social matters to care
recipients.

“Caregiver burden” was defined as phys-
ical, psychological, social and financial
problems that might be experienced
by family members caring for impaired

older adults (8).

ADLs include dressing, eating, walking,
toileting and showering, and IADLs
include shopping, managing money,
using a telephone, arranging transport,
housekeeping, preparing meals and tak-
ing medication.

Ethical approval

Ethical approval was obtained from the
university ethics committee. Detailed,
explicit consent was obtained from all
participants. All questionnaires were
coded, and data were entered with these
codes to ensure participant confiden-
tiality.

Data collection tools

The demographics of care recipients
and caregivers, the characteristics of care
receivers (ADLs, IADLs, co-morbid
conditions, behavioural problems) and
the duration and type of caregiving were
obtained from answers to a question-
naire, which was translated into Urdu
and then back-translated into English.
A pilot study was conducted on 10%
of the total sample size, and the results
were used to modify the questionnaire.

Caregiver burden was measured on
a five-point Likert scale of scores on a
validated 12-item “perceived caregiver
burden scale” used in regional studies
(11). This three-part scale assesses the

T g1 G2 L)l Al

395



EMH]J . Vol.22 No.6 - 2016

396

Eastern Mediterranean Health Journal

impact on finances, abandonment by
the extended family and sense of entrap-
ment as experienced by the caregiver.
(See Annex 1. Permission to use this
scale was obtained from the author).

The Cronbach’s alpha for each sub-

scale was greater than 0.77.

Data collection procedure

Respondents were approached during
home assessments conducted in local
communities in Karachi. Households
with elderly residents were identified
from community volunteers, and re-
search associates visited the identified
homes to administer the questionnaire
to each of the caregivers in the house-
hold. The participating families were
given feedback on caregiver stress.

Statistical analysis

All data were entered into Epidata 3.1
and analysed with SPSS version 19.
Proportions were generated for the
categorical variables gender, number
of care recipients, behaviour, ADLs,
IADLs and presence of co-morbid con-
ditions. Mean and standard deviation

were reported for continuous variables
such as the age of the caregiver and re-
cipient and the duration of caregiving,
The outcome variable was the caregiver
burden. The mean scores of the answers
to questions on the burden of caregivers
were calculated, and the scores were
then split from the median to form a
binary variable (burdened/not bur-
dened). Chi-squared tests were used to
assess the associations between ADLs,
IADLs and the burden on caregivers,
with a significance level of 0.0S.

The socio-demographic characteristics

of caregivers and care recipients, ADLs
and IADLs and co-morbid illnesses
are listed in Table 1. The mean age of
caregivers was 47.23 + 15.5 years. Most
of the caregivers were female (241;
68.9%), married (311; 88.9%), daugh-
ters-in-law (119; 34%) and spouses
(94; 26.8%). More than one third had
secondary education (139; 39.7%).
The mean age of the care recipients was

La Revue de Santé de la Méditerranée orientale

71.1 £10.1 years, and most were female
(208; 59.4%). Caregivers provided as-
sistance for ADLs like dressing (57;
16.3%), bathing (60; 17.2%) and walk-
ing (160; 45.7%). Assistance for IADLs
was mainly for shopping (279; 79.9%),
preparing meals (226; 64.6%) and using
a telephone (163; 46.6%). One third
of care recipients (35.4%) required
help in managing money, and 33.3%
were helped in taking medication. Only
37.2% were fully mobile, while 45.7%
required assistance from the caregiver;
13.7% had an assisted device, and 3.4%
were bedridden.

The co-morbid illnesses of care re-
cipients included osteoarthritis (220;
63%), hypertension (169; 48.4%) and
diabetes (105; 30.1%). Memory loss
was reported in 131 (37.4%). Agita-
tion was the commonest behavioural
problem (183; 52.3%). Approximately
half the caregivers had a positive score
for perceived care burden.

The association between ADLs
and caregiver burden is shown in Ta-

ble 2. Caregivers who provided help in

Annex 1. Perceived caregiver burden

needs and services

Subscale 1: Imapct on finances 1 2 3 4 5
1 My financial resources are adequate to pay for

things that are required for caregiving
2 Itis difficult to pay for the elderly person's health

strain on the family

3 Caring for the elderly person has put a financial

to care for the elderly person

4 If | could afford it, I would find some other way

Subscale 2: Abandonment by extended family

5 Since caring for the elderly person, | feel that my
family has abandoned me

6 Itis very difficult to get help from my family in
taking care of the elderly person

7 Others have left caring for the elderly person to
me

Subscale 3: Sense of entrapment

hate the way life has turned out

8 Since caring for the elderly person, it seems like |
am tired all the time

9 | feel overwhelmed by the problems I have
caring for the elderly person

10 | get very discouraged with caring for the elderly
person

i Since caring for the elderly person, sometimes |

caring for the elderly person

12 At this time in my life, I don't think I should be

1- strongly disagree, 2- disagree, 3- agree, 4- strongly agree, 5- 1 don't know
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Table 1. Distribution of socio-demographic characteristics of caregivers and receivers and activities of daily living,
instrumental activities of daily living and co-morbid illnesses of care recipients (n=350)

Characteristic Frequency

Caregivers
Gender
Male 109 (31.1%)
Female 241(68.9%)
Marital status
Married 311(88.9%)
Single 34(9.7%)
Widowed or divorced 5 (1.4%)
Relationship
Son 64 (18.3%)
Daughter 48 (13.7%)
Daughter-in law 119 (34%)
Sibling 1(0.3%)
Other 118 (33.7%)
Educational status
llliterate 29 (8.3%)
Primary grades 1-5 41 (11.7%)
Secondary grades 6-10 139 (39.7%)
Higher secondary (grade 12) 67 (19.1%)
Graduate (grade 14 and above) 72(20.6%)
Madrasah 1(0.3%)
Other 1(0.3%)
Age (years) 4723 +15.53 (SD)
Care recipient
Male 141 (40.3)
Female 209 (59.7%)
Age (years) 711+10.1(SD)
Care provided
Duration (years) 14.86 +13.52 (SD)
Other caregivers
Yes 162 (46.3%)
No 188 (53.7%)
Other participants aged > 60 years receiving care (information missing for one participant)
Yes 82(23.4%)
No 267 (76.3%)
Other responsibilities
None 13 (3.7%)
Caring for children 23 (6.6%)
Household chores 215 (61.4%)
Caring for another dependent 12 (3.4%)
Other 87 (24.9%)

Activities of daily living
Help in changing clothes (information missing for two participants)

Yes 57 (16.3%)

No 291(83.1%)
Help in walking

Yes 61(174%)

No 289 (82.6%)
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Table 1. Distribution of socio-demographic characteristics of caregivers and receivers and activities of daily living,
instrumental activities of daily living and co-morbid illnesses of care recipients (n=350) (continued)

Characteristic Frequency

Help in eating

Yes 31(8.9%)

No 319 (91.1%)
Help in toileting

Yes 47 (13.4%)

No 303 (86.6%)
Help in bathing (information missing for one participant)

Yes 60 (171%)

No 289 (82.6%)
Instrumental activities of daily living
Help in shopping

Yes 279 (79.7%)

No 71(20.3%)
Help in taking medicines

Yes 118 (33.7%)

No 232 (66.3%)
Help in using telephone

Yes 163 (46.6%)

No 187 (53.4%)
Help in managing money

Yes 124 (35.4%)

No 226 (64.6%)
Help in preparing meals

Yes 226 (64.6%)

No 124 (35.4%)
Help in hygiene (combing hair, cutting nails)

Yes 69 (19.7%)

No 281(80.3%)
Co-morbid illnesses of care recipients
Diabetes (information missing for one participant)

Yes 105 (30.1%)

No 244 (69.9%)
High blood pressure (information missing for one participant)

Yes 169 (48.4%)

No 180 (51.6%)
Cerebrovascular accident (information missing for one participant)

Yes 51(14.6%)

No 298 (85.4%)
Osteoarthritis (information missing for one participant)

Yes 220 (62.9%)

No 129 (37.1%)
Osteoporosis (information missing for one participant)

Yes 114 (32.7%)

No 235 (67.3%)
Leakage of urine (information missing for one participant)

Yes 73 (20.9%)

No 276 (79.1%)
Leakage of stools (information missing for one participant)

Yes 28 (8.0%)

_ No 321(92.0%)
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Table 1. Distribution of socio-demographic characteristics of caregivers and receivers and activities of daily living,
instrumental activities of daily living and co-morbid illnesses of care recipients (n=350) (concluded)

Characteristic Frequency

Depression

Yes 128 (36.6%)

No 222 (63.4%)
Memory loss

Yes 131 (37.4%)

No 219 (62.6%)
Other chronic illness (information missing for two participants)

Yes 48 (13.7%)

No 300 (85.7%)
Ambulatory status

Fully mobile 130 (371%)

Mobile with help of caregiver 160 (45.7%)

Mobile with an assisted device 48 (13.7%)

Bedbound 12 (3.4%)
Behavioural problems of care recipients
Agitation (irritability)

Yes 183 (52.3%)

No 167 (47.7%)
Aggression (shouting, hitting)

Yes 121 (34.6%)

No 229 (65.4%)
Verbal abuse

Yes 71(20.3%)

No 279 (79.7%)
Low mood (sadness, crying)

Yes 138 (39.4%)

No 212 (60.6%)
Forgetfulness (information missing for one participant)

Yes 123 (35.2%)

No 226 (64.8%)
Social withdrawal

Yes 29 (8.3%)

No 321(91.7%)
Difficulty in sleeping

Yes 126 (36%)

No 224 (64%)
Wandering (leaving home without informing caregiver)

Yes 8(2.3%)

No 342 (97.7%)
Other behavioural problems

Yes 20 (5.7%)

No 330 (94.3%)
Perceived care burden

Yes 176 (50.3%)

No (49.7%)
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Table 2. Associations between activities of daily living and instrumental activities of daily living and the burden on caregivers

(n=350)

Burdened

Activities of daily living n (%)
Help in changing clothes (information missing for two participants)

Yes 23(40.4)

No 152 (52.2)
Help in walking

Yes 23(377)

No 153 (52.9)
Help in eating

Yes 16 (51.6)

No 160 (50.2)
Help in toileting

Yes 19 (40.4)

No 157 (51.8)
Help in bathing (information missing for one participant )

Yes 22(36.7)

No 154 (53.3)
Instrumental activities of daily living
Help in shopping

Yes 156 (55.9)

No 20(28.2)
Help in taking medicines

Yes 63 (53.4)

No 113 (48.7)
Help in using telephone

Yes 87(53.4)

No 89 (47.6)
Help in managing money

Yes 86 (69.4

No 90(39.8
Help in preparing meals

Yes 135 (59.7)

No 41(33.1)
Help in hygiene

Yes 25(36.2)

No 151(53.7)

Not burdened P
n (%)

34 (59.6) 0.10
139 (47.8)

38(62.3) 0.03
136 (471)

15 (48.4) 0.87
159 (49.8)

28(59.6) 0.14
146 (48.2)

38(63.3) 0.01
135 (46.7)
123 (44.1) 0.00

51(71.8)

55 (46.6) 0.40
119 (51.3)

76 (46.6) 0.28
98 (52.4)

38(30.6) 0.00
136 (60.2)

91(40.3) 0.00
83 (66.9

44 (63.8) 0.00
130 (46.3)

walking and bathing had a significantly
higher burden than those who did not
(P < 0.05). The IADLs with which
caregivers were significantly burdened
were help with shopping, managing
money, preparing meals and ensuring
hygiene (P < 0.05).

