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Editorial Note

The Ministry of Public Health (MoPH) Afghanistan believes that research is critical for further
development of evidence based health care and services, as well as creating an environment of
evidence-based policies, strategies and decision making. Therefore, decided to revive the Afghanistan
National Public Health Institute (ANPHI) to generate valid and reliable evidences pivotal for sound
decision making in the health system through its public health Research directorate.

The public health Research directorate of ANPHI in collaboration with Health Management Information
System, Surveillance, as well as program monitoring and evaluation departments of Evaluation and
Health Information System (EHIS) aims to contribute to reduction of mortality and morbidity in
Afghanistan by assisting in building capacities on evidence / data based decision making among senior/
mid-level public health officers both at central and provincial levels, and has passed the following
milestones:

1. Coordinated & Conducted several research projects as:

e Cross sectional study of polio coverage.

e An Outbreak of hepatic vino-occlusive disease in Western Afghanistan, Gulran Herat Associated
with Exposure to wheat Flour Contaminated with Pyrrolizidine Alkaloids.

e Cross Sectional Study of Blood lead levels in residents of Kabul city.

e Operation research on the use of Partograph: Increasing usage and correct application of the
partograph in three maternity hospitals in Kabul, Afghanistan

e Evaluation of Hemoglobin Color Scale in improving the treatment and referral of anemic
pregnant women Spectrum of infectious diseases in infants.

e A collaborative mega project with NMRU3, Infectious diseases surveillance.

e The first ever-comprehensive mortality survey in Afghanistan.

e An Outbreak Investigation of Suspected Acute Hepatitis B In Laghman Province Epidemiological
& Serological Surveys

e Outbreak of Crimean-Congro Hemorrhagic Fever (CCHF) Afghanistan 2009

e Research of Gender Related Barriers to Access and Utilization of Primary Health Care Services-1.

e End line Assessment of Integrated Behavior Change Communication (BCC).

e Determine prevalence of appropriate knowledge, attitude and practice among parents/care
givers of under-five children regarding polio.

e Research of Gender Related Barriers to Access and Utilization of Primary Health Care Services
with Focus on Access to First level Reproductive Health, TBand Mental Care Services.

e Evaluation, Knowledge, Attitude and Practices among Afghans regarding A (HINI) in
Afghanistan.

e Study of Patients Acquiring Medical Treatment from India.

e Study of Patients Acquiring Medical care outside Afghanistan.

e The WHO Multi Country survey on maternal and newborn health and quality of care.

e Knowledge, Attitudes and Practices assessment of private sectors (doctors and pharmacies)
regarding using zinc and ORS in treatment of diarrheal disease in Kabul City.
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e KAP of Malaria, TB and HIV/AIDS, To identify knowledge, attitude and practice of TB, Malaria
and HIV/AIDS among Afghans

e Baseline Survey: Water, Sanitation and Hygiene conducted in four provinces of Afghanistan

e Assessment of gender sensitive health care provision in Afghanistan: Focus on Access to
Reproductive Health, EPI, Mental Health and Communicable Diseases control Health Services- 3

2. Won the first research grant from IANPHI (International Association of National Public Health
Institutes).

3. Won the long institutional grants for five years from Reproductive Research Unit, WHO, Geneva.

4. Hold the first ever series of research methodology workshops in the history of MoPH for the RH
Officers.

5. Obtained membership of the first Bioethics and Research Ethics Committees of EMRO region.
IRB has reviewed and approved hundreds of research proposals through its monthly meetings.

7. IRB was approved by US Department of Health and Human Services, Federal Wide Assurance (FWA)
for the Protection of Human Subjects for International Institutions.

8. Conducted several training courses on Research methodology and scientific writings for researchers,
health professionals, trainers and trainees of specialization dept. HRGD/ MoPH as well as lecturers
and professors of Kabul Medical University.

9. All health research activities in health system are coordinated through an advisory committee
(Research Coordination and Advisory Committee) initiated by the public health Research
directorate.

Increasing and supporting health research capacity is one of the key steward functions of the Ministry of
Public Health (MoPH), therefore, the MoPH places a strong emphasis on research operationalization and
the public health Research directorate is committed to identifying and further exploring the gaps
detected by HMIS and routine M&E.

The current approach and tactic of research will be modified and adapted to meet the unique challenges
and issues for meeting specialized and professional research criteria in a post-conflict and rehabilitative
environment.
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Nutrition Emergency Response to Malnutrition among
Returnees in Afghanistan: Initial Response, 2016

Agnes  Charles  Kihamia, MScl; Anna 1. UNICEF Country Office, Kabul, Afghanistan
Ziolkoviska, Pth; Piyali Mustaphi, MScl; 2. Public Nutrition Department of Ministry of
Mohammad Homayoun Ludin, MDZ; Jecinter Public Health, Kabul, Afghanistan
Akinyi Oketch, Pth; Shahmahmood Nasiri, Cell Phone: 0093 (0) 798507629
MDl; Alfred Kana' Email: akihamia@yahoo.co

Abstract

Background: In Afghanistan, about half of the children under-five (40.9%) are stunted, one in every four
children (24.6%) is underweight, while 9.5% of children are wasted. Due to the sudden and considerable
returnees from Pakistan influx in September-December 2016, local resources and basic services have
become dangerously overstretched, with many returnee communities exposed to diseases and
inadequate food intake that constitutes a major contributing factor to malnutrition. Nutrition Cluster in
collaboration with the Ministry of Public Health (MoPH), Public Nutrition Department (PND) and United
Nations Children’s Fund (UNICEF) initiated the Nutrition in Emergencies (NiE) response for returnees in
September 2016.

Methods: A standard package of NiE services was agreed upon all cluster partners and implemented at
the port of entry and transit centres. Returnees’ children aged 6-59 months were eligible to be screened
for acute malnutrition and referred for treatment when needed, supplemented with vitamin A and
children aged 24-59 months were provided with deworming tablets to prevent or eliminate Soil
Transmitted Helminth (STH). The Severely Acute Malnourished (SAM) and Moderately Acute
Malnourished (MAM) cases were identified using Mid Upper Arm Circumference (MUAC) Global
standards cut off points and bilateral pitting oedema grades. In addition, children identified with SAM
were given two weeks Ready-to-Use Therapeutic Foods (RUTF) supply as a Nutrition boost and referred
to the nearest health facility to continue treatment where the families decided to settle. Promotion of
appropriate maternal nutrition and optimal Infant and Young Child feeding (IYCF) practices in
emergencies was provided through one-on-one and group counselling of pregnant and lactating women
and caregivers of children 0-23 months, followed by distribution of Information, Education and
Communication (IEC) materials to all returnee pregnant and lactation women and care givers.

Results: Of 18,475 returnees’ children that were screened, nearly two percent of the children aged 6-59
months were identified with SAM and about four percent were MAM. The distribution of malnutrition in
girls was more than in boys at 61.2% for SAM and 60.3% for MAM. Supplementation of vitamin A was
provided to 24,168 children aged 6 — 59 months with 49.1% being girls and 50.9% boys. 16,224 were
provided with Albendazole (deworming tablets) of which 49.3% were girls and 50.7% were boys. More
than twelve thousands women and caretakers benefited from the information on appropriate maternal
nutrition and optimal IYCF from January to November 2016.

Conclusion: The result indicates that the NiE programme has been able to identify and establish
treatment for acute malnutrition and attempt to prevent returnees’ children under five from risks of
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malnutrition. Designated agencies with clear responsibility and Memorandum of Understanding (MoU)
for NiE response need to be put in place.
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Introduction and Background refugees in several areas of Pakistan with

decreased acceptance by hosting communities
Afghanistan humanitarian context escalated and local authorities, loss of self-reliance
with the influx of Afghan returnees after the opportunities and uncertainty of renewal of

deterioration of the environment for Afghan
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Proof of Registration (PoR) cards beyond March
2017 (UNHCR, 2016).

As of 26 November 2016, 601,850 documented
and undocumented Afghan refugees have
returned to Afghanistan with 560,001 (93%)
arrived since July (OCHA, 2016) representing an
increase of 1,250% as compared to the period
from January to June, all return from Torkhom
and Spin Boldak borders (UNHCR, 2016). 74% of
refugees have been returning to five provinces:
Nangarhar, Kabul, Banglan, Kunduz and
Laghman. October had the highest rate of
return in a single month since 2007 (146,090)
(UNHCR, 2016). An estimated 60% of returning
population are children (UNCEF, 2016).

As majority returnees entered Afghanistan
through the Torkham border and were settling
in Nangarhar province, due to the sudden and
considerable influx of returnees, local resources
and basic services in Nangarhar have become
dangerously overstretched, particularly in
Jalalabad capital city, with many returnee
communities living in an open areas and
multiple occupancy dwellings, heightening their
exposure to the elements, diseases
(Afghanistan  Flash  Appeal, 2016), and
inadequate food intake that constitutes a major
contributing factor to malnutrition (UNICEF,
1997, Black et al., Lancet 2008).

Nutrition Survey conducted in Afghan Refugee
villages in the provinces of Khyber
Pakhtunkhwa, Balochistan and Punjab in
Pakistan where returnees came from showed
Global Acute Malnutrition (GAM) rate of 4.3% in
2014, which is considerable lower than average
GAM rate in Afghanistan (9.5%). This is below
the World Health Organisation (WHO)
emergency threshold of 15% for GAM. Likewise,
Severe Acute Malnutrition (SAM) prevalence
was recorded at 1.5%. However, the prevalence
of stunting was very high among returnees i.e.
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43.2%, which lies in the critical range according
to the WHO benchmarks (UNHCR, 2014) and is
comparable with average stunting rate in
Afghanistan (40.9%) (NNS, 2013). No recent
nutrition data existed for Afghan Refugees in
Pakistan.

According to OCHA report on Initial Rapid
Assessment (IRA) in Afghanistan returnees’
settlements conducted in 31 villages across the
six highest intended return districts (Behsud,
Khogyan, Rodat, Surkhrod, Jalalabad, Batikot) in
central Nangarhar province in early September
2016, it is suggested that there was a need for
more robust displacement tracking mechanisms
and border screening for health and nutrition.

Based on current projections, an estimated
57,000 undocumented returnee and registered
refugee children are aged 6-59 months and
were eligible to receive vitamin A
supplementation, while 33,000 children aged
between 2 and 5 years were eligible to receive
deworming tablets by the end of the year.
These 57,000 children 6-59 months also
required screening to identify and refer acute
malnutrition cases, with an expectation that
around 550 children will be identified as
severely malnourished and 1,600 children
moderately malnourished.

Methods

Considering high levels of acute and chronic
malnutrition in  Afghanistan, UNICEF, in
partnership with Ministry of Public Health
(MOPH), communities and implementing
partners, supported the scale up of critical
nutrition in emergency interventions. In both
acute and protracted humanitarian situations,
all women and children require a set of
essential nutrition interventions to protect their
health and well-being, and to ensure every child
reaches their full growth potential. These
critical interventions include support for



promotion of appropriate maternal nutrition
and optimal Infant and Young Child Feeding
(IYCF) practices in emergencies, micronutrient
supplementation, community-based nutrition
promotion and management of acute
malnutrition through endorsed 2014 Integrated
Management of Acute Malnutrition (IMAM)
guideline that recommended holistic approach
to prevention and treatment of malnutrition
included in the Basic and Essential Public Health
Services Package (BPHS/EPHS) for all children.

The Nutrition cluster in Afghanistan, led by
UNICEF and the Public Nutrition Department of
MoPH, responds to nutrition emergencies,
including current returnees’ influx from
Pakistan by providing coordination platform to
all partners working on nutrition to collaborate.

Following the increase in returnees in August
2016, Nutrition Cluster Strategic Advisory Group
(SAG) has met to agree on the Nutrition Cluster
Response to returnees. The following was
identified as cluster priorities for the following
four months of 2016:

e Providing a standard package of NiE
services in main returnees crossing
points, namely at Torkham border -
Zero Point (ZP), IOM Transit Center (TC)
for vulnerable undocumented

returnees and UNHCR encashment

centre (EC) for documented returnees
in Nangarhar as well as Puli-e-Charkhi

UNHCR encashment centre in Kabul.

e This package is to include the following
interventions: maternal nutrition and
optimal IYCF counselling and nutrition
education of pregnant and lactating
women and caregivers of children 0-23
months, Mid Upper Arm Circumference
(MUAC) screening and referral of
children 6-59 months identified with
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acute malnutrition to the health facility
nearest to the place where families
were settling down, initial 2-week RUTF
distribution to children identified with
SAM for a nutrition boost, vitamin A
supplementation and deworming. RUTF
is high-energy, lipid-based spreads used
for the treatment of SAM who are free
from severe medical complications and
also have appetite.

e |n addition, in the 6 districts of
Nangarhar province with highest
expected numbers of returnees a BPHS
implementer Agency for Assistance and
Development of Afghanistan (AADA)
had agreed to scale up IMAM services
in all health facilities. Following the
advocacy of the Nutrition Cluster, AADA
received additional  funding to

implement this scale up from the

Common Humanitarian Fund (CHF).

UNICEF continued to support essential nutrition
interventions through working with local
partners, while building the capacity of
government and partners to play more
prominent role in planning, implementing,
coordinating  and monitoring nutrition
interventions — including identifying and
addressing bottlenecks effectively. UNICEF
approached UNHCR EC in Kabul and in
collaboration with PND introduced the NiE
package, which was delivered by PND
volunteers with financial support and supplies
provided by UNICEF.

AADA conducted capacity building training on
NiE intervention package to staff in all sites and
started mobile nutrition services to high
returnees’ areas at Zero Point. A team of three
nutrition staff at Zero Point was deployed by
AADA, one of them conducting MUAC screening
and provided the vitamin A supplementation



and Albendazole (deworming tablets), the
second staff registered the targeted
beneficiaries (0-23 months and 6-59 month’s
old children), the third personnel provided
nutrition  education, the optimal IYCF
counselling and conveyed the optimal IYCF
messages while encouraging caretakers of
children 0-24 months and pregnant women to
breastfeed their children, to receive polio
vaccine and provided each family with the a
polio brochure and IYCF leaflets. All three staff
have been oriented on basics of NiE
interventions (MUAC screening, vitamin A
supplementation and provision of Albendazole
(deworming  tablets), referrals, nutrition
education, optimal IYCF counselling
communication with the mothers and
caretakers, reporting of the nutrition services
and its usage). Health and nutrition supervisors
from AADA supported the staff with on job
training during their visits to Zero Point and
worked with the staff on the ground. The
nutrition screening team has been trained on
the IMAM Standard Operating Package (SOP)
training at Eastern Region UNICEF Zonal office
enrolling one person after the other at each
IMAM SOP training organised. Regular close
follow up by UNICEF staff and on job training
also proved to respond to the staff needs.
Similar arrangements on capacity building and
on job training were applied to IOM-TC and
UNHCR-EC. At IOM-TC (about 5km from Zero
Point) undocumented returnees who are
missed from the Zero Point are traced for the
same nutrition services. A plus point for IOM-
TC is that returnees spend some time at the rest
houses, making it easier to reach most targeted
beneficiaries for delivery of essential nutrition
services, particularly mothers and caregivers for
the optimal IYCF counselling. UNHCR-EC is close
to Jalalabad city, highly crowded and is mainly
used to reach documented returnees with
similar nutrition services as at Zero Point.
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Ready-to-Use Therapeutic Foods (RUTF),
vitamin A supplements and Albendazole
(deworming tablets) have been provided to
AADA for further distribution to the three sites.

A key challenge was the lack of designated
agency with clear responsibility on supply
distribution from the onset of emergency
between Regional Expanded Programme of
Immunisation (EPI) Management Team (REMT)
and AADA in addition to the staff capacity.
Supplies were managed initially with UNICEF
staff and extenders until a Memorandum of
Understanding (MoU) among the partners was
put in place and BPHS was supplying all the
sites. Monitoring and supportive supervision
had improved the staff capacity.

MUAC and Oedema Screening: MUAC is the
circumference of the left upper arm, measured
at the mid-point between the tip of the
shoulder and the tip of the elbow (elocranon
process and the acromium). MUAC is good at
predicting mortality and does better than any
other anthropometric indicator (Lancet, 1987,
Mother and Child Nutrition [Internet]).
Therefore, early detection of acute malnutrition
and treatment is a significant contributor to
child mortality reduction. Children 6-59 months
who were screened and found with MUAC less
than 11.5cm or bilateral pitting oedema grade 1
or 2 and having appetite were identified as SAM
without complications, provided with referral
slips for the nearest health facility along with
two weeks Ready-to-Use Therapeutic Foods
(RUTF)/Plumpynut supply for a nutrition boost
which is high-energy, lipid-based spreads used
for the treatment of SAM who are free from
severe medical complications and also have
appetite. Immediate referral to the nearest
health facility to their point of return or
settlement to continue treatment for proper
care and follow up was planned to children 6-59



months who were SAM with complications i.e.
with bilateral pitting oedema grade 3 (severe
oedema), MUAC less than 11.5cm and bilateral
pitting oedema grade 1 or 2, MUAC less than
12.5cm or bilateral pitting oedema plus one of
the following medical complication: no
appetite, high fever, vomiting and diarrhoea
disease (Afghanistan IMAM guideline, 2014),
however no such children were identified so far.
Children identified with MAM, MUAC cut off
points of >11.5 to <12.5 cm were provided with
two weeks Ready-to-Use Supplementary Foods
(RUSF) supply and referred to the nearest
health facilities as well.

Vitamin A supplementation of children 6 — 59
months has been shown to reduce mortality by
all-causes among children under 5 by 24% (BMJ
2011;343:d5094). Furthermore, the risk of dying
in children with vitamin A deficiency from
diarrhoea, measles and malaria is increased by
20-25% (Lancet, 2003). Therefore, children aged
6-11 months were supplemented/provided with
one blue capsule vitamin A (100,000 IU) and
children aged 12 - 59 months were
supplemented/provided with one red capsule
(200,000 IU) in line with Global WHO standards
and local MoPH policies.

Provision of de-worming tablets along with
vitamin A supplementation of children 24-59
months: Soil Transmitted Helminth (STH) are
believed to cause anaemia via loss of intestinal
blood, vitamin A and other nutrient
malabsorption, growth faltering and cognitive
impairment in infected individuals. Children are
most at risk of anaemia as it is a time of rapid
growth and therefore would benefit the most
from STH infection control with deworming (PJ
Hotez et al, 2006). To reduce the incidence of
worm infestation that are associated with a
significant loss of micronutrients (WHO, 2004)
and related diseases such as diarrhoea
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deworming tablets-Albendazole were provided
to all children aged 24-59 months as per
national micronutrient guideline.

Maternal nutrition and IYCF counselling:
Positive effect on duration of Exclusive
Breastfeeding (EBF) when mothers receive any
form of support on breastfeeding and
programmes that used WHO/UNICEF
breastfeeding training materials (WHO, 2013)
has been realised, thus the distribution of Social
Behaviour Change Communication (SBCC)
developed flyers to returnee pregnant and
lactating women and caregivers. Interrupted
inappropriate
complementary feeding heighten the risk of

breastfeeding and

malnutrition, illness and mortality (UNHCR,
2009), hence all returnee mothers with infants
under 6 months were encouraged to feed their
infants exclusively on breastmilk. Oriented
social mobilisers provided breastfeeding
counselling. A simple flip chart and posters with
IYCF messages were used as a counselling aid
and IEC- flyers with key messages about IYCF,
health, and water, sanitation and hygiene
(WASH), were utilised. Social mobilisers
identified caregivers from returnees’
community with children 0-24 months old, non-
breastfed infants or requiring assistance such as
breastfeeding problems during counselling and
nutrition education. Those women/carers
highlighting problems and wanting help met
with  the  counsellor individually  for
identification of the problem and more
extensive one to one counselling sessions were
implemented to observe, talk and discuss the
child’s feeding and associated problems.

