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PRESIDENT’S MESSAGE
Dear Members,

I

am pleased to update you on excellent progress made by members of the Council of the SLMA in
terms of strategic planning to aim at
achieving the goals set for this year.
You would be happy to learn that the
Task Force on Palliative Care and
End of Life issues has developed a
conceptual framework to gather all
stakeholders in the health sector – towards developing a holistic care plan
for all groups of patients facing end of
life issues. I am grateful to the Palliative Care Association of Sri Lanka, Mr
Yasantha Kodagoda, Additional Solicitor General and to all other experts
for their cooperation and support. We
look towards meaningful outcomes
that would help medical doctors in addressing this important aspect of care.
I am truly grateful to Dr Udayangani
Ramadasa, the live wire of this project
for her dedication and time in helping
the SLMA to take forward a regional
training programme along this theme.
Please do not hesitate to contact our
office for any further information you
require on this topic.

A novel approach to the application of food based dietary guidelines
at our health care facilities is another
thematic area. I am truly grateful for

efforts taken by Dr Bhanuja Wijayatilleke in taking this forward with the
experts in Nutrition. We look forward
to greater awareness and application
of healthy eating habits even amongst
our members! I am a firm believer on
the importance of role models. The
leadership role of medical doctors in
transferring “healthy habits” to their
patients, workforce, family and friends
must not be underestimated. So I look
forward to greater awareness and
practice of food and drink served at
your local meetings that extends well
into the hospital kitchen for your patients.
The quantification of voluntary CPD
certification was resuscitated. We
have made much progress with our
colleagues in the Government Medical Officers Association, with its pioneer Dr Sunil Seneviratne Epa taking
a lead role. This is despite the greater
demand on him to travel safely along
the Southern Expressway once too
many a time! We would value our
member feedback on this issue by revisiting the CPD guidelines and portfolio designed in 2010.
Much has been said about the current crisis we face on private medical
education and the quality of health
care. The SLMA has not been hiber-

nating and is deeply concerned by the
turn of events. As a professional and
apolitical organization with no trade
union ethos, we respect the decisions
made by governing bodies that oversee educational processes and the
quality of undergraduates and postgraduates in the best interests of our
society. Our call is that SLMC must
be given statutory powers to regulate
standards of medical education in Sri
Lanka that requires amending the
medical ordinance. We agree that the
broader question on Medical Education, be it public or private, needs an
in depth analysis of the current need
for medical doctors per unit population that must be based on our health
priorities. We take into consideration
the quality of graduates produced as
our priority. A subcommittee of experienced professionals from all sectors
of health is due to study all aspects
and report back to our Council, with
a view to addressing the issues at
hand in the short term and in the long
term and help resolve these in a nonpartisan manner and based on facts.
With best wishes,
Chandrika Wijeyaratne
President SLMA

PATIENT ENGAGEMENT - PROFESSIONAL ENHANCEMENT:
THE THEME WITH A DIFFERENCE
Dr. Achala Balasuriya
MBBS, MD, Msc (UK)
Consultant Physician

S

o how do we get there? Engagement is just the very first
step of what I think will become
a new science of behavioral economics and behavior change in healthcare.
The paradigm shift from authoritative
attitudes and practices of the health
care provider of the past, in the new
millennium we need to think broad and
accept that patients are entitled to and
should be in control of their ailments as
much as we the clinicians do. Sharing
of information, in an ethically accept-
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able and culturally sensitive manner is
important in engaging patients in their
own health care, when patients and
clinicians share information, they have
the ability to collaborate to improve
health and make informed decisions.
This information may also be helpful
for caregivers, as they play a key role
for patients who need assistance with
their health care needs.
Patient and caregiver engagement
brings together patients, family members or caregivers, clinicians and other
health care professionals as members
of the health care team. Engaged patients and caregivers are empowered
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to work with clinicians to improve the
quality and safety of care.
This needs an attitudinal change as
well as policy reformation in terms of
productive outcomes in the management of chronic conditions like diabetes, hypertension, degenerative and
chronic musculoskeletal diseases
and in elderly care. In fact, Patient
engagement in health care has been
considered as a “blockbuster drug
of the century” (Kish, 2012), with the
potential to achieve the “triple aim” of
improved health outcomes, better patient care, and lower costs.
Contd. on page 03

Contd. from page 02

PATIENT ENGAGEMENT...
Evaluation of health systems and
policies in many countries in Europe
has shown that engaging patients to
actively participate in their care has
become a success story that resulted
in improved health care delivery system in terms of quality and efficacy.
Sri Lanka Medical Association the
prime medical association in this country with over 5000 memberships at its
130th anniversary celebrations have
come forward with the new and timely
theme “Patient engagement and professional enhancement”. Unlike in the
past, most of our patients today have
a keen interest to be educated about
their illness and are willing to actively
be partners in the management process and not mere recipients of care
at the hands of a provider who decides all for him or her.
Patient activation and patient empowerment are two interdependent
concepts. Patient activation refers to
patients’ knowledge, skill, and con-
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fidence to manage their health and
health care. Patient empowerment
involves patients’ self-efficacy and
capacity to make informed decisions
about their health care. Unlike patient
activation, patient empowerment is a
more proactive concept, which reflects
patients’ self-determination to make
autonomous decisions and facilitate
self-promoted healthy behaviors.

scheduled to be held from 13th-16th
July in Colombo.

This theme has a very profound
meaning in a healthcare system like
in Sri Lanka where the state provides
free health to all the citizens. Free delivery alone may not be sufficient to
make the patient feel satisfied with the
care they receive and it is time for us
to be awakened to the culture sensitive needs of our patients who may
have concepts and views that are
different from ours (HCPs) when we
design and plan for them rather than
with them. This year SLMA is focusing
on this conceptual change to attract
diverse specialties into one platform
in the annual medical congress that is

Aujoulat I, Marcolongo R, Bonadiman L, Deccache A. Reconsidering
patient empowerment in chronic illness: a critique of models of selfefficacy and bodily control. Social
Science & Medicine. 2008; 66:1228–
1239.