Table 3 shows the correlations be-
tween behavioural problems, IADLs,
financial impact and total co-morbidity

and the caregivers’ perception of their
burden, for all caregivers and for the 176
who perceived that they were burdened.
Behavioural problems were moderately
correlated (0.30), overall dependence
for IADLs was weakly correlated (0.21),
and total co-morbidity was poorly cor-

related (0.07) (Table 3).

The financial impact of caregiving
was strongly correlated (0.79) with

caregivers’ burden (P < 0.005); thus, 28
of the 36 caregivers (77.8%) who said
that their role had a financial impact
also considered themselves burdened.
Of the 314 caregivers who found no fi-
nancialimpact, 148 (47.1%) considered
themselves burdened.

Binary logistic regression analysis
with adjustment for caregiver’s age,
education, marital status and length of
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Table 3. Correlation between total score of perceived caregiver burden and scores for behavioural problems, IADLs, financial

Characteristic

Behaviour (sum of behavioural problems)
IADLs (sum of [ADLSs)

Financial impact (sum of subscale items of perceived

caregiver burden scale)

Total co-morbidity (sum of co-morbid conditions score)

impact and co-morbidity for all caregivers (n = 350) and for those who perceived a burden (n =176)

All caregivers

Pearson coefficient
0.30
0.21

0.79

0.07

Caregivers who perceived
a burden

0.00 0.25 0.03
0.00 0.29 0.00
0.00 0.60 0.00
0.08 0.26 0.00

care showed that male caregivers were
more likely to perceive themselves as
burdened (adjusted odds ratio [OR],
1.86; 95% confidence interval [CI],
1.03;3.35). Looking after care recipients
with sleep disturbances and receiving
verbal abuse were also associated with
caregiver burden (adjusted OR, 1.84;
95% CI,0.96;3.51 and 2.43; 1.05;5.62,
respectively). Stroke was also signifi-
cantly associated with perceived car-
egiver burden (adjusted OR, 3.03; 95%
Cl, 1.34;6.86) (Table 4).

Discussion

This study fulfilled its objectives by

identifying common health problems

in elderly people residing in a local
community in Pakistan and their as-
sociation with the burden experienced
by their caregivers. The most commonly
reported co-morbid conditions were
diabetes, hypertension and osteoarthri-
tis. Pakistan is considered to have high
rates of diabetes and hypertension (12),
and both are risk factors for dementia in
the elderly (13,14), possibly accounting
for the high rates of memory loss found
in our study. Depression was also com-
monly reported. Depression is linked to
dementia in a complex relationship via
risk factors, symptoms and functional
decline (15).

Most of the elderly in this study did
not require help with ADLs, despite
a high burden of noncommunicable
illness. Their low level of dependence
may reflect co-morbid conditions with

few complications or of lesser severity.
A previous study also found low rates of
dependence in elderly people living in
the community (7).

The study shows that most care pro-
viders are women, consistent with our
culture, in which housewives normally
assume the role of caregiver, while male
members are responsible for earning
money outside the home to provide for
their families. The situation is similar in
other parts of the world (16). A study of
48 low- and middle-income countries
also found that women more often as-
sume caregiver roles than men (17).

The relationship between the
caregiver and the care receiver was
predominantly a spouse or child, as
found in previous studies (18-20).
Daughters-in-law were the caregivers
in a significant number of households
in our study, as found in studies in India
and the Republic of Korea (21-23).
Even among immigrants of Indian and
Pakistani descent in the USA, daugh-
ters-in-law were the primary care givers,
adhering to the cultural norms of their
country of origin (24). Family frame-
works and structures differ among
countries. Daughters almost always
leave home after marriage to take over
responsibilities in their new home; they
therefore are more likely to care for their
in-laws and less likely to be the primary
caregivers for their own parents. This
study did not show whether the burden
of caregivers is different when they care
for in-laws rather than parents.

Half the caregivers considered
that they were burdened. Similar

percentages have been found in other
studies in the Region (19,25-27). In
studies that indicated a higher caregiver
burden, the care receivers were more
dependent or had more debilitating
illnesses. As in previous studies, (18,
21,26,28), caregivers for elderly people
who were dependent for ADLs per-
ceived a greater burden. In contrast,
another study reported that caregiver
burden correlated more closely with
the needs of the caregiver rather than
the functional impairment of the care
recipient (27).

As expected, stroke was associ-
ated with a higher caregiver burden,
probably due to greater physical and
cognitive dependence. Problematic be-
haviour of care recipients, such as verbal
abuse and difficulty in sleeping, were
also predictors of a greater burden, pos-
sibly by creating physical and emotional
difhculties for the caregiver. This finding
is supported by those of other studies
(24,28*30).

The strongest correlation with car-
egiver burden in our study was financial
constraints due to caregiving. In our
country, the majority of the popula-
tion lives below the poverty level, and
there is no subsidized health care or
discounted prescriptions; therefore,
families often bear the cost of health
care for the elderly, resulting in financial
strain. This factor has also been cited by
other authors (31).

Surprisingly, in contrast to other
studies in which women considered
themselves more heavily burdened, we
found that men perceived themselves
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Table 4. Associations between demographic characteristics of care receivers and caregivers, behavioural problems and co-
morbid illnesses of care receivers and level of perceived caregiver burden (n=350)

Characteristic

Age of care receiver
Sex of care receiver
Female
Male
Sex of caregiver
Female
Male
Behavioural problems
Agitation
Aggression
Verbal abuse
Depression
Memory loss
Social withdrawal
Difficulty in sleeping
Wandering
Others behavioural problems
Co-morbid conditions
Diabetes
Hypertension
Stroke
Osteoarthritis
Osteoporosis
Urine leaking
Stool leaking
Depression
Memory loss

Chronicillness

Unadjusted odds ratio 95% CI
0.97 0.95;0.99
1
127 0.83;1.95
1
2.16 1.35;3.43
1.37 0.90;2.09
1.59 1.02;2.48
227 1.32;3.92
1.37 0.89;2.11
1.83 117;2.86
1.44 0.66;3.12
1.88 1.21;2.93
0.32 0.06;1.61
0.31 0.11;0.87
1.32 0.83;2.10
0.87 0.57;1.32
1.24 0.68;2.25
112 0.72;1.73
0.23 0.14;0.38
1.09 0.65;1.83
0.44 0.19;1.00
1.61 1.03;2.50
1.72 111;2.67
0.66 0.36;1.23

Adjusted odds ratio’ 95% CI
0.97 0.94;1.00
1
1.38 0.82,2.38
1
1.90* 1.08;3.36
0.86 0.45;1.65
1.36 0.63;2.95
2.45% 1.06;5.65
112 0.59;2.12
0.84 0.34;2.03
2.00 0.67;6.01
2.00* 1.06;3.77
2.05 0.29;14.41
0.08* 0.02;0.39
1.51 0.83;2.75
0.89 0.51;1.56
2.67* 1.20;5.98
1.55 0.87;2.78
0.13* 0.06;0.26
1.85 0.83;4.07
0.20* 0.05;0.69
1.61 0.82;3.16
1.85 0.82;4.17
0.67 0.31;1.44

*P<0.05

'Adjusted for caregiver’s age, education, marital status and length of caregiving

as more burdened when faced with
the challenge of caring for the elderly.
This finding is supported by that of
another study in Pakistan, in which
male caregivers were more “stressed”
(32); however, a study in India showed
no difference in the stress levels of male
and female caregivers (22).In Pakistan,
caregiving is a “gender incongruent”
role for men, who are the breadwin-
ners and primarily fulfil responsibilities
away from home. In-home caregiving
is thus harder for men employed out
of the home.

The factors associated with car-
egiver burden raise concern that there
are no support systems to offer respite,
either in the form of day-care centres
or alternative care providers. There are
no financial subsidies to help families
care for their elderly. An important
question is whether caregiver burden
results in neglect of the elderly or af-
fects the quality of caregiving in our

setting,

Limitations
While we were able to identify factors

associated with caregiver burden, we

did not examine its effects. Further
studies are required on the impact of
this burden on caregivers and caregiv-
ing. Another limitation is that this
study was conducted in suburban Ka-
rachi, and the factors associated with
caregiver burden may be different in
rural communities. Although financial
constraints were a signiﬁcant source
of caregiver burden, detailed socio-
economic data were not obtained,
and the source of the financial burden
could not be explored.

As family members continue to be
the largest source of caregiving for the
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elderly, recognition of their roles and
the implications for both the caregiver
and the care receiver is essential. Physi-
cians should recognize the needs of
caregivers, in addition to providing care
to their elderly patients. Both informal
and formal support systems should be
in place for caregivers. Establishing al-
ternative care services and educational

programmes to create awareness of
caregiver burden would help in dealing
with this issue of increasing importance.

Conclusion

Caregiver burden is a significant is-

sue for those who care for elderly

family members, financial constraints
being a strong factor. In view of the
growing number of elderly people and
the high caregiver burden found in our
study, physicians should recognize and
advocate for caregivers in order to ease
their responsibilities.
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Adherence of preventive oral care products in the
Syrian market to evidence-based international
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ABSTRACT No study has investigated the availability and adherence of preventive oral care products on the
Syrian market to evidence-based international recommendations. Data were collected in 2012, and updated in
2016, in terms of availability, characteristics and adherence to evidence-based international recommendations.
Few preventive products adhered to the recommendations. Despite the large decrease in the number of oral
care products on the Syrian market, due to the Syrian crisis, nonadherence of some of the available products
is still present. A multisectorial approach at a policy level is needed to address such important limitations. The
Syrian Ministry of Health should reform regulations for fluoride products to become subject to drug monitoring
systems; the Syrian Arab Committee for Measurements and Standards needs to update its standards; and the
Syrian General Dental Association should distribute a preventive booklet to dental practitioners.

