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EDITORIAL

Opportunity and Challenges of Public Health in Nepal

Challenges

Nepal is a country in south Asia, with some
perspective challenges regarding healthcare always
make a serious concern. Health is a bugging
problem for the government of Nepal. There are
many issues related to health problems in this
exotic country. The health and health care facilities
of Nepal were poor and under developed. The main
reason responsible for the low standard of health in
Nepal is poverty that leads to malnutrition. Health
is a developmental agenda in worldwide, In Nepal
policy maker peruse the thought, but not seriously
taken the health as a developmental agenda for
investment.

A growing body of research attests to the changing
burden of illness in Nepal. While the unfinished
agenda of infection, malnutrition and maternal
complications persists in a diversity of settings,
continuous outbreak and reemerging of vector
borne, tuberculosis and is paralleled by the
emergence of chronic vascular disease, diabetes,
cancers and lower respiratory conditions, which
now constitute the commonest causes of death.
Equally, the range of accidents and injuries is
prominent, as is growing recognition of mental
illness and its consequences. Taken together, this
profile characterizes a complex, changing pattern of
illness that imposes a significant burden on
households and communities, and which through a
mix of chronic infectious and non-communicable
diseases places quite unfamiliar challenges on
health and social systems. The public health system
had to address a growing burden of chronic disease,
spanning HIV/AIDS and communicable disease,
which requires a continuum of care, in particular
community based care.

Health systems and the delivery of PHC appear to
have greater achievement over the past 2 decades,
but not satisfactory in access of health care, while

no single issuer is solely responsible for full of
achievement. Poor investment in the public health
sector (Prevention), social institutions, and an
erroneous belief in the limited role of the state and
the importance of the private sector, form the back-
drop against which the state of current health systems
must be seen. Poor human resource management is a
widespread and critical factor, with the effects of
accumulated managerial and health care deficiencies
clearly apparent. This is underpinned by excessive
levels of health worker migration from the public to
the private sector, rural to urban settings, or brain
drain.

Today, there is unusual flux in health systems
thinking, a product of weak system performance,
coupled with disappointing progress in meeting
prevention targets (Mostly program gives high
intense to increase in health facility visit rather than
management at community) is another challenging.

Opportunity

How should the New Public Health address the
healthcare needs of populations worldwide? As stated
by the WHO DG, “Ultimate responsibility for the
performance of a country’s health system lies with
government.” Government remains the leverage point
for health workforce development as well. Its role is
to: set policy, secure financing for health services,
support education and operate the public health sector
with complying with regulation of the private sector.

Innovative approaches to public health development
must be considered, with state of the art teaching
materials and continuing education through the
creative use of information and communications
technology. Diverse national circumstances mean that
solutions must be crafted to unique country
challenges. Successful strategies should be country
based and country led, focusing on the control of
migration is important, as illustrated by the 59th
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World Health Assembly call to countries to address
migration of health personnel from developing
countries.

Education for managing the health workforce for
better performance should bring together the health
and educational sectors in strategic partnership to
achieve three core objectives: coverage, motivation
and competence. Coverage strategies promote
numeric adequacy, appropriate skill mixes and
outreach to wvulnerable populations. Motivation
strategies focus on adequate remuneration, a
positive work environment, opportunities for career
development and supportive health systems.
Competencies are advanced through educating for
appropriate attitudes and skills, creating conditions
for continuous learning, and cultivating leadership,
entrepreneurship and innovation. All these efforts
should be oriented toward building national
capacity in the public health sector. Good data and
effective  operational research and program
evaluations, invariably scarce, are needed most.

They are essential to inform policy makers and senior
managers and to guide much needed effort to develop
an effective health system that can assure the health
of populations.

These challenges, while daunting, should be
addressed with the highest priority. The lofty goal of
better public health is a global challenge, but one that
is addressable with ‘healthy’ health care systems.
These must include public health promotion activities
by underpinning adequate numbers and an adequate
mix of clinical professionals, public health
professional, middle level of health worker and
community health workers with the partnership
approach with community people and other
stakeholder. Every public health system a long term
view is required, with the aim of achieving slow,
incremental change; it is the long term sustainable
“bang for the buck” that should be valued over the
short term but bigger “bang”. Cost effectiveness
assessments need to include a measure that reflects
long term sustainability of public health.
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ORIGINAL ARTICLE

Impact of Community Based Integrated Management of Childhood
Illness Program on Behavior Change of Mothers towards Acute
Respiratory Infection in Urban Ethnic Community of Eastern Nepal.
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INTRODUCTION LMIC."" One child dies from pneumonia every 20
seconds, adding up to 4,300 young lives lost every

Pneumonia kills more children than any other illness.
Around 156 million cases of childhood pneumonia