Bibliography
Alegría M, Polo A, Goa S, Santana
L, Rothstein D, Jimenez A, Normand
SL. Evaluation of a patient activation and empowerment intervention
in mental health care. Medical Care.
2008; 46:247–256

Hibbard JH, Greene J. What the evidence shows about patient activation:
better health outcomes and care experiences; fewer data on costs. Health
Affairs. 2003; 32:207–214.
Kish I. The blockbuster drug of the
century: An engaged patient. 2014.

COMMONWEALTH MEDICAL ASSOCIATION
COLOMBO DECLARATION

he Commonwealth Medical Association held its 24th Triennial
Meeting from 14th to 16thOctober
2016 in Colombo, Sri Lanka. The Conference was preceded by a meeting of
the Commonwealth Advisory Committee on Health (CACH) on 12th and 13th
October 2016. The CACH comprises
of Permanent Secretaries of Health
and responsible persons for health in
the regional inter-governmental organizations across the world. The Colombo Declaration which was drafted
by a committee was deliberated and
approved by CACH. Thereafter it was
subject to discussion by representa-

tives of the Commonwealth Medical
Association, Commonwealth Association of Pharmacists, Commonwealth
Dental Association, Commonwealth
Association for Paediatric Gastroenterology & Nutrition, and the Commonwealth Association for Health and
Disability. It was adopted at the closing
session of the conference on 16th October 2016. Speaking at the concluding session, Sir Anand Sathyanand,
the former Governor General of New
Zealand and Chairman of the Commonwealth Foundation, stated that he
is optimistic that the Colombo Declaration, like the Colombo Plan after the

second world war would herald a new
era in the Commonwealth.
The Commonwealth Secretariat
would be happy to showcase any
activity conducted in line with the
Colombo Declaration in Sri Lanka,
through the Commonwealth Health
Hub, an online portal for connecting
the commonwealth on health issues.
Please contact Prof. Vajira H. W. Dissanayake, President, Commonwealth
Medical Association, president@commonwealthdoctors.org, for further information.
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CLINICAL TIPS IN THE ACUTE TREATMENT OF MIGRAINE
Prof. Tissa Wijeratne
MD FRCP (Edin) FRCP (London)
FAAN FAHA FRSM FRACP
Professor, Senior Neurologist & Director,
Academic Medicine & International Affairs
Director, Stroke Services & Neuroscience
Research Unit Director & Chair,
Department of Neurology University
Department of Medicine Sunshine Hospital
& University of Melbourne WCHRE,
Level three St Albans, Victoria, Australia

H

eadache disorders are one of
the commonest ailments affecting the human brain. It is
well known that headache disorders
are associated with significant personal and societal burden due to the
pain, poor quality of life, loss of work,
social impact and significant disability
that patients experience throughout
the world. Migraine is a debilitating
headache disorder, with a significant
negative impact on the patient, family
and society. In the 2010 Global Burden of Diseases study, migraine related disability was ranked as the third
leading cause of disability worldwide.
It is common knowledge that migraine
related disabilities result in more patients being unable to complete their
daily routines and work (in both the
home and the workplace), as well as
being absent from social events.
To make matters worse, these patients are often ignored, underrecognized, undertreated and very poorly
managed by the global medical community, including fellow neurologists.
It’s time that we change this lackluster
attitude towards headache medicine;
through education, clinical research
and greater patient advocacy throughout the world.
In 2013, a preliminary pilot study
conducted in a rural village in Sri Lanka by our group noted that 50% of the
population was suffering from chronic
migraine. This was a small sample of
140 patients. None of these patients
received a formal diagnosis, advice on
acute management or advice on preventative approach prior to the survey
(Herath, De Silva & Wijeratne, Unpublished data).
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There is a lot of work to do in the field
of headache medicine in Sri Lanka.
I strongly encourage you to join the
International Headache Society www.
ihs-headache.org. We need to join
forces, so that we can create a better
world for those suffering from headaches. I would also like to invite the
SLMA membership to seriously think
about establishing a local chapter of
the International Headache Society,
with a view to create a better world for
Sri Lankan patients afflicted by disabling headache disorders.
Let’s discuss a few useful clinical
tips in the acute treatment of migraine
headaches.

Clinical Tip 1: Ask the right
questions from your patients.
History taking in headaches is an
art. Make sure you ask the right questions, so that you can get the right answers and make the right diagnosis.
It is unfortunate that there is hardly
any training in headache medicine in
medical school or physician education programs throughout the world.
Clinicians often lack interest in these
patients and push their issues under
the carpet. The truth is that clinicians
don’t know what to look for, ask only
the wrong questions, then make the
wrong diagnosis: that the headache is
due to tension or stress, sinus infection or referred pain due to a refractory
error or dental problems, despite the
fact that the patient is likely to suffer
from migraine headaches. Millions of
patients continue to suffer because of
clinicians not asking the right questions, or making the wrong diagnosis secondary to circumferential evidence.
It is about time that we change this
attitude. We must train ourselves in
headache medicine and learn the art
of taking a headache history.
Allow your patient to speak first. Be
patient. Do not accept the self-diagnosis at face value. The best way to approach a headache patient is to divide
all headaches into two main groups:
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primary and secondary headaches.
Primary headaches are headaches
with no underlying identifiable cause
on examination or investigation (e.g.
migraines, tension type headaches,
and cluster headaches).
Secondary headaches are headaches with a definite underlying cause;
such as brain tumors, subarachnoid
hemorrhage, venous sinus thrombosis, or meningoencephalitis.
1. How long have you been having
headaches?