Conformité des produits de soins dentaires préventifs du marché syrien avec les recommandations
internationales fondées sur des données probantes

RESUME Aucune étude n’a examiné a ce jour la disponibilité et la conformité des produits de soins dentaires
préventifs sur le marché syrien avec les recommandations internationales fondées sur des données probantes.
Des données ont été collectées en 2012, et mises a jour en 2016, en ce qui concerne la disponibilité, les
caractéristiques et la conformité de ces produits avec les recommandations internationales fondées sur des
données probantes. Peu de produits préventifs étaient conformes aux recommandations. Malgré une forte
diminution du nombre de produits de soins dentaires sur le marché syrien du fait de la crise actuelle dans le pays,
la non-conformité de certains produits disponibles reste d’actualité. Une approche multisectorielle au niveau
politique est nécessaire pour remédier a ces lacunes importantes. Le ministere syrien de la Santé doit réformer
les réglementations existantes sur les produits a base de fluor afin que ceux-ci soient soumis a des systemes
de suivi des médicaments ; le Comité arabe syrien des mesures et des normes doit mettre a jour ses normes ;
et I’Association de dentisterie générale syrienne doit distribuer une plaquette de prévention a l'intention des
praticiens dentaires.

'Department of Orthodontics, Faculty of Dentistry, Damascus University, Damascus, Syrian Arab Republic. 2Department of Oral Pathology, Faculty
of Dentistry, Damascus University, Damascus, Syrian Arab Republic. *Angle House Orthodontics, London, United Kingdom. *Population and
Patient Health, King’s College London Dental Institute, University of London, London, United Kingdom. *Department of Oral Medicine, Faculty of
Dentistry, Damascus University, Damascus, Syrian Arab Republic (Correspondence to: easter.joury@kcl.ac.uk).
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Introduction

Preventing oral diseases in the Middle
East is of paramount importance. Oral
health is an essential integral part of gen-
eral health and has a profound impact
on individuals’ wellbeing and quality
of life. The Middle East countries are
facing a marked increase in the preva-
lence and severity of dental caries and
periodontal diseases (1). Furthermore,
the rates of dental caries in the Eastern
Mediterranean Region are higher than
in most industrialized countries (2,3).
This relentless increase in the burden of
oral diseases is observed across different
age groups. Based on the WHO oral
health data bank, the mean number of
decayed, missing and filled deciduous
teeth at § years of age in the Middle East
is 5.7. There is a variation in this number
across the region. For example, based
on the aforementioned data bank, the
mean number of decayed, missing and
filled deciduous teeth is 1.7 in Saudi
Arabia, 2.3-2.7 in the Syrian Arab Re-
publicand Kuwait and 3.4 in Jordan and
Lebanon (4—6). Dental caries increases
with age in Middle East countries (7).
More than 90% of cases of dental caries
throughout the Eastern Mediterranean
Region remain untreated, leading to
rising rates of edentulousness in older
populations (8).

The above raises serious questions
about the effectiveness and appropriate-
ness of the traditional western-style,
treatment-oriented oral health strate-
gies and approaches adopted in Middle
East countries to address the burden of
oral diseases. The major limitations of
such strategies, particularly in relation
to their ineffectiveness and high require-
ment for human and financial resources,
emphasize the urgency of reorienting
oral health services to focus on preven-
tion to address the growing burden of
oral diseases. This view was endorsed
by the World Dental Federation Vision
2020 (9).

One of the essential requirements
for reorienting oral health services

toward prevention is providing an evi-
dence-based preventive toolkit for clini-
calteams (10). Such a preventive toolkit
leads to a range of positive changes in
dental professional practices and al-
lows all patients equal access to modern
preventive advice and interventions
and improved methods of self-care. It
includes, besides evidence-based guid-
ance for primary dental care teams, lists
of available preventive oral care prod-
ucts, such as fluoride toothpastes, high-
concentration fluoride toothpastes,
mouth rinses, fluoride varnish, and pit
and fissure sealants. Such products
might be the only means, in the majority
of Middle East countries, to fluoridate
the mouth to decrease the prevalence
of dental caries. Despite the effective-
ness of water fluoridation in decreasing
dental caries (11), itis either impractical
because of the poor infrastructure for
piped water supplies, or undesirable in
some Middle East countries that have
high levels of natural fluoride (6). For
example, in the Syrian Arab Republic,
the majority of areas have low fluoride
content in the water (>0.5 ppm), which
is below the required level for caries
prevention, whereas a few areas, such
as Palmyra and Alhasaka, have elevated
fluoride content (1.9 ppm) (12). Thus,
it is clear that the main focus for fluori-
dating the mouth in the Middle East is
to use the aforementioned preventive
oral care products.

Developed countries, such as the
United Kingdom, have developed a list
of their preventive oral care products
based on careful consideration of their
adherence to evidence-based recom-
mendations (10). Such a list helps den-
tal professionals to give informed advice
on preventive care and take appropriate
actions. Also, the recommendations
have prompted several manufacturers
to reformulate their fluoride products
with more effective and safe levels for
caries control, and to include evidence-
based labelling and instructions on how
to use self-care products.

Although the above mentioned
translational (applied) research is un-
dertaken in the majority of developed
countries, little has been conducted
in developing countries. None of the
countries in the Middle East has devel-
oped such an evidence-based preven-
tive toolkit for oral health care. Thus, in
the light of the lack of such important
translational research in the Middle
East, the present study aimed to inves-
tigate the availability and adherence of
preventive oral care products on the
Syrian market to evidence-based inter-
national recommendations.

Materials and methods

Study design and preventive
oral care products

The current study adopted a cross-
sectional design. We investigated all
preventive oral care products available
on the Syrian market, including self-care
and professionally applied products.
Control of caries and gum disease is
related to tooth brushing with fluoride
toothpaste and physical removal of
plaque, respectively (13,14). Self-care
products were manual and powered
toothbrushes, interdental plaque con-
trol products (dental floss and tape
and interdental brushes), toothpastes
(fluoridated toothpastes, toothpastes
containing ingredients that reduce
plaque, gingivitis and bleeding gums,
such as tin fluoride, triclosan with co-
polymer or zinc citrate) and mouth
rinses (containing fluoride or antibacte-
rial ingredients, such as chlorhexidine).
The professionally applied preventive
products included fluoride varnish/
gels, and pit and fissure sealants.

Ethics and permissions

Ethical approval and permission to
conduct the study were obtained from
Damascus University Faculty of Den-
tistry Research Ethics Committee (no
1186/2012), the Syrian Ministry of
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Health and the Syrian Directorate of
Medical Supplies.

Data collection

Data were collected between February
and April 2012, and updated in March
2016, on the availability and character-
istics of preventive oral care products on
the Syrian market (Table 1).

We did not collect data on products
related to dentures/removable appli-
ances, such as brushes, pastes, disin-
fectant products, adhesives, dry mouth
rinses, tooth powders, desensitizing,
whitening and other types of tooth-
pastes, and anaesthetic rinses. This was
because these self-care products are not
related to the prevention of dental caries
and gum diseases. Also, data on fluoride
supplements were not collected be-
cause these are no longer internationally
recommended. This was based on the
conclusion of arecent systematic review
of fluoride tablets, drops, lozenges and
chewing gums indicating that the evi-
dence for the effect of these additional

sources of fluoride on deciduous teeth

is unclear (15).

Data collection procedures

Alist of Syrian manufacturers and im-
porters of preventive oral care products
was prepared using the governmental
records of the Syrian Ministry of Health
in the Directorates of Pharmaceutical
Affairs, Medical Supplies and Oral
Health. Next, manufacturers and com-
panies were contacted and asked to
provide a full list of their manufactured
or imported preventive oral care prod-
ucts. After developing an exhaustive list
of oral care products available on the
Syrian market, two researchers (DH
and RM) undertook field visits to 36
pharmacies (including all central phar-
macies in Damascus) and 12 dental
supply stores to examine directly the
products and extract relevant data. Rel-
evant information was extracted from
the packaging and instruction leaflets of

the oral care products.

La Revue de Santé de la Méditerranée orientale

Evidence-based international
recommendations on
preventive oral care products
Data collected in the current study
on preventive oral care products were
checked against evidence-based inter-
national recommendations. The latter
are summarized in Table 2.

Data synthesis and analysis

The frequency distribution of preven-
tive oral care products was calculated.
The characteristics (features, concentra-
tions of active agents and instructions
for use) of available preventive oral
care products were checked against
evidence-based international recom-
mendations.

There were 216 self-care and 9 profes-

sionally applied preventive products
available on the Syrian market in 2012.

There were 58 manual toothbrushes
available (Table 3), of which, 44 were

Table 1 Characteristics of preventive oral care products

Oral care product Information

Manual toothbrush

Head size, texture type (soft, medium or hard), filament design (round/sharp end, length,

compaction and angulation), handle design, tooth-brushing instructions, labelling language
and other unique features.

Powered toothbrush

Filament design (round/sharp end, length, compaction and angulation), action type,

charging (electric or battery), tooth-brushing instructions and labelling language.

Dental floss/tape

instructions for use and labelling language.

Interdental brush

Toothpaste

Type (e.g., waxed/unwaxed, containing antibacterial agents and/or NaF), flavour, length,

Head shape, handle, instructions for use and labelling language.

Active agents [e.g., fluoride (NaF and/or sodium monofluorophosphate); antibacterial

agents (triclosan (78))], active agent concentration, dental indications, instructions/
recommendations for use (age, amount, frequency and other recommendations such as
need for parents’/carers’ supervision (73), and caution not to rinse or lick) and labelling
language.

Mouth rinse

Active agents [e.g., fluoride (NaF and/or sodium monofluorophosphate); antibacterial

agents (chlorhexidine)], active agent concentration, dental indications, instructions/
recommendations for use (timing and duration of application, and other recommendations
in terms of age-related contraindications, caution not to swallow or rinse after use and side
effects in case of prolonged use for >1 month) and labelling language.