Distribution of IEC multisector tailored and
breastfeeding messages flyers were given at the
end of session to each mother/caregiver.

There were many practical challenges, for the
vast number of returnees and intensity of the



required daily activities, adequate supervision
was a challenge and social mobilisers were not
sufficiently trained in maternal nutrition and
optimal IYCF counselling and did not adequately
cover counselling skills at first. The group
processing and limited time spent by returnees
at the sites may have missed out infants and
young children requiring support. Also the
completion of fully support on few minutes to
an hour of the nutrition education session and
or counselling may have been over ambitious
and so resulted in the low quality service.

Data collection and analysis: Data collection
tools include tally sheets for recording
dewormed children, vitamin A
supplementation, maternal nutrition and IYCF
counselling provided, and children screened for
MUAC and identified with acute malnutrition.
These tally sheets are summarised on a daily
basis and daily reports submitted to focal points
of the agencies implementing activities and

regional and national nutrition cluster.

Results

Of all the returnees’ children that were
screened (19,693) as of the 23 of November
2016, it was found that nearly two percent
(1.6 %) of the children between 6-59 months of
age were suffering from severely acute
malnutrition and 3.8% were moderately acute
malnourished. Girls were found to suffer from
acute malnutrition more than boys at 61.2%
and 60.3% respectively. Further investigation is
needed on knowledge, attitude and practices
on infant and young child feeding to understand
why girls are more affected than boys.

Figure 1: Percent of Children 6-59 months
identified with SAM and MAM as of 23
November 2016
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MUAC malnutrition among returnees
children 6-59 months
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Of those (16,978) provided with deworming
tablets - Albendazole, 49.3% were girls and
50.7% were boys. Vitamin A supplementation
had reached 25,125 children aged 6-59 months
from which 49.1% were girls and 50.9% were
boys. Nearly 12,728 women and children
received IYCF counselling and IEC materials.

Figure 2: Number of Children 6-59 months
received vitamin A and dewormed as of 23
November 2016
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The proportion of children identified with SAM
has reached more than half compared to the
baseline estimates till the end of the year. Just
about half has been reached for MAM cases,
vitamin A and dewormed children respectively.
A number of challenges have been identified
such as no screening in Spin Boldak boarder,
not all children screened in Zero Point because
many families do not get down from the tracks.
In IOM TC only vulnerable returnees are
attending and that UNHCR EC is only
documented returnees therefore children from



undocumented—non vulnerable families are
missed.

In six districts namely Bat-e-Kot, Behsood, Jalal-
Aabad, Khogyani, Rodat, Sorkh-Road of
Nangarhar province where returnees are highly
settled, admissions of SAM children showed
slightly increase in June, July and August (6,489
as compared to 3,828 in March, April and May
2016 unlikely MAM cases. However, in
November both SAM and MAM increased
significantly following AADA secured funds from
CHF and scaled up IMAM in these six districts.
The ratio of boys and girls was 46% to 54% for
both SAM and MAM admissions.

Figure 3: SAM and MAM children treated Jan —
Nov 2016 in six districts of Nangarhar Province
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Discussions

Major factors that influence migration are
difficult to predict. While social, political and
economic developments are exceptionally
difficult to predict precisely, judgements can be
made based upon current situations. Migrants
themselves can be divided into two broad
categories: humanitarian and economic.
Humanitarian migrants include asylum seekers
and refugees. These individuals generally
migrate to countries geographically close to
their country of origin (Future Directions
International, 2014). Over the past decade,
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Afghanistan has been a major source of
humanitarian immigrants, with Pakistan and
Iran becoming their main destination countries
(UNHCR, 2013). Malnutrition and restricted
production and access to food are among the
most significant problems in situation of forced
migration  (Forced Migration [Internet]).
Increased food insecurity impact nutritional
status and preventable diseases such as
measles may become epidemic as a result of
population movements and exposure to
polluted water (A. Shepherd, J. Brunt 2013).
Disease transmission is also a particular
problem among refugees. (Lancet 2004; 364:
1974-83) and for the returnees to Afghanistan.

The return trend through Spin Boldak/Jamal
Mayna Encashment Centre in Kandahar
continue to remain proportionally high, with
nearly 19,000 in October compared to 2,928 in
August and 6,211 in September (UNHCR, 2016).
The trends are expected to go down for winter
due to UNHCR negotiations with Pakistan
government but will again increase in March
2017. Consequently, the number of registered
refugees returning has significantly declined—
only 1,579 people were assisted in the last week
of November, four times fewer than in the
previous week (8,348). The winter pause of
UNHCR'’s voluntary repatriation programme will
take effect on 15 December 2016 with the
closure of their Encashment Centres (EC) in all
locations bar Herat where it remains open to
assist returnees from Iran (OCHA, 2016).

Nutrition in Emergency (NiE) package was not
sufficient implemented as linking Pregnant and
Lactation Women (PLW) with relevant food
distributions and screen and refer malnourished
women for supplementary feeding did not
occur due to no and or limited implementation
of targeted feeding programmes. A planned
Standardised Monitoring and Assessment of



Relief and Transitions (SMART) assessment for
Nangarhar will be able to show the overall
situation is and how it was influenced by
returnees.

Cost was a real challenge given the staff to
returnees ratio needed to deliver a skilled and
intensive nutrition in emergency package at
such rapid unfolding returnee’s influx. Common
Humanitarian Fund (CHF) allocations has
enables AADA to scale up BPHS package in
emergency affected province.

Sustainability of the NiE services at the four
sites is based on the strengthening the capacity
of the public health and nutrition systems to
function effectively with minimal external input
and enabling local capacity to control and be
accountable for its own nutrition services and
system. As the context of the situation may
move on from the critical emergency phase to a
more stable nutrition situation, community
screening and follow up workload reduces and
the role of volunteer may be adapted to
address the issue of sustainability. In situation
where the system is weak, there is a need of
designated agencies to provide the surge and
capacity building until the system is ready.

Through coordination, monitoring  and
supervision of nutrition interventions activities
were able to be initiated and implemented at
returnees’ site. Practical guidance on how to
take appropriate MUAC measurements,
administer vitamin A supplements and
providing nutrition education and optimal IYCF

counselling was achieved.

Conclusion

The results indicate that the programme has
been able to identify children with acute
malnutrition and refer them to the health
centres, however further follow up is needed to
identify if these children attended the intended
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health centre. In a way this might be implied
with the increase of admissions in the six
districts. Unfortunately, it is not possible to
track each child as parents are not willing to
provide their phone numbers and intended
destination is often changed. The findings
provide also the information for planners,
program managers and policy makers especially
in the returnees’ context which is new to
Afghanistan. The combination of information on
nutrition status before as refugees and after,
while refugees are returning has helped to
gauge the expected numbers and respond
appropriately to the identified SAM and MAM
cases. Meeting between partners for
improvement of the programme activities deem
necessary jointly and review of submitted
progress reports as some of the data has not
been able to be obtained and or dropped from
the result due to its uncertainties, a case of IYCF
care practices. Further analyses in other
settings are needed to confirm the
generalization of these conclusions as returnees
are not spending much time (from 10 minutes
to less than two hours) at the sites before they
continue with their journey to their
destinations.
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Abstract

Background: Obesity is increasing throughout the world and has become a significant public health
challenge of current century. This study aims to estimate the prevalence of obesity and determine
potential influencing factors among adults in Herat City of Afghanistan.

Methods and Materials: A cross sectional study was conducted using WHO STEP-wise instrument
among adults aged 25-70 years during May-June 2015 in Herat City. Demographic, socioeconomic and
behavioral variables were collected using structured questionnaire. The Body Mass Index (BMI) was
calculated by measuring height and weight. Biochemical markers were examined using blood serums
collected from the field.

Results: Of 1,129 enrolled study participants 47.4% were males, 52.6% were females. llliteracy rate was
(54%) and 85.8% were married. Prevalence of smoking was 5.6% and 10.8% were mouth snuff users.
Mean Body Mass Index of female and male were 26+6 and 24+4, respectively. Overall, 31.8% were
overweight, of which 35.6% were women and 27.6% men. The overall prevalence of obesity was 15.7%
with differentiation of 19.3% in females and 11.8% in males. Furthermore, the proportion of obesity
grade one to three in women were 12.2%, 5.2% and 1.9% respectively. This proportion in men were
10.1%, 1.3% and 0.4%. The combined prevalence of both overweight and obesity was 47.6%. The overall
prevalence of central obesity was 52.3% while it was reported 72.1% in females and 30.3% in males. The
biochemical measurements findings show the mean and SD of total triglycerides, cholesterol, HDL, LDL,
and fasting blood sugar were 155.3 + 61.6, 180.7 + 47, 45.2 + 10, 104.5 + 38.2, and 92.3 + 86.2 mg/dL,
respectively. The factors such as age, sex, blood pressure, frequency of taking fruits and level of
triglycerides were independently associated with obesity after controlling for other variables.

Conclusions: This study reported high prevalence of obesity among adult residents of Herat City. The
results of this study provide useful information to inform policy makers to prevent and control the
occurrence of obesity.

Keywords: Pattern, Obesity, Overweight, Adults, BMI, Kabul, Afghanistan
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Introduction consequences, such as diabetes, hypertension,
cardiovascular disease, and some forms of

Obesity is increasing throughout the world and cancer (6). Nowadays taking fast food is

has become a significant public health challenge common which is considered to be an
of current century (1-3). Globally, it is estimated
that more than 2 billion people are overweight

and one third of them are obese (4). Obesity is

important cause of increased obesity risk (7-8).
Furthermore, factors such as age, gender,
urbanization, education status, economic
considered a chronic disease due to enduring status, marriage, physical activity, smoking, and
imbalance between energy intake and output. It
is a multifactorial disease influenced by

socioeconomic, cultural, environmental, and

alcohol consumption and diet are contributing
to obesity (9-11). Obesity is measured by
various methods such as body mass index

public policy factors (5). Regretfully it is (BMI), waist circumference, waist-hip ratio,

culminated to a wide range of serious health
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skinfold, and percent body fat measurements
(12).

In  Eastern Mediterranean Region (EMR)
countries, obesity has reached to its alarming
level in all age groups. Among adults the
prevalence of overweight and obesity ranged
from 25% to 81.9%. Possible factors
determining obesity in this region include:
nutrition transition, inactivity, urbanization,
marital status, a shorter duration of
breastfeeding, frequent snacking, skipping
breakfast, a high intake of sugary beverages, an
increase in the incidence of eating outside the
home, long periods of time spent viewing
television, massive marketing promotion of high
fat foods, stunting, perceived body image,
cultural elements and food subsidization policy
(13). In Pakistan, as eastern neighbour of
Afghanistan, with the use of Indo-Asian specific
BMI cut off values, the prevalence of
overweight and obesity has been reported to be
25% and 10.3%, respectively. The factors
independently and significantly associated with
overweight and obesity include greater age,
being female, urban residence, being literate,
economic status and intake of meat (14). In
Iranian adult population, the prevalence of
overweight, obesity and pathologic obesity is
reported to be 40%, 35% and 3%, respectively
with significant difference by age, gender,
education level, economic status, and residence
(15). Recent studies in Kabul (16) show that
prevalence of obesity in age group of 240 years
is 31.2% and in Jalalabad City (17), the eastern
city of the country, is 27.4%. Previous studies in
Kabul and Nangarhar focused only on provincial
regions of the country while the new study
provides information from a different context.
However, due to war and conflict very few
information is available on burden of non-
communicable diseases including obesity. In
addition, high priority is given to infectious
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diseases. This study aims to identify the
prevalence and associated factors of obesity in
Herat City.

Methods and materials

A provincial cross-sectional study during May-
June 2015 using the WHO STEP-wise approach
(18) was conducted to estimate the prevalence
and factors for non-communicable diseases in
Herat City, Afghanistan. While this study reports
the burden of obesity and factors associated
with diseases among urban adult citizens
utilizing data from the main study.

Sampling Size and Strategy: As data
regarding risk factor prevalence in this province
were not available, we assumed the highest
prevalence and 95% confidence interval and
band of error of 5%. Basically, the sample size
was calculated to be able to determine the
effect of risk factors on non-communicable
diseases. The resulting sample size was 1,200.
Multi-cluster sampling strategy was used to
identify the final unit, households, to be
approached for interview, filling questionnaire.
For this reason, the 2015 Expanded Programme
for Immunization (EPI) list of clusters was used
as the sampling frame. Using multi-stage cluster
sampling, in the first stage we conventionally
and randomly selected 16 out of 60 EPI clusters.
In the second stage, from each selected clusters
five areas (Guzar) were randomly selected.
1200 households were selected using
population proportionate to size of households
in each cluster/ area. Our primary sampling unit
(PSU) was clusters, secondary sampling units
(SSU) were streets/areas, tertiary sampling
units (TSU) were households, and ultimate
sampling units (USU) were respondents more
25-70 years of age in the household. Inclusion
criteria included: ages 25-70, city residents
during study period, and consent to participate.
Exclusion criteria included: temporary residents



(less than six months) and those living in
institutionalized settings such as universities,
prisons, barracks or in insecure areas, not
consent to participate. The interviewer was
instructed to find the masjid as a fixed landmark
or a very populated street within the
boundaries of the selected location and,
following the bottle rotating rule, proceed to
series of households. The survey team consisted
of male and female to observe the cultural
sensitivity of society.

Variables and Data Collection Tool: Data
collection tool (WHO STEPS) adapted in advance
used to collect demographic, socio-economic,
clinical, and behavioral data via face-to-face
interviews. Weighing scales and tension tape
were used to measure body weight and height.
A body mass index (BMI hereafter reported
without units) > 30 kg/m® was considered as
obese, 25-29.9 was considered as overweight,
and 18.5-24.9 was considered normal weight
(19). Likewise, the obesity grades I, Il and IlI
were categorized in BMI scale as 30-35, 35-40
and >40, respectively. A waist circumference
294 c¢cm for men and 280 cm for women was
considered as central obesity (20). Cuff type
sphygmomanometers were used to measure
systolic and diastolic blood pressure (BP) thrice
with five minutes between each measurement
at a sitting or lying position by trained
surveyors. Systolic blood pressure levels 2140
mmHg and/or diastolic pressure levels >90
mmHg were considered hypertensive (21).
Hypertension (HTN) in this study was defined as
having a previous diagnosis of disease or being
diagnosed by measurement during the study.
Blood samples were collected and processed by
lab technicians under supervision of the lab
coordinator. After shipment of samples to the
Central Public Health Laboratory (CPHL) in
Kabul, they were stored at -80°C until glucose

and biochemical measurements were
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completed. For enhancing quality of data close
monitoring was carried out throughout the
processes. Epi Info version 7 (22) was used for
data entry. IBM SPSS software version 20 (23)
was used for data analysis. Chi-square and
logistic regression was used to examine the
association of relevant variables at univariate
and multivariate levels. For this study a blanket
approval was obtained for main survey by the
institutional review board (IRB) of the Ministry
of Public Health. Written informed consent was
taken from each individual before the interview
while it was read for illiterates. The results of
physical and biochemical measurements were
communicated to participants while
confidentiality of the information gathered was
maintained. Biochemical tests were done by
central public health laboratory using their own
kits. Cut off point for total tri-glyceride, total
cholesterol, high density lipoprotein (HDL) and
low density lipoprotein (LDL) was considered as
150, 190, 40 (50 for female) and 100mg/dL,
respectively.

Results

Descriptive Analysis: After validation and
cleaning, 1,129 (94%) out of 1,200 participants
were eligible (having blood specimen) for
analysis including men and women aged 25-70
years. The analysis was done on 1,125 records
which had full information of BMI calculations,
whereas four records excluded due to lacking
complete BMI information. For few variables
there are missing data which is reported in
tables.

Out of these, 47.4% were males and 52.6%
females. Mean age of this sample was 41.5
113.1 years. More than half of the respondents
(54%) were illiterates, and 82.7% of participants
had a monthly income <10,000 Afghanis
(equivalent to approx. USD 150). Majority of the
study participants were married (85.8%), while



more than 80% of women were housewives
(table 1). Mean height, waist circumference and
weight were 162, 87cm, and 66.6kg
respectively. Mean and standard deviation (SD)
of body mass index was 25.4 + 5.3 kg/m’.
Descriptive statistics demonstrated that 5.6%
were current smokers of which half had smoked
for 10 years or more while about twice of that
(10.8%) were mouth snuff users. Around 45% of
respondents reported to use liquid oil for
cooking. On average, the subjects were taking
fruits 2.14 days per week and vegetables 2.89
days per week. Ten percent of respondents
were employed at jobs that required vigorous
physical activity and 21.6% at moderate levels
of physical activity.

The overall prevalence of overweight was 31.8%
while it was found to be 35.6% in women and
27.6% in men. Average Body Mass Index (BMI)
and Standard Deviation (SD) were 2616 in
women and 24.7+4.3 in men. Moreover, obesity
grade one to three in women were 12.2%, 5.2%,
1.9% and in men 10.1%, 1.3% and 0.4%. In
short, the general prevalence of obesity was
15.7% with differentiation of 19.3% in females
and 11.8% in males. The combined prevalence
of both overweight and obesity was 47.6%. The
biochemical measurements findings show that
mean and SD total triglycerides, cholesterol,
HDL, LDL, and fasting blood sugar were 155.3 +
61.6, 180.7 £ 47, 45.2 + 10, 104.5 + 38.2, and
92.3 + 86.2 mg/dL, respectively. In general, the
central obesity was 52.3% among participants,
from which 72.1% in females and 30.3% in
males were reported. Almost one third (28.4%)
had higher cholesterol and 45% had higher
triglycerides. Moreover, high LDL level was
47.2% and high HDL level was 47% in both
groups. The full description of these variables
could be reviewed in table 2.
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Inferential Analysis: Tables 3 and 4 show the
association of main  demographic and
behavioral risk factors with obesity. As shown in
table 3, odds of being obese are increasing as
the age increased. Males were 0.56 times less
obese compared to females (95%Cl: 0.40-0.78).
Although few reported the monthly income
when questioned, available data shows that
level of income as a proxy for socioeconomic
status is associated with obesity (OR=2.33, 95%
Cl: 1.40-3.85). Categorization of taking fruits in
days per week had significant positive
relationship with obesity. Those who were
taking fruits three or more days per week had
odds of 1.68 as compared to those taking fruits
less than three days per week (95% Cl: 1.24-
2.51). This is a surprising finding which shows
taking fruits have led to obesity. It requires
further investigations and analysis. We could
not find any significant association of education
level, marital status, physical activity and
smoking with obesity. Central obesity using
waist circumference was also associated with
general obesity using level of BMI (OR=15.45,
95%Cl: 8.66-27.58). Moreover, those who were
hypertensive had 2.64 times (95% Cl: 1.90-3.65)
more odds of being obese. Level of blood bio-
chemicals such as triglycerides, total
cholesterol, HDL, LDL and fasting blood sugar
were not significantly associated with obesity at
bivariate level.