It is critical for you to know about the
onset and duration of the headaches
your patient suffers from.
There are red flags in headaches,
which you can remember by the term
SNOOP4 (plenary lecture, Professor
David Dodick ARCH 2016, Seoul, Korea). This should help you avoid missing them in your practice (Table 1) .
Table 1
The red flags (SNOOP4)
• Systemic symptoms (fever, weight loss) or secondary risk factors such as HIV, cancer)
• Neurologic symptoms or signs
• Onset (abrupt, peak within a minute)
• Older (> 50 years e.g. GCA, glaucoma)
• Previous headache history (new, change of pattern
or)
• Progressive
• Postural (worse upright)
• Precipitated by Valsalva / exertion
• Pulsatile tinnitus ( diplopia, transient visual obscuration )
Source; Professor David Dodick, ARCH 2016, Seoul
Contd. on page 09

Contd. from page 08

CLINICAL TIPS...
Ask about the temporal profile of the
headaches: the new onset headache
with an acute onset, maximum severity within a minute, and the severity of
the patient’s worst headache ever.
Common possibilities include subarachnoid hemorrhage, reversible
cerebral vasoconstriction syndrome,
vascular dissection, cerebral venous
thrombosis, acute hypertensive crisis,
colloid cyst with acute hydrocephalus,
pituitary apoplexy and (very rarely)
spontaneous intracranial hypotension.
Think of red flags for these possibilities, so as not to miss them.
2. How many headache days do you
experience per week? Per month? For how
long?

‘On how many days per month do
you suffer from headaches?’ is also a
good question to ask. You should always ask about headache days and
headache free days, so that you can
obtain the correct information from
your patient.
3. How many medication days do you
experience per week? Per month? For how
long?

This is an important question, so
that you can see if the patient suffers
from medication overuse headaches
(MOH). These headaches are estimated to impact 1- 2% of the general population, and up to 25-50% of
chronical headache sufferers. MOH
can be the cause or consequence
of chronic migraine (or other chronic
headaches), so concomitant chronic
migraine is no longer an exclusion of
MOH in the latest IHCD- 3 beta classification. According to the IHCD, the
3 beta classification definition of MOH
is as follows.
• Regular overuse for > 3 months of one or more drugs
that can be taken for acute and /or symptomatic treatment of headache (simple analgesics on > 15 days, Ergotamine, Triptans , opioids or combination analgesics
> 10 days)
• Headache occurring on > 15 days / month in a patient
with a preexisting headache disorder
• Not better accounted for by another ICHD – 3 beta
diagnosis

Table 2
International classification of
headache disorders (ICHD 3
Beta) criteria for migraine without aura
A. At least 5 attacks fulfilling criteria
below
B. Headache attack lasting 4-72 h (untreated or unsuccessfully treated)
C. Headache with at least 2 of the following characteristics:
1. Unilateral location
2. Pulsating quality
3. Moderate or severe pain intensity
4. Aggravation by or causing avoidance
of routine physical activity (e.g., walking or climbing stairs)
D. At least 1 of the following symptoms
during headache:
1. Nausea and/or vomiting
2. Photophobia and phono phobia
E. Not attributed to another disorder as
per ICH beta three

Table 3
International classification of headache disorders(ICHD 3 Beta) criteria for typical aura with migraine
headache.
A. At least 2 attacks fulfilling criteria
below
B. Aura consisting of at least 1 of the following, but no motor weakness:
1. Fully reversible visual symptoms, including positive features
(e.g., flickering lights, spots, or lines)
and/or negative features (e.g., loss of
vision)
2. Fully reversible sensory symptoms,
including positive features (e.g., pins
and needles) and/or negative features
(e.g., numbness)
3. Fully reversible dysphasic speech disturbances

C. At least 2 of the following:
1. Homonymous visual symptoms and/or
unilateral sensory symptoms
2. At least 1 aura symptom develops gradually over 5 min and/or different aura
symptoms occur in succession over 5 min
3. Each symptom lasts 5 - 60 min
D. Headache fulfilling criteria for migraine
without aura begins during the aura or
follows the aura within 60 min
E. Not attributed to another disorder
4. How long does each attack of head pain
last?

Migraine headaches generally last
from 4-72 hours. Some headache disorders such as hemicrania continua,
and Trigeminal Autonomic Cephalalgias (TACs) last less than 4 hours.
Some other headache disorders, such
as primary stabbing headaches, are
very brief, lasting only 10 seconds to
a minute.
5. What is the nature of the pain?

Migraine headaches are generally throbbing in nature. Tension he
adaches are featureless headaches.
Ice pick pains are very brief and short
lasting.
6. How severe is the pain?

Severity of the pain doesn’t help us
differentiate between primary and secondary headaches. Migraine, TACs
and subarachnoid hemorrhage are all
possible causes of severe headaches.
7. Are there any exacerbating or relieving
factors of pain?

External and internal trigger factors could exacerbate migraine headaches. Postural headaches may raise
the possibility of changes in cerebrospinal fluid dynamics. Migraine headaches could be linked with menstrual
cycles at certain times.
8. Are there any issues associated with the
headaches?

Nausea, light sensitivity (photophobia), noise sensitivity (phonophobia)
and smell sensitivity (osmophobia)
are often associated with migraines.
Contd. on page 10
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CLINICAL TIPS...
9. Are there any warning symptoms prior
to the headaches?

Positive visual aura is not uncommon in migraines. Sequential sensory
symptoms or speech abnormalities
can also be associated with migraines.