A . Corresponding Author
occur each year, a majority of them in low and Arun Kumar Koirala
middle income countries (LMIC),”’ 2l An estimated Helping Hands Community Hospital,
98% of children who die from pneumonia live in Chabahil, Kathmandu, Nepal

Email: arunkoirala@gmail.com
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day'. 1t is estimated that more than 150 million
episodes of pneumonia occur every year among
children under five in the developing countries,
accounting for more than 95 per cent of all new
cases worldwide."! Nepal recorded high under-five
mortality averaging about 170 annual deaths per
1000 in the early 1980s, and now reports 61 per
1000.>° CB-IMCT is an integrated package of child
-survival programs and addresses major killer
diseases like pneumonia, diarrhoea, malaria,
measles, malnutrition in under 5 year children.
CB-IMCI is an integrated approach to managing
childhood illness at the community level. Female
Community Health Volunteers (FCHVs) are true
volunteers who are selected by the community
people and that have become the vital link between
the community and the Government health care
system in Nepal. Hence this study was conducted to
identify the impact of the CBIMCI program on
behavior of mothers in the Urawn ethnic
community towards ARI.

MATERIALS AND METHODS

Community based cross sectional study was
conducted in 10 selected VDCs (5 VDCs of each
district) of Sunsari and Moranng Districts, Nepal
during March to August 2013. Morang and Sunsari
districts were selected because those districts
contain 75% of Urawn’s habitants. Sample size for
each district divided as per sharing percentage of
total population and later stage 5 VDCs from each
district selected purposively for sample by
probability proportion to size using Microsoft Of-
fice Excel. The sample size of each VDC was allo-
cated as per sharing percentage of the total popula-
tion of all selected VDCs of respected districts.
During the respondent selection, the purposive ran-
dom selection process was applied. In that ap-
proach, all mothers who have children of less than
or equal to seven years were taken as a sample. The
first respondent was selected with the help of
FCHYV of that particular VDC and then the sample
process was run by applying the snowball sampling
method till the required sample of that particular
VDC were not fulfill. Structured and semi struc-
tured type of questionnaire was used for data col-
lection. The significance level was observed with

95% confidence level (p<0. 05 for significant). De-
scriptive and inferential analyses were done with the
sample size 401. Data was analyzed through the Sta-
tistical Package for Social Sciences (SPSS) version
16.

RESULTS

The mean + SD age of the respondents was 28.90 +
4.46 years. Among total respondents, about 83%
were Illiterate. About 4/5th of the respondents wor-
ship Nature and said differs from the Hindu religion,
17.2% were Hindu and 2.5% were Christian. Most of
the households had multiple income sources viz.
77.8% daily wages, 63.3% labor work, 49.9% agri-
culture and so on (multiple answers). About 41% of

Table 1: Socio-demographic characteristics

Characteristic Frequencies Percentage
Age distribution of the respondents (n=401)

20-24 51 12.7

25-29 222 553

30-34 74 18.4

35-39 45 11.2

40-44 7 1.7

45-49 2 0.4

Mean age + standard deviation = 28.90 + 4.46 years
Education Level of respondents

Illiterate 332 82.8
Primary, 5 8.7
Lower Secondary

and above, 34 8.5
Religion

Nature 332 80.3
Hindu 69 17.2
Christian 10 2.5
Source of family Income *

Agriculture, 200 49.9
Daily wages, 312 77.8
Labor, 254 63.3
Other, 44 11
Sufficient family income for survival throughout year
Yes 237 59
No 164 41
Type of Cooking stove

General firewood stove 395 98.5
Smokeless 3 0.7
Gas stove 3 0.7
Stagnation of smoke in kitchen

Yes 104 259
No 297 74.1
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family members had no sufficient family income for
their survival throughout year. The result of obser-
vation showed that, most (98.5%) households had
general traditional stove made of clay where they
use biomass (firewood, cow-dung, etc.) for cooking
purposes and about 1/4™(25.9%) of total households
had stagnation of smoke in the kitchen (Table 1)
where 38.5% (40) mothers take their children with
them during cooking time. About half of the family
members live with smokers. All children had been
fed Vitamin A from FCHV during the vitamin a
campaign and immunized against the major killer

Table 2: behavior related characteristics

Characteristics Frequencies Percentage
Smoking habit of household members

Yes 193 48.1

No 208 51.9

Children with mothers during cooking in kitchen with
stagnated smoke (n=104)

Yes 40 38.5
No 64 61.5
Children immunized with Vitamin A

Yes 401 100
Vaccines

Yes 401 100

Change behavior observed in mothers after
implementation of CBIMCI

Yes 399 99.5

No 2 0.5
Change in different behaviors observed in mothers at
community level while sick* (n=399)