After running multiple logistic regressions,
factors such as age, sex, blood pressure,
frequency of taking fruits and level of
triglycerides were independently associated
with obesity after controlling for other
variables. Table 5 shows further details.

Discussion

Based on findings almost 16% of adult citizens
were found to be obese and by adding the
overweight it raised to 47.5%. This percentage



increased as age increased in females. Although
this percentage is very low as compared to
other studies in Afghanistan and other
countries, nonetheless overweight and obesity
should be considered as a significant public
health problem in urban population particularly
among females in Herat City. Most of the
studies have reported higher prevalence of
overweight and obesity among women than
men and that may be due to lower physical
activity among women (16-17, 24-28). As
mentioned earlier, higher age was associated
with higher proportion of obesity. It could be
due to lower physical activity and impact of
hormonal changes by increasing age. The
association of age and obesity has been studied
by other studies (16-17, 29-30). Foods, for
instance fruits and red meat were associated to
obesity. Taking fruits as a meal could prevent
gaining weight and it is mostly due to its
content. Nonetheless consumption of red and
fatty meat during lunch and dinner in various
forms are common which has been associated
with obesity in this study; however, the results
are not significant. Many studies have reflected
the association of food stuff and obesity (17,
31-32). Blood pressure combined with obesity
has been reported in our study which is
significantly associated to each other. These
findings have been reported by other studies in
Afghanistan (16, 17) as well as in other
countries (14, 33). Level of triglyceride was
associated with obesity which has been
reported by another study in Jalalabad City as
well (16).

The study has some limitations. First, the results
cannot be generalized to all provinces in
Afghanistan as the study group was from one
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urban setting and cannot be assumed to be
representative of all adult populations in the
province. Second, it was a cross sectional study,
therefore, causality of the relationship between
the factors reported and obesity is not possible
to be ascertained. Third, we excluded the
insecure areas from our study and because of
fund limitation did not list all households ahead
of survey. Fourth, since this was a study
originally designed for NCD therefore could
inadequately include full risk factors associated
with obesity. However, the finding of this study
is noteworthy because of being first of its kind
in this city as well as sufficient sample size and a
high response rate.

Conclusion

The interventions for control and prevention of
obesity would contribute to avoiding most of
other problems instigating from lifestyle
changes. Designing interventions focusing on
mentioned factors by involvement of other
sectors could reduce the level of obesity in this
city.
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Table 1: Frequency distribution of demographic characteristics of the study participants

Variables Categories Subjects (1129)
Number Percentage
Age
25-34 399 35.3
35-44 288 25.5
45-54 220 19.5
55+ 222 19.7
Gender
Female 594 52.6
Male 535 47.4
Level of Education
llliterate 607 54
Primary and unofficial 380 33.8
Secondary school 73 6.5
High school and over 64 5.7
Work Status
Official Employees 100 10.2
Private Business 89 9.1
Worker/Farmer 184 18.8
Jobless 51 5.2
Housework 461 47.1
Monthly Income in AFN
Less than 10000 454 82.7
More than 10000 95 17.3
Marital Status
Single 53 4.7
Married 964 85.8
Widow/Widower 83 7.4
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Table 2: Frequency distribution of behavioral risk factors for obesity, among the study

participants

Variables Categories Subjects (1129)
Number Percentage

Total Cholesterol

<190 mg/dL 808 71.6

> 190 mg/dL 321 28.4
LDL

<100 mg/dL 596 52.8

>100 mg/dL 533 47.2
HDL( borderline 40 mg/dL for male and 50mg/dL for female)

<40 and 50mg/dL 598 53

>40 and 50mg/dL 531 47
Triglycerides

<150 mg/dL 621 55

>150 mg/dL 508 45
Fruit serving ( days per week)

<3 870 83

>3 178 17
Vegetables serving (days per week)

<3 762 71.4

>3 305 28.6
Type of Kitchen Oil

Liquid 503 45.2

Solid 380 34.1

Both 221 19.8
Cigarette Smoking Status

No 1055 94.4

Yes 63 5.6
Mouth Snuff Status

No 994 89.2

Yes 120 10.8

Vigorous Physical Activity
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No 1004 89.6

Yes 116 10.4
Moderate Physical Activity

No 877 78.4

Yes 241 21.6
Pedal or bicycle for 10 Minutes per day

No 765 68.4

Yes 354 31.6
Reclining/siting (hours per day)

<3 409 38.9

>3 642 61.1

Table 3: Bivariate analysis of bio demographic and socio-economic factors and Obesity among study

participants in Herat Afghanistan

Variables Categories | Non-obese Obese Odds Ratio Cl 95% LL Cl 95% UL

Age in years

25-35 354 (89.4) | 42 (10.6) 1 Reference

35-45 234(81.2) | 54(18.8) 1.945 1.258 3.007

45 - 55 175 (75.9) | 45(20.5) 2.167 1.371 3.426

55and over | 185(83.7) | 36(16.3) 1.64 1.016 2.649
Gender

Female 478 (80.7) 114 (19.3) 1 Reference

Male 470 (88.2) | 63(11.8) 0.562 0.403 0.784
Level of income (monthly income in AFN)

< 10,000 382 (84.1) | 72(15.9) 1 Reference

> 10,000 66 (69.5) 29 (30.5) 2.331 1.408 3.859
Level of education

llliterate 502 (83.1) 102 (16.9) 1 Reference

Literate 441 (85.5) | 75(14.5) 0.837 0.605 1.158
Smoking

No 883 (84) 168 (16) 1 Reference

Yes 56 (88.9) 7 (11.1) 0.657 0.294 1.466
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Snuffing

No 832 (84) 159 (16) 1 Reference

Yes 104 (86.7) | 16(13.3) 0.805 0.463 1.4
Strong Physical Activity

No 840 (83.9) 161 (16.1) 1 Reference

Yes 101 (87.1) | 15(12.9) 0.775 0.439 1.367
Moderate Physical Activity

No 740 (84.6) 135 (15.4) 1 Reference

Yes 199 (82.9) | 41(17.1) 1.129 0.77 1.656
Sedentary lifestyle in hours daily

< 3 hours 354 (87) 52 (13) 1 Reference

> 3 hours 531 (83) 111 (17) 1.423 0.997 2.031
Fruits serving days per week

< 3 days 743 (85.7) 124 (14.3) 1 Reference

> 3 days 139(78.1) | 39(21.9) 1.681 1.124 2.515
Vegetables serving days per week

< 3 days 647 (85.1) | 113(14.9) 1 Reference

> 3 days 250(82.2) | 54 (17.8) 1.237 0.867 1.765

Table 4: Bivariate analysis of pathophysiologic factors and obesity among study participants in Herat

city Afghanistan

Questions Categorization Non-obese Obese Odds Ratio | C195% LL | CI95% UL

Central Obesity

No 522 (97.6) | 13(2.4) 1 Reference

Yes 426(72.2) | 164 (27.8) | 15.458 8.663 27.583
Diabetes Mellitus

No 858 (84.6) | 156(15.4) |1 Reference

Yes 90 (81.1) 21(18.9) 1.283 0.775 2.126
Blood Pressure

No 645 (89.1) | 79 (10.9) 1 Reference

Yes 303 (75.6) | 98(24.4) | 2.641 1.906 3.659
Total Cholesterol

<190 mg/dL 675 (83.9) 130(16.1) | 1 Reference

> 190 mg/dL 273 (85.3) | 47 (14.7) | 0.894 0.622 1.284
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Low Density Lipoprotein (LDL)

<100 mg/dL 499 (84.3) | 93 (15.7) 1 Reference

>100 mg/dL 449 (84.2) | 84(15.8) | 1.004 0.728 1.384
High Density Lipoprotein (HDL)

<40 and 50mg/dL | 501 (83.9) | 96(16.1) 1 Reference

240 and 50mg/dL | 447 (84.7) | 81(15.3) | 0.946 0.685 1.305
Triglycerides

<150 mg/dL 532 (86.1) | 86(13.9) 1 Reference

>150 mg/dL 416 (82.1) |91(17.9) | 1.353 0.981 1.866
Taking Table Salt

No 708 (83.2) | 143(16.8) | 1 Reference

Yes 211 (88.3) 28 (11.7) 0.657 0.426 1.013
Taking type of oil kitchen

Liquid 446 (84.8) | 80(15.2) 1 Reference

Solid 310(81.8) | 69(18.2) | 1.241 0.872 1.766
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Table 5: Multivariable analysis of risk factors and obesity among study participants in Herat city

Afghanistan

Questions Categorization | Adjusted Odds Ratio | CI95% LL | CI95% UL | P Value
Age groups
25-35 1 Reference
35-45 1.681 1.023 2.764 0.041
45-55 1.845 1.095 3.11 0.021
55 and over 1.129 0.632 2.017 0.682
Sex
Male 1 Reference
Female 1.884 1.281 2.769 <001
Triglycerides
More
1 Reference
Less
1.003 1 1.005 0.035
Average Systolic Blood Pressure
No 1 Reference
Yes 1.025 1.015 1.036 0.000
Fruits taking in days per week
More Reference
Less 1.108 1.007 1.218 0.035
Red meat in days per week
More
1 Reference
Less
1.191 1.04 1.364 0.012
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Assessment of Complications of Newborn in Twins
Pregnancies: Malalai Maternity Hospital, Kabul,
Afghanistan
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Zhwak,MD Medical University (KMU),

Cell Phone: 0093 (0) 700188643

Email: drzu.cure2@gmail.com,

Abstract

Background: Twin pregnancy is a special condition that causes obstetric complications including life-

threatening conditions.

Objective: To assess newborn complications among twin pregnancies.

Method: An analytical cross-sectional study has been done during two months, from 21 January to 20

March 2016. All twin and singleton pregnancies over 28 weeks delivered in Malalai Maternity Hospital

(MMH) were included in the study. Newborn complications were studied among these two groups, and

these groups have been compared for different prospective including gestation age, newborn weight

and newborn death. After analysis of the data, odds ratio of the data has been calculated.

Results: Within the two months 4,035 pregnant women delivered in MMH comprises of 63 twin cases.

Twins’ rate was 15 in 1,000 pregnancies. Average age of mothers was 26.2+4.8. This study found that

twin pregnancy was a risk factor for newborns with low birth weight (OR: 26.7; 95% Cl: 22.6-31.1),

premature labor (OR: 18.7; 95%Cl: 15.4 -22.6) and newborn deaths (OR: 14; 95% Cl: 6.1 to 34.3).

Conclusion: Newborn complication in twins is higher than singletons especially premature deliveries

significantly increase newborn deaths cases.

Key words: Twins Pregnancy; Premature Labor; Low Birth Weight; Newborn Death.

Iy Jab g yole Ol ’Lay.a &S Wab 3150 83lygs dye 9 Yy Ol b Wilgs o &S Cawl Sl ols Sl SO SSBss Jer
Dl (0 dzlge shs &

Jos £535 60155 Ll 31 .Caul 0u3) Wi Voor 50 Cauws ) 95 G Jseme a5 Cawl Gislite Olas ol 35 o SSBss Oilegds

35 By Vs 33 ¥ Oble 55 O £ 689 .abb e bawsie do 4 Gliwgy Judw 3D 9 (5wS L bl 5 oo Oliwgy olew 53 SIB9d

@9y O Olegds dd iy gla 39S 10 sl Jl Vo b 5 Tl Wi Vove yo 50 08 B PR i 31 50 5 Wgd Veooe Lo 53 VY (S0l

5 (ART) Assisted Reproductive Techniques ,SsS (5395l «g)lS doss oS Su,ed glo 19 ) eolatul o s¥s oS 059y Lial33)

Uit SI93 daz b Lo @l Tl olhen SV5 0Ly 9 B e 5 Sye Ol b (SSB95 des kil YU G 55 Sl

\

Nl s 4505 sl Ols O35 3 UB s 9 Sie T Wigdus s S Jes Oz el 31 GG sl e 3 i 45y

Ghazanfar Medical Journal, Volume 2, Issue 01, March 2017



0S 035 85 31 JB OdYs goen Gdls> ond Wes Jab gl wilus Olbdust 31 J sligd glp 45 soke gl s 6 SSBss Yoo

F35,8 @ly Sye 5Swn 5 WS Ol

(IUGR) «sa¥s wla Gilolul <28 31 b ©a¥s Jalis O Slbdlis] 059y olyass e Ol by (SiBss sla oo &S Canl polne

Twin to Twin Transfusion Syndrome (LBW)Low Birth Weight (e>) J&I> &) ,&5 Intra-Uterine Growth Retardation

Pal o I3 s Sye 55 31 duiz 9 55l 6l Jas gus LBlse Glegdy o o 55 Canl 032 3 (TTTS)

-MCH- Pakistan Institute of Medical Science Sy 35 4S5 ¥+ solwd JI V399 (gHgis o 3o dlwgs prospective dslllae 3
azlge GYy Gl 9 WaYs 31 B Olbdas) ay 3ok OB Wiz deo b glo @3l 45 wb (655 amd S35 Liygo sbl el (PIMS)

Cadlye Cgo ol Sl deogd 5 oud olulis 5 pasie Jd 5l b Guie)ls ool akilue ol sla Cudlye Jiails Ols Olalis 5 Wl

old gloligs 9 0ol sl (Intensive Care) pol> glo Cudlye GBSl Wb § 9,8 Oygo Slslis yo Sa¥s Oley «oYs I LB slo

55,8

sle Jos YL b yo0l Gwagwalada Abuja (suiagy s )ydd dlslad 5o &5 Jlw 63 31 ;3L Ouwe 5o Retrospective d=llae S 5o

slo Jo> Outcome j5 &oVy Gloj gy Consin 9 OY9 3l JB8 lo Cudlyn Lo Gugmw & ud S8l 8)S Cygo SBod

Dl i)l b SBss

2l sdue =Bly Gloligd Sye Goales dw 9 yole Sye YAV BLESSI 4y 5) sl )5S 33 diVle a5 63,5 4 Glgz oo Olole

Post- 5 Preeclampsia JikPerinatal g go¥s Oldisl (SBss sla Jos 53 Sl 5 il sla 4e58 Oluogas

Masb e iol3) partumhemorrhage

Gl R Lo (SSB95 5009 Sy Sl 95290 dilis Sl sl )5S 55 Logiase 9 BLESH 4 5y sl H5aS 10 &S Me oy

O3 Cawl st iyl e Sszgy BLESSI 4y 5y slo 45iS 53 OIhigs 5 Ghole 6l 1y uz sl Slihs (Si9s slo o 4yl 4

RP e dlas 31 &S (o Sl-lad 1 0gh dtudls WS (0 Oy omo Shhe 30 &S Glolig 855 logass L 355 39S 55 Olyhs

dao 35 Olsligs GBS b3 L axllhe Bus 5 us Gl ol LS a8 paw 35 e gaw 4 Olysle 4 Slads 0uS adye

Sl oo e dilslas 50 Lo SOG e b OF dunlie 5 (K369

g g 9o

B3 sl Jes pla L85 Cygo WAF igo Vo I IVAF Jlu glo Jgl 3l ole 90 e 50 hdod Cross- Sectional dslUas

ddlae Joli il 03,5 Oo¥y e dlslas jo &5 ade YA 31 3V (SO0 slo dos 9 (WosS 1y oo SO 30 Guis 99 Codgmge)

dols Joo O plo plo & Olanye Joe OBT (oo 3 @l glo doo do baku (ouiz 93 31 Bob) sla dea s 5uwsS

il owys)S gils dslllae 1 witils JwSS U glo dewgs &5 i3 Gl e 9 309 04 Sy

Oga Ololigl Sy 5 (LS YO+« 3l RS djgs Jab (39) Low Birth Weight (235 31 U3 Vs pasl gisb 4 @dligs Olbdis

Byl sl mez Jsuz 230 5 4b sl gaz Ololigs Lisy 5 wils Oldes @l G3Ys OPD jusly GUS 1 Byl .35 13 asllas

0,5 duglie SIS o Jem 5 SB90 glo Jas Gy 30 o Ohligh Ot Colgd o b 8l oYy sluss lunl .ad,S

,hiae < 0,05 (P- Value) Significance Level asllhs ()8 9 Cowl 008 dy3o5 9 Judos Chi -Square Test Jawgs odal Cawds el

W
Gygo DYy FoV0 oluss 4y «Cawl I g 50 93V slo dilslads oy 53 =35 3 N0 &S (gt e dilslad o ol 93 O o

GSoB98 Glysle G Jawgl 9 oV Veee 53 10 ole 95 b 1 SS90 Jas 535 090 LSIB 95 Vs Y dles T 3 &S Cawl a8 S
el 06005,5 CLHS Yo+ F.5 L

Ghazanfar Medical Journal, Volume 2, Issue 01, March 2017

27



Uﬁ.’\@ga Olas o Slasin (V) Jgve

Variables Groups N(%)
Primigravida 24 (38%)
Gravidity Multigravida 20 (31.7%)

Grand multigravida

19 (30.1%)

Type of Delivery

delivery

Normal vaginal

42 (66.6%)

Cesarean section

21 (33.3%)

Gestation Age

Term

47 (74.6%)

Preterm

16 (25.4%)

Weight of baby

Low birth weight

22(34.9%)

Normal weight 41 (65%)
Yes 7 (11.1%)
N tal death
eonatal dea No 56 (89.9%)
v 31(499
Perinatal Adverse Outcome Ni)s 32((51%:0))

Se s G )9 (oo Gw «3Y9 sl diy b 3590 5 (:@)I (&.ﬁéljw‘b Sleogas 3yg08 30 paite Ologlza (V) Jgde o

W S38g¢s s Perinatal O\bYas blSy) :(Y) Jgo

el ouds ol @Sjo Jes o

O LbALS | Twins Singleton Total
Perinatal N(%) N(%)
Yes 31(49%) 215(5.4%) 246
No | 32(51%) 3757(94.6%) 3789
Total 63(100%) 3972(100%) 4035
OR=16.7(95% Cl. 9.99 - 27.8)

GG s 30 iz M) dSlo )5 D9y ol 3929 b e M LT (wadFa) 33 7Y 035 55 (03 £Y) SBss Olas e plé )l
doo b duglde 55 1y Gisie bS] Gasl 529 puile (K39 Joo oual Cawdy pByl Cald Hhasys b .Cawl 0ud C3L)> wadd f Lo
(P< 0.001).a8use Liols3l OR=16.7(95% CI: 9.9 - 27.8) 4y V8 LS5 slo

Cdg 5l b8 Vg () Jgue

Ghazanfar Medical Journal, Volume 2, Issue 01, March 2017

Jad OoYy Twins N(%) Singleton Total
aldg ) N(%)
Yes 16(25.4%) 71 (1.7%) 87
No 47 (74.6%) | 3901(98.2%) 3948
Total 63(100%) | 3972(100%) 4035
OR=18. (95% Cl: 15.4 to 22.6)



A CBbys (wadhy) o5 VY GSOBS Jes 5o SUle 50 (LadY0.F) 3 V8 SOBod pa e FF 85 5o C8g 5l U8 sla &Yy sluss
Gl LSOl Jes 4y 55 OR=18. (95% CL15.4 to 22.6)4she WA Iy Cs 51 U Oas uily (S35 Jas G353 ol i
P- Value <0.001.404.0

W SSgs 9 Neonatal death:(¥) Jgo=

Neonatal Death | Twins N(%) | Singleton N(%) Total
Yes 7(11.1%) 32(0.8%) 39

No 56(89.9%) 3940( 99.2%) 3996

Total 63(100%) 3972(100%) 4035

OR=14.6(95% Cl: 6.19 to 34.3)
doz 3 YY 05 Lo ol aSJl> 5o ous =35 Neonatal death oli 335 (wad V1.Y) 3 V allhas Cod (SS90 pape £ dles

V¥ I, Neonatal Death ¢ 635 (S593 Jas &S dgdue blaul oz $98 Byl Cuiloyas 5o b .Cawl 0033)S il (wad =) SBG
(P<0.001) woiwe o338 OR=14.6(95% CI:6.19 to 34.3) 43l,0

b (S50 9 SO890 Jum 3> Wi Ole) 33 65 039 L WIolye:(F) Jgux

Low Birth Weight | Twins N(%) | Singleton N(%) Total
Yes | 22(34.9%) 78(2%) 100

No 41(65%) 3894(98%) 3935

Total 63(100%) 3972(100%) 4035

OR=26.7(95% Cl:22.6 to 31.1)

Cos SOBss glas,e yo Low Birth Weight Olsdly a5 059 0wl Lis 4 Jlab) Legamwe dlusd F+9A dgius odalin dSawd
5 Low Birth Weight uil> S dsius 655 doud by Caul (%Y) VA Ln (S0 Jos 35 aSJl 30 059 (Ladd¥.5) o5 22 dllhs
(P< 0.001).Cousl (S350 Jaz 31 b 1031.1)OR=26.7(95% CI: 22.6 4lye YA (S35 Jas

Sy odd Cud b SSBG des 53 iz Giloylyl dsly VY Sl 53 093 ouids ol Lo (SOB9s 1o fuie ilesll e Gae (3l 5o

.