If your patient is suffering from chronic
migraine the approach is preventative
therapy - not acute therapy. The author will write a different paper on this
topic for the next SLMA newsletter.
Table 4

10. Ask about caffeine, fizzy drinks, sleep
patterns, hydration, exercise and stress
management

International classification of
headache disorders (ICHD 3
Beta) criteria for chronic migraine

It is important to explore this further.
Principles of preventative therapies in
migraine need the physician to plant
the SEEDS to their migraine patients
success:

Headache occurring on 15 or more
days per month for more than 3
months, which has the features of
migraine headache on at least 8 days
per month

• Sleep hygiene
• Eating habits

Diagnostic criteria:

• Exercise regularly (daily walking is best)

A. Headache (tension-type-like and/or
migraine-like) on 15 days per month
for >3 months2 and fulfilling criteria
B and C

• Drink plenty of water (up to three liters per day)
• Stress management (keeping the mind in the present
moment is probably the best advice)

B. Occurring in a patient who has had at
least five attacks fulfilling criteria B-D
for 1.1 Migraine without aura and/or
criteria B and C for 1.2 Migraine with
aura

Clinical Tip 2: Patients with
intermittent headaches in your
clinic or OPD are likely to suffer
from Migraine.

C. On 8 days per month for >3 months,
fulfilling any of the following

It is common for most physicians
to think the other way around. While
tension type headaches are fairly
common, migraine is the commonest
episodic headache in clinics or emergency departments. Migraine related
headaches can commonly occur over
the sinuses. Migraine patients often
suffer from blocked sinuses, while
the headaches are indeed due to migraines!
Be familiar with chronic migraine.
Ensure that your patient with intermittent headaches does not suffer from
more than 15 headache days per
month.
If this is the case, your patient is suffering from chronic daily headaches,
most likely chronic migraine (Table 4).
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1. criteria C and D for 1.1 Migraine
without aura
2. criteria B and C for 1.2 Migraine with
aura
3. believed by the patient to be migraine
at onset and relieved by a triptan or
ergot derivative
D. Not better accounted for by another
ICHD-3 diagnosis.

Clinical Tip 3: Talk to your patient
about the clinical goal in acute
treatment of migraine
Once you have made the diagnosis of migraine on your patient, talk to
them about the clinical goal in acute
treatment. The goal is to get rid of
acute headache attack as soon as
possible: preferably within an hour or
two. The goal is also to be pain free
the next day. Stewart Tepper (Cleveland Clinic) introduced the term “Sus-
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tained Pain Free response” (SPF).
The author finds the concept of SPF
to be extremely useful in the proper
management of acute migraines.
A slightly higher dose of NSAID (e.g.
Aspirin 900 mg) in combination with
a Triptan (slightly higher dose again,
Sumatriptan 100 mg) can be recommended if your patient has no contraindications to these medications.

Clinical Tip 4: Treat the patient
early
Pathophysiology of migraine consists of central pain generation, peripheral pain mechanisms (neurogenic inflammation and vasodilatation,
which involves Calcitonin gene-related
peptide (CGRP), prostaglandins (PG),
5HT 1D receptors, etc. CGRP and
PG cause vasodilatation and inflammation. This does occur in meningeal
blood vessels. Enhancing 5HT 1 D receptor activity can prevent the release
of CGRP. NSAID can minimize the
formation of PG. Triptans and ergots
can work through the 5HT1 D pathway to prevent the release of CGRP.
Therefore, NSAID, triptans and ergots
have the ability to abate headache attacks provided the patient is treated
early, well before they develop central
sensitization (this is when a patient
with migraine and acute headache attack become sensitive to light, noise,
movements, etc.). Treating the patient
early can prevent this from occurring.
NSAIDs, such as aspirin, may potentially reverse the central sensitization.

Clinical Tip 5: Limit the acute
treatment to a maximum of two
days per week
This is necessary to prevent medication overuse headaches (Table 5).

Clinical Tip 6: Avoid using opioid
containing medications in the
context of acute treatment of
migraines
Opioid containing medications are
often associated with medication
overuse headaches.
Contd. on page 11
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CLINICAL TIPS...
Therefore, the author advises to
never prescribe this class of medications in the context of acute migraine.
Table 5
International classification of
headache disorders criteria
(ICHD 3 Beta) for medication
overuse headaches (MOH)
Diagnostic criteria:
A. Headache occurring on 15 days per
month in a patient with a pre-existing
headache disorder
B. Regular overuse for >3 months of one
or more drugs that can be taken for
acute and/or symptomatic
treatment of headache
C. Not better accounted for by another
ICHD-3 diagnosis.

Clinical Tip 7: Switch acute
therapy approach when needed.
Tailor your approach to the individual patient and feel free to switch acute
treatment when you need to. You may
switch the route (oral to non-oral in the
setting of severe nausea), drug class

and drug dose, with an aim to achieve
better SPF.

Clinical Tip 8: Use a headache
diary to understand the problems
and tailor your therapeutic
approach accordingly.
The headache diary is an important
tool in managing acute migraines,
with a view to achieve a better SPF.
The diary will help both physician and
patient to understand the issues with
their current management better. The
author is happy to share his one page
headache diary with the SLMA newsletter.
References;
1. Headache Classification Committee of the
International Headache Society. The international classification of headache disorders, 3rd
edition (beta version). Cephalalgia 2013; 33:
629–808

Data from The Landmark Study. Headache
2004;44:856-864.
4. Tepper SJ, Baos V, Dowson AJ, Baudet F,
D’Amico D, Kilminster S. The Migraine Assessment of Current Therapy (Migraine-ACT)
Questionnaire: Further Investigation of Study
Results. Headache Care 2005;2:27-31.
5. Tepper SJ, Kori SH, Goadsby PJ, Winner
PK, Wang MH, Silberstein SD, Cutrer M.
MAP0004, Orally Inhaled DHE for the Acute
Treatment of Migraine: Efficacy of Early and
Late Treatments. Mayo Clinic Proceedings
2011;86:948-955.
6. Tepper SJ, Kori SH, Borland SW, Wang MH,
Hu B, Mathew NT, Silberstein SD. Efficacy
and Safety of MAP0004, Orally Inhaled DHE
in Treating Migraines With and Without Allodynia. Headache 2012;52:37- 47.
7. Tepper SJ. Orally Inhaled Dihydroergotamine:
A Review. Headache 2013;53 (Supplement
2):43-53.