Take children earlier for

help when get sick 398 99.7
Left to go to the

Traditional healers 29 7.3
Goes to FCHV 54 13.5
Goes to HW or Health

Institution 112 28.1
Goes to Medical shops 347 87.7

Seek help by mothers while their children got ARI
from

FCHV 153 38.1
Others 248 61.9
Reason for not seeking help from FCHV (n=248)
No good behaves 1 0.4
Far distance 2 1.2
No idea about medicine

that FCHV could provide 245 98.8

diseases from the indicated immunization centers.
(Table 2). All most all 399 (99.5%) of respondents

reported that they had observed changing of
behaviors of mothers in the community after the
implementation of the program. Among them,
99.7% (398) said that women of their respective
village took their children for seeking help in the
early stages of the illness. Likewise, 7.3% (29) of
them said that mothers left to go to the Traditional
Healers. ( Table 2)

Though all most all seek help while ARI, only about
38% (153) of them visited to FCHV and 98.8% of
the rest (248) replied the reason of not going to
FCHYV was no idea about the medicine for ARI that
FCHYV could provide. (Table 2)

After CBIMCI program, trend of seeking help from
FCHV and health institutions by mothers found
increased by 37% and 60% respectively. Statisti-
cally, by applying paired t test, there were After
implementation of CBIMCI, ARI prevention
activities and seeking help from FCHV/ Health
worker was increased by 48.4% (3.5% to 51.9%),
feeding breast milk by mothers to their babies was
increased by 27.2% (60.1% to 87.3%), and giving
adequate warm fluid by 2.7% (97.3 to 100%)
seeking help from FCHV/HW immediately was
increased by 48.4% (3.5% to 51.9%). In statistical
pair t test all were found significantly increased after
implementation of CBIMCI (p<0.01). Furthermore,
it was found the interesting result that almost all
mothers were preventing their children from cold,
smoke and dust, seeking help from the traditional
healers and giving adequate warm water from the
beginning. (Table 3).

Along with other positive behaviors for prevention,
due to strong beliefs with Traditional Healers,
almost all mothers were found continually visiting
the Traditional healers too (P<0.01) In this study
with respect to educational level and health seeking
behavior on RI, there is found no significant
difference. (Table 4)
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Table 3: Change behaviors before and after the program implementation

Characteristics Findings
Before After P value
Health seeking behavior for children with ARI (Multiple response)
Home treatment 398 (99.3%) 399 (99.5%) 0.398
Traditional Healers 396 (98.8%) 397 (99.0%) 0.564
FCHV 4 (1.0%) 156 (38.9%) 0.001
Medical Shop 390 (97.3%) 391 (97.5%) 0.763
Health Institution 41(10.2%) 278 (69.3%) 0.001
Other 4 (0.3%) 5(1.2%) 0.739
Activities for prevention from ARI (Multiple response)
Prevent from cold, smoke and dust 393 (98%) 398 (99.3%) 0.059
Give adequate warm fluid 390 (97.3%) 401 (100%) 0.004
Give plenty of mother’s milk 241 (60.1%) 350 (87.3%) 0.001
Seek help from FCHV/ Health worker immediately 14 (3.5%) 208 (51.9%) 0.001
Seek help from Traditional healer 382 (95.3%) 396 (98.8%) 0.004
Others 4(1%) 2 (0.5%) 0.415

Table 4: Education Vs Health care visit

Educational level Health care visit

Yes No
Illiterate 332 (100%) 0
Primary 34 (97.1%) 1 (2.9%)
Lower Secondary and above 34 (100%) 0

DISCUSSION

The results show that the CBIMCI program has
changed in ARI related behaviors of the mothers in
the Urawn ethnic community.

Though several studies on Impact of training of
CBIMCI and Impact of CBIMCI on health workers
in different part of the world have been conducted,
relevant other studies as impact on behaviors in
reference to ARI at community people have not
found more. Therefore, not all findings in this study
has compared with other studies. In this study,
respondents’ observation reveled that almost all
(99.7%) women of Urawn community started to
seek help in earlier stage of disease and 7.3% of
respondents said that there was decreased the trend
to go to the Traditional Healers to seek help. This
study showed that all children received vitamin A
and vaccines. A study conducted in Nairobi, Kenya,
showed that health care was sought outside the