Fluoride varnish/gel

Concentration, application duration and frequency, post-application instructions, clear

contraindication for use at home and labelling language.

Pit and fissure sealant

Polymerization method (light- or self-cured), material (resin or glass ionomer cement),

instructions for use and labelling language. For self-cured products, data also included
mixing, working and curing time.
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Table 2 Evidence-based international recommendations on preventive oral care products

Oral care product Evidence-based international recommendations

Manual toothbrush

Powered toothbrush

Fluoride toothpaste

Should have a small head (19 mm) and medium texture.

Instructions for tooth brushing should include: starting brushing as soon as teeth erupt
in the mouth (73); brushing teeth and gum line twice daily with a fluoridated toothpaste
(73,19); brushing last thing at night and on one other occasion (719,20); avoiding brushing
immediately after eating or drinking acidic food or drinks (27); and parents’ role in tooth
brushing for children aged up to 7 years.

Should have an oscillating, rotating action.

Toothpastes containing NaF are more effective in caries prevention than others containing
sodium monofluorophosphate (73). Fluoride concentration should be no less than 1000
ppm for children aged up to 3 years (22) and 1350-1500 ppm for children aged 3 years and
adults (22).

Instructions for use should include: use of a smear of fluoride toothpaste for children
aged up to 3 years (23) and a pea-sized amount for children aged 3 years (23); spitting out

toothpaste without rinsing the mouth with water to maintain fluoride concentration (24);
and not eating or licking fluoride toothpaste by children to avoid fluorosis (23,25).

High-concentration fluoride
toothpaste

Fluoride mouth rinse

Should be dispensed by prescription and have a concentration of 2800 ppm for those
aged 10 years and 5000 ppm for those aged 16 years (22).

Daily fluoride mouth rinses should be used in children aged no less than 8 years and

the fluoride concentration should be 0.05% (26). Instructions for use should include
application at different times to tooth brushing, to increase the time during which teeth are
exposed to fluoride (22,26).

Antibacterial mouth rinse

of 0.2% or 0.12% (27).

Fluoride varnish and gel

Chlorhexidine is the most effective antibacterial agent and usually comes in concentrations

The ideal fluoride concentration in varnish should be 2.2% (76). Fluoride varnish is more

effective in dental caries control that fluoride gel (76).

for adults and 14 for children. Only two
of the 58 available toothbrushes ad-
hered to evidence-based international
recommendations, by having a small
head and medium texture (Table 4).
There were only two powered tooth-
brushes available and both had the re-
quired oscillating and rotating actions
(Tables 3and 4).

Both types of interdental plaque
control products were available, namely,
dental floss and tape (10 products) and
interdental brushes (10 products) (Ta-
ble 3).

Out of 103 available toothpastes
(Table 3), only 83 contained fluoride,
of which, 52 were formulated with NaF
(the most effective form of fluoride).
Furthermore, there were 22 toothpastes
that contained active antibacterial
agents (chlorhexidine or triclosan) and
one that contained tin fluoride (Table
3).

Three fluoride toothpastes did not
declare their fluoride concentration
and another 22 declared their fluoride

concentration in percentages, g or pg/g
rather than ppm. Forty-three tooth-
pastes had a fluoride concentration of
1350-1500 ppm and only three had a
concentration of 1000 ppm (Table 3).
None of the latter declared its exclusive
indication for use in children aged up
to 3 years (Table 4). There were 13
toothpastes that included ineffective
concentrations of fluoride (i.e. <1000
ppm) (Table 4). Seventeen high-con-
centration fluoride toothpastes (>1500
ppm) were available, of which, only six-
had the recommended concentration
(28005000 ppm) of fluoride and two
exceeded the maximum recommended
concentration (>5000 ppm). All 17 of
these toothpastes were potentially toxic
for children as they were indicated for
daily use for all ages, including children
younger than the evidence-based rec-
ommended age for use (Table 4).
Several fluoride toothpastes includ-
ed instructions that contradicted the
evidence-based recommendations. For
example, the instructions for six fluoride

toothpastes recommended rinsing the
mouth with water after use. The instruc-
tions for three toothpastes with 1000
ppm fluoride recommended use in
children aged more than 3 years (Table
4). In contrast, few fluoride toothpastes
included instructions for use that were
coherent with evidence-based recom-
mendations. For example, 28 and 25
fluoride toothpastes recommended
the use of a smear or pea-sized amount
of toothpaste and parent supervision,
respectively. Also, the instructions for
seven toothpastes recommended not
swallowing the toothpaste. For labelling
language, 11 toothpaste instructions did
not use Arabic.

There were 33 mouth rinses avail-
able (Table 3). Fifteen mouth rinses
contained fluoride, of which, nine were
formulated with NaF. Seven of the 18
antibacterial mouth rinses contained
chlorhexidine. Fourteen fluoride mouth
rinses included instructions that contra-
dicted evidence-based recommenda-
tions, namely, use after tooth brushing

T g1 G2 L)l Al

407



EMH] . Vol.22 No.6 - 2016

408

Eastern Mediterranean Health Journal

(11 products) and rinsing with water
after use (three products). Although
16 mouth rinses included a clear con-
traindication for use in children aged
up to 6 years, 15 did not include such
a clear contraindication (Table 4), and
another six products did not use Arabic
in their instructions for use.

Finally, with respect to profession-
ally applied preventive care products,
there were three fluoride gel products
and six pit and fissure sealants. No fluo-
ride varnish was available. One of the
available fluoride gels was potentially
toxic for children, as it was recommend-
ed for home use and its instructions in-
cluded the use of fluoride trays (plastic
trays to be filled with fluoride gel). All
the available fluoride gels had fluoride
concentrations less than the recom-
mended level (2.2%) (Table 4).

The updated data in 2016 showed a
large decrease in the number of oral care
products available on the Syrian market.
Nevertheless, nonadherence of some of
the available products was still present

(Tables 3 and 4).

Discussion

Thisis believed to be the first study in the
Middle East to investigate the availabil-
ity and adherence of preventive oral care
products to evidence-based interna-

tional recommendations. The present
study was conducted on preventive oral
care products available on the Syrian
market. The findings indicate that prod-
ucts that adhered to evidence-based
recommendations were either few in
number or not available. For example,
out of 58 manual toothbrushes, there
were only two that had recommended
features. Also, while three fluoride gels
were available, no fluoride varnish was
found. The latter is more effective than
the former for prevention of dental car-
ies (16).

The most worrying findings were
the fluoride concentration and instruc-
tions for use in a number of fluoride

La Revue de Santé de la Méditerranée orientale

Table 3 Availability of preventive oral care products on the Syrian market in 2012

and 2016

Oral care product

Manual toothbrush

Powered toothbrush

Dental floss/tape

Interdental brush

Fluoride toothpaste (all concentrations)
Fluoride toothpaste (1000 ppm)
Fluoride toothpaste (1350-1500 ppm)
High-concentration fluoride toothpaste
Chlorhexidine or triclosan toothpaste
Tin fluoride toothpaste

Fluoride mouth rinse

Antibacterial mouth rinse

Fluoride varnish

Fluoride gel

Glass ionomer cement sealant

Resin sealant

Frequency
2012 2016
58 31
2

10

10

83 B5
3 2

43 23

17 4

22 12
1

15 6

18 13
0 0
B 3
5 2
1 1

toothpastes. Several products had fluo-
ride concentrations that were low and
thus ineffective in caries prevention,
or high with potential long-term toxic
effects in children. For example, 13 fluo-
ride toothpastes claimed to have anti-
caries effects although they had fluoride
concentrations <1000 ppm. Another
three 1000-ppm fluoride toothpastes
claimed to have anti-caries effects in
children aged more than 3 years.
Furthermore, 17 high-concentration
fluoride toothpastes were available for
purchase without prescription and had
instructions for use in children younger
than the safe evidence-based recom-
mended age. The daily use of such high-
concentration fluoride toothpastes,
particularly among young children,
could have long-term toxic effects, such
as, enamel and skeletal fluorosis. Other
potential sources for such toxic effects
of fluoride were: fluoride mouth rinses,
of which, 15 did not mention their con-
traindication for use in children aged
less than 6 years; and fluoride gels, of
which, one included instructions for
use at home with special trays. Fluoride

gels should be professionally applied,

in small amounts, using special brushes
(10). Three toothpastes did not also
adhere to evidence-based recommen-
dations by not declaring their fluoride
concentrations. This is consistent with
the findings of van Loverern et al. (17).
They reported that many fluoride tooth-
paste products available in countries
without established market economies,
such as the Syrian Arab Republic, have
unclear labelling concerning the type
and concentration of fluoride. That
study also showed that the concentra-
tion of free (active) fluoride in many
toothpastes available on the Syrian mar-
ket is far below the concentration that is
declared on the products. This suggests
that although some of the toothpastes
currently available on the Syrian mar-
ket claim to adhere to international
evidence-based recommendations for
concentration of fluoride, in practice,
they may not.

Comparing the current study with
other published studies is not easy. This
is due to the paucity of published litera-
ture on the availability and adherence
of oral care products available on the
market to evidence-based international
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Table 4 Nonadherence to evidence-based international recommendations of preventive oral care products available on the

Syrian market

Aspect of nonadherence

Implications of nonadherence

Oral care product Frequency
2012

Manual toothbrush 56

Powered toothbrush 0

Fluoride toothpaste 13

(<1000 ppm)

Fluoride toothpaste 3

(1000 ppm)

Fluoride toothpaste 4

(>1000 to <1350 ppm)

Fluoride toothpaste 3

(concentration not

declared)

High-concentration 17

fluoride toothpaste

(>1350 ppm)

Fluoride mouth rinse 15

Fluoride gel 3

2016
30

Have soft or hard texture and/or large
head.

0 Not applicable.

3 Low concentration of fluoride.

2 Indication for use in children aged >3
years.

2 Inappropriate concentration of
fluoride.

1 Not declaring fluoride concentration.

4 Indications for daily use and use in
children aged less than evidence-
based recommended age (10 and 16
years).

2 Indications for use in children aged
<6 years.

3 Allhad fluoride concentration <2.2%
and 1 product indicated domestic use
with special trays for application.

Ineffective removal of plaque,
abrasive effect on teeth, difficulty in
reaching remote teeth.

Not applicable.

Ineffective in caries prevention.
Ineffective in caries prevention.

Ineffective in caries prevention for
adults and children aged >3 years.

Might be ineffective in caries
prevention or might cause fluorosis.