2. Stewart WF, Lipton RB, Whyte J, Dowson A,
Kolodner K, Liberman JN, Sawyer J. An international study to assess reliability of the Migraine Disability Assessment (MIDAS) score.
Neurology. 1999;53:988-94
3. Tepper SJ, Dahlof C, Dowson A, Newman L,
Mansbach H, Jones M, Pham B, Webster C,
Salonen R. Prevalence and Diagnosis of Migraine in Patients Consulting Their Primary
Care Physician with a Complaint of Headache:
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Sri Lanka Medical Association
Call for Applications
Dr. C. G. Uragoda Lecture on the History of Medicine 2018
This Lecture was established in the year 2012, the 125th anniversary year of the Sri Lanka Medical Association (SLMA),
to mark the meeting attended by a group of doctors at the Colonial Medical Library in Colombo on 26 February 1887 to
discuss the formation of the Ceylon Branch of the British Medical Association, which later became the Sri Lanka Medical
Association.
The lecture was renamed the Dr. C. G. Uragoda Lecture on the History of Medicine in the year 2017 to honour the lasting contribution made by Dr. C. G. Uragoda to document the history of Medicine in Sri Lanka.
The lecture is delivered on the 26th day of February every year.
Applications are called for the lecture to be delivered on 26 February 2018. Applicants should submit a short abstract of
the proposed lecture (no more than 1 A4 page) and a brief curriculum vitae (no more than 3 pages). The speaker should
have been considerably associated with and contributed to the field of medicine in his/her chosen topic.
The SLMA wishes to encourage lectures in areas of medicine that have not been covered in previous lectures. A list
of past lectures can be found on the SLMA website – http://www.slma.lk. Applicants should bear in mind that they must
make themselves available to deliver the lecture on 26 February 2018 at the SLMA Auditorium as this is a lecture delivered to mark the day that the SLMA was conceptualized.
Applications should be submitted to the Honorary Secretary, SLMA, on or before 31 March 2017.

LETTERS TO THE EDITOR
Editor-in-Chief
SLMA Newsletter
Dear Madam & Respected Sir,
Hats off to the above action taken by
Prof Sheriffdeen and the President and
Council SLMA for highlighting an unacceptable “practice” in our profession,
that I am sad to say is not at all a new
phenomenon. Unfortunately, relevant
authorities have never taken suitable
action to stop this.
I brought it to the attention of the Council of Ceylon College of Physicians way
over 12 years ago, when a junior doctor working for a private hospital in the
South tried to give me an envelope of
cash as a ‘fee for referral for an investigation’ in that hospital’s laboratory. This
was just the same as how Professor
Sheriffdeen was offered. My reaction
was just the same. This young doctor
tried to convince me that other consultants accepted such payments and my
polite reply was that this may be “their
choice” and certainly not my stand.
Even way back in 1988-89, as a Registrar in Medicine at NHSL, I used to do
night ‘on call’ as a locum in a popular
private hospital for a mere 200 rupees

12
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per night shift. I had a patient with suspected appendicitis and since I was
not sure of which surgeon was available at night, I had to make inquiries
from the hospital staff, who gave me
the name of a surgeon. I referred the
patient to this surgeon. A few weeks
later the hospital informed me there is
500 rupees cash waiting for me to collect. When I inquired the answer was it
was the surgeon’s habit of "rewarding"
the doctors for referring cases to him.
Once again I refused to accept this,
although this was double the fee of a
night on call!
So, as you can see, these “practices”
are by no means new ways of exploitation but absolutely a degrading way of
patient exploitation.
Hats off to Prof Sheriffdeen, the SLMA
and Madam President for taking the
bull by the horns and not merely limiting your writings to politicians.
Thank you very much
Yours sincerely
Dr MK Ragunathan
Retired Physician

Prof. Chandrika Wijeyaratne,
This is to thank you for the
prompt action taken by the
SLMA on the complaint made by
Prof. A.H. Sheriffdeen. For the
present I feel this is enough, but
you must ask the SLMC to take
more meaningful action by writing to all private hospitals and
laboratories to desist from this
obnoxious practice if they are
doing so. Their licences should
be cancelled and a heavy punishment imposed after a proper
inquiry.
Thank you,
Nanda Amarasekera,
Retd. Consultant Physician

WORLD CANCER DECLARATION & TARGETS FOR 2025 ARE WE ON TRACK?
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MANAGEMENT OF THE SWOLLEN CHILD WITH NEPHROTIC SYNDROME
Dr Vindya Gunasekara
Consultant Paediatric Nephrologist
Lady Ridgeway Hospital
for Children

H

ospital Nephrotic syndrome
was considered an untreatable condition until the late
1940s. However with the invention
of steroids, outcomes dramatically
changed with nearly 90% of children
achieving complete remission. Even
though more than 60 years have
passed since then, children with nephrotic syndrome still lead a life of
poor quality associated with a wide
range of complications, including oedema, infections, thromboembolism,
bone disease and multiple psychosocial issues.1, 2
Oedema is a pathognomonic sign of
nephrotic syndrome and it usually improves without any special measures.
However some children develop very
troublesome oedema. Appropriate
management of oedema is important
to reduce respiratory distress and
functional constraints, to minimize risk
of infection and also to optimize drug
absorption and distribution. There are
two opposing theories for the formation of oedema; the ‘underfill’ hypothesis and the ‘overfill’ hypothesis. The
‘Underfill’ theory represents the traditional thinking and the mechanism is
simple to understand; these children
usually develop severe hypoalbuminaemia which reduces the intra-vascular oncotic pressure with resultant
leakage of water into the interstitium
leading to hypovolaemia. This can
lead to secondary activation of renin
angiotensin aldosterone and vasopressin systems resulting in production of highly concentrated low volume
urine with very low sodium content. 1, 2
This secondary salt retention worsens
the oedema. Therefore the proposed
treatment is restoration of intravascular volume using albumin preparations
and restriction of salt intake.