33 9 3130 33 ¥ Gble 58dS ol 53 VW G0l 59iS o dSUle 5 WS by Ga¥y e 53 10 daxlllas ool 5o b SOBes Oliee
doz b duolie o (SSBss des Oud =8ly o B,k Sl oad 033 GBS e 50 03 1 ¥ 31 Oigliie olis 3l slo yeiS
gl u hawgl .l 39 sl Cdlyo 4 Cslhs o b dellhas .Gl Ga¥g OV 50 Y (liwSh j5aS 30 9 993 OV FF 50 Y SO

JTay15 3ys0 ol 55 Olllas plo b Caalis dS oud Cébys dsllhe ool 4o Y5+ F.5
Clyo faw SO slo Jos @, ddlhe V8 adlhae ol 5o Conl b (SSB90 Ugame OlbMis| das ) &5 89 51 L& OaVy
S ) sole oS Ly 6313 338y Syia 9 (Shelo b plss (g5 HLad b8 o) U Sl i Gad Sz 0See 02 OF s 5 ol 03,8
e (LadVOOF) Ml 545 53 ek L 45 0391 LadYO O £ 585 Bedod G030 bl iSen (liadly o 52 51 L dzlss
(Lad)+Y) 3dos puad b & wadIAY S8y 5l dd sle Oy ple gu 5o (SOBss 35 1 Ud OoVs g 585 Oligma 5 "3l

Ghazanfar Medical Journal, Volume 2, Issue 01, March 2017



23 3380 OIligime 5 She ilidl Cuely 5 Wes plia )3 35 039 0392 65 Sl s G 355 B9 3l S Oy oyl Gilssan
2 el oas 031y S Sz 55 0.5 (SSBss das )3 Glis e 5 Sye Olies Cawl ous plowl Sy al 55 oS Olsdlhas 31 Sy
05dS 35 dSuysh dasde B Ools b by slo yedS 1o &SIl 55 e )3 VoY Lzl 5 5 'Oy e 53 VoA HlSh
Slo yeiS ple 9 b 5SS o pByl Gy wily w33,S 8Ly Gy Hlia 5 VY- O Olyes dsdlas ol 53 "l Sl 53 FY LSSl
b Wlgte CudS b oo Oleds ddye 53 CSUin 9 (b Oliupad 5 LKl Cosgge pus Llon BLESSI 4,

o SOG4 Carud fien 4l V8 dsdllas o 53 4 Cawl (LBW) Woi Olej oS 035 Lleo o (SSB93 Ololigh 5o ;500 Jgeme bz
2 OF ol Cds 03003 Tad Gl s RS (adsY.Y) [Sus dsdlhs 4y Jlai 4 009y wadYF.s O ¢535 9 (P<0.001) us 8Ly
ool b [SSBss 5o Cdg 51 Jd SoVs

Oy 31 Jd Oleds Cadgzge pas b 5 95405 ccawlial oladl 5 elsin] Cumdy ol BLESII @) 9 59dS SO Gliudlsd] 455 )sb
Sy wily o SO0 g 50 L O1oligd 5 Obsle sae 5 Sye Oliae (udiS G fwnd poydiw 5 Jib (33 (392 o L Prenatal )95 b
SaS 39S 5> Glidod eaes )3 diedy gl 9] Cwd 4 @l OLYs 5 59dS haw 33 She ple 3 Gam Blades (ol plos]

g dalgs ouS

ExS dons
JSE 4 1) OIg e 9 Sye Jhas &S Cdg 5l JS Oy gty 039 dily Ololisl Gt (G des 4y L3 U898 des 5o
Aod e ginli8l dasde LB

Ololgidw

Joo OS] Ciasio 33 O35 31 U3 Glo) 13 g 9 oo Oledsd § Lo LT (Lo Oleds & Luwiwd §lp SLEKI Giol;8l
b ol 5 Gy pixse «(83Y9 608))s Guaasie doyd .Cuwl cawlie Slo G3OIRw 4 Wil L (ol &S 3l CoySge SSBos sl
0393 iy Ololygs SlbMust SSBs 3 1) 39 dalgs 0diS SaS Lhs 53 J19g 9 Obdle 33,5 Jhas 30 Lgs Oliugss 9 OLII
dadee Giolidl ¢l dhasde LB JSs @ 1y Ololigs je 9 Sye s oS Cdg 3l UB DYy pogase

References
1. Akaba, G.0.,Ahida, T.E.,Onafowokan, O. pregnancy. ObstetGynecol, 104.
(2013). Review of twin pregnancies in a Pp.869-83.

tertiary hospital in Abuja, Nigeria: J
Health PopulNutr. 31(2).Pp.272-7.

American College of Obstetricians and
Gynecologists Committee on Practice
Bulletins-Obstetrics, Society for
Maternal-Fetal Medicine, ACOG Joint
Editorial Committee ACOG Practice
Bulletin #56. (2004).multiplegestations:
complicated twin, triplet, and high-
order multifetal

Ghazanfar Medical Journal, Volume 2, Issue 01, March 2017

Ashworth, M.F., Spooner, S.F.Verkyl,
D.A. et al. (1990). Failure to prevent
labour and delivery in twin pregnancy
using prophylactic oral salbutamol. Br.
J. Obstet. Gynecol. 97: Pp.878-82.
Bruce, W.K., Thomas, H.K., Richard,
H.P.(1989). Twin gestations: |. Antenatal
care and
complications. Obstet. Gynecol; 74: 313
-Pp.7-11



Bush, M.C,Pernoll, M.L.  (2007).
Multiple pregnancy. In: DeCherny AH,
Nathan L, Goodwin TM, Laufer N.,
editors. Current
treatment,
gynecology. 10th ed. New York, NY:
McGraw Hill; Pp. 301-10.

Chohan, M.A., Bashir, S.P.
(1998).Prenatal mortality in multiple
gestations. Pak, J. Obstet. Gynecol. 11:
Pp.50-56.
Honlihan,

diagnosis and
obstetrics and

C.,Knuppel, R.A.
(1996).Intrapartum  management of
multiple gestations. Clin. Perinatol. 23:
Pp.91-116

Jewell, S.E., Yip, R. (1995).Increasing
trends in plural births in U.S. Obstet.
Gynecol; 85: Pp.229-32.

Mazhar, S.B.,Peerzada, A., Mahmud, G.
(2002).  Maternal and  perinatal
complications in  multiple versus

singleton pregnancies: a prospective

Ghazanfar Medical Journal, Volume 2, Issue 01, March 2017

10.

11.

12.

13.

14.

two years study. J Pak Med Asso52(4):
Pp. 143-7

Minakami, H., Sato, I. (1996).
Reestimating date of delivery in
multifetalpregnancies. J. Am. Med.
Assoc; 275:1Pp. 432-34.

Mutihir, J.T., Pam, V.C. (2007). Obstetric
outcome of twin pregnancies in Jos,
Nigeria. Niger J ClinPract.; 10:Pp.15-18.
Obiechina, N.J.,Okolie, V.E.,Eleje,
G.U.,Okechukwu, Z.C.,Anemeje, O.A.
(2011). Twin versus
pregnancies: the incidence, pregnancy
complications, and obstetric outcomes
in Nigerian tertiary hospital.Int )
Womens Health;3: Pp.227-30.

Omu, A.E.(2003).Multifetal pregnancy
In: Okpere EE,
obstetrics. 2nd ed. Benin: Uniben Press;
Pp. 180-8.

WHO (2011). World health statistics.
Geneva: World Health Organization; Pp.
43-55.

singleton

editor. Clinical



A Cross-Sectional Study on Burden of Hepatitis B/C and
HIV Infection among Herat adults’ citizens, Afghanistan

Khwaja Mir Islam Saeed, MD, MCs Head of Grants and Contract Management
Unit (GCMU), Ministry of Public Health, Kabul
Afghanistan,
Cell Phone: 0093 (0) 700290955
Email: kmislamsaeed@gmail.com

Abstract

Background: Hepatitis B, C and Human Immunodeficiency virus infections are important global health
problems. Information for mentioned infections are lacking in Afghanistan. The objective of this study
was to determine the prevalence of HBV, HCV and HIV infections and describe their risk factors among
adult citizens in Herat City, Afghanistan.

Methods and Materials: This study was a descriptive cross-sectional study conducted in May-June 2015
of 1,129 adult citizens of Herat City. Demographic, socioeconomic and lifestyle factors were collected
using WHO STEP wise approach. Rapid tests were conducted to identify the prevalence of HBV, HCV, and
HIV infections. Statistical analysis performed Using SPSS version 20.

Results: Totally 1,129 clean records used for analysis of which 47.4% were males and 52.6 were females
with mean age of this sample was 41.5 + 13.1 years. More than half of the respondents (54%) were
illiterates; majority of the study participants were married (85.8%), while more than 80% of women
were housewives. Smoking prevalence was in 5.6% among study subjects and 10.8% were mouth snuff
users. The prevalence of HBV using HBsAg was 3.3% (37/1,129) and the prevalence of HCV was 0.2%
(2/1,129). In addition, 100 samples were sent to Ankara, Turkey for more advance testing. Four samples
out of 100, which were sent to Turkey, were reactive for HIV infection while none was positive in Kabul.
Being positive for all infection in one person were not reported.

Conclusion: While the burden of HBsAg and anti HCV seropositivity in the study was low as compare to
other countries, however the risk of getting infection remains high. Furthermore, 4 out of 100 being
positive for HIV are very high as compared to suggested burden. Public awareness and health education
regarding risk factors for viral hepatitis and encouragement for vaccination is recommended.

Keywords: Hepatitis, HBV, HCV, HIV infection, risk factors, Afghanistan

Ghazanfar Medical Journal, Volume 2, Issue 01, March 2017



OUS>

Ky

JolS Ul 5a5 3w 33 (HIV) Gugyps Ol 5 (HCV) gg5 3 (HBV) 95 &S Lwsys Cladl LI g9y Giloye o ghis dsllias
08,5 Oygo Oluslsd) Olyo 448

Ologlan .0 Olaz g 13 sdes glo (Ble L] Sidlee ol 3323 5w 9 (2 £95 &S w3 Wl Osz CLLS $laie
G2lS Ol 5 v 3 (02 £59 uss Clatll S g oud s 1 dsllhs Bus .Canl oS Oliuslisl praw 55 0,Size GBS bl 5
il bbbl Olye ad 3 Oludd b w0 O b gl )93 g 85 5 il GLdlee

JolS 81,3 ;a5 VWV 0096 Jols b Y10 Jl (92 5 (0 Glo ole )3 &S o9y Sloye 9 (2 ghille o i3 g o8 3 dslllas ol tagim
G2 oy gy 3l oslatul b (Su3j 3k sla 1558 9 eluazl-golaBl (Sl ,Seard Oloslee .Cuul ddly plosl Olyo j4d oxdd 48
Cladl g ord 0994 pasin sblxy @lsilY @ glo Caud Cuwl 0033)S G35] @es (WHO STEPS Tool) Olyz oo Olojle
ploxil (SPSS V.20) 55 <l 3 oolitul b emlas] glo Julos .Caul 488 Epo b psyew 835 69 &l gl 9 o 5 (2 £55 owd
FOWPEN

Jawgl 383 OB Ll %OV.5 9 Olope Ll %FV.F &S 8,5 1,3 odlitul dy90 Juloss Hblou o deas 350, VWY g gama 5o 1l
Jolie dellas o oldl CosS g 6809 dlgus %OF Lim Ll (aas 31 5ol 09 Jlo WY gilee Blyssl b Jle $1.0 T e
by 50 slgal %V +.A 5 0391 %0.5 OySw ) 0olitul praw W39 Jiie JS1d sl Collsd By pas o @3l 51 %A+ 395 035 (%AO.A)
i %Y o £95 w99 Oladl OBl g gud 9 (H&3 VIV 3,85 YV) %Y (3 £95 AS Lwgrng Olad! Ol ¢ gud . Widgeim ool
31 denw Slaz s ) b ig sl o Hbls 4 4S5 0,1 4 (HIV) Caus bl digé Yo+ Godle 39y (G5 VYA 31,5 )
e bl @ w Gl )0 plS gun bS50 Sl 5o wails (HIV) Ol blde (Reactive) Josll (uSe 453 53 digé Vo das
el 00ES GiylS 3,8 SG 5o LS pld (89 e 3098 Cuite 0,53

08T b el sl IS 65 Lo 55dS ple @ dunliie 55 Gw 9 (2 P A5 usns Oladl gocd 9 GUI phu 4z S 168 g
ol Gl dszse 5L dulie 5o JalS o8l 5o L8 wo 5o L5 Hlaz Odgs Cude OF 3 d4ddS .oyls 1,8 Wiy Oles 1O Bye d Calas
Oiolw OF Jalie 0358 (uuSly 9 90,50 32545 US Guans OLlgl Jhs slo 4358 @ z2l) Lo Oladss 5 dole (alT Lilus

D guin

Introduction countries to more than 8% in high endemic

countries (4). Hepatitis B surface antigen
Infections due to viral hepatitis, particularly

hepatitis B virus (HBV) and hepatitis C virus

(HBsAg) is one of the serologic markers ap-
pearing after HBV infection and its persistence

(HCV), present major public health problems more than 6 months denotes chronic HBV

while on the other hand, the human infection (5). Modes of transmission and
immunodeficiency virus (HIV) pandemic with
about 34 million infected persons is another
potential threat to health of community
worldwide (1-2). According to World Health
Organization (WHO) estimation more than 2

billion people have been infected with HBV and

prevalence of HBV vary geographically;
therefore, its burden is classified into three
endemic patterns (6-8). About 45% of the
world’s population live in regions of high
endemicity, defined as areas where 8% or more
of the population are positive for HBsAg such as

350 million people continue to carry chronic
HBV infection globally (3). The prevalence of
HBV is ranging from below 2% in low endemic
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Southeast Asia and Sub-Saharan Africa. The
moderately endemic areas, such as in
Mediterranean countries and Japan, are defined



as those areas where 2-7% of the population
are HBsAg positive, and around 43% of the
world’s population live in regions of moderate
endemicity. Western Europe and North America
are considered as areas with low endemicity
(<2% of the population is HBsAg positive) and it
constitutes 12% of the world’s population (9).
HCV is another public health challenge by which
around 170 million people are chronically
infected and 3-4 million are newly affected
annually (10). Most of the patients are
asymptomatic till the disease is at its terminal
stage posing a serious threat to life (11). There
is currently no vaccine available for HCV
infection prevention due to the high degree of
strain variation (12). Chronic HBV and HCV
infection together resulted in an estimated 1.4
million deaths in 2010 (13-14). In the Middle
East region, the prevalence of HBV carriers
among adults varies from less than 2%, as in
Bahrain, to more than 15%, as in the Republic of
Yemen (15). In Pakistan, among healthy adults,
the prevalence of hepatitis B antigen was 2.4%
and for hepatitis C antibody was 3.0% (16). In a
study in Lahore Pakistan, 4.9% of the subjects
were confirmed with active HCV infections in
adult population while hospital based study
reported that 3.12% were suffering from
hepatitis C and 2.02% from hepatitis B while co-
infection was present in 0.12% patients (17-18).
Human Immunodeficiency Virus (HIV) continues
to be a major global public health issue. In
2015, around one million people died from HIV-
related causes globally. There were
approximately 37 million people living with HIV
at the end of 2015 with 2.1 million people
becoming newly infected globally (19).

In Afghanistan, there is limited epidemiological
data available regarding burden of HBV, HCV
and HIV. It could be due to other competing
priorities and years of more than two decades
of war and challenging health system. A
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prevalence study in Jalalabad city among adult
population  reported that 3.8% were
seropositive for HBsAg on rapid test and 3.4%
were confirmed positive after ELIZA. Totally
0.9% were seropositive for anti-HCV on rapid
tests (20). The prevalence of HBV and HCV in
high risk groups are higher as compared to
general population. In Afghanistan, the overall
prevalence of HBV and HCV among injecting
drug users were 6.5% and 36.6% respectively in
2005-2006 (21). In 2005, it was estimated that
7% of the general population have chronic HBV
infection (22). A meta-analysis estimates the
prevalence of 1.9% for HBV and 1.1% for HCV in
general population (23). The proportion of HBV
in injecting drug users (IDUs) ranged from 5.8-
6.5%, with an overall prevalence of 6.15% while
the prevalence of HCV in same population was
36.4% (24). In addition, the prevalence of HCV
and HBV in Female Sex Workers (FSWs) in three
big cities in the country was 1.92%, and 6.54%
respectively (25). A genotype study reported
that genotype-D is the predominant genotype
circulating in Afghani’s population after which
the genotypes C, A and B predominates (26).
The burden of Hepatitis and HIV infection is
poorly studied in Afghanistan. UNAIDS data
indicate that the epidemic presently remains
under <0.1% among the general population in
Afghanistan (27). A survey of HIV in 2012
showed prevalence of HIV among people with
injecting drug users was 4.4% while it was 0.4%
among male sex workers, 0.3% among female
sex workers and 0.7% among prisoners (28).
The cumulative number of HIV infections until
2012 were reported to be 1,529 by sex ratio of
6:1 male to female (29).