Risk of enamel and skeletal fluorosis.

Risk of swallowing and related
enamel and skeletal fluorosis.

Not having optimal caries prevention,
and risk of enamel and skeletal
fluorosis when used at home and
applied using trays.

recommendations. To the best of our
knowledge, the only published study is
from the United Kingdom (published
in 2009 and updated in 2014) (10). The
United Kingdom applies strict measures
to the oral care products available on its
market, thus, all oral care products listed
in that study were adherent to evidence-
based international recommendations.

Despite the recent decrease in the
number of oral care products available
on the Syrian market, due to the current
political crisis in the country, some of the
available products are still nonadherent.

Based on the findings of the current
study, it is clear that the Syrian Minis-
try of Health should review its regula-
tions and carry out necessary reforms
for fluoride toothpastes, rinses and gels
so that they become subject to drug
monitoring systems. Also, because sev-
eral preventive care products include
instructions for use that contradict the
evidence-based recommendations, the
Syrian Arab Committee for Measure-
ments and Standards should update its

standards using current evidence-based
international recommendations. The
latest update took place in 1995.

Effective communication should be
established so that Syrian manufacturers
reformulate their preventive oral care
products to have evidence-based eftec-
tive and safe fluoride concentrations,
labelling and instructions for use. They
should also be encouraged to produce
fluoride varnish. In addition, strict regu-
lations should be imposed on imported
preventive oral care products. All avail-
able self-care products should have
instructions for use written in Arabic,
so they can be read and understood by
Syrian consumers.

Data collected in the current study
were arranged in a user-friendly booklet
to assist Syrian general dental practi-
tioners implement evidence-informed
preventive care. Similar to developed
countries, such a booklet should be
adopted by the Syrian General Dental
Association and distributed to general
dental practitioners.

In conclusion, few oral preventive

products available on the Syrian market

adhered to evidence-based international
recommendations. Fluoride varnish was
not available. Some fluoride products
(30 toothpastes and three gels) had
fluoride concentrations that were low
and thus ineffective in caries preven-
tion, or high, with potential long-term
toxic effects in children. Another three
fluoride toothpastes did not declare their
fluoride concentration. A multisecto-
rial approach is needed to address such
important limitations at a policy level.
The Syrian Ministry of Health should
reform regulations for fluoride products
to become subject to drug monitoring
systems; the Syrian Arab Committee
for Measurements and Standards needs
to update its standards; and the Syr-
ian General Dental Association should
distribute a booklet for preventive care

to dental practitioners.
Funding: None.
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Association between oral health knowledge and
practices of Saudi pregnhant women in Dammam,
Saudi Arabia
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ABSTRACT This study assessed the association between oral health knowledge and practices of pregnant Saudi
women selected from visitors to a government hospital in Dammam, Saudi Arabia in 2014. Women answered
questions on oral health knowledge during pregnancy and knowledge of infant oral health. Most women (> 70%)
knew that dental caries in children can be prevented, that pregnancy affects oral health and that dental treatment
during pregnancy can negatively affectinfants. Most women (> 80%) performed oral hygiene procedures but only
18% regularly visited the dentist. In a regression analysis, oral health knowledge was not significantly associated
with reported oral hygiene practices. Women who visited the dentist regularly were more likely to know how to
prevent caries in children, and that dental treatment during pregnancy and infant health were associated.

Association entre les connaissances et les pratiques de santé bucco-dentaire des femmes enceintes
saoudiennes a Dammam (Arabie saoudite)

RESUME La présente étude avait pour objectif d’étudier l'association entre les connaissances et les pratiques
en matiere de santé bucco-dentaire de femmes enceintes saoudiennes sélectionnées dans un hopital public
a Dammam, Arabie saoudite, en 2014. Les femmes interrogées ont répondu a des questions concernant leurs
connaissances sur la santé bucco-dentaire pendant la grossesse et la santé bucco-dentaire du nourrisson. La
plupart des femmes (plus de 70 %) avaient connaissance du fait que les caries dentaires chez |'enfant peuvent étre
évitées, que la grossesse a une influence sur la santé bucco-dentaire, et que les traitements dentaires pendant la
grossesse peuvent avoir un impact négatif sur le nourrisson. La plupart des femmes (plus de 80 %) appliquaient
des pratiques d’hygiene buccale, mais seulement 18 % se rendaient régulierement chez un dentiste. Une analyse
de régression a montré que les connaissances en matiere de santé bucco-dentaire n’étaient pas associées
de fagon significative a I'application de pratiques d’hygiene buccale. Les femmes consultant régulierement
un dentiste étaient plus susceptibles de savoir comment prévenir les caries chez I'enfant, et qu’un traitement
dentaire pendant la grossesse et la santé du nourrisson étaient corrélées.

" Department of Preventive Dental Sciences, College of Dentistry, University of Dammam, Dammam, Saudi Arabia (Correspondence to M. El
Tantawi: maha_tantawy@hotmail.com).
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Introduction

Pregnancy is a critical period that in-
volves physiological and psychological
changes. These alterations may impose
a burden on many women, leading
them to neglect their general and oral
health. There is a positive association
between oral health problems such as
periodontitis and adverse pregnancy
outcomes such as preterm birth and
eclampsia, and good oral health can re-
duce the risk of these outcomes (1-5).
In the same context, several factors are
known to be associated with children’s
oral health status, including maternal
oral health knowledge and status, edu-
cation, occupation and age (6-10).
Saudi Arabia is known for its high
prevalence of caries (11,12). Children
as young as 71 months have high rates
of severe caries (13,14). Caries pre-
vention programmes aim to control
promoting factors (15) and reinforce
protective factors (16). Oral health edu-
cation programmes are cost-effective
methods that can decrease disease risk
through modifying social and dietary
factors (17). These programmes aim
to improve knowledge of oral health
issues, and are based on the assumption
that proper oral health practices occur
when people have adequate knowledge
(17). Many studies have investigated
the applicability of this model among
pregnant women in several countries
with different cultures (18-20), and
similar studies have been conducted
among pregnant women in some re-
gions of Saudi Arabia (21,22). How-
ever, there is inadequate information
about whether knowledge of oral health
issues leads to adoption of proper prac-
tices by Saudi pregnant women. The
present study was conducted to: (1) as-
sess oral health knowledge and reported
oral health practices in pregnant Saudi
women; and (2) investigate the associa-
tion between these reported practices

and oral health knowledge.

Study design and setting

A cross-sectional study was designed
to collect data from pregnant women
visiting a Ministry of Health hospital
in Dammam, Saudi Arabia from Feb-
ruary to April 2014. Approval for the
study was obtained from the Research
Ethics Committee of the College of
Dentistry, University of Dammam
(#EA2014003). The study was con-
ducted in full accordance with the
Helsinki Declaration. Responding to
the questionnaire was considered an
agreement to participate in the study.

Study sample

The estimated sample size was calcu-
lated to be 196 women (sample size
calculator: http://www.dartmouth.
edu/~eugened/power-samplesize.
php). The following assumptions were
used to estimate sample size: type L error
= 5%; type I error = 20%; and odds
that proper knowledge (of the relation
between dental care during pregnancy
and fetal health) is associated with seek-
ing care during pregnancy = 2.5. Correct
knowledge of this issue was assumed to
be present in 50% of pregnant women,
and actual regular seeking of care by
visiting the dentist was assumed to be
done by 20% of pregnant women.

Consecutive women were selected
from those visiting the hospital be-
tween October and December 2014
who fulfilled the inclusion criteria that
included: Saudi pregnant women;
literate or accompanied by a literate
companion to read and respond to the
questionnaire; and free from systemic
diseases as verified from the hospital
records. This governmental hospital was
selected for recruitment of study par-
ticipants because of its large and well-
equipped obstetrics and gynaecology
department, to which pregnant women
are referred from several cities in the
Eastern Province, with an estimated 100
pregnant women visiting monthly for
various reasons. Other hospitals were

La Revue de Santé de la Méditerranée orientale

not included because of their lower
patient flow, which would have added
only a small number to our sample. In
addition, the diversity of patients from
the selected hospital had a better chance
of representing Saudi pregnant women
in the Eastern Province than samples
based on small hospitals with limited
pools of patients.

Data collection tool

Data were collected using a self-admin-
istered, anonymous questionnaire in
Arabic. The questionnaire was assessed
for content and face validity and pilot
tested on 20 women who were not
part of the study. Previously published
Arabic questionnaires could not be
accessed because we could not reach
their authors. Individual questions in
the questionnaire were used and reli-
ability was not assessed because there
was no calculation of overall scores that
expressed concept/status.

The study purpose was explained
in an attached covering letter. The
questionnaire included 20 close-ended
questions that were separated into three
sections. The first section was based on
demographics and whether the women
had children before the current preg-
nancy and the second section assessed
oral health knowledge. In the second
section, women answered true, false
or do not know to each of 10 state-
ments. They were also asked about their
source of oral health information. The
third and last section in the question-
naire assessed oral health practices. It
included questions about: whether the
participant performed any oral hygiene
practices; frequency of brushing, floss-
ing and using miswak; and if she had
regular dental visits. The questionnaire
was distributed to pregnant women
attending the prenatal clinic for routine
follow-up. Completed questionnaires
were collected at the same session. Data
were coded and entered into an Excel

file.
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Statistical analysis

Descriptive statistics were calculated
to characterize the sample and assess
the level of knowledge and oral health
practices of the study sample. Univari-
ate logistic regression models were de-
veloped for which the outcomes were:
practicing oral hygiene (yes/no); and
visiting the dentist regularly before and
after pregnancy (yes/no). The inde-
pendent variables were university edu-
cation, having children, and knowledge
related to each of the two outcomes.
For oral hygiene practices, association
with knowledge of the following was
investigated: oral health relation with
pregnancy; oral health relation with
pregnancy outcomes; relation between
maternal and infant oral health; trans-
mission of cariogenic microorganisms
to infant through saliva; and correct
methods to prevent caries in children.
For regularly visiting the dentist, the fol-
lowing were investigated as independ-
ent variables in addition to those listed
above: could dental visits be scheduled
during pregnancy; effect of dental treat-
ment on infants; and actual practice of
oral hygiene. Multivariate regression
models were constructed to adjust mu-
tually for all included variables. Odds
ratios and confidence intervals were
calculated.

Two hundred and seventeen Saudi

pregnant women were approached
with the questionnaire and 197 (91%)
responded. The greatest percentages
of participants were in the age groups
21-30 and 31-40 years (47.4% and
42.2% respectively) and had less than
university education (69.6%). Two
thirds (59.1%) of them already had at
least one child (Table 1).