volume depletion in all children with
oedema.1, 2 In addition, some children clearly demonstrate signs of intravascular volume overload such as
hypertension and pulmonary oedema
during intravenous (IV) albumin infusion.3 These observations led to the
formation of the ‘overfill’ hypothesis.
Supporting this theory, Ichikawa et al
has demonstrated that certain proteinases in nephrotic urine can activate
the epithelial sodium channels, ENaC
and the Na / K co-transport system of
the distal nephron leading to primary
salt retention, with resultant volume
expansion and over fill leakage of fluids into the interstitium.4 However,
the oedema status of every nephrotic
child cannot be explained by a single
mechanism. While some children do
have oedema associated with clear
signs of hypovolaemia, some others
demonstrate intravascular volume
overload and interestingly certain children can swiftly swing between their
‘overfill’ and ‘underfill’ status; This
makes the management of these children really challenging.1
Treatment of oedema 1, 2, 3, 5

However scientists argue that all
children do not fit well into the ‘underfill’ hypothesis. Studies have
failed to demonstrate the markers of
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1.Most children with mild oedema do not
need any special measures other than
salt restriction with or without a slight
reduction of fluid intake.
2.Others who develop progressive oedema have to be evaluated for intravascular volume status.
3.Those with moderate to severe oedema
with reasonable eGFR and low serum
albumin (<20g/L) and signs of hypovolaemia such as cool peripheries, low
blood pressure, tachycardia and abdominal pain should be treated with IV
albumin preparations (preferably with
20% human albumin 0.5 – 1 g/kg over
4 hours), while carefully monitoring for
signs of sudden volume overload. Most
children will need the addition of an IV
diuretic during albumin infusion.

absorption can get affected, and hence
changing the administration of diuretics to the IV route and also use of
equivalent doses of IV hydrocortisone
or dexamethasone instead of oral prednisolone are desirable.
6.Some children do not respond to moderate doses of furosemide, and they are
considered to have diuretic resistant
oedema. They will need a high dose
of IV furosemide, and the addition of
thiazide or thiazide like diuretics along
with careful electrolyte management.
Meticulous assessment of the fluid status will facilitate the appropriate use
of diuretics and albumin preparations.
These children will benefit from the
expert advice of more experienced personnel.

Key points to remember are:
• All children with oedema should maintain
a strict fluid balance chart and should
measure the body weight.
• Fluid volumes should be calculated based
on an estimated dry weight and not the
gross weight.
• Those children on diuretics and albumin
infusion will need scrupulous monitoring
of intravascular volume status and regular monitoring of electrolytes and will
need frequent adjustments of dosages of
fluids and drugs.
• IV albumin is beneficial for the hypovolaemic child for volume expansion. However when there is severe oliguria associated with significantly reduced GFR or
if the child has IV volume overload, IV
albumin infusions may lead to worsening
hypertension and pulmonary oedema.
• Unobserved and irrational use of diuretics may lead to dehydration and haemoconcentration with the risk of acute tubular necrosis and thromboembolism.
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4. Those with moderate to severe oedema
without signs of hypovolaemia and especially if serum albumin is >20g/L can
be treated with diuretics alone. Loop
diuretics like furosemide is the drug
of choice initially and can be combined
with potassium sparing diuretics.
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5.When there is severe oedema, enteral
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Multiple Choice Questions –
by D r S G a j e n d r a n & D r V i n d y a
Gunasekara

1.A 5 year old boy with nephrotic syndrome is in relapse. He has evidence
of pneumonia, gross oedema and hypertension. He has received prednisolone 60mg/SA for 14 days. Which of
the following are true or false regarding his management?
A.Change to intravenous hydrcortisone
or dexamathasone equivalent dose
B.Consider high dose intravenous methylprednisolone pulses since he is likely

to have steroid-resistant nephrotic
syndrome (SRNS)
C.He may need intravenous diuretics
D.Hypertension should not be treated
since this can be secondary to hypovolaemia
E.He is at risk of encephalopathy
2.A 3 year old child had a first episode
of nephrotic syndrome. He is now in
remission and ready to be discharged.
He refuses to take all 8 tablets at
once. Which of the following are true
or false regarding his further management?
A.Advice to take predisolone 25 mg
mane and 15mg nocte
B.Put on a low fat diet
C.Monitor input and output daily while

on prednisolone
D.Delay the polio vaccine of the 18
month old sister
E.Should monitor blood pressure
3.A 7 year old girl with steroid-sensitive
nephrotic syndrome (SSNS) presented at her third relapse with mild to
moderate oedema and a urine output
of 1.2ml/Kg/hr. Which of the following
are true or false regarding her dietary
management?
A.Protein intake should be 0.5g/Kg/day
B.Avoid red rice
C.Sweets should be completely avoided
D.Low salt is recommended
E.Fluid restriction to two-thirds of
maintenance
Please check page 18 for the answers.