Methods and materials

In 2015, a survey was designed and conducted
to collect information on risk factors for non-
communicable diseases in Herat City using



WHO STEP wise approach. By means of this
opportunity, we included some main variables
related to hepatitis and HIV infection in the
questionnaires and analysis were performed
separately. The basic study was a provincial
cross sectional survey and the target population
were all residents aged 25-70 years living in
urban areas of Herat City. Temporary residents
(resident <6 months) and those living in
institutional settings or insecure areas were
excluded. Data collection conducted in May-
June 2015 and variables such as demographic,
behavioral and biochemical domains were
included. The Expanded Programme for
Immunization (EPI) list of the clusters were used
as a base for sampling which included the
village/area name, population, and number of
households per cluster. Using multi-stage
cluster sampling, in the first stage we
conventionally and randomly selected 16 out of
60 EPI clusters. In the second stage, from each
selected cluster five areas (called Area/Guzar)
were randomly selected, and finally the overall
sample of 1,200 households distributed among
these selected areas according to the
proportion to the size of household number in
each cluster/area. Informed consent was taken
before interview. Along with demographic,
socioeconomic and behavioral data, blood
samples were collected for biochemical and
rapid testing for HBV, HCV and HIV infections.
Samples were transported in cold boxes (2-8°C)
from field to public health laboratory, where it
was processed and serum was separated and
shipped to Central Public Health Laboratory
(CPHL) in Kabul. Altogether 1,129 samples were
fully tested for biochemical measurement and
rapid testing of hepatitis B, C and HIV infections.
Viral serology included HBsAg and hepatitis C
antibodies (HCV-Ab) and HIV rapid tests. After
rapid tests, all positive samples of HBV and HCV
with negative samples (in total 100) were sent
to Ankara Turkey for further procedures. Epi-
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info version 7 and SPSS version 20 were used
for data management and analysis. Ethical
approval was obtained from Ministry of Public
Health Institutional Review Board (IRB).

Results

Totally 1,129 clean records used for analysis of
which 47.4% were males and 52.6 were females
with mean age of this sample was 41.5 + 13.1
years. More than half of the respondents (54%)
were illiterates, and 82.7% of participants had a
monthly income <10,000 Afghanis (USD 146). It
seems that the level of income reported by
respondents was low. Majority of the study
participants were married (85.8%), while more
than 80% of women were housewives. Smoking
was prevalence in 5.6% of study subjects and
10.8% were mouth snuff users (Table 1).

The prevalence of HBV using HBsAg was 3.3%
(37/1,129) and the prevalence of HCV was 0.2%
(2/1,129). All samples were tested for HBV, HCV
and HIV using rapid test in central public health
laboratory. In addition, 100 samples were sent
to Ankara, Turkey for more advance testing.
Four samples out of 100 sent to Turkey were
reactive for HIV Infection while none was
positive in Kabul. So it can be estimated that 4%
of samples were positive for HIV infection which
is a significant finding. Being positive for all
infection in one person were not reported.
There is the possibility of changes in results if
further confirmatory tests are done on positive
or negative samples using advanced laboratory
technology. Full description of
four cases of HIV and two cases of HCV is given
in the table 2.

Table 3 shows the description of behaviors
which are reported risk factors for blood borne
diseases including HBV, HCV and HIV infections.
Around two percent of respondents practice
tattooing and 5% reported that they have been



hospitalized in last six months ahead of the
study. One third of study subjects knew about
hepatitis; in last six months ahead of field data
collection 2.7% had blood transfusion; 3.7% had
undergone surgery procedures and 8.6%
undergone dental procedures. History of having
jaundice was prevalence in 2.3%, while one-
third of them taken injection in the last six
months. Piercing was common in 44% of
subjects and 5% reported had lived with
hepatitis patients under one roof. Vaccination
coverage for HBV was as low as 3.6% among
citizens (Table 3).

Statistically analysis were conducted to know
the association of factors with HBV for which
there were 37 positive records while for HIV
and HCV due to low number of positive cases, it
was not possible to run statistical analysis to
establish the relationship. As shown in table 4,
the highest prevalence of HBV was reported in
age group of 25-34 and later in age group of 45-
54 while this difference was not statistically
significant. Prevalence of HBV was more or less
the same in illiterate versus literate or between
male versus females.

The proportion of HBV was 70% in illiterate
group while there was no case of HCV recorded
in whole participants who were literate. More
than half of the cases had knowledge of both
HBV and HCV while this proportion was low in
negative cases for HBV versus HCV. Prevalence
of HBV was higher in those who had knowledge
of hepatitis as compare to those who did not
know the diseases (OR=2.28, 95%Cl: 1.17-4.41).
Furthermore, another inverse finding was
double high practice of blood transfusion
among negative versus positive samples of HBV
which was statistically significant. History of
jaundice was higher among positive versus
negative but due to low number of cases the
chi-square was shifted to Fischer exact test in
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which the relationship was not significant.
Tattooing and joint living with hepatitis patients
were more prevalent in positive cases but it was
again not significant findings (Table 4). Due to
low sample size for these factors, we were not
able to establish the statistical relationship with
disease while they have been proved in other
findings with higher size of samples.

Discussion

Low level of information is manifest in all
aspects of health sector in Afghanistan and it
could be due to years of conflict in the country.
Blood borne infections including HBV, HCV and
HIV infections are those priorities for which less
data is available. Findings of this study
regarding burden of HBV (3.3%), HCV (0.2%)
and HIV 4 out of hundred tested blood samples
is great and significant for decision making. It
seems the prevalence is low and classified the
country in mild to moderated level infection,
but still due to weak health system, low public
awareness and considerable prevalence in high
risk groups requires full attention is needed.
Reactivity of four blood samples out of 100
which was tested in Turkey is a very trigger
point for policy makers and program
professionals in Herat City. Herat is very close to
Iran to which thousands of returnees are
coming back being in high risk groups and
infected with HBV, HCV and HIV infections. Very
concerted and intensive interventions should be
planned for this province, particularly for
HIV/AIDS  preventive and  management
activities. Although being positive
simultaneously for all infections were not
reported in this study, but just 100 samples had
confirmatory tests for HIV and this could not
exclude this allegation. These findings are
consistent with studies conducted in Jalalabad
and Mazar-e-Sharif. The prevalence of HBV
3.8% for HBV and 0.9% for HCV in Jalalabad city



(20). In Mazar-e-Sharif the prevalence of HBV
was 5.6% (69 out of 1,231) for HBsAg on rapid
test and 67 (5.4%) were confirmed positive
after ELIZA test. Totally, 3 subjects (0.2%) were
seropositive for anti-HCV on rapid tests. By
multivariate  logistic  regression  analysis,
independent predictors for HBsAg infection
were sex, history of jaundice, blood transfusion
and living with hepatitis patients (30).
Furthermore, determination of prevalence of
such infections in adult population is first of its
kind in this city which requires more intensive
interventions such as establishment of national
programs for control and prevention of
hepatitis while there is national control
program of tuberculosis, HIV/AIDS and malaria
in the country. Positivity of HBV and HIV in
young generations is more critical that help the
programmers to focus tailored interventions for
this high risk groups. Yet it could be due to
involvement of young groups in using of
injections drugs which is a key driver of blood
borne viral transmission and probably owing to
sharing the needles (31-32). The departments
of health should focus on occupational safety
and health training to health workers as well as
proper waste management at health settings
(33). Returnees are another high risk groups to
which specific package of interventions are
needed in order to safe them as well as rest of
community where they will be settled. It could
be concluded that although the prevalence of
HBV and HCV is low but the country is at high
risk due to more burden and availability of high
risky behaviors. The stakeholders and policy
makers are needed to design and implement
effective programs for early interventions to
prevent the spread of hepatitis in Afghanistan.
Screening of returnees, vaccination of health
workers, raising public awareness and focusing
on practical interventions will have positive
impact on burden of diseases in future.
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Table 1: Frequency distribution of demographic characteristics of the study participants

Variables/Groups Frequency Simple % Cum. % 95% LCL 95% UCL
Age Groups
25-34 399 35.34% 35.34% 32.61% 38.17%
35-44 288 25.51% 60.85% 23.05% 28.13%
45-54 220 19.49% 80.34% 17.28% 21.90%
55+ 222 19.66% 100.00% 17.45% 22.08%
Sex
Female 594 52.61% 52.61% 49.70% 55.51%
Male 535 47.39% 100.00% 44.49% 50.30%
Education Level
llliterate 607 54.00% 54.00% 51.08% 56.90%
Primary and unofficial 380 33.81% 87.81% 31.10% 36.62%
Secondary school 73 6.49% 94.31% 5.20% 8.09%
High school and over 64 5.69% 100.00% 4.48% 7.21%
Job Group
Official Employees 100 10.22% 10.22% 8.48% 12.28%
Private Business 89 9.10% 19.33% 7.45% 11.07%
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Worker/Farmer 184 18.81% 38.14% 16.49% 21.38%

Jobless 51 5.21% 43.35% 3.99% 6.79%
Housework 461 47.14% 90.49% 44.03% 50.27%
Unable to work 93 9.51% 100.00% 7.83% 11.51%

Income Group in Afghanis

Less than 10000 454 82.70% 82.70% 79.31% 85.63%

More than 10000 95 17.30% 100.00% 14.37% 20.69%

Residence (Districts)

District 1 127 11.28% 11.28% 9.56% 13.26%
District 2 119 10.57% 21.85% 8.90% 12.50%
District 3 92 8.17% 30.02% 6.71% 9.92%
District 4 25 2.22% 32.24% 1.51% 3.26%
District 5 108 9.59% 41.83% 8.01% 11.45%
District 6 204 18.12% 59.95% 15.98% 20.47%
District 7 174 15.45% 75.40% 13.46% 17.68%
District 9 120 10.66% 86.06% 8.99% 12.60%
District 10 157 13.94% 100.00% 11.98% 16.50%

Use of mouth snuff

No 994 89.23% 89.23% 87.27% 90.92%

Yes 120 10.77% 100.00% 9.08% 12.73%

Use of cigarettes

No 1055 94.36% 94.36% 92.86% 95.57%

Yes 63 5.64% 100.00% 4.43% 7.14%
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Table 2: Characteristics of HCV and HIV patients in Herat city Afghanistan, surveyed May-June 2015

Variables HIV infection Reactive Anti HCV Positive
Case 1 Case 1 Case 2 Case 3 Case 4 Case 1 Case 2
Sex Male Female | Female Male Male Male Male
Age 60 26 32 25 70 70 70
Marital Status Married Married | Married Single Married Married Married
Gov
Work Status
Housework | Jobless | Jobless | employee | Housework | Housework | Housework
Visit of Barber type No Simple No Simple Simple No No
Smoking No No Yes Yes No No No
Use of Snuff Yes No No No No No No
Knowledge of Hepatitis No Yes Yes Yes No Yes Yes
Blood Transfusion No No No No No No No
Surgery procedures No No No No No No No
Dental Procedures No No Yes Yes No No No
History of Jaundice No No No No No Yes Yes
Infection of drugs No Yes Yes Yes No Yes Yes
Piercing No Yes No No No No No
Tattooing No No Yes No No No No
Hospitalization Yes No No No No No No
Living with Hepatitis
Patients No No No No No Yes Yes
Vaccinations for HBV No No No No No Yes Yes
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Table 3: Frequency distribution of behavioral characteristics of study participants in Hirat city

Variables/Groups Frequency | Simple % Cum. % 95% LCL 95% UCL
Tattooing
No 1093 98.20% 98.20% 97.24% 98.83%
Yes 20 1.80% 100.00% 1.17% 2.76%
Hospitalization
No 1062 95.08% 95.08% 93.65% 96.20%
Yes 55 4.92% 100.00% 3.80% 6.35%
Know Hepatitis
No 705 62.78% 62.78% 59.91% 65.56%
Yes 418 37.22% 100.00% 34.44% 40.09%
Blood Transfusion
No 1092 97.33% 97.33% 96.21% 98.12%
Yes 30 2.67% 100.00% 1.88% 3.79%
Surgery Procedures
No 1081 96.26% 96.26% 94.98% 97.22%
Yes 42 3.74% 100.00% 2.78% 5.02%
Dental Procedures
No 1026 91.36% 91.36% 89.58% 92.87%
Yes 97 8.64% 100.00% 7.13% 10.42%
History of Jaundice
No 1096 97.68% 97.68% 96.63% 98.41%
Yes 26 2.32% 100.00% 1.59% 3.37%
Injection
No 716 63.93% 63.93% 61.07% 66.69%
Yes 404 36.07% 100.00% 33.31% 38.93%
Visit of Barber/beauty parlor
Street barbers 59 5.57% 5.57% 4.34% 7.12%
Simple shops 489 46.18% 51.75% 43.19% 49.19%
Clean/modern shops 144 13.60% 65.34% 11.66% 15.79%
Not using/no answer 367 34.66% 100.00% 31.85% 37.57%
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Piercing

No 581 55.97% 55.97% 52.94% 58.97%

Yes 457 44.03% 100.00% 41.03% 47.06%

Drug for injections

No 1104 99.64% 99.64% 99.08% 99.86%

Yes 4 0.36% 100.00% 0.14% 0.92%

Living with hepatitis patients

No 1036 94.96% 94.96% 93.50% 96.11%
Yes 55 5.04% 100.00% 3.89% 6.50%
Vaccination of HBV

No 1041 96.39% 96.39% 95.10% 97.35%
Yes 39 3.61% 100.00% 2.65% 4.90%

Table 4: Hepatitis B virus infection status and its relationship to socieodemographic factors in study

participants in Herat city

Variables/Groups HBV Negative HBV Positive ST 95% Cl
N % N % LCL UCL

Age in years
25-34 386 35.30% | 13 35.10% 1 Reference
35-44 281 25.70% | 7 18.90% 0.526 0.74 0.291
45 -54 210 19.20% | 10 27.00% 0.42 1.414 0.61
54 and over 215 19.70% | 7 18.90% 0.943 0.967 0.38
Sex
Female 572 52.40% | 22 59.50% 1 Reference
Male 520 47.60% | 15 40.50% 0.75 0.385 1.461
Level of education
Illiterate 584 53.70% | 23 62.20% 1 Reference
Literate 503 46.30% | 14 37.80% 0.707 0.36 1.388
Knowledge of Hepatitis
No 689 63.40% | 16 43.20% 1 Reference
Yes 397 36.60% | 21 56.80% 2.278 1.175 4.416
Blood Transfusion
No 1057 | 97.40% | 35 94.60%
Yes 28 2.60% |2 5.40% 2.157 0.494 9.415
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Surgery Procedure

No 1044 | 96.10% | 37 100.00% |1 Reference

Yes 42 390% |0 NA NA NA
Dental Procedure

No 992 91.30% | 34 91.90% 1 Reference

Yes 94 8.70% |3 8.10% 0.931 0.281 3.089
History of Jaundice

No 1062 | 97.90% | 34 91.90% 1 Reference

Yes 23 2.10% 3 8.10% 4.074 0.7457 | 14.4726 (F)
Needle Injection

No 687 63.40% | 29 78.40% 1 Reference

Yes 396 36.60% | 8 21.60% 0.479 0.217 1.057
Piercing

No 562 56.00% | 19 54.30%

Yes 441 44.00% | 16 45.70% 1.073 0.546 2.111
Tattooing

No 19 98.20% | 1 97.30% 1 Reference

Yes 1076 | 1.80% | 37 2.70% 1.545 0.201 11.862
Hospitalization

No 1026 | 95.00% | 36 97.30%

Yes 54 5.00% |1 2.70% 0.528 0.071 3.922
Living with Hepatitis Patients

No 1006 | 95.30% | 30 85.70% 1 Reference

Yes 50 4.70% |5 14.30% 3.353 0.9725 | 9.2380 (F)
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Abstract

Background: On April 25, 2016, severe cases of illness characterized by nausea, vomiting, abdominal
pain, and coma were reported in a small village. An investigation was performed to identify the source
of illness and institute control measures.

Methods: A descriptive study of mushroom poisoning outbreak was conducted. A case was defined as
anyone in the Bagh-e-Balin village who ate dinner on April 24 and who subsequently developed 2one
symptom/sign: nausea, vomiting, abdominal pain, unconsciousness or coma. Samples of whole
mushrooms were sent to Food Agriculture Organization Laboratories. An investigation was done to
identify the source of illness and control measures to control the outbreak.

Results: 17 cases were identified among three families. The only food common to all families was
cooked pure mushrooms or mushrooms mixed with mountain vegetables. All individuals became ill.
There were eight cases in males (aged 5-55 years; median 8 years) and nine cases in females (aged 9
months-32 years; median, 12 years). Six cases (35%) were hospitalized, of which five died. The
mushrooms were identified as being of a poisonous variety (“ring stem mushrooms”) with Amatoxins as
the likely cause of illness. Villagers were aware that some mushrooms are poisonous but were not
knowledgeable to differentiate.

Conclusion: Mushrooms with a ring stem, caused this outbreak of serious illness. Amatoxins, globally,
are responsible for the majority of fatalities; heating does not inactivate the toxin. We are reviewing
approaches to ascertain how commonly similar outbreaks may occur in Afghanistan and how to improve
the capability of the rural population to safely eat mushrooms.

Keywords: Outbreak; Food poisoning; Afghanistan; Mushroom;
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Introduction

On April 25 2016, severe cases of illness
characterized by nausea, vomiting, abdominal
pain, and coma were reported in a small village.
We performed an investigation to identify the
source of illness and institute control measures.
The aim of this study was to present the
findings of the recent mushroom poising fatal
outbreak which occurred in Badakhshan
province.

Method This study was a descriptive study of
mushroom poisoning outbreak investigation
population. Feyzabad serves as the provincial
capital. Due to availability of mountains and
proper weather during seasonal rains, this
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occurred in Bagh-e-Balin village, Yaftal district
of Badakhshan province of Afghanistan from 23
to 27 April, 2016.

Badakhshan Province is located in the farthest
north eastern part of the country between
Tajikistan and northern Pakistan. It shares
91 km border with China. The province has 28
districts, over 1,200 villages, and approximately
more than 1 million

province is suitable for mushrooms growth, and
population are using and serving this plant.



@ =
Outbreak Area In Yaftal District Of Badakhshan
Province

A Kuran Wa Munjan
Ahjoman Clinic

Badakhshan

Wakhan

+
Wakhan Ballah SC

On April 25, 2016, four severe cases of illness
characterized by nausea, vomiting, abdominal
pain, and coma were reported by Badakhshan
provincial hospital surveillance focal point, in a
small remote village in Yaftal district (with
60,000 population). A team consisted of
provincial emergency preparedness & response
team, including surveillance coordinator & local
health facility staff was assigned to investigate
and respond to this outbreak.

The outbreak area was a remote area and there
was just three families with 24 members lived
there. We performed an investigation to
identify the source of illness and institute
control measures.

Most of the residents of this village were poor
and mainly involved in agriculture and livestock
with insufficient food security. The children of
three mentioned families collected mushrooms
from nearest mountain to the village, and all
three families cooked these collected
mushrooms and were eaten at the dinner. The
first family cooked the mushrooms without any

vegetables while the second and third families
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cooked with potato and some other vegetables.
The first family cooked this mushrooms purely
and served in dinner (except father of family
which was consumed a small amount of
mushrooms which is alive and other five death
cases belong to this family). The mother of
other two families cooked mushroom with
potato and small amount of other mountain
vegetables. Finally twelve cases rescued by
health facilities or community and 5 cases died
in different days on hospital or way. Usually
during this season of year, the river water of
mentioned area increasing and the people
cannot go easily to health facility and it was a
problem during this outbreak.

Case definition: A case was defined as anyone
in the Bagh-e-Balin village who ate dinner on
April 24 and subsequently developed >one
symptom/sign: nausea, vomiting, abdominal
pain, unconsciousness

Results: 17 cases were identified among three
families who separately ate dinner in their
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homes. The only food common to all families
was cooked pure mushrooms or mushrooms
mixed with mountain vegetables. All individuals
who ate the mushrooms became ill. There were

eight male cases (aged 5-55 years; median, 8
years) and nine female cases (aged 9 months-32
years; median 12 years). Six cases (35%) were

hospitalized, of which five died.