home for 60.5% of the sick. Private clinics and drug
shops/chemists were the most popular destinations
for child health care seeking; second most popular
were clinics run by faith-based institutions. Public
clinics and hospitals are not primary sites for health
care seeking because they are mostly found outside
these communities.”! In the two weeks preceding
survey in Nepal in 2006, it was found that among the
children suffered from ARI 3.2% and 0.7% seek
treatment from FCHVs and traditional healers
respectively.® A study conducted in Nairobi,
Mothers belonging to the Kamba ethnic group
(69.0%) took their sick children to health facilities
more often than Luo (55.2%), Kikuyu (55.9%) and
Luhya mothers (61.7%).” In this study, mothers seek
help from multiple sources, even after the
implementation of CBIMCI, as 99.5% did home
treatment, 99% seek help from Traditional healer,
38.9% mother seek help from FCHV, 97.5% from
Medical shop, 69.3% from health Institutions and
1.2% from other means. Almost all mothers visited to
Traditional Healers due to their strong belief. (Table
4). Statistically, by applying paired t test, there were
significantly changes found in seeking help from
FCHV (p<0.01) and from health Institution (p<0.01)
after implementation of CBIMCI. But no changes
were found in seeking help from Traditional healers
(p>0.05) and from medical shops (p>0.05) even after
implementation of the program.
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In a study conducted in Nirobi, Kenya Mothers aged
35 years and older (43%) were less likely to take
their sick children for health care than younger
mothers (63%) (OR % 0.44; 95% CI. 0.25-0.78;
P< 0.01). About 59% of mothers with a primary
education or less (434 of 732) took their sick chil-
dren for health care, compared with 64.1% (161of
251) of those with at least a secondary education (P>
0.05). 7 In this study, 69.3% of mothers from the
Urawn ethnic community took their sick children to
health facilities. In this study almost all aged
mothers provide homecare and care from outside
home of any kinds. Most of the mothers prefer home
treatment, treatment with traditional healers,
Medical shops, health institutions, and FCHVs
simultaneously. In this study education level of
mothers and behavior in taking their children for a
health care visit while sick has found no any major
difference.

Awareness on home management is appropriate and
is in conformity with family and community
practices that promote child survival and
development stipulated by the household and
community components of IMCI. "' A study
conducted in Tanzania, showed that the practice of
offering fluids and breastfeeding of sick children
was low.""'In this study all mothers were given
adequate warm fluid and 87.3% mothers were giving
breast milk.

CONCLUSION

In this study, almost all mothers had observed
changing behaviors of mothers for seeking help in
an earlier stage of illness after implementation of the
CBIMCI program. Flow of mothers towards FCHV
and Health Institutions to seek help for their children
while get sick was also significantly increased after
the program Implementation. Different preventive
activities as seeking help from FCHVs and Health
Institutions earlier, feeding plenty of breast milk,
giving an adequate warm fluid etc. were also signifi-
cantly increased. It was found that after implementa-
tion of CBIMCI, almost all mothers fed vitamin A
and immunized to their children against major killer
diseases. Mothers had developed their knowledge
and skill in proper care of children suffering from
ARI at the community level, which were directed
towards the proper management of childhood

illnesses as addressed by CBIMCI strategy.
Therefore, implementation of IMCI programs
showed positive impact on Urban communities in
reference to ARL
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ORIGINAL ARTICLE

Health Hazards due to Pesticide Use and Its Protective/Preventive
Practice among Vegetable Farmers in Bhaktapur District of Nepal
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Agriculture work is one of the most prevalent types
of employment in the world. Pesticides are widely
used throughout the world, especially in agriculture
for crop protection. According to the World Health
Organization (WHO), 20% of pesticide use in the
world is focused on developing countries including
Nepal. Many indicators showed that pesticide use
has been increasing at an alarming rate in agricul-
tural sector. They have indisputably created minor
to severe health hazards and developing as a major

public health problems worldwide. About 1-5 mil-
lion farm workers are estimated to suffer pesticide
poisoning every year and at least 20,000 die from the
exposure, many of them in the developing world. '"!

Nearly 50 percent of the world labor is employed in
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agriculture and they carry significant risk for
development of pesticide health hazards. '* Nepal
has an amazing opportunity for producing vegeta-
bles as diverse agro-eco-zone favors both season
and off-season varieties. Due to this advantage
farmers are encouraged to produce vegetables to
fulfill the national and international demand. Thus,
production and productivity of vegetables have
been increasing significantly in the last decade. !
Farmers use pesticides without full understanding
of the impact on human health and the environ-
ment. They also lack the appropriate knowledge on
safe handling and use of pesticides. ' ' Human
come into contact with pesticides in the field,
during pesticide application, weeding, harvesting,
and when collecting firewood or vegetables; or in
their homes when pesticides are used to kill
mosquitoes, cockroaches, and flies. Storing pesti-
cides may lead to exposure and adverse health
consequences. Although inhalation, contact, and
oral routes of exposure are most common, pesticide
residues in food and water may add to indirect
exposure. Misusing pesticides also harm the natural
environment as well as human health. '°!