The majority of participants knew
that food affects oral health (88.7%),
infants should not sleep while breast
or bottle feeding (86.5%), oral health is
affected by pregnancy (82.8%), caries in

Table 1 Characteristics of the sample of Saudi Arabian pregnant women included

in the study (n =197)
Variable
Age (years)
<20
21-30
31-40
> 41
Education
Less than university
University and above
Has children
Yes
No

No. (%)

114 (59.1)
79 (40.9)

children can be prevented (75.5%) and
dental treatment does not negatively
affect fetal health (72.9%). Around half
the participants knew that dental visits
can be scheduled during pregnancy
(53.6%) and that pregnancy hormones

can affect oral health (44.7%). A minor
proportion of participants knew that
cariogenic bacteria can be transmitted
from mother to child through saliva
(28.9%), the correct methods to pre-
vent caries in children (27.7%), and

Table 2 Responses related to self-reported oral health practices among Saudi

pregnant women (n =197)

Variable No. (%)
Practicing oral hygiene

Yes 161(81.7)

No 36 (18.3)
Brushing

Less than once daily (every other day or less

frequently) 17 (8.8)

Once daily 77 (39.7)

Twice or more daily 100 (51.5)
Flossing

Always 13 (6.8%)

Sometimes 84 (43.8)

Never 95 (49.5)
Miswak

Always 17 (8.8)

Sometimes 92 (47.7)

Never 84 (43.5)
Dental visits

Did not visit the dentist before or after pregnancy 66 (35.1)

Regularly visited the dentist before pregnancy but not

after 62 (33)

Did not visit the dentist regularly before pregnancy

but started after 26 (13.8)

Regularly visited the dentist for check-up before and

after pregnancy 34(18.)
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that maternal oral health may affect pregnancy outcomes
(22.6%).

Most participants obtained oral health information
from dentists or the media (36% and 30.6%, respectively),
which together accounted for 66.6% of oral health informa-
tion sources, followed by family and friends (12.9%) and
several different sources (8.1%). Some patients (12.4%)
reported no source of health information.

218 (0.83-5.71)
0.72 (0.27-1.56)
0.65 (0.35-1.48)
0.40 (0.11-1.22)
0.85 (0.23-2.61)
2.76 (1.07-712)*
1.62 (0.74-3.58)
5.14 (112-9.17)*
2.59 (0.77-9.10)

Multivariate regression
0.72(0.33-1.81)

One hundred and sixty-one (81.7%) participants
reported performing oral hygiene procedures, with 100
(51.5%) of them brushing at least twice daily, 84 (43.8%)
sometimes ﬂossing and 92 (47.7%) sometimes using mis-
wak (Table 2). Only 34 (18.1%) reported regular dental
visits before and after pregnancy.
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2.20 (0.85-5.70)
0.69 (0.32-1.46)
0.67 (0.30-1.52)
0.41(0.14-1.26)
0.84(0.27-2.65)
2.97 (1.34-6.62)*
1.64 (0.76-3.57)
711 (1.63-31.05)*
2.60(0.75-9.08)

0.74(0.31-1.78)

Table 3 shows the association between oral health

Univariate regression

practices and knowledge in addition to two potential con-
founders: education and having children. Having children
was associated with lower odds of practicing oral hygiene
procedures, which remained statistically significant in

the multivariate model that included knowledge and
education [odds ratio (OR) in the multivariate model =

197)

Practicing oral hygiene: OR (95% CI)

0.32]. This was the only factor in the model that was signifi-

1.00 (0.41-2.34)
0.32(0.13-0.80)*
0.69 (0.23-1.49)
0.61(0.24-1.70)
0.30(0.10-1.43)
0.89(0.40-1.87)
2.48 (0.80-6.51)

cantly associated with performing oral hygiene procedures.

Multivariate regression

Knowledge of the correct methods to prevent caries in
children was associated with higher odds of regular visits
to the dentist (OR in multivariate regression = 2.76). Cor-
rect knowledge of the relation between dental treatment
during pregnancy and fetal health was also associated with
higher odds of regular dental visits (OR in multivariate
model = 5.14). Practicing any form of oral hygiene was
not associated with visiting the dentist (OR = 2.60, 95%
confidence interval = 0.75-9.08).

Discussion

This study assessed the association between oral health

Univariate regression
1.01(0.44-2.29)
0.41(0.20-0.88)*
0.72 (0.34-1.52)
0.69 (0.26-1.79)
0.34(0.08-1.53)
0.85 (0.37-1.96)
2.33(0.85-6.44)

knowledge and practices among Saudi pregnant women.
The majority of the participants (>70%) revealed good
oral health knowledge related to pregnancy and infancy.
This disagrees with some previous studies (19,23) but
agrees with many others (9,18,20,22). This reasonable
level of knowledge may be related to the fact that one-third
of women relied on dentists as a source of oral health in-
formation. Some participants had poor knowledge, which
may be attributed to their educational level, as only one-

odds ratio

third had a university degree. This agrees with Moawed et
al, who found that women with lower education level had
alower score for oral health knowledge, particularly about
the relation between periodontitis and preterm birth (22).
Similarly, Chacko etal. (24) found that women with higher
education expressed more awareness about bacterial

Cariogenic microorganisms can be transmitted to children by

saliva
Dental treatment does not negatively affect fetal health

Oral health affected by pregnancy

Oral health affects pregnancy

Oral health affects infants’ oral health

Correct methods to prevent caries in children
Dentist can be visited during pregnancy
Practicing oral hygiene

confidence interval; OR

Table 3 Association between knowledge and practicing oral hygiene and regularly visiting the dentist (n

*Statistically significant where CI does not include the null value

Variable

University education
Has children
Knowledge

cl
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transmission from mother to child and
about caries preventive methods,
although this finding was not statisti-
cally significant. The present study also
highlighted the role of dentists and mass
media in providing oral health infor-
mation. Chacko et al. (24) found that
oral health information was delivered
mainly through non-healthcare provid-
ers,and those who received information
from healthcare workers had better oral

health knowledge.

Half the participants reported
brushing their teeth twice daily, al-
though another half of them never
flossed. These findings were similar to
other studies that assessed oral health
practices (18-20,22). Having children
was negatively associated with perform-
ing oral hygiene procedures; most prob-
ably because mothers’ time was taken
up by tending to their children. Some
studies have found a significant relation
between regular dental visits and oral
health knowledge; especially informa-
tion about complications of bad oral
health and bacterial transmission to
infants (18,22). This is also similar to
our findings. Dentists should therefore
allocate time to explain the role of ma-
ternal oral health in preventing negative
pregnancy outcomes, in addition to the
maternal role in controlling transmis-
sion of cariogenic bacteria to infants.
An emphasis on aspects related to child

References

health may be important in motivating
pregnant women to care more for their
own health. Preventive programmes
using mass media may also be of value
in providing correct oral health informa-
tion, as well as programmes provided by
nurses at antenatal clinics, while expect-
ant mothers wait for check-ups.

The importance of oral health in
ensuring positive pregnancy outcomes
is acknowledged (1-5). Nevertheless,
hormonal alterations affecting oral
health during pregnancy cannot be
prevented. As such, pregnant women
need regular dental check-ups as part of
their prenatal care. In the present study,
only 18.1% visited the dentist before
and after pregnancy and 33% stopped
their dental visits during pregnancy.
This agrees with previous studies that
found that women may decrease or
stop attending dental check-ups during
pregnancy (18,19,22,25,26).

Health practices are assumed to be
related to knowledge and a good level
ofknowledge is followed by adoption of
proper practices (19). This was not the
case in our study, which showed only
a limited relation between oral health
knowledge and practices. Our studyalso
showed that adopting one oral health
practice does not necessarily mean that
others will be followed. We did not find

an association between performing oral

hygiene and regular dental visits, which
disagrees with Moawed et al. (22).

The main limitation of our study
was relying on self-reports, in which
the desire to give the correct response
may have overestimated oral health
practices. Future studies assessing oral
hygiene clinically using plaque indices
and assessing actual visits from records
may avoid this bias. Our study explored
some important aspects such as the
extent of oral health knowledge among
Saudi pregnant woman in and around
Dammam and the relation between
their oral health knowledge and prac-

tices.

In conclusion, Saudi pregnant
women had basic oral health knowledge
but this knowledge was not strongly as-
sociated with reported self-care through
performing oral hygiene procedures.
Similarly, pregnant women were more
likely to visit the dentist during preg-
nancy if they had proper knowledge
about the effect of oral health and dental
treatment on children’s oral health. In-
corporating messages related to infant
oral health in the information package
delivered to pregnant women may fur-
ther encourage Saudi pregnant women
to visit the dentist regularly.
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Short communication

Primary healthcare reform in the United Nations Relief
and Works Agency for Palestine Refugees in the Near East
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ABSTRACT Palestinian refugees served by the United Nation Relief and Works Agency for Palestine Refugees in the
Near East (UNRWA) are experiencing increasing rates of diagnosis of non-communicable diseases. In response, in 2011
UNRWA initiated an Agency-wide programme of primary healthcare reform, informed by the Chronic Care Model
framework. Health services were reorganized following a family-centred approach, with delivery by multidisciplinary
family health teams supported by updated technical advice. An inclusive clinical information system, termed e-Health,
was implemented to collect a wide range of health information, with a focus on continuity of treatment. UNRWA
was able to bring about these wide-ranging changes within its existing resources, reallocating finances, reforming its
payment mechanisms, and modernizing its drug-procurement policies. While specific components of UNRWA's
primary healthcare reform are showing promising results, additional efforts are needed to empower patients further
and to strengthen involvement of the community.