Cases and deaths in age categories

No of Cases
N

=
[
[
[

M No of Cases M Death cases

o

3y

11 1 11 1
1
9Y 19

5Y

10Y 12Y
Age categories

7Y a9Mm Y 25Y

Percentage of cases in sex categories

2
1 1
32Y 35Y 55Y

30Y

There appeared to be a dose-response effect;
out of all six cases from the family who ate pure
cooked mushrooms, five of them died. The
mushrooms were identified as being of a
poisonous variety (“ring stem mushrooms”)
with amatoxins as the likely cause of illness.
Amatoxins, globally, are responsible for the
Discussion
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majority of mushroom-related

fatalities;

heating does not inactivate the toxin. Villagers

were aware that some mushrooms

are

poisonous but were not knowledgeable about
the differences between edible and nonedible

mushrooms.
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Mushroom poisoning is divided into four types
as follows:

1) Gastrointestinal; 2) Neuropsychic;

3) Haematolysis and 4) Toxic hepatitis.
Gastrointestinal poisons are the most
frequently encountered mushroom toxins.
Amatoxins, which are responsible for more than
95% of mushroom related fatalities, are
cyclicoctapeptides that are synthesised by a
number of Amanita species and several of their
relatives.

At least five subtypes of amatoxins are known,
the most significant being the alphaamatoxin
and betaamatoxin. Both toxins are rapidly
absorbed by the gastrointestinal (Gl) tract.
Alphaamanitin works by slowly attacking RNA
polymerase, anenzyme in the liver. It ultimately
affects the central nervous system and kidneys.
Unlike many fungal toxins, it does not cause
symptoms right away.

Six to 24 hour after ingestion, there may be an
early feeling of nausea, followed by violent
cramps, severe abdominal pain, vomiting and
diarrhea. On the third day, there is mission of
symptoms, but this is a false remission. During
this asymptomatic period, toxins severely affect
the liver, resulting in gastrointestinal bleeding,
coma, kidney failure and death usually within 7
days after eating the mushrooms if aggressive
medical management or a liver transplant is not
performed. Children are a high-risk group for
wild mushroom poisonings.
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In Afghanistan, due to lack of toxicological
diagnostic facilities, all mushroom poisoning
cases not diagnosing or recording for type of
toxins. In this report, all the 17 patients
developed Gl symptoms 2—-15 hour after eating
wild mushrooms, followed by a period of
reduced symptoms and then 5 of them died
suddenly within 5 days after symptom onset.
These clinical features and the identification of
the ingested mushroom species suggested
poisoning in this outbreak, since the existing
health care system has been rarely faced to
such fatal poising, therefore no specific clinical
and surveillance protocol were existed.
Similarly, there was no lab facility available at
national level to differentiate the poisonous
mushroom.

Conclusion

It is not known how commonly similar
misidentifications may lead to illness and death
in Afghanistan. We are reviewing approaches to
ascertain how commonly similar outbreaks may
occur and how to improve the capability of the
rural population to safely eat mushrooms.

There are no guidelines or protocol about the
treatment and investigation of mushroom
outbreaks and its toxicity in the emergency
situations. For prevention and treatment,
development of guideline and protocols,
conducting  effective  surveillance, public
awareness and creation of active toxicological
laboratory at national level are extremely
recommended.
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Abstract

Background/Objective: Diabetes is a public health problem worldwide while it is a fast-growing
challenge in Afghanistan. Thus, this study assessed the prevalence of diabetes and evaluated the
relationship of diabetes with its main risk factors in urban citizens in Mazar-e-Sharif city, Afghanistan.

Methods and Materials: Using WHO stepwise approach a total of 1,231 men and women aged 25 to 70
years were enrolled in the study using a multi-cluster sampling method in April-June, 2015. Data were
collected using a structured questionnaire for assessing non-communicable diseases and their risk
factors. Fasting venous blood sample was collected to assess the lipid profile and fasting blood sugar.
Anthropometric measurements of the participants were also taken. Data was analyzed using SPSS
version 20.

Results: The overall prevalence of diabetes was 9.2%. Totally, 664 (53.9%) were females and 567
(46.1%) males with a mean age of 40.5+£13.2 years. More than half (59.3%) were illiterates and (83.7%)
were married. 9.9% were smokers and 8.3% were mouth snuff users, 79% of respondents ate fruits and
60% took vegetables 3 days or less per week. Almost 12% practiced vigorous physical activity and 21.8%
of subjects reported doing moderate physical activity. Almost half (48.5%) of subjects were overweight
or obese. At multivariate level, age, frequency of taking rice, systolic blood pressure, walking, BMI, total
cholesterol and LDL were associated with diabetes.

Conclusion: One tenth of adult urban citizens in Mazar-e-Sharif are suffering from diabetes. Prevention,
early identification, and controlling measures are needed to be taken into account.

Keywords: Prevalence; Diabetes; Risk Factors; Mazar Sharif; Afghanistan
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Introduction

Diabetes is a global public health problem and is
categorized as the four prioritized
noncommunicable diseases (NCDs) worldwide
(WHO, 2016). Genetics, environmental factors
and choice of lifestyles are contributing in
development of this chronic metabolic disorder
(ADA, 2003). In 2012, the deaths directly caused
by diabetes was 1.5 million worldwide ranking it
as eighth leading cause of death among both
sexes (WHO Mortality Database, 2016). The
global prevalence of diabetes has grown from
4.7% in 1980 to 8.5% in 2014 (NCD Risk Factor
Collaboration, 2016).

Similarly the prevalence of diabetes s
increasing faster in South Asia than in any other
region in the world. India has the highest
number of people with diabetes than any other
country with estimation of increase of 195%
from 1995 to 2025 (Gaffar A. Reddy KS. Singhi
M, 2004). Studies carried out in the past two
decades indicates that the prevalence of
diabetes is increasing in both urban and rural
India varying from 5 to 15% among urban
populations, 4 to 6% in semi-urban populations,
and 2 to 5% in rural population (Gupta R,
Mishra A, 2007 and Mohan V, Sandeep S, Deepa
R, Shah B, Varghese C, 2007). Another recent
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study reflected the prevalence of diabetes 9% in
males and 10% in females (Prajapati D, Kedia G,
2016). In Thailand, the national prevalence of
diabetes was 9.6% of which 4.8% were not
diagnosed on time (Aekplakorn, W. et al, 2007).
According to a study of diabetes in Kuwait, the
crude prevalence of total diabetes was 21.4%
and almost one-fifth of the cases were
previously undiagnosed (Al-Khalaf MM. Eid
MM. Najjar HA. Alhajry KM. Doi SA, and Thalib
L, 2010). In Oman, the overall prevalence of
diabetes was 11.6% with significant differences
related to residence, marital status, educational
level, smoking, obesity, cholesterol level, and
systolic blood pressure (Al-Mosa S. Allin S.
Jemiai N. Al-Lawati J. Mossialos M). Likewise,
the prevalence of abnormal glucose tolerance
was significantly greater in people having
sedentary physical activity (33.8%) as compared
to people having heavy physical activity (11.5%)
(Kokiwar PR, Gupta S, Durge PM, 2012). The
results of a national surveillance study in Iran
showed that the prevalence of diabetes was
higher among older age groups, females, and
urban dwellers (Esteghamati A, et al. 2008). In
China, the prevalence of diabetes in 35-74 year-
olds was 5.5%, with differentiation of 5.8% in
females and 5.2% in males (Gu D. 2003). In a
study conducted in Punjab Province, Pakistan,
the prevalence of diabetes was 12.1% in males



and 9.8% in females. Risk factors such as central
obesity, hypertension and family history of the
disease, were strongly associated with diabetes
(Basti A. Fawwad A. Hakeem R. Ahmedani MY.
M. Zafar M, 2010).

In Afghanistan, due to years of war and conflict,
few studies have been conducted to estimate
the burden of diabetes in the country.
Estimation of diabetes among Afghan
population of 20-79 years have been adjusted
8.6% in 2010 and for 2030 it is projected to be
9.9% (Shaw JE, Sicree RA, Zimmet PZ, 2010).
Moreover, studies reported that the prevalence
of diabetes was 13.2% in Kabul (age group of
>40 years) and 11.8% in Jalalabad city and 9.9%
in Herat cities (Saeed, KMI, Asghar. RJ, Sahak
MN, Ansari J, 2013 and Saeed, KMI, 2013, and
Saeed, KMI, 2016). This paper aimed to
determine the prevalence and risk factors of
diabetes among adult citizens in Mazar-e-Sharif
city Afghanistan.

Methods and materials

Study Design and population: The core study
was a cross-sectional survey using WHO STEPS
tool (Bonita R, deCourten M, Dwyer T, Jamrozik
K, Winkelmann R, 2002) which has three
domains of demographic, physical and
biochemical measurements. Permanent
residents and adult populations who were living
in city of Mazar-e-Sharif in age groups of (25-70)
years were enrolled in this study. Balkh
province is a big northern province of
Afghanistan neighbouring to Uzbekistan in the
north. The province comprises 15 districts
including Mazar-e-Sharif city. The population
for 2015 was estimated to be 1,353,626 of
which 692,436 are male and 661,190 females.
However, we have included the urban portion
of Mazar-e-Sharif city which has an estimated
population of 415,053 with differentiation of

202,135 females and 212,918 males. The urban
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population is more exposed to
noncommunicable diseases due to urban
lifestyle. Guests, temporary residents and those
who did not consent were excluded. The field
portion of the study implemented in the April-
May 2015. Technical and ethical approval of
study protocol was approved by institutional
review board (IRB) in Ministry of Public Health,
Afghanistan. Inform consent was taken from
participants ahead of face to face interview.

Sampling Strategy: The statistical software
program, Epi Info, was used to calculate the
sample size for this study. Although the national
burden of diabetes is not very clear in
Afghanistan, however according to a World
Health Organization (WHO) report, the estimate
was assumed to be 6.6% ~ 7% (Shaw JE, Sicree
RA, Zimmet PZ, 2010). At a precision level of
5%, the estimated sample size for proportion of
diabetes was equal to 100. Although
information is poorly available for the country,
however, according to other epidemiological
research, especially in developing countries,
physical activity, blood pressure, dietary
behavior, obesity, age, level of education,
smoking status and other factors have been
reported to be associated with the disease.
Taking into consideration the proportion of
these risk factors in diseased and non-diseased
people in similar settings, the number of subject
in this study raised to 600 individuals. To
balance considerations of cost, resources, and
time without compromising the
representativeness of the sample, a two-phase
cluster sampling technique were planned.
Lastly, after taking into account the design
effect (DE=2) of cluster sampling the final
sample size reached to (2X600) = 1200 which
was reasonable for achieving study objectives
within limited resources and funding support.
Initially we obtained the list of all existed city
districts from Mazar-e-Sharif municipality



website. It includes the name, population size,
number of households and its boundaries.
Using the multistage cluster strategy at onset
from this list we conventionally selected five
districts using random number of excel sheet. In
the second stage from each selected district we
randomly selected the five areas (called Guzar).
Later, the overall sample of 1200 household
divided over areas based on their proportional
to size. Within households the eligible adults
counted and randomly one of them selected
and interviewed.

Study Variables: From main database
collected for NCDs in Mazar-e-Sharif city the
dichotomous group of diabetes and without
that were identified as outcome. Fasting blood
sugar (FBS) of >126mg/dl as well as those who
were under treatment irrespective of their FBS
level were considered diabetic. (Diabetes. Fact
sheet no. 312, 2015). The main factors such as
age, sex, ethnicity, educational status, income,
job categories, physical activity, tobacco use,
obesity, and hypertension and blood lipids level
were assessed and analyzed.

Data Collection: A structured (standardized)
questionnaire was developed and translated
into the official languages of the country. It was
coded previously to facilitate the data entry and
data analysis. Training and field tests were
conducted ahead of actual data collection and
questionnaires were adjusted accordingly
before actual data collection (April-May 2015).
Anthropometric measurement including
measurement of blood pressure conducted
three times with five minutes interval. Height
and weight were measured using electronic
scale and measurement bar to identify the body
mass index. Blood samples were collected when
the interview was over of the day after
interview. A household was defined as a group
of people who share the same food pot (not the
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same roof). In each household the interviewer
enumerated all persons who were eligible for
the study based on the inclusion criteria. In
households with more than one eligible person,
we used a lottery system to select the
respondent for this survey. In cases of refusal,
which was less than 5%, the interviewer
approached the next alternate household.
Various groups of targeted data including
demographic, behavioural and clinical variables
were collected in Mazar-e-Sharif City from April
to May 2015 using the WHO STEP-wise
instrument. Anthropometric measurements
(height and weight) were used to calculate body
mass index (BMI). A BMI of >30 kg/m’ was
considered as obese, 25-30 kg/m2 as
overweight and 18.5-25 kg/m® as normal
weight (WHO, 2000). A waist circumference of
94 c¢cm for men and 80 cm for women was
considered as central obesity (IDF, 2006).
Systolic blood pressure 140 mmHg and diastolic
pressure 90 mmHg were considered as
hypertensive (Whitworth JA, 2003).

Data Management and Analysis: Data entry
was done using Epi Info 7 while data analysis
was done using SPSS version 20. Central
tendencies, proportions and frequencies were
calculated and tabulated. The prevalence of
diabetes was calculated in all subgroups of
variables and different tables were developed
including tables of demographic, socio-
economic and behavioral data. Statistical
analysis was conducted using student t test, chi-
square and binary logistic regression.

Results

Descriptive Analysis: Based on case definition
of fasting blood sugar (above identified level)
and being under management of diabetes by a
health worker the general prevalence was 9.2%
with differentiation of 10.4% in males and 8.1%
in females. Furthermore, 7% were undiagnosed



and identified by FBS measurement while 2.2%
already diagnosed. Full analysis was done on
1231 subjects and out of them 664 (53.9%)
were females and 567 (46.1%) males with a
mean age of 40.5+13.2 years; two third (68.5%)
of the study participants were aged less than 45
years. More than half of the respondents
(59.3%) were illiterates; and 72% of the
participants had income of less than 10,000 AFN
(USD 150). Majority of respondents (83.7%)
were married and more than 85.5% of women
were housewives (Table 1).

Eighty percent of respondents ate fruits 3 days
or less per week while it was increased to half
with respect to vegetables. Almost 12% of the
respondents practiced vigorous physical activity
and 28.2% reported practicing moderate
physical activity. Close to half (48.5%) of study
respondents were recorded to be as overweight
or obese and one third (58.9%) were suffering
from central obesity. The prevalence of either
systolic or diastolic hypertension was 30.9%.
Level of total cholesterol with cut off 190mg/dL
and level of total triglyceride with cut off
150mg/dL were high in proportion of 33.2% and
20.4% respectively. Furthermore, high level of
low density lipoprotein (LDL) with cutoff
100mg/dL were 55% and high level of high
density lipoprotein (HDL) were both 36.9%. The
mean level of triglyceride, total cholesterol, HDL
and LDL were 161.7 mg/dL, 179.2mg/dL, 49.4
mg/dL and 113.4 mg/dL respectively. Fifty-one
percent of households used liquid oil, 35.5%
used solid oil and 13.1% responded to use both
oils for cooking (Table 2).

Statistical Analysis at univariate level: In this
stage we used chi square and binary logistic
regressions for categorical variables and
student t test were used for continuous
variables. As we consider in table 3 there are
few variables which have statistical significant
relationship with diabetes. Odds of having
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diabetes was 1.59 (Cl: 0.92 — 2.7) times, 2.07
(Cl: 1.16 — 3.69) times and 3.5 (Cl: 2.10 — 5.83)
times higher in age group of 35-45 years and
45-55 years and =55 years as compare to 25-35
age categories. Males had 1.31 times more odds
of afflicted with diabetes, however it was not
statistically significant. Likewise, as compare to
illiterate group the literate had 0.96 times lower
odds of having diabetes while this association
was not statistically significant. Moreover, we
could not found significant association between
level of income, physical activity and taking
fruits and developing of diabetes mellitus at
initial level of analysis. However, there was
statistically significant association between
frequency of taking vegetables and rice with
diabetes with OR=0.65 (95%Cl: 0.44 — 0.97),
OR=0.48 (95%Cl: 0.28 — 0.97) respectively
(Table 3).

Level of metabolic disorders and blood lipids
are all associated with diabetes which are
shown in detail in table 4. Blood pressure and
body mass index (obesity) had significant
association with diabetes with OR=1.89 (95%Cl:
1.27 - 2.80) and OR= 1.18 (Cl: 1.15 — 2.92
respectively. Categories of total triglycerides,
cholesterol, LDL and HDL were significantly
associated with diabetes with OR=2.05 (Cl: 1.35
—3.13), OR=1.61 (Cl: 1.08 — 2.38), OR=1.87 (Cl:
1.22 — 2.79) and OR=1.77 (Cl: 1.20 — 2.62)
respectively.

Multivariate Analysis: Final stage for analysis
was multiple logistic regressions to identify the
level of significance for variables while
controlling for other variables. We used the
biological as well as statistical significance for
inclusion of variables in our model. Table 5
shows multivariate analysis results with
adjusted OR and Confidence Intervals.
According to above table after controlling for
other variables age (OR=1.04, 95%Cl: 1.02 -
1.05), frequency of taking rice (OR=1.77, 95%Cl:



1.03 — 3.06), systolic blood pressure (OR=0.98,
95%Cl: 0.97 —0.99), walking in hours per day
(OR=0.79, 95%Cl: 0.69 — 0.90), body mass index
(OR=1.05, 95%Cl: 1.02 — 1.09), total glycerides
(OR=1.004, 95%Cl: 1.002 — 1.005) and LDL
(OR=0.47, 95%Cl: 0.30 — 0.74 had statistically
significant relationship with diabetes.