DIABETES CARE – DO WE NEED A TEAM APPROACH?
Dr. Achala Balasuriya
MBBS, MD, FCCP, Msc (UK)
Consultant Physician
Keywords: Diabetes Care, Multidisciplinary Team

Introduction
According to the statistics of the
Diabetes Association of Sri Lanka
there are 4 million people living with
diabetes in the country. The complications resulting from macro and microvascular disease due to diabetes has
enormous health care costs and the
morbidity and mortality burden hits the
growing economy of the country badly.
In the hospital setting, starting from
the grass root level up to the tertiary
care hospital, all medical men and
women manage diabetes on a daily
basis. But have we explored the need
to strengthen team care for better results? This article examines the need
for team work in the form of multidisciplinary team (MDT) in the efficacies
management of this chronic disease.
Given the dynamics of diabetes, a
multilevel systematic approach to care
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is deemed necessary for successful
management of the disease. According to Sorrells-Jones (1997), multidisciplinary denotes a group or team in
which various members belonging to
different disciplines get together for a
common intention of treating patients
by sharing their knowledge and experiences. On the other hand a more
profound meaning is denoted by interdisciplinary which refers to evaluation
and plan implementation in a collaborative fashion by different individuals in
various fields which targets the treatment of a patient under their care. Although many different definitions are
in existence regarding the term multidisciplinary team all what is meant
basically is sharing of knowledge and,
experiences and observations of different team members who have the
common interest of implementing a
treatment plan for a given patient.
The American Diabetes Association
had endorsed the need for team care
approach to diabetes for a long time
as the complex needs of this demand-
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ing disease cannot be met only by the
physician (ADA 1993). Although, over
time the concept had been modified
for optimal care delivery DCCT (Diabetes Care and Control Trial) is still
cited as the study which elaborated
the team care approach to diabetes
management (DCCT 1995).
The concept is of great importance
in caring for chronic illnesses where
the patient needs long term follow
up as in the case of elderly care and
diabetes. Each member of the group
with their own expertise in the given
field of work would have inputs viewing the patient’s problems or issues
in different angles and with different
approaches.
The Multidisciplinary
Team (MDT) in diabetes management
includes skilled dedicated professionals with diverse roles such as the
Physicians, Diabetic Case Manager,
Clinical Pharmacist, specially trained
Nurses, Clinical Nutritionist, Podiatrists, Diabetes Educators and Clinical
Psychologists (Bayless 1998).
Contd. on page 17
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Role of the Physician
Traditionally the team leader is the
Physician who directs the team by assigning tasks to each member but as
the DCCT trial has demonstrated the
role of the Physician has to evolve into
that of a team builder ensuring cohesiveness of the team towards shared
care and responsibility in delivering
holistic care (Santiago 1993).
As the team builder the Physician
plays a leading role in directing, care
planning and coordinating the activities of the MDT members to improve
team cohesiveness and optimizing
patient centered care for diabetes
case management. The Physician
also plays a key role in motivational
interviewing and building the patient’s
confidence in the concept of patient
centered care approach.

Clinical Nutritionist (Dietician)
Clinical Nutritionists or Dieticians
are skilled diabetic educators who
play a key role in the MDT, supporting and engaging patients in diabetes
self management programs and helping them make healthy food choices.
They provide both individual therapy
and group based community care taking into consideration patient backgrounds, cultural beliefs and social
obligations (Delahanty 2010).
The Clinical Nutritionist provides
advice regarding meal planning and
selecting of a proper diet emphasizing
on carbohydrate control and also most
importantly about proper weight maintenance and need for regular exercise
(Pollom 2004). The Clinical Nutritionist is an indispensable stakeholder in
the MDT.

Diabetic Specialist Nurses
Although we do not have this concept in full action in Sri Lanka, in many
developed countries the role played
by a nursing officer who has a special
training in the care of the diabetic patient is priceless.
The Diabetic Nurse plays a pivotal
role as a member of the MDT. The

Diabetic Nurse may function in both
in-patient settings as well as in the
community setting and takes the lead
in educating the patient regarding prescribed insulin regimens, self management of diabetes at home and self glucose monitoring (Rogers 2000). When
the patients are started on insulin,
the injecting techniques, injection site
management and storage of insulin
are important issues that need attention. In the case of type 1 diabetic patients educating the parents and setting goals for follow up is also part of
the nurse’s role. Eva Bostrom (2013)
describes in detail how the nurse can
get actively involved in patient centered care. The study shows that the
Diabetes Specialist Nurses (DSN) felt
challenged in performing patient centered care (PCC) as they felt they had
inadequate knowledge and training to
deal with patient’s issues confidently.
Further it was revealed that PCC is
more time consuming according to
the DSN who participated in the study,
but it can be argued that this is not the
main reason for the nurses’ reluctance
to participate in PCC the main issue
could be inflexibility and difficulties in
changing into the new roles with primary focus on patient empowerment.

The Clinical Pharmacist
The Clinical Pharmacist had been
considered to be part of the MDT in
both the primary care and hospital
setting (Ghani 2010). In the concept of
PCC the involvement of the patient in
the care plan, in managing the medications is emphasized by the Pharmacist.
The Clinical Pharmacist informs
the patient about all the new diabetic
medications added to the patient’s
medication list and regarding correct
dosages, drug interactions, side effects and the need for compliance.
The importance of continued medication adherence will also be stressed to
the patient.

Diabetic Case Manager
Following the approach of the

Chronic Care Model (CCM), nurses
have been employed as Diabetes
Case Managers in a proactive setting.
The main activities of Case Managers are to aid in treatment planning,
glucose monitoring and medication
titration with assessment of patients
progress by face to face or telephone
interviewing (Wagner et al 2001).
The Diabetic Case Manager is also
involved in data collection, sorting out
patient queries, to plan for discharge
from in-patient care and arrange follow up. They calculate hospital costs
and trace laboratory results and plan
for the date of discharge (Pollom
2004). The Case Manage informs the
patient about the resources available
after discharge. However research
has not always shown that the presence of a Case Manager leads to better outcomes (Krein et al 2004).