Réforme des soins de santé primaires a I'Office de secours et de travaux des Nations Unies pour les réfugiés de Palestine
dans le Proche-Orient

RESUME Les réfugiés palestiniens secourus par I'Office de secours et de travaux des Nations Unies pour les réfugiés de
Palestine dans le Proche-Orient (UNRWA) sont confrontés a une recrudescence des maladies non transmissibles. En
conséquence, 'lUNRWA a lancé en 2011 un programme de réforme des soins de santé primaires a I'échelle de I'Office, guidé
par le modele de soins chroniques. Les services de santé ont été réorganisés sur la base d’'une approche orientée vers la
famille, avec des prestations de santé dispensées par des équipes de médecine familiale multidisciplinaires soutenues par un
conseil technique mis a jour. Un systeme d'information clinique exhaustif, appelé e-Health, a été mis en ceuvre pour collecter
une grande quantité d'informations, I'accent étant mis sur la continuité du traitement. L'UNRWA a été en mesure de mener
ces changements d’envergure a partir des ressources existantes, en réattribuant des fonds, en réformant ses mécanismes de
paiement, et modernisant ses politiques d'approvisionnement en médicaments. Si les composants spécifiques de la réforme
de 'UNRWA en matiére de soins de santé primaires donnent des résultats prometteurs, davantage d'efforts doivent étre
déployés pour autonomiser davantage encore les patients et renforcer 'engagement communautaire.
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Introduction

The burden of noncommunicable dis-
eases (NCDs) is high among many
refugee populations (1-S). Tragically,
the Middle East has a long experience
of forced migration (1). Hypertension
and diabetes are widespread among
Syrian and Iraqi refugees displaced to
Lebanon (2-5). Palestinian refugees
scattered across the WHO Eastern
Mediterranean Region experience pat-
terns of NCDs that are similar to those
in non-refugee Palestinians living in the

West Bank and Gaza (6-8).

Although Palestinian refugees do
have partial access to health services in
some host countries, their health needs
are mostly met by the United Nation
Relief and Works Agency for Palestine
Refugees in the Near East (UNRWA),
which provides assistance through its
network of 138 primary health centres.
There is a widespread consensus that
primary healthcare should play a central
role in effective management of NCDs
(9). Consequently, in 2011 UNRWA
initiated extensive reform of the struc-
ture of primary healthcare, designed to
respond appropriately to the growing
burden of NCDs among Palestinian
refugees (6).

This paper analyses the current
response of UNRWA to the chang-
ing needs of Palestinian refugees and
outlines a way forward. The primary
healthcare reform is analysed in the light
of the Chronic Care Model (CCM).

Chronic care model

The CCM has been a major influence
on the management of NCDs in many
countries (9). It envisages organiza-
tion of services around health teams,
adherence to evidence-based guide-
lines, support for self-management, and
development of appropriate informa-
tion systems (10). In 2002, the WHO
adapted the CCM to the circumstances
of low- and middle-income countries

(LMICs). Community empower-
ment and effective integration of the
components of the model into existing
health system assets were included in

the updated model (Table 1) (9,11).

Analysis of primary
healthcare reform

Delivery system design

Inspired by the success of a similar
policy in Egypt (12,13), UNRWA's pri-
mary healthcare reform is designed to
have a family-centred perspective. Each
family is assigned to a specific multidis-
ciplinary family health team (FHT),
staffed by doctors, midwives and nurses.
Consequently, health care is no longer
provided vertically, based on the doc-
tors’ specialization, but horizontally, ac-
cording to the health needs of the family
(14). Task shifting is a major pillar of
UNRWA'’s reform. Maternal, child and
NCD services are mainly provided by
nurses and midwives, who play the role
of gate-keepers, referring to doctors
only when complications arise, aided
by carefully designed guidelines, termed
technical instructions (T1s). Compel-
ling evidence suggests that these groups
can provide high-quality care (15,16).
UNRWA is now conducting a wide-
ranging assessment of human resource
allocation to inform future policies on
task shifting systematically (17).

Decision support

Clinical protocols play a critical role in
improving healthcare quality (18,19).
In 1993, UNRWA launched its NCD
programme to tackle diabetes and hy-
pertension. Since then, it has adopted
and regularly updated an increasing
number of TIs, working closely with
the WHO. TIs are made available to
nurses and midwives delivering services
for those with NCDs (20). The aim
is to standardize the management of
preventative and curative services, with
algorithms to plan follow-up encoun-
ters. TTs also seek to increase efficiency,

La Revue de Santé de la Méditerranée orientale

by limiting access to doctors to those
who need their specialist expertise. This
gives patients more time for high-quality
interactions and protects doctors from
excessive workload. Since implementa-
tion of UNRWA'’s reform in 2011, the
average number of consultations per

day has reduced by 8.7% (6).

Clinical information systems

Clinical information systems should
underpin the effective functioning of
the CCM (21,22). However, experi-
ence in both developed and resource-
constrained countries has highlighted
the massive challenges in implementing
them (23,24). Nevertheless, UNRWA
has succeeded in developing its own
electronic medical record system, e-
Health. This in-house development has
helped to contain costs (6). e-Health
was piloted in Jordan and subsequently
rolled out to the majority of UNRWA's
health centres across the WHO Eastern
Mediterranean Region. The system was
carefully designed to complement the
FHT component of the reform. Indi-
vidual patient’s records are integrated
to create family files that are designed to
enhance continuity of care. When any
family member attends a health centre,
the record highlights non-attendance by
other members. UNRWA evaluations
show that e-Health provides accurate
information about numbers of patients,
services provided and outcomes of care

(25-29).

Health systems

Strong systems of governance are criti-
cal to successful reforms (30). The UN-
RWA Headquarters in Amman led the
reform, taking account of the Agency’s
existing assets. The Agency revised its fi-
nancial allocation strategy to ensure that
the provision of health services remains
free of charge for all Palestinian refugees.
The drug-procurement policies were
also redesigned (31). Health informa-
tion systems units were established at
all levels to facilitate the collection and
utilization of electronic data to inform
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policy making (25-29). Furthermore,
new staff payment mechanisms are
regularly updated in order to incentivize
the health workforce. The UNRWA
Headquarters also convenes regular
meetings with frontline staff to stream-
line strategies across operational fields.

Self-management support

UNRWA's primary healthcare reform
seeks to strengthen patient—provider
encounters and, in turn, to foster pa-
tients ability to self-manage their condi-
tions (14). However, a recent clinical
audit conducted across UNRWA's op-
erational fields identified weaknesses
in lifestyle counselling and limited
evidence of self-management of NCDs
(32). Consistently, self management of
diabetes in Jordan and Saudi Arabia is
a particular problem (33,34). In Saudi
Arabia, it is constrained by the exclusion
of glucometers from patients’ benefits
packages (34). The same exclusion ap-
plies to UNRWA because of budget
limitations. However, in the light of
promising results from some LMICs
for the use of mobile phones as a means
toimprove NCD self- management (24,
35-38), UNRWA has recently piloted
an SMS reminder system (39).

Community

UNRWA has piloted community
participation initiatives in Jordan and
the Syrian Arab Republic, seeking to
incorporate them within the Agency’s
broader primary health reform. Com-
munity volunteers are tasked to pro-
mote healthy behaviour and to detect
patients who do not adhere to NCD
treatment. However, budget constraints

have curbed the systematic adoption
of such policies. UNRWA is currently
exploring potential strategies to imple-
ment affordable community-based
initiatives. A recent diabetes campaign
exemplifies the Agency’s pledges on
community participation (6).

The beneficial effects of community-
based initiatives in NCD management
have been reported in several LMICs,
suggesting that they could be “success-
fully introduced across varied cultural
settings and within diverse health sys-
tems” (40). Peer-run educational strate-
gies have also attracted attention (41).
The British Expert Patient Programme
has attracted much attention and les-
sons could be learnt from it (42).

Conclusions and

way forward

Since its establishment in 1949, UN-
RWA has always responded to emerg-
ing challenges. In 1985, the New England
Journal of Medicine celebrated the “im-
pressive achievements of the Agency in
the fields of sanitation and preventative
services for communicable diseases”
(43). However, over the last 15 years,
the growing burden of NCDs faced by
Palestinian refugees has created a need
for massive reorganization of healthcare
delivery.

In 2011, UNRWA's primary health
reform was launched. While scientifi-
cally rigorous evaluation of its impact
is needed, some cautious optimism is
justified. From its outset, the Agency has
based its reform on the CCM, which

is seen as an appropriate framework
to guide primary healthcare policies
(44). The result is that, in 2014, the
WHO Regional Ofhce for the Eastern
Mediterranean depicted UNRWA's
healthcare policy as “a good example
of how primary health care reform ...
...could improve quality of care and
patient satisfaction under difhcult situ-
ations” (45).

Some components of the reform
have already achieved positive results.
Khader and colleagues highlighted the
role played by e-Health in supporting
drug-procurement policies, monitoring
NCD risk factors, and evaluating the
quality of care over time by identifying
the occurrence of late complications
of NCDs (25-29). Additionally, the
Agency’s internal assessments reported
widespread satisfaction with the new
FHT approach among both providers
and patients. Yet, progress in improving
sel-management and community par-
ticipation raises some concerns. Patient
self-management of NCDs has been
weak both before and after the reform
(32,46), whereas implementation of
innovative and affordable community-
oriented initiatives remains under con-
sideration.

Hopetfully, evidence can inform the
way forward. Educational policies tar-
geting patients and families need to be
designed to support patient self-man-
agement (47,48). It is critical to involve
the community in peer education. A
recent Cochrane review highlights the
crucial role of group-based self-man-
agement training strategies (49, 50).
Moreover, the use of technology can

Table 1 Updated chronic care model (CCM)

Delivery system design

Decision support

Clinical information systems
Self-management support
Health systems

Community

To restructure medical practices to facilitate team care

To assure that providers have access to evidence-based guidelines

To provide timely access to data about patients and patient populations

To help patients acquire skills and confidence to self-manage

To serve as the foundation by providing structure and goals

To link with community resources and establish policy

Source: (21)
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support adherence to protocols and
facilitate patients’ follow-up (51-54).
Community strengthening is es-
pecially relevant given the upcoming
mental health policy of UNRWA. De-
spite shrinking resources, the Agency
has pledged to integrate mental
health services within its basic pack-
age of health services, and the Mental
Health and Psychosocial Support and

Protection (MHPSP) programme is
currently being piloted in Gaza (6).
This paper analyses UNRWA's
primary healthcare reform in the light
of the CCM framework, on which it
is based. The Agency has responded
positively to the recent calls of the
WHO Director-General Margaret
Chan to address the failures to deliver
in the light of the Alma Ata primary

La Revue de Santé de la Méditerranée orientale

healthcare principles (55). The forth-
coming mental health policy demon-
strates the Agency’s willingness to go
beyond its financial constraints. How-
ever, the areas of self-management
and community participation urgently

need further commitment.
Funding: None.
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WHO events addressing public health priorities

WHO Director-General Dr Margaret Chan, on the advice
of the Emergency Committee set up under the International
Health Regulations (2005), declared that clusters of micro-
cephaly and other neurological disorders reported in Brazil,
following a similar cluster in French Polynesia in 2014, con-
stitute a public health emergency of international concern.
Following this declaration, the WHO Ofhice for the Eastern
Mediterranean Region (EMR) conducted two rounds of
emergency meetings with a view of enhancing preparedness
and readiness for Zika virus infection and associated condi-
tions, in conjunction with representatives of the ministries
ofhealth of 12 countries. The first round was held on 22-23
February in Cairo, Egypt, inaugurated by Dr Jaouad Mahjour,
Director of Programme Management; while the second
round was held in Casablanca, Morocco, on 28-29 February,
inaugurated by Dr Yves Souteyrand, WHO Representative
for Morocco. The objectives of the meetings were to:

o provide information and technical documents about Zika
virus infection and associated conditions

o present the draft regional plan for preparedness and re-
sponse to Zika virus infection; and

e agree upon priority activities to be implemented by Mem-
ber States and WHO to enhance preparedness and re-
sponse capacities to Zika virus infection.