Discussion

In this study a total of 1231 adult citizens from
Mazar-e-Sharif were included as survey subjects
in which males and females were almost equal.
The main finding of this study is the high
percentage (9.2%) of raised blood glucose in
people with age of (25-70) years in this big
northern city of Afghanistan. This finding is
consistent national diabetic survey and other
studies. The prevalence of diabetes in Kabul
was 13.2 (Saeed, KMI 2013) while Pakistani
studies showing the prevalence of 12.5% (Basti
A. Fawwad A. Hakeem R. Ahmedani MY. M.
Zafar M,2010) and 13.1% (Zafar J, et al, 2011),
Indian studies by 9% and 13.9% (Aekplakorn, W.
et al, 2012 and Ramachandran A, 2002) and
Chinese results showed prevalence of 19.2%and
16.1% in urban areas and 14.2% and 13.8% in
rural areas (Ning F, et al, 2009). At multivariate
analysis age was a significant non-modifiable
factor which influenced the prevalence of
diabetes. This trend is shown by other studies in
different parts of the world (Basti A. Fawwad A.
Hakeem R. Ahmedani MY. M. Zafar M, 2010) as
well. Furthermore, some studies depicts more
higher prevalence of diabetes among wider
ranges in Eastern Mediterranean Region such as
UAE (18.7%), Saudi Arabia (16.8%), Bahrain
(15.4%), Kuwait (14.6%), and Oman (13.4%)
(Shaw JE, Sicree RA, Zimmet PZ, 2010). Likewise,
the prevalence of diabetes was higher in men
(10.4%) as compare to women (8.2%) which
were not statistically significant. But other
studies have supported the significant
difference in Afghanistan (Saeed, KMI, 2013)
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and outside of the country (Ning F, et al, 2009).
Analysis of dietary habits explaining that taking
more frequency of rice is associated with higher
proportion of diabetes. Systolic Blood pressure
as quantitative variable was significantly and
independently associated with diabetes which
in turn combine with each other and increase
the risk of other noncommunicable diseases.
The level of blood pressure, frequency of taking
vegetables and obesity was associated in
another study conducted in Jalalabad and Kabul
(Saeed, KMI, 2013 and Khawaldeh A, 1999).
Total glycerides and LDP as blood lipids were
risk factors for diabetes. It could seem they
could have direct effect and also indirectly via
increasing the obesity of the adults. It is
supported by other findings as well (Saeed,KMI,
2013 and, Seftel AD, Sun P, Swindle R, 2004 and
Valliyot B, Sreedharan J, Muttappallymyalil J,
Balakrishnan VS, 2013). Walking as a proxy for
physical activity had significant relationship
with diabetes which is understandable in terms
of reducing age and finally reducing the
diabetes as well. In Jalalabad city the sedentary
life was associated with diabetes which could
support this findings (Saeed, KMI, 2013, Asgari
F, Aghajani H, Haghazali M, Heidarian H, 2009
and Esteghamati A, et al, 2008 and Bener A,
Zirie M, Janahi IM, Al-Hamag AO, Musallam M,
Wareham NJ, 2009). There were some other
variables or their proxies under categories of
socioeconomic status, demographic, lifestyle
changes, physical activities, tobacco smoking
and blood lipids which were not statistically
associated with diabetes, howevere their
relationship were reported by other studies
(Satman |, et al, 2009 and Shera AS, 2010 and
Amini M, Janghorbani M, 2007).

The main limitation of the study was financial
constraints for covering its cost which might
have affects the result of the study by not listing
the households ahead of field work. In addition,



testing the blood and checking hypertension
could have encouraged those who had problem
of NCDs to be enrolled in the study and
overestimate the findings. However, focusing
on these factors certainly will be leaded to
reduction of burden in urban citizens in future.
The finding of this study could be used as a
baseline and/or trigger point to design and
implement nationwide studies to reflect the
national burden of diseases with support of
World Health Organization.

Conclusion

The study identified the prevalence of diabetes
and assessed risk factors associated with
diabetes. The burden of diabetes in Mazar-e-
Sharif City could serve as a baseline for further
studies in same city as well as deigning some
interventions for prevention and control of the
diseases. The information provided by this
study can be used by policy makers, planners
and politicians to focus on diabetes as a priority.
It should encourage more financial support of
stakeholders to design and support preventive
packages. This study could not answer some
questions such as establishment of causal
relationship which requires advance analytical
cohort or case control studies.
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Table 1: Frequency distribution of the demographic, socioeconomic characteristics and behavior

factors of study participants

Total Total
Variables Subgroups Variables Subgroups
N % N %

Age Vegetables taking (days per week)

25-34 560 | 45.5 <3 626 50.9

35-44 283 | 23 23 605 49.1

45-54 188 | 15.3 | Vigorous Physical Activity

55+ 200 | 16.2 No 1078 87.6
Gender Yes 153 124

Female 664 | 53.9 | Moderate Physical Activity

Male 567 | 46.1 No 884 71.8
Level of Education Yes 347 28.2

Illiterate 730 | 59.3 | Pedal or bicycle for 10 Minutes per day

Primary and unofficial | 270 | 21.9 No 770 62.6

Secondary school 110 | 9.7 Yes 461 37.4

High schooland over | 111 |9 Reclining/siting (hours per day)

Refused 1 0.1 <3 428 34.9
Job Categories >3 800 65.1

Official Employees 126 | 10.2 | Basic Mass index (in kg/m square)

Students 36 2.9 Underweight 74 6

Private Business 128 | 10.4 Normal weight 549 44.6

Worker/Farmer 190 | 154 Overweight 418 34
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Jobless 69 5.6 Obese 190 14.5
Housework 578 | 47 Central Obesity (excluding Pregnancy)
Unable to work/DKN 104 | 8.4 No 505 411
Monthly Income in AFN Yes 725 58.9
Less than 10000 886 | 72 Blood Pressure (including under treatment)
More than 10000 245 | 19.9 Normotensive 517 42
Pre-
Marital Status hypertensive 334 27.1
Single 121 | 9.8 Hypertensive 380 30.9
Married 1030 | 83.7 | Total Cholesterol
Widow/Widower 79 6.4 < 190 mg/dL 822 66.8
Divorced 1 0.1 > 190 mg/dL 409 33.2
Cigarette Smoking Status LDL
No 1109 | 90.1 <100 mg/dL 554 45
Yes 122 | 9.9 2100 mg/dL 677 55
Mouth Snuff Status HDL( 40 mg/dL for male and 50mg/dL for female)
240 and
No 1129 | 91.7 50mg/dL 454 36.9
<40 and
Yes 102 |83 50mg/dL 777 63.1
Fruit taking ( days per week) Triglycerides
<3 972 | 79.2 <150 mg/dL 980 79.6
>3 255 | 20.8 >150 mg/dL 251 204
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Table 2: Bivariate analysis of factors and diabetes among study participants in Mazar Sharif (n=1231)

Non-Diabetes | Diabetes %95CI
Odds Ratio
Variables N % N % lower limit | upper limit
Age in years
25--35 528 94313257 |1 Reference
35-45 258 91.2 | 25|88 | 1.599 0.928 2.754
45 - 55 167 88.8 | 21 | 11.2 | 2.075 1.165 3.696
55 and over 165 82535175 |35 2.101 5.83
Sex
Females 610 919 |54 |81 |1 Reference
Males 508 89.6 | 59 | 10.4 | 1.312 0.891 1.933
High Blood Pressure
No 788 926 (63|74 |1 Reference
Yes 330 86.8 | 50 | 13.2 | 1.895 1.279 2.807
Obesity General using BMI
No 955 9178 |83 |1 Reference
Yes 163 85.8 |27 |14.2 | 1.839 1.158 2.923
Triglycerides
<150mg% 7.8904 | 922 (76|78 |1 Reference
> 150mg% 214 85.3 |37 |14.7 | 2.057 1.351 3.131

Total Cholesterol
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< 190mg% 758 922 16478 |1 Reference

> 190mg% 360 88 |49 |12 1.612 1.089 2.387
Low Density Lipoprotein (LDL)

<100mg% 518 935(36 |65 |1 Reference
>100mg% 600 88.6 | 77 | 11.4 | 1.847 1.222 2.79
High Density Lipoprotein (HDL) borderline 40 mg/dL for male and 50mg/dL for female

<40 and 50mg/dL 720 9275773 |1 Reference

240 and 50mg/dL 398 87.7 | 56 | 12.3 | 1.777 1.205 2.621

Table 5: Multivariable analysis risk factors associated with diabetes among participants in Mazar
Sharif (n=1231)

Variables Adjusted OR %95CI Lower Limit %95Cl Upper Limit P Value
Age group
Low Age 1 Reference
High Age 1.042 1.025 1.059 P<001
Taking Rice in days per week
>3 hours per day 1 Reference
<3 hours per day 1.779 1.032 3.064 P<05
Systolic Blood Pressure
High 1 Reference
Low 0.986 0.973 0.999 P<05

Walking in hours per day
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Less 1 Reference

More 0.793 0.697 0.902 P<001
BMI

Low 1 Reference

High 1.056 1.021 1.093 P<005
Total Glycerides

Low 1 Reference

High 1.004 1.002 1.005 P<001
Low Density Lipoprotein (LDL)

High 1 Reference

Low 0.477 0.308 0.741 P<005
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Abstract

Background: Infectious diseases are the first leading cause of death in the low income countries, less
than one in five of all people reach the age of 70, and more than a third of all deaths are among
children under 15.

Measles is one of infectious diseases which is highly contagious and remain one of the leading causes of
death among young children. In 2015, there were 134,200 measles deaths globally.

In Afghanistan, measles remain the 1% leading cause of outbreaks; there were 26,642 cases and 106
deaths in 2015.

Objective: To present measles epidemiology and trend in Afghanistan

Methods: Retrospective review of measles data was conducted, data was collected through national
diseases surveillance and HMIS systems, various variables including age, sex, date of onset, place and
vaccination coverage were used for analysis. MS Access and MS Excel were used for data analysis.

Results: In this study 1,692 suspected measles cases in 110 outbreaks were enrolled and analyzed in
2016. Of which 863 (51%) were male, 829 (49%) were female, and 58% were under 5 years, the mean
age of the cases was 5.6 year old.

High numbers of cases (54.3%) were reported during the winter season (December-March). Vaccination
coverage for the first doze of measles vaccine was 54%, geographically majority of the cases were
reported from southeast and west regions. Measles mortality reduction campaigns (MMRCS) were more
effective than routine immunization program.

Conclusion: Despite the availability of safe and effective vaccine, measles still remains one of the leading
causes of death among young children globally.

The huge number of measles cases and outbreaks in Afghanistan indicate the weakness of preventive
and control measures, therefore the improvement of vaccination coverage and strengthening of routine
immunization program can reduce measles cases and outbreaks.

Keywords: Measles, Outbreak, Surveillance, Vaccination coverage
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Introduction

Infectious diseases such as lung infections,
diarrhoeal diseases, HIV/AIDS, tuberculosis,
and malaria are the first leading cause of
death in the low income countries (1), where
less than one in five of all people reach the
age of 70, and more than a third of all deaths
are among children under 15 (2).

Ghazanfar Medical Journal, Volume 2, Issue 01, March 2017

Measles itself is one of the leading causes of
death among young children, even though a
safe and cost-effective vaccine is available. In
2015, there were 134,200 measles deaths
globally — about 367 deaths every day or 15
deaths every hour. Measles vaccination
resulted in a 79% drop in measles deaths
between 2000 and 2015 worldwide. In 2015,
about 85% of the world's children received
one dose of measles vaccine by their first



birthday through routine health services — up
from 73% in 2000.

During 2000-2015, measles vaccination
prevented an estimated 20.3 million deaths;
this made the measles vaccine one of the
best public health product (3).

In Afghanistan, measles remains the 1* main
cause of the outbreaks, this is due to low
vaccination coverage against measles (4).
There were 26,642 Measles cases in
Afghanistan in 2015 (5). Also, Demographic
Health Survey (DHS) 2015 reported the
coverage of vaccination against measles
60percent for the first dose (6).

Prevention and control masseurs taken for
Measles cases reduction in Afghanistan are:

- Vaccination {two doses of measles
vaccine in the routine vaccination
program and Measles Mortality
Reduction Campaigns (MMRCS) in case
of outbreaks}

- Proper case management for Measles
cases including provision of Vitamin-A
supplements, antibiotics if needed, and
supportive care to prevents
complications (7).

- Diseases surveillance is also one of the
main interventions in reduction of
Measles cases through early detection,
investigation and response to the
measles outbreaks and coordination for
the MMRCs (4).

The aim of this study is to determine the
epidemiology and trend of Measles cases in
Afghanistan, as still Measles diseases remain
the first leading cause of outbreak in
Afghanistan therefore it is needed to be
clarified the real causes of such huge number of
Measles outbreaks/cases to enable us for
implementation of the prevention and control
strategies.
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Methods

Disease surveillance as an active surveillance
has been functioning effectively since
December 2006 as a sentinel site-based
surveillance system, with both Indicator Based
Surveillance (IBS) and Event Based Surveillance
(EBS) components.

In IBS, the weekly reporting of 16 priority
diseases/events (morbidity and mortality) from
public and few private health facilities is
included.

In EBS the reporting of unusual events and
suspected outbreaks (of any disease) is
included, up to 31/Dec/2016 the diseases
surveillance  established 643  surveillance
sentinel sites all over the country (543 in health
facilities and 100 in the community).

Measles due to high priority is also included in
diseases surveillance system, still it is the first
leading causes of outbreaks in Afghanistan (4).

The Health Management Information System
(HMIS) of ministry of public health (MoPH) as a
passive surveillance also receive the data of
morbidity and mortality including Measles from
the all the public health facilities throughout
the country, provincial HIMS department
receive the data from health facilities on
monthly basis and submit it to MoPH on
quarterly basis (5).

For this study the retrospective review of
Measles data was conducted, data was
collected through national surveillance and
HMIS systems of MoPH, covered from 01
January ftill 31 December 2016, also the
cumulative data of Measles outbreaks was
reviewed from 2007 till 2016. From HMIS
system the data of 1394 (2015) was reviewed,
various variable including age, sex, date of
onset, place and vaccination coverage were
used for the analysis in 29 provinces in 2016.



MS Access /MS Excel were used for the data
analysis.

Results

Measles is the first leading cause of outbreaks
in Afghanistan; more than 2,600 outbreaks of
different diseases are detected and responded
by diseases surveillance system since 2007,
about 40% of these outbreaks are caused by
Measles alone (4).

In 2016, there were 110 outbreaks of Measles
reported and investigated by surveillance
system in Afghanistan, 61 (55%) outbreaks were
confirmed by laboratory. A total of 1692 cases
and 31 death were associated with these
outbreaks with an average of almost 15 cases
per outbreak, average CFR was 1,84% = 2%, The
size of the outbreaks ranged from 284 cases in
Badghis province to 5 cases in Panjsher
province. The outbreaks distributed in 29
provinces of Afghanistan, just from these
provinces (Samangan, Baghlan, Urozgan, Kapisa
and Kundoz) no measles outbreak reported in
2016. Majority of the outbreak were reported
from Khost province (14%) followed by Paktya
(12%) and Paktika (10%) provinces, while less
number of outbreak (less than1% per province )
were reported from Pnajsher, Herat, Logar and
Daikundi provinces.

Out of total 1692 suspected Measles cases in
2016, 863 (51%) were male, 829 (49%) were
female, 355 (21%) were less than 2year old, 626
(37%) were 2-5 years old, 440 (26%) were 5-10
years old, 271 (16%) were >10 years old. The

mean age of the cases was 5,6 years old
(Figure.1).

The seasonal pattern was also seen where there
were high numbers of cases reported during the
winter time (January) (Figure.2). The vyearly
trend was also seen from 2007 till 2016, there
were high numbers of cases reported during
2012 followed by 2015 (Figure.3), the average
vaccination coverage for the first doze of
Measles vaccine in the said 110 outbreaks area
was 54%. Geographical distribution of the cases
was seen, majority of the cases were reported
from southeast region followed by west region,
while the lowest cases were reported from
central east region, also at the provincial level
majority of the cases were reported from
Badghis province followed by Khost and Paktya
provinces (Figure.4). It was also noted that
measles  Mortality Reduction Campaigns
(MMRCs) are more effective than routine
immunization program, as after every MMRC
the measles cases are declined amazingly. For
examples after conducting MMRC in 2012 and
another in 2015 (Figure.3), less number of
measles cases were reported in 2013 and 2016.
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Table 1:Frequency distribution of the socio-demographic characteristics of study participants in 110

Measles outbreak in 29 Provinces- Afghanistan in 2016 (n=1692)

Variables Numbers (%0)
Age (years)
<2 355 (21)
02-05 626 (37)
05 - 10 440 (26)
> 10 271 (16)
Sex
Males 863 (51)
Females 829 (49)
Seasonality (months of the years)
January 427(25.24)
February 192(11.35)
March 166(9.81)
April 76(4.49)
May 163(9.63)
June 215(12.71)
July 107(6.32)
August 50(2.96)
September 0(0.00)
October 96(5.67)
November 65(3.84)
December 135(7.98)
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Figure.1- Age category of Measles cases in 2016 in Afghanistan
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Figure.2-Measles cases by months (2016) in Afghanistan
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Figure.4-Measles cases geographical distribution by provinces in 2016 in Afghanistan
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Discussion
Measles is one of the leading causes of death
among under five children world-wide.

In Afghanistan, Measles is the first leading
cause of outbreaks and epidemics.

The main reason of the huge numbers of the
Measles outbreaks in Afghanistan is the low
vaccination coverage against Measles.

Based on surveillance data it is clearly indicated
that the Measles Mortality Reduction
Campaigns (MMRCs) are more effective than
routine immunization program, as after every
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MMRC the Measles cases are declined
amazingly.

Majority of the cases (58%) are under 5 year
old, geographically majority of the cases are
reported from southeast followed by west
regions.

Strength and weakness of the study

The result of the study was supported by Lab
and the HMIS system, it can be mentionable as
the strength points of this study. On the other
hand, due to insecurity in some outbreak
investigation the technical staff/ surveillance
team was not involved, also some outbreak
investigations was not fully documented, these
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points can be mentioned as the weakness of
this study.

Conclusion

Measles is a highly infectious viral disease that
can be very unpleasant and sometimes lead to
serious complications and death. Despite the
availability of a safe and effective vaccine
Measles still remains one of the leading causes
of death among young children globally.

The huge number of measles cases and
outbreaks in Afghanistan indicate the weakness
of preventive and control measures, therefore
the improvement of vaccination coverage and
strengthening of routine immunization program
can reduce Measles cases and outbreaks.

Recommendation

e To strengthening the routine immunization
program to obtain the measles herd
immunity

e To enhance the surveillance system for
timely detection and control of the measles
cases

e To promote the proper case management
for all the cases to prevent the large
numbers of complication and deaths due to
measles.

e To increase public awareness on
importance of children vaccination

e To enhance coordination among the
stakeholders involved in the measles
prevention and control this will increase
the synergism
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Abstract

Introduction: Birth spacing/ family planning (BS/FP) can prevent more than 30% of maternal deaths and
10% of child mortality if couples space their pregnancies more than 2 years (Cleland et al, 2006). There is
a flat increase (3%) in comparison to the level of 2010 in CPR over 5 years based on AfHDS 2015 (23%).
Religious leaders play vital role in promotion of spacing/family planning in Afghanistan. The descriptive
study was aimed to assess the knowledge and attitude of birth spacing/family planning among selected
religious leaders.

Method: A cross sectional study design was applied to achieve the study objective.369selected religious
leaders (Mullas) from 23 provinces were the study population. Convenient selection method was
applied in our study. Data were collected using face to face questionnaire, and data management and
analysis was performed using SPSS V.16.

Results: Almost 99% of respondents had knowledge of methods of birth spacing/family planning with
average mean of 3.1 methods (+ SD 1.6 methods). Ninety five percent of participants were agree with
birth spacing/family planning. The appropriate age of marriage for girls marked <15 years, 16-20 years,
21-25 years, +26 years and after adolescent with percentage of 15.2%, 74.2%, 2.3%, 0.3% and 8%
respectively. The study participants marked appropriate age for first delivery as of <15 years, 16-18
years, 19-21 years, +22 years and after adolescent with percentage of 3.3%, 38.3%, 43.4%, 12%, 2.7%
and 0.3% respectively. The average mean recommended years for birth interval by participants marked
2.5 year (x SD 0.8 years). Around 90% of participants promoted birth spacing/family planning.