Pesticide-related illness suffered by members of a
household may affect the overall performance and
the productivity of the farm family, as households
normally supply agricultural labor in developing
countries like Nepal. The use of pesticides on
vegetable crops in Nepal has increased dramatically
in recent years. Farm chemicals are used intensively
in the Terai region and in Kathmandu valley and its
surrounding areas such as Bhaktapur, Lalitpaur,
Kavre and Dhading districts where agriculture;
specially vegetable production is significantly
commercialized. "' This study was conducted to
identify the health hazards and protective practice
during pesticide use among vegetable farmers in
Bhaktapur district of Nepal.

MATERIALS AND METHODS

A Descriptive cross sectional study was carried out
among vegetable farms in randomly selected two
service centers (33.3% of total 6 service centers
with total population 720) in Bhaktapur district. It
is a the smallest district of Nepal covering an area
of 138.46 Square Kilometers. It lays 27° 36' to 27°

44" Northern Latitude and 85°21'to 85°32' Eastern
Longitudes with bound ring by Kavreplanchowk,
Kathmandu and Lalitpur, districts. Its geophysical
area includes hilly and valley lands and is considered
to be very much suitable for agriculture.

The study was conducted from May to June 2010.
The sample size was calculated by using the
proportion based statistical formula; n= z’p q N /
(Nd*" z*p q) with considering 8 % absolute error and
95% confidence interval (CI) level. On the basis of
50 % proportionate level of health hazards the
minimum sample size was 125. Adding 10 % attrition
and non response rate, the final sample size was 138.
Proportion based stratified random sampling
technique was applied to select the sample from the
selected service centers. The participants were briefed
about the aim of study and verbal consent was taken
before preceding the data collection. Privacy,
anonymity and confidentiality were fully maintained
throughout the whole process of study. Interview
techniques were adapted to collect the information.
Ten percent of the questionnaires were pretested to
check the consistency, outlire and missing values
before starting the final study. Data were checked and
re checked and entered into the computer on the same
day using statistical software SPSS version 13 and
analysis was done using descriptive statistics. The
analyzed data were disseminated in tables, graphs,
charts and the narrative description as per necessity.

RESULTS

Experience of health hazards of the respondent
during pesticide use and their types:

Out of 138 participants, about 46.4% were found to
be felt, their health being affected by pesticide use;
whereas 53.6 % did not get any experience of health
hazards during the pesticide use.

Experience of pesticide spilling

As many as four fifth (82.6%) of the vegetable
farmers have experienced pesticide spillage in their
body part. This clearly indicates that has been
improper handling of pesticides during its application
among the farmers and they are being more exposed
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to the toxic pesticides. Most of the spoils have
occurred in the hands (66.7%) followed by feet
(32.5%). Direct contact with the eye is not quite
common; (Table: 1).

After spilling of pesticides in the body parts, most of
the farmers (57%) wash that body part with soap and
water, 2.2% consult with medical personnel and
9.6% do not bother to do anything for the spillage.

Table 1: Health hazards observed due to pesticides

water is seen to be more common (14.5%) during
pesticide use followed by smoking cigarettes (10.1
%.) Nearly two-fifth (39%) of the participants were
found to be using the pesticide by following the in-
struction given in the packet and remaining of other
used either following the instruction given by the

Table 2: Protective and preventive behavior during
and after dealing pesticide

Symptoms or Hazards Freq. Percent
Experience of Yes 64 46.4
health hazard No 74 53.6
(n=138)
Types of health Eye irritation 6 9.3
hazards observed Headache 13 20.3
due to pesticides  Skin problems 17 26.6
(n=64) Short breathless- 3 4.7
ness 8 12.7
Poisoning 4 6.2
Cancer 13 20.3
Multiple answers
Experience of Yes 114 82.6
pesticide spill No 24 17.4
(n=138)
Experience of Hand 76 66.7
spill in body Feet 37 325
parts (n=114) Eyes 1 0.9

Protective practice during and after using
pesticides

Most of the participants (79.9%) were found to be
wearied of separate cloths during pesticide use.
About half (50.7%) of the participants reported that
they used masks as a protective equipment followed
by 48.6% gloves, 42.0% safety boot, 23.0% head
cover and 10.1% eye glass during the work. While
mixing pesticide solution, 33.3% use their bare hand
and 32.6% use stick though using bare hand. Only
18.1 practice safe techniques of mixing pesticide by
using sticks and gloves in their hands. Most of the
pesticide users didn’t eat, drink or smoke while deal-
ing with pesticides. But while we compare, drinking