Podiatrist
It has been estimated that diabetic
foot ulcer (DFU) affects 15% of people with diabetes and is a devastating
complication of the disease (Leone
2012). As the aetiology of diabetic foot
ulcer is very complex and includes
ischaemia, deranged biomechanics of
the foot, infection and abnormal foot
structure, the management is also
complex and needs the MDT input
with a trained Podiatrist. The Podiatrist
not only advices the patient regarding
proper foot care, foot hygiene, monitoring foot temperature and self inspection of the foot daily and manage
nail health but also aids in selection of
correct footwear to minimize extrinsic
stress on the foot. The Podiatrist performs the biomechanical and podiatric assessments to assist the patient
in preventing dreaded complications
and amputations. The Podiatrist provides necessary patient education for
foot ulcer prevention and recognizes
the underlying reasons for foot ulcer
formation and provides corrective actions in the form of off loading, contact casting and removable walkers
(Sumpio et al 2010).
Contd. on page 18
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and Indirect Cost of Diabetes in the United States in
1992. American Diabetes Association 1993.

Clinical Psychologist
Contrary to the views of the past
where the biomedical model had
gained acceptance, George Engel
(1977) elaborated that psychological,
social and behavioral areas could be
given equivalent importance in the
bio-psychosocial model in managing
chronic disease like diabetes. Ever
since then it has become a sine quo
non in the MDT to have a Psychologist alongside other therapists in the
management team. Diabetes being a
chronic disease the distress that the
diagnosis can bring into the life of the
patient is often a barrier for proper
glycemic control. The Clinical Psychologist intervenes during the difficult
mental stormy period the patient may
experience to help the patient identify
his or her own potential in the correct
perspective to overcome the challenges that lie ahead.
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by a single physician or therapist in
a convincing manner. Patient education, empowerAnything to Say?
ment and patient centeredIf you have any comments, complaints or compliness are key therapeutic
ments regarding anything you read in the SLMA
approaches in controlling
diabetes for better cliniNews, please do let us know at:
cal outcomes. Combined
E:
office@slma.lk /
contributions from a skilled,
dedicated multidisciplinary
sharminigunawardena@hotmail.com
team working towards the
P:
Editor-in-Chief SLMA News,
common goal of achieving
optimal care is the way forSri Lanka Medical Association,
ward in diabetes care.
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Answers to the Multiple Choice
Questions
1. T, F (not indicated and should be avoided due to
infection), T, F, T (at risk of posterior reversible
encephalopathy)
2. F (prednisolone should be given mane; may be
vesper; but not nocte), T, F, F, T
3. F (normal intake of carbohydrates, protein and
potassium is recommended), F, F, T, T
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THE SRI LANKA CLINICAL TRIALS REGISTRY MARKS 10 YEARS
November 2016 was a significant
milestone for the Sri Lanka Clinical
Trials Registry (SLCTR) as we marked
10 years since establishment. This
was celebrated on the 18th of November 2016 with a small ceremony at the
SLMA premises, with the participation
of the SLCTR Committee, past Presidents of the SLMA and well-wishers.

Establishment of the SLCTR
In the background of calls for greater transparency in the conduct and
reporting of clinical trials the International Committee of Medical Journal
Editors (ICMJE) decreed that all interventional clinical trials involving humans should be prospectively registered before they can be considered
for publication. The World Health Organization (WHO) strongly supported
the ICMJE stance, declaring “registration of all interventional trials a scientific, ethical, and moral responsibility”,
and went on to identify minimum standards for clinical trial registration and
create the International Clinical Trials
Registry Platform (WHO-ICTRP).
The Ceylon Medical Journal (CMJ)
first raised the call for a national body
for trial registration in Sri Lanka in
2005, in the wake of the ICMJE declaration on trial registration. The Sri Lanka Medical Association (SLMA) took
up this issue, and decided to establish
the Sri Lanka Clinical Trials Registry
(SLCTR). A committee of academics
and scientists was appointed in August 2006 to establish and manage
the SLCTR (the SLCTR Committee),
with representation from the Ministry
of Health, Postgraduate Institute of
Medicine, universities, ethics review
committees, and other professional
bodies.
The SLCTR has been operational
from November 2006, and was the
first functioning clinical trials registry
in South Asia. It is a matter of pride to
us that Sri Lanka was able to establish
a clinical trials registry in a developing country like Sri Lanka, without any
external support. The SLCTR was recognized as a primary registry by the
WHO-ICTRP in March 2008.

The SLCTR today
The SLCTR is an online, not-forprofit registry, providing access to researchers, clinicians and the public.
Since establishment, the SLCTR has
been continuously working towards
meeting the stringent standards of
the WHO-ICTRP. Strict protocols and
standard operating procedures are
followed to safeguard data quality and
security. In keeping with the greater
need for data security, the SLCTR
website was upgraded in 2013, with

further security upgrades planned for
2017. Internal audits have been carried out in 2005 and 2015 in order to
identify areas for improvement and
remedial measures have been implemented where required. The SLCTR
has also been audited by the WHO,
with high ratings for data quality and
security. The SLCTR works in close
collaboration with the Ministry of
Health, which acknowledges the importance of prospective clinical trial
registration.

SLCTR at a glance
• Operational since November 2006
• First functioning Clinical Trials Registry in South Asia
• First trial registered in February 2007
• Recognised as a Primary Registry of the WHO international Clinical
Trial Registry Platform Registry Network in March 2008
• Provides monthly data to the WHO search portal from March 2009
• Registers only prospective clinical trials
• Does not register retrospective trials
• Does not register purely observational studies
• Several multi-centre international collaborative trials registered with
the SLCTR
• Strictly follows the WHO guidelines for trial registration
• The Ministry of Health has mandated that all interventional studies conducted in Sri Lanka are registered with the SLCTR
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