Conclusion: Notwithstanding high level knowledge and agreement of religious leaders with birth
spacing/family planning, remarkable number believed appropriate age for marriage for girls and first
delivery are less than 15 and 18 years respectively, showing still attitude is not totally changed regarding
this important issues. Considering inappropriate attitude of the significant number of participants
regarding birth spacing/family planning, very focused interventions on changing attitudes is needed
along with awareness raising programs. Further studies required to go more in-depth regarding this
issue.
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Introduction couples waited 24 months to conceive again,
under-five mortality would decrease by 13%. If

Based on World Health  Organization couples waited 36 months, the decrease would

recommendations, Birth Spacing/Family be 25% (Rutstein, 2008)
Planning (BS/FP) is recognized as a key life- '
saving intervention for mothers and their

children. BS/FP can prevent more than 30% of

Afghanistan has made significant achievement
on maternal and child health indicators during
the one and half decades. For instance, the
maternal deaths and 10% of child mortality if Antenatal Care from a skilled provider increased
from 16% in 2003 based on Multiple Indicator
years (Cleland et al, 2006). Closely spaced Cluster Survey (MICS 2003) to 58.6% in 2015

pregnancies within the first year postpartum based on Afghanistan Demographic and Health
are the riskiest for mother and baby, resulting Survey (AfDHS 2015). As well as the trends
in increased risks for adverse outcomes, such as

couples space their pregnancies more than 2

deliveries by skilled birth attendance shows an

preterm, low birth weight and small for increase from 14% (MICS 2003) to 50.5% (AHDS
gestational age (Da Vanzo et al, 2007). If all
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2015). There were a significant improvement in
child health indicators, under five mortality and
infant mortality are decreased from 254/1,000
LB to 55/1,000 LB, and 129/1,000 to 45/1,000
LB respectively.

However, the Contraceptive Prevalence Rate
(CPR) shows an increase from 10% (MICS 2003)
to 20% in 2010 (AMS 2010), and a flat increase
of 3% in comparison to the level of 2010 in
Contraceptive Prevalence Rate (CPR) over 5
years based on AHDS 2015 (23%). Based on
Millennium Development Goal (MDG) report
Afghanistan was lagging behind the target of
MDG 3 in regards with CPR which estimated a
target of 50% in the country. According to the
Afghanistan Mortality Survey (AMS) 2010 the
knowledge of any contraceptive method was
91.8% while there is a huge gap between
knowledge and utilization.

Since in Afghanistan the women are not
decision makers in most of occasions, there are
different categories of influential at household
level including but not limited to husband,
mother in-law, and father in-law. One of the
effective way in order to reach to male decision
makers is approach through religious leaders.
The role of decision makers in regards with
increase the use of contraceptives is crucial.

The study objective was to assess the
knowledge and attitude of birth spacing/ family
planning among selected religious leaders from
23 provinces of Afghanistan.

Method

Study Design and study population: A cross
sectional study design was applied to achieve
the study objective. Religious leaders (Mullas)
from 23 provinces were the study population.
Convenient selection method was applied in
this study. The sample was 369 religious leaders
invited from 23 provinces in an event which was
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jointly conducted by MoPH and Ministry of Hajj
and Religious Affairs in Kabul. A self-
administered quantitative guestionnaire

designed and applied in the study after test.

Data collection procedure: The self-
administered questionnaires distributed to all
participants on second day of the conference,
the participants returned back the filled
guestionnaires on third day of conference.

Data Entry and Management: The data was
cleaned, entered and analyzed using SPSS
version 16 software. Mean and standard
deviations were calculated for quantitative
variables.

Ethical Considerations: The participants were
briefed on the objective of the study. Written
informed consents were obtained from all
participants before proceeding with interview.

Results

Socio-demographic characteristics: A total
number of 369 subjects (100% male) with
median age of 30 years (IQR24-39 years, range
18-80 years) from 23 provinces of Afghanistan
were enrolled in the study. 95% of participants
had Islamic education varying from Madrasa to
Higher  Education. Seventy percent of
participants were married while the rest (30%)
were unmarried.

Median of family size (family members) was 7
(IQR 4-9 members).

Knowledge of birth spacing/family planning:
Ninety nine percent of respondents had
knowledge on methods of birth spacing/family
planning with average mean of 3.1 methods
(£SD 1.6 methods). 56% of participants marked
that family planning is common in their
community, 25% of them responded that family
planning is not common in their community,



while the rest (19%) did not know whether
family planning is common in their community
or not?

Attitude of birth spacing/family planning:

95% were agree with birth spacing/family
planning.

The average mean recommended years for
birth interval by participants marked 2.5 year
(xSD 0.8 years).

We analyzed their attitude by measuring their
perception on whether their advice regarding
BS/FP is effective or not? The response of 79%
of participants were positive, and 7% of them
responded “No” to this question, and the rest
(13%) did not know about this variable.

More information could be seen in Figure 1.

Fig 1: Appropriate age of marriage for girls
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The participants were asked about appropriate
age of marriage for girls and they pointed out
<15 years, 16-20 years, 21-25 years, +26 years
and after adolescent and the percentage were
15.2%, 74.2%, 2.3%, 0.3% and 8% respectively.

The response of participants against question
regarding appropriate age for first delivery were
3.3%, 38.3%, 43.4%, 12%, 2.7% and 0.3%
respectively for <15 years, 16-18 years, 19-21
years, +22 years and after adolescent.
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Fig 2: Appropriate age for first delivery
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The participants were asked about number of
children by a mother during her reproductive
live, more than 50% of them marked less than 6
children.

In response to the question whether they
advise birth spacing/family planning to others,
the answer of 90% of them were “Yes”. 7% did
not advice (Figure 4).
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Fig 4: Advicing birth spacing/facmily
planning to others
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In regards with way of advising birth

spacing/family planning the most common
means were Khutba-Jumma, social events (67%
and 24% respectively).

Fig 5: Means of advising BS/FP
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Discussion

The study shows almost all participants had
knowledge of birth spacing/family planning
methods, more than two third of study
participants had knowledge of at least 3
methods of FP/BS. It indicates that the
awareness raising programs for religious leaders
contributed high level of knowledge. A study in
Lebanon shows the same result (Karout N,
Altuwaijri S 2012).

A large number of religious leaders were agree
with birth spacing/family planning, a portion of
study conducted in Afghanistan also support
our finding (Hemat S, Morita A, Nakamura K,
and Kaoruko S, 2016). As well as study in
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Bangladesh found that “many have become
tolerant -- and someeven support -- family
planning” (Chowdhury M, 1991).

Notwithstanding of high level of knowledge and
agreement of religious leaders with birth
spacing/family planning, a remarkable number
of them believe the appropriate age for
marriage of girls less than 15 years, which still
shows the attitude of religious leaders
regarding age of marriage is an issue of

concern.

The recommended interval between deliveries
was more than two years by around one third
of participants, while almost half of them
recommended 2 years, which is not consistent
with recommended 3 years by ministry of public
health. It is an indication of inappropriate birth
spacing attitude.

More than one third of participants were
believed that the appropriate age for the first
delivery is less than 18 years, having such large
proportion shows still attitude is not totally
changed on delaying first delivery up to age 18.

However, there were multi response on number
of children by a women during her reproductive
live, but more than half of participants
recommends less than six children. It can
contribute to the reduction of Total Fertility
Rate (TFR) in Afghanistan.

However, the majority of participants stated
that they are promoting birth spacing/family
planning at their communities, but with due
consideration of inappropriate attitude of
significant number of them the promotive
activities would not be effective unless the
attitude is changed.

Study limitation: The study followed the
convenient sampling, which may increase the
chance of selection bias, but the participants
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were belong to 23 provinces representing all
regions. Another limitation of the study was
that the religious leaders were recently
oriented on birth spacing/family planning, but
their attitude shows that they have already had
basic knowledge, which minimize the chance of
misleading the study.

Conclusion

In order to promote birth spacing/family
planning through religious leaders, with due
consideration of inappropriate attitude of the
significant number of them regarding birth
spacing/family planning,  very  focused
interventions on changing their attitudes with
close collaboration of related ministries should
be undertaken along with awareness raising
programs. We recommend further studies to go

more in-depth regarding this issue.
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Commentary: Saving the Youngest and among the most
Vulnerable: Importance of Expanding Newborn Health
through Home-visits in Afghanistan

Malalai Naziri MD, Ariel Higgins-Steele MPA,;
Said Habib Arwal MD, Zelaikha Anwari MD
MPH, Sherin Varkey MD

Current situation

According to the most recent national survey
data, the current level of neonatal mortality is
22 per 1,000 live births, post-neonatal mortality
is 23 and infant mortality is 45 deaths per 1,000
live births. At these current mortality levels,
82% of all deaths among children under five age
in Afghanistan take place before a child’s first
birthday with 40% occurring during the first
month of life (CSO et al. 2016). The portion of
child deaths occurring during the neonatal
period is increasing in Afghanistan which aligns
with a similar global trend (WHO, UNICEF 2009).

Despite progress, about half of births in
Afghanistan occur at home and without skilled
care: 48% of births are delivered in health
facilities; 51% of births are delivered by a skilled
provider. Only one-third of women who gave
birth had postnatal care within two days of
giving birth.

The Islamic Republic of Afghanistan’s continues
to demonstrate strong commitment to improve
women and children’s health. In December
2013, the Government signed A Promise
Renewed pledge, committing to reduce
preventable deaths among women and
children. In May 2015, the Government
followed through on this commitment by
launching the Kabul Declaration, which sets out
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specific targets for maternal, newborn and child
health and survival for 2020, and reiterates
government support for the goals of ending
preventable maternal, newborn and child
deaths.

The Ministry of Public Health (MoPH) finalized
the Comprehensive Newborn Care Programme
in Afghanistan 2016-2020, which has aligned all
national newborn activities with the global
Every Newborn Action Plan was in close
collaboration with in-country partners. The goal
of the Comprehensive Newborn Care Plan is to
contribute to the country’s development and
progress by reducing neonatal morbidity and
achieving significant reductions in mortality to
achieve the Sustainable Development Goal
(SDG) target for neonatal mortality of 12 deaths
per 1,000 live births by 2030. The plan proposes
to achieve this target through improved
community-based newborn care,
communication, research, provision of quality
care, improved policies, access and utilization of
services by mothers before, during, and after
pregnancy and at child birth with special
attention to care of neonates.

Home visits for care of the newborn

Home-based newborn care interventions which
can prevent 30-60% of newborn deaths in high
mortality settings (Bang, et al. 1999; Bhutta et



al. 2008). Continuing this new attention to the
importance of newborn care, in 2016, the
MoPH endorsed the recommendations of the
joint global statement (2009) of WHO and
UNICEF on home visits after birth as a strategy
to deliver effective elements of care to
newborn and increase newborn survival. This
strategy has shown positive results in high
mortality settings by reducing newborn
mortality and improving key newborn care
practices (WHO, UNICEF 2009).

The Community Health Worker (CHW) is an
important member of the health system,
working with the community which is in need of
health services. Global evidence demonstrates
that CHWSs provide an instrumental role in
health promotion and connecting communities
to facility-based care. At present, there are over
28,000 CHWSs serving rural population in
Afghanistan. Trained CHWSs providing health
care to 45% sick children and covering 69%
family planning, but some concerns are there
about quality of the care they provide (MoPH
2015).

Programme components of home-based care
identified in the Ministry of Public Health
position paper that are required for
implementation of home visits for newborn
care:

Ministry of Public Health

Identifies the best channel of delivering
postnatal home care based on cost
effectiveness and sustainability is community
health workers through Community-Based
Health Care department.

Assesses the level and distribution of CHWs and
their competencies to deliver the required
services and care for newborn survival.
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Developing regulatory and legal framework for
CHWs to provide postnatal care.

Recruiting, training and deploying health
workers, including community level workers, to
provide newborn care through postnatal home
visits.

Ensuring continued professional development
and motivation of health workers, including
CHWs.

Strengthening the health system to support
health workers to deliver postnatal newborn
services and care, including regular supplies,
supervision and referral links.

Supporting  communication efforts  for
community awareness and involvement in

postnatal care.

In addition, the MoPH is in the process of
introducing a Maternal, Newborn and Child
Health (RMNCH) home-based handbook which
is expected to increase demand for and
utilization of the RMNCH services, increase
community awareness of practicing a healthy
lifestyle, and improve quality of healthcare
services.

UNICEF, WHO and partners will support these
actions by:

Advocating, assisting and investing resources
for implementation of home visits for newborn
care interventions.

Working with government and non-government
organizations to rapidly disseminate this
position paper, NGOs and communities to start
implementation of this strategy.

Assisting capacity-building and functioning of
health care providers and CHWs to provide
home-based newborn care through
development and use of guidelines, training



materials on community-based newborn care
and other activities as needed.

Helping with communication efforts aimed at
promoting antenatal care, skilled care at birth
and postnatal care for mothers and newborns.

These important steps by the Ministry of Public
Health and development partners regarding
home visits for the newborn child in the public
sector in Afghanistan will expand the reach of
care beyond the health facilities, where many
newborns are currently dying. Up to two-thirds
of the current rate of neonatal mortality in
Afghanistan can be prevented if mother and
newborn receive known interventions that are
simple and effective and delivered through
health facilities and home visits. Investment in
newborn health in Afghanistan must continue
to improve survival rate of this vulnerable group
through facility-, outreach, and community-
based care of quality.

Ghazanfar Medical Journal, Volume 2, Issue 01, March 2017

References

Afghanistan Ministry of Public Health (MoPH).
Community Based Health Care Strategy (2015-
2020).

Bang AT et al. Effect of home-based neonatal
care and management of sepsis on neonatal
mortality: field trial in rural India. Lancet, 1999,
354(9194):1955-61.

Bhutta ZA et al. implementing community-
based perinatal care: results from a pilot study
in rural Pakistan. Bull World Health Organ,
2008, 86(6):452-9.

Central Statistics Organization (CSO), Ministry of
Public Health (MoPH), and ICF International.
2016. Afghanistan Demographic and Health
Survey 2015: Key Indicators. Kabul, Afghanistan,
and Rockville, Maryland USA: Central Statistics
Organization, Ministry of Public Health, and ICF
International.

WHO, UNICEF. 2009. Joint Statement on home-
based care of newborns.



Instructions for Submission of Articles

Peer Review Process

After submission, the article will be reviewed by the editor and statistician to review methodology and
general presentation of the research according to GMJ criteria. A code will be assigned to all articles and
the future correspondence will be by code number. The articles are sent to two external reviewers
(peers) and the comments are exchanged between authors and reviewers. On satisfactory response, the
articles are shared with the editorial board and on compliance with the Journal’s instruction and

editorial board’s comments the editor finally decides the publication.

Ethical Consideration

The manuscript will be in compliance with the guidelines of Council for International Organizations of
Medical Science (COIMS) and Helsinki declaration. The editor reserves the right to reject the articles on
ethical grounds. The report for randomized control trials (RCTs) should be according to CONSORT
statement. All RCTs should be registered at an international RCT centers.

Conflict of Interest

The authors shall inform the editor about the conflict of interest such as financial, personal or academic
that may influence their judgment.

Plagiarism

The manuscripts which have used the verbatim texts and contents of published articles will not be

accepted for publication.

Structure of Article

Title
The title should describe the article’s content clearly and precisely, and allow the reader to decide
whether it would be appropriate to consult the article further. Unnecessary words such as ‘A study of’,
‘Investigations of’, ‘Observations on’, etc. should be omitted. It should not have abbreviations and
jargon.
In short, the title of an article for GMJ should:

. Be 10-12 words

. Identify the main issue of the paper

. Begin with the subject of the paper

° Be accurate, unambiguous, specific, and complete

e  Show the study design and study setting

° Mention target population

Authors
In accordance to the International Committee of Medical Journal Editors (ICMJE) the following points on
authorship should be considered during submission of articles for GMJ:

Ghazanfar Medical Journal, Volume 2, Issue 01, March 2017



e Each author should have participated sufficiently in the work to take public responsibility for
appropriate portions of the content.

e Authorship credit should be based on substantial contributions to:
1. Conception and design, or acquisition of data or analysis and interpretation of data;
2. Drafting the article or revising it critically for important intellectual content; and
3. Final approval of the version to be published and publicly take responsibility for the data

and conclusions

e Authors should meet conditions 1, 2 and 3.

e Acquisition of funding, collection of data or general supervision of the research group does not
justify authorship.

The following information should be included in the title page regarding authors:

e name by which each author is known, with his or her highest academic degree(s) and
institutional affiliation;

e name of the department(s) and institution(s) to which the work should be attributed;

e disclaimers if any;

e name and address of the author responsible for correspondence about the manuscript;

e the name and address of the author to whom requests for reprints should be addressed, or a
statement that reprints will not be available from the author and

e source(s) of support in the form of grants, equipment, drugs, or all of these.

Abstract

It should briefly describe the problem being addressed in the study, how the study was performed, the
salient result and what the authors conclude from the results. Structure of abstract should be in
accordance to the article type. A structured abstract should not be more than 250 words for original
article. The structured abstract should consist four paragraphs, under the headings: Objective, Methods,
Results and Conclusion. If reporting quantitative data, results should mention key frequencies,
percentages and findings. Abstracts should be followed by 3-10 MeSH words (key-words). Details
available from the Medical Subject Headings (MeSH) list of index medicus. For assistance see:
http://www.ncbi.nlm.nih.gov/mesh

Introduction

The introduction should be brief, ideally 2-3 paragraphs long. It should clearly state the problem being
investigated, the background that explains the problem, and the reasons for conducting the research. It
should summarize relevant research to provide context, state how the authors’ work differs from
published work and importantly what questions the article answer. Briefly describe your experiment,
hypothesis, research question(s), and general experimental design or method.

Methods

The main purpose of this section is to provide the reader enough details so they can replicate the
research. It should explain how the problem was studied, identify the procedures the author followed,
and order these chronologically where possible. The methods identify the equipment and describe
materials used and specify the source if there is variation in quality of materials. It should also include

Ghazanfar Medical Journal, Volume 2, Issue 01, March 2017



the frequency of observations, what types of data were recorded. It should also name any statistical
tests used so that the numerical results can be validated. It is advisable to use the past tense, and avoid
using the first person. This section should be no more than 2 pages.

Results

Results should objectively present the findings, and explain in words what was found. This section shows
that new results are contributing to the body of scientific knowledge, so it is important to be clear and
lay them out in a logical sequence. The data should be analyzed and presented in the form of figures
(graphs), tables, and/or description of observations. It is important to clearly identify for the reader any
significant trends. The results section should follow a logical sequence based on the table and figures
that best presents the findings that answer the question or hypothesis being investigated. Tables and
figures are assigned numbers separately, and should be in the sequence that the author refers to them
in the text. Figures should have a brief description (a legend), providing the reader sufficient information
to know how the data were produced. It is important not to interpret the results - this should be done in
the discussion section. It should not have more than 2-3 tables and 2 graphs.

Discussion
In this section, the author should describe what his/her results mean, specifically in the context of what
was already known about the subject of the investigation. The author should link back to the
introduction by way of the question(s) or hypotheses posed. Author should indicate how the results
relate to expectations and to the literature previously cited, whether they support or contradict
previous theories. Most significantly, the discussion should explain how the research has moved the
body of scientific knowledge forward. It is important not to extend conclusions beyond what is directly
supported by the author’s results, so avoid undue speculation. It is advisable to suggest practical
applications of results, and outline what would be the next steps in the study. The author should also
discuss the strengths and weaknesses in relation to other studies.
In short the discussion should at least talk about:

e statement of principal findings

e strengths and weaknesses of the study

e strengths and weaknesses in relation to other studies

Conclusion
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unqualified statements and conclusion not completely supported by the data. For example, they should
not make statements on economic benefits and costs unless their manuscript includes economic data
and analysis. Authors should refrain from claiming unjustified priority about the findings. It should be
noted that a negative finding could be as important as a positive finding.
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