Protective practice Freq. Percent
Using of Face mask Yes 70 50.7
(n=138) No 68 493
Wearing of eye glass  Yes 14 10.1
0=138) No 1124 899
Using of Hand Yes 67 48.6
gloves (n=138) No 68 493
Wears of separate Yes 111 79.9
cloths during work No 27 0.1
Wears of special Yes 58 42.0
shoes No 80 58.0
Wears on head cover Yes 32 23.0
No 106 77.0
Following safety pro-  Yes (stick 95 18.1
cedure mixing pesti- and gloves) ’
cide E;l Ell;are 113 81.9
Eat during applica- Yes 10 7.25
tion No 128 9275
Smoke during appli-  Yes 14 10.1
cation No 124 899
Drink during the Yes 20 14.5
application No 118 255
Washing and bathing Yes 128 96.4
lc)ir;ec::g: after pesti No 10 36
See the level before Yes 54 39.0
application No 84 61.0

shopkeeper or elderly people; (Table:2). Vegetable
growers, after applying pesticides

should necessarily take a bath with soap and clean
water. But most of the farmers in Bhaktapur district

Journal of Nepal Public Health Association | Volume 5|Issue 1| No 5| Jul.-Dec.2013




Paudel & Pandit : Scientific writing and paper publication: a get way of disseminating and communicating a research finding... ...

seem to be very careless regarding it. Just more (10.9%). Pesticide should be disposed properly, oth-

than two-fifth (43.5%) of them wash their hands erwise the remaining residues can contaminate the
and feet with general water only followed by soap- environment and come first (I) contact with human
water (29.7%). through various mediums.

One fifth of the respondents who felt any kind of
health hazards had observed multiple symptoms,
including eye irritation, short breathlessness, head-
ache, skin problems, etc. Another one fifth reported

The majority of the vegetable growers (70.3%) found
to be disposed it with other wastes, 17.4 % practice
burying in the ground and 12.3% burns it. This
clearly depicts that most of the pesticide users do not

realize it to be toxic to both man and the environment
Figure 1:  Bathing practices after applying pesticides ~ (N=138) and diSpOSG it like other waste. (Table: 3)

Trainings regarding the safe handling of

80 Pesticides

Trainings not only incorporates knowledge, but also

inculcates the skill for safe handling of dangerous

substance like pesticides, but unfortunately only

L 5 B m s B @ s 18.1% of the total vegetable growers were found to
Percentage be trained in safe handling of pesticides. Remaining

81.9% were untrained but were yet handling pesti-

Do nothing 36

Change clothes

hands and feet with soap water §29.7

Wash hands and feet with water ]

Different practices

Take bath 15.2

. cides in day to day life.
that they have frequent headaches and a majority

(26.6%) have seen skin problems due to pesticides.
(Table: 1). Only 15.2 % have taken a bath and 3-6% ~ D1OCUSSION

do nothing at all. (Figure: 1
s (Fig ) Health hazard is increasing dramatically as a

challenging public health problem in Nepal. Nearly

Table 3: Storage and disposal practice of pesticide half of the participants (46.4 percent) were found to

bottles/packets be felt their health being affected by pesticide use
which was strongly supported by a study finding con-
Characteristics Freq. Percent ducted in Philippine.

Storage Anywhere 15 10.9 )
Practice Safe place where chil- 34 246 he ﬁndlng.mported that three'quarter (74.0 Percent)
dren do not reach ’ of the pesticide users became ill because of work for
Kitchen 19 13.8 the last 12 months [8]. One fifth of the respondents in
In the field 70 50.7 this study who felt any kind of health hazards had
Disposal of ~ Burn 17 12.3 observed multiple symptoms, including eye irritation,
gfjgzde Bury . 24 17.4 short breathlessness, headache, skin problems, etc.
packets g;sslzgse with other o, 70.3 This finding was also supported by other studies con-

ducted in Nepal and abroad. Study of Philippine
showed the most common symptoms; headache (64.1
percent), muscle pain (61.1 percent), cough (45.5
percent), weakness (42.4 percent), eye pain (39.9
percent), chest pain (37.4 percent), and eye redness
(33.8 percent). * Similarly study from A study con-
ducted in 3 contrasting sites of vegetable farms in
Bangladesh revealed that 37 percent of the farmers,
during spraying of pesticides, felt burning sensation,

Storage and disposal of pesticide waste

Storage of pesticides should be done in a locked
area that is separate from food and other eatables
including water. It should be kept away from chil-
dren as well as pets. The study showed that half
(50.7%) of the participants stored the pesticides in
the field followed by safe place where children do
not reach (24.6%), kitchen (13.8%) and anywhere
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Figure 2: Training of safe
handalng practices.
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28 percent had breathing problem, 18 percent felt
itching, 13 percent felt dizziness and 11 percent felt
burning in the eyes '’ Furthermore, a recent study
conducted in Nepal and India showed that 31
percent of farmers complained of headache, 27
percent eye irritation, 24 percent skin burning, 10
percent nausea and 9 percent dizziness associated
with plant protection sprayers. ""!