In a message delivered during the inaugural sessions, Dr
Ala Alwan, WHO Regjonal Director for the Eastern Medi-
terranean, urged Member States to remain vigilant and be
prepared to face and manage new global health threats such
as Zika virus with adequate knowledge, information and skills
to prevent, detect and respond to these threats. He noted that
the causal relationship between the increase in incidence of
microcephaly and neurological disorders and the circulating
Zika virus was currently being investigated. Until further
knowledge, establishing and strengthening entomological
surveillance and vector control in countries with presence of
the Aedes mosquito would ensure early detection and effective
monitoring of any abnormal increase in neonatal malforma-
tions or neurological disorders for which no known medical
could be identified. He closed by encouraging participants to
take the opportunity of the meeting to better understand the
risks of transmission of Zika virus in the Region, global and

regional strategies that could be adopted to early detect pos-
sible introduction and prevent local transmission, and plan
for public health measures for effective response. Discussing
Zika virus situation in the EMR and recommendations for
effective prevention and control measures were among
outcomes of the meetings.

Overview of Zika virus: current situation in the
Region

No human infection from Zika virus has so far been
reported from any country in the EMR. However, serologi-
cal evidence of the circulation of Zika virus has been reported
in at least two countries in the Region. The current situation
does not rule out the possibility of occurrence of Zika virus
infection, as travel is likely to contribute to the risk of importa-
tion of cases to any country in the Region. While the risk of
importation is equally high in all countries in the Region, the
risk of local transmission following introduction of the virus
through a viraemic patient returning from countries with
active Zika virus circulation remains high in areas where the
mosquitoes that primarily transmit this virus exist. According
to this risk stratification, countries need to enhance prepared-
ness and readiness measures.

Aedes mosquitoes, which primarily transmit Zika virus in-
fection to humans, are present in a number of EMR countries,
including Djibouti, Egypt, Oman, Pakistan, Saudi Arabia,
Somalia, Sudan and Yemen. Vector-borne diseases pose
particular challenges to national public health authorities,
because of their complex nature requiring multidisciplinary
competencies and strong rapid interaction between com-
mitted sectors. Aedes mosquitoes have been found in at least
eight countries of the Region, while their presence or absence
is still to be assessed in others. Therefore, a strong entomo-
logical surveillance system is needed in the Region.

Key public health measures for preventing Zika
virus infection

Mosquito surveillance is a key component of any local
integrated vector management programme. Preventing
or limiting the transmission of dengue, chikungunya and
Zika viruses is completely dependent on the control of
mosquito vectors and reduction of person—mosquito contact.

! This report is extracted from the Summary report on the Regional meeting to enhance preparedness and response capacities to
Zika virus infection, Cairo, Egypt 22-23 February 2016; and Casablanca, Morocco 28-29 February 2016 (http://apps.who.int/iris/

bitstream/1/206084,/10665/1C_Meet_Rep_2016_EN_16740.pdf)
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Aedes aegyptiand A. albopictus are the mosquito species mostly
incriminated/ suspected as vectors of arboviral diseases.
Entomological sampling methods to assess Aedes population
density and evaluate the control interventions have been
largely implemented, especially in Asian countries. There is
a need to introduce and adapt those methods in countries
through standardized protocols, including traditional Stego-

There is a strong need to build/strengthen an early warn-
ing system to predict, early detect and assess transmission
of vector-borne diseases in the Region, through operational
research and integrating vector surveillance with syndromic-
based and event-based disease surveillance.

The key vector control measures targeting all stages
of Aedes mosquitoes was highlighted, which include envi-
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myia indices to be used in outbreak prevention. ronmental, mechanical, biological, chemical and genetic

The main sampling tools for collection of all stages of methods. Insecticide resistance (pyrethroid and temephos),

Aedes mosquitoes were described; however, it was noted that population movement, climate change remain key concerns.

mosquito-based surveillance is not the preferred method .
f L . . _ Operations support
or monitoring or predicting dengue, chikungunya or Zika

virus outbreaks. For these arboviruses, it is more efficient A draft regional plan for enhancing preparedness and

to detect cases in people. Lack of entomological capacity is ~ feSponse to Zika virus was presented. The plan outlined the

one of the main contributing factors to poor entomological following six objectives and areas of work, under which prior-

surveillance for arboviruses. Countries need to conduct ity activities will be implemented within the next six months:

routine entomological surveillance, research and share with 1. Providing leadership and coordination for enhanced pre-

the scientific community, irrespective of whether the scope paredness and response capacities

of the research area features high on the research agenda (ie. 2. Enhancing capacities required under the HR (2005) at

molecular diagnostics). Malaria laboratories can diversify international points of entry

to include other arboviruses; an inventory of resources for o ‘ _ )

. . . .. 3. Establishing effective surveillance systems and conducting
medical entomology in the Region (ie. experts, training insti- , L ‘ ‘

) ) ) ) risk assessment for Zika virus disease and potential compli-

tutes, research agencies and laboratories working for medical cafions

entomology) needs to be assembled. Furthermore, a network
of medical entomologists needs to be established to support 4. Reinforcing entomological surveillance and vector control
the work of entomological surveillance and vector control for 5. Improving access to quality diagnostics testing and rapid

arboviral diseases. turnaround of results; and

Box 1 Key recommendations for prevention of Zika virus infection in the EMR

« Identifying hot spots (risk mapping) through a uniform and standardized risk assessment and stratify areas by spatial and geographic
distribution of Aedes mosquitoes and past arbovirus epidemics

« Developing or updating a geo-referenced atlas of Aedes and their current susceptibility status, which should be used as basis for devel-
oping an insecticide resistance management strategy and using this information to update the categorization of high risk, low risk and

receptive countries

Establishing a sentinel surveillance system for Aedes mosquitoes in areas with high density including at points of entry and collecting data

regularly to pre-empt and detect occurrence of high densities of Aedes mosquitoes and target these areas for vector control

Developing or updating an integrated vector management strategy with strong focus on entomological surveillance and control meas-

ures, supported by a clear operational plan defining each sector’s role

Establishing an early warning system for detection of clusters of Zika virus infection and other vector-borne diseases

Collectingretrospective data on birth regjstrations, tracing them back and trying to establish any baseline/comparator to assess the trend
of congenital birth defects (especially microcephaly)

Conducting regular public awareness campaigns to proactively inform the public of the Zika virus situation; urging communities to keep
areas in and around homes free from mosquito breeding sites through applying appropriate risk communication messages and strate-

gies in accordance with local culture and behavioural practice

Developing/updating epidemic and pandemic contingency plans for Zika virus infection as well as standard operating procedures for
an incident command system and for strengthening coordination

Increasing knowledge and awareness of all aspects of Zika virus infection among clinicians, health care workers and other stakeholders

Establishing sentinel surveillance of Aedes mosquitoes in areas with past information of Aedes distribution and taking prompt actions

targeting breeding sites in a radius 0f 400 metres in the event of any increase in Aedes density

Determining any possible link of microcephaly or other neurological disorders or Guillain-Barré syndrome with other arboviral infec-

tions in the endemic belt of Aedes mosquitoes during an active circulation of dengue/chikungunya/yellow fever virus in the past.
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6. Improving risk communication and community engage-
ment for Zika virus (* further details provided oppo-
site)

To support the operationalization of this plan and re-
spond to any emergency request for assistance from the
countries in managing the risk associated with Zika virus, an
incident management system (IMS) with designated staff
has been established in the WHO Regional Office.

The meetings concluded with agreement on a set of ac-
tions recommended for urgent implementation by Member
States with support from WHO and concerned partners in
order to keep the Region free from Zika virus infection. Box 1
lists a selection of the key recommendations.

WHO has not recommended any travel or trade re-
strictions within countries, areas and/or territories with
Zika virus transmission. Countries reporting sporadic Zika
virus in travellers arriving from affected countries pose little,
if any, risk of onward transmission. All travellers need to
stay informed about Zika virus and other mosquito-borne
diseases. Pregnant women need to be advised not to travel to

La Revue de Santé de la Méditerranée orientale

areas of ongoing Zika virus transmission until more is known
about the possible causal relationship between Zika virus
and congenital malformation of newborns. The national
health authorities may make public health and travel recom-
mendations to their own populations, using a risk assessment

approach.

Conclusion and next steps

The Regional Office will finalize the regional response
plan based on the actions recommended above and will
implement a set of priority activities to enhance preparedness
and readiness before the next high-risk season. It will also
identify a network of institutions, experts, reference labora-
tories and training centres in the Region to support Member
States in implementation of the priority activities included in
the regional response plan, such as the entomological surveil-
lance, vector control, field investigation and laboratory detec-
tion as well as long-term capacity-building for prevention and

control of arboviral diseases.

*Risk communication is real-time exchange of information, advice and opinions between experts, community
leaders, or ofhicials and people who are at risk. The ultimate purpose is to enable everyone at risk to take informed decisions
to protect themselves and others from infection and mitigate the effects of Zika virus infection and its potential complica-
tions. Taking into consideration the varied context of countries in the Region, several scenarios were presented along with

key considerations for risk communication, key messages and target audiences. Each scenario provides key points on how

to communicate when a country prepares for Zika virus, when a country has the first confirmed case of Zika virus with
travel history to an affected country, when a country has the first confirmed case of Zika virus with no travel history, and
when a country experiences a Zika virus outbreak. Engaging communities at all phases of preparedness and response was

emphasized, and vector control experts highlighted community participation as key to effective vector control manage-

ment.
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