More than four fifth (82.6 percent) of the partici-
pants in this study were found to be experienced of
pesticide spillage in their body part. This clearly in-
dicates that has been improper handling of pesticides
during its application among the farmers and they
are being more exposed to the toxic pesticides.
About two-third (66.7 percent) of the spills has
occurred in hands followed by feet (32.5percent)
which was in-line with the study reported from Phil-
ippine. !

Wearing of personal protective equipment (PPE) is
essential to prevent from health hazards of pesticide.
Present study revealed that nearly three-fifth (57.9
percent ) of the participants have been used mask as
a protective equipment followed by 21.7 percent eye
glass, 18.1percent gloves and 57.9 percent separate
uniforms during using the pesticide. This finding
was less than study findings from Philippine which
showed that 88.4 percent reported that they wore
protective equipment while working. However,
further analysis shows that they did not frequently
use such equipment nor had adequate gear to fully
protect them. One hundred forty two or 67 percent
never used coveralls. The same pattern was seen
among all kinds of personal protective equipment

(PPE) with the exception of boots which was
frequently used by 77.5 percent of farmers; *! but it
was much better than the study finding reported
from India and other parts of Nepal. That showed
only the 20percent of the farmers took any kind of
safety measures during application and preservation
of pesticides. "’

Many farmers do not care about the safe handling of
pesticides. This study showed that only 18.1 percent
were found to be practicing safe technique (using a
stick and gloves in their hands) during mixing pesti-
cide which was very poor practice than the study
reported from the Dang district of Nepal. Studies
have reported that more than 50 percent farmers
used their bare hands while mixing pesticides. !
Most of the pesticide users didn’t eat, drink or
smoke while dealing with pesticides. But while we
compare, drinking water is seen to be more common
(14.5 percent) during pesticide use followed by
smoking cigarettes (10.1 percent); which is alike to
the study findings reported from west bank
Palestine. ! Vegetable growers, after applying pesti-
cides should necessarily take-thorough a bath with
soap and clean water, but most of the farmers in this
study seem to be very careless regarding it. Just
more than two-fifth (43.5 percent) of them wash
their hands and feet with general water only
followed by soap-water (29.7 percent). Very few
(15.2 percent) were taken bath which is essential af-
ter pesticide use.

The selection of pesticides, dosage, and mode of
application is also an important task of pesticide
users. Nearly two-fifth (39 percent) of the partici-
pants in this study were found to be using the pesti-
cide by following the instruction given in the packet
and remaining of other used either following the
instruction given by the shock peeper or elderly
people; which was somehow matched with the study
reported by Rao et. al. """ Furthermore, storage of
pesticides should be done in a locked area that is
separate from food and other eatables including
water. It should be kept away from children as well
as pets. Present study prevailed that half (50.7
percent) of the participants stored the pesticides in
the field followed by safe place where children do
not reach (24.6percent), Pesticide’s bottle and
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packets should be disposed properly, otherwise the
remaining residues can contaminate the environ-
ment and come first (I) contact with human through
various mediums. The majority of the vegetable
growers (70.3 percent) found to be disposed it with
other wastes, which is very poor practice. Only 17.4
percent were found to be practiced burying in the
ground and 12.3 percent burns it. This clearly
depicts that most of the pesticide users do not
realize it to be toxic to both man and the
environment and dispose it like other waste. The
study finding was more or less similar to the study
finding of other similar studies. **""!

Trainings are an essential mode of improving
knowledge and enhancing proper skill on safe
handling, storage, disposal and application of pesti-
cides. Unfortunately, in this study only 18.1 percent
of the total participants were found to be trained in
safe handling of pesticides which is supported by a
study conducted in Dhading district of Nepal and
Palestine. "'! The finding showed that majority of
vegetable growers (93.3 percent) in Dhading
district did not receive any kind of training at all on
the use of pesticides.

CONCLUSION

Nearly half of the respondents were found to be
felt, their health being affected by pesticide use.
One fifth of them had observed multiple symptoms,
including eye irritation, short breathlessness,
headache, skin problems, etc. More than two-third
of the participants were used separate uniform for
protection while, nearly three-quarter disposed the
pesticide bottle/pocket unsafely. Nearly one fifth of
the participants found to be trained. Awareness of
the impact of pesticides on health and protective
measures should be created among the vegetable
farmers through training and other appropriate
techniques.
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INTRODUCTION

Newborn health care starts before the birth of the
baby and continues till the baby is of 28 days. It
starts with caring for pregnant mothers by
addressing her needs to be adequately nourished,
infections prevention, and monitored for complica-
tions. Adequate access to preventive measures,
treatment when needed, and health counseling/
advice, including education about danger signs helps
the mother to reduce the complications and give
birth of a healthy baby. Good care during pregnancy,
labour, and birth is the first step in good newborn
care. Post natal care is the next step which helps in
fulfilling the requirements after birth. It mainly
focuses over the requirements of the Newborn and

post partum mother health regarding: keeping the
baby warm, protection from infection, exclusive
breastfeeding. Mothers postpartum care, give first
immunizations if the baby has not received them,

reviewing new born danger signs.!"!

The first 28 days of life is known as the newborn or
neonatal period. It is the most complicated period in
the life of an individual. Out of every 100 children
born alive, about 10 die before reaching the age of 5
years. Of these 10, about 4 die in the first month of
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life, the new born period. Most of these newborn
deaths occur in the first week of life, that’s why
Child health is addressed in UN Millennium
development goal-4 report, to reduce the under 5
years child death by two third by reducing the New
born death by 2015.*

Globally 10 million children die annually before
their fifth birthday, most of them in the neonatal
period.”""”! More than 98% of these deaths occur in
developing countries. Almost half of the deaths
occur in fewer than five year olds occur in infancy.
Of the infants deaths, about two thirds occur in the
neonatal period. It has also been noted that one
third of all neonatal deaths occur on the first day of
life, almost half within 3 days and nearly three
quarters within the first week of life.”! In Nepal,
the neonatal death rate has not been reduced from
33/1000 since 2006-2011.  ( NDHS report 2006 &
2011).N6k

Clean delivery- including clean hands, clean
delivery surface, clean cord cutting and tying,
proper cord care, and bathing- is a key intervention
for reducing infections in newborns.”" The ideal
situation for newborn is to admit every ill newborn
baby to hospital but hospitals with facilities for
newborn care are inaccessible for rural populations.
The study aimed to assess newborn care practices
among mothers of Rautahat district as well study is
specified with the aim to assess several practices
involved in newborn care, identify socio
demographic factors affecting newborn care
practice and to determine level of knowledge
among mothers regarding newborn care.

MATERIALS AND METHODS

An analytical cross-sectional study was carried out
in Rautahat District of Nepal in 2012 among 101
married women of reproductive age group having
less than one year children. Quantitative data was
collected using clustered sampling (using probabil-
ity proportionate). The study duration was from 27"
July to December, 2012. Rautahat district was
selected purposively due to different ethnic groups,
with the highest rate maternal deaths among
Muslims (318/100000 live births, Terai/Madhesi

307/100000 live births and Dalit 273/100000 live
births).[5] In rural area 3 VDCs were selected as a
cluster using probability proportionate to size and the
findings are illustrated on the basis of role of
education.

Structured interview schedule consisting the
information such including code number and other
socio demographic variables such as age, gender,
caste, religion, educational status, occupation, marital
status, family composition, income level of
participants and questions related to care given
during pregnancy and newborn. The structured ques-
tionnaire was obtained from NDHS report 2006,
Maternal Mortality and Morbidity study, Family
Health division 1998, Teku, Nepal report.

Data analysis and processing were done in Ms-excel,
and datasheet SPSS version 16.0. Chi-square test
was done to measure the relationship dependent and
independent variables at 95% Confidence interval.
Level of significant was set at the value of p<<0.05 .

Ethical approval was obtained from ethical board of
Nobel College as well as verbal informed consent
was taken from each respondent before data
collection.

RESULTS

Socio-demographic findings

The median age of the respondent was 18 years. 61%
of the respondents were of 15-19 years age group.
10% of the respondents were of ,15 years age group.
23% of the respondents were of 20-24 years age
group. Only 6% of the respondents were of 25-29
years of age group. Majority of the respondents
(69%) were Hindu followed by 23% Muslim.
Similarly, 48% of the household has per month
income of Rs. 5000-10000 and very few about 6% of
the respondent’s household has per month income of
Rs.>25000.

The study showed that almost half 49.6% of the
respondents were illiterate (unable to read and write
themselves) whereas 21.7% of the respondents were
literate (able to read and write simple words).
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Table 1: Demographic Characteristics of Table 2: Role of education in Maternal and
Respondents (n=101) Newborn care practices
Variables Frequency Percent Categories Role of Education P
Age of the Respondent (in year) value
<15 10 10.0 Literate Illiterate
15-19 62 61.0 . ) NCo%OO N %
20-24 ” 3.0 ANC visit during pregnancy (n=101)
2520 ) 60 Yes 47 465 48 475
No 4 4 2 2 0.201*
Total 101 100.0 .
. Place of Delivery
Religion Home 17 168 48 475
Hindu 70 69.0 Health Institution 34 337 5 5 0.001
Muslim 23 23.0 Delivery conducted by
Buddhist / 70 Technical 30 297 10 10.6
Christian 1 1.0 (Doctor, Nurse
Total 101 100.0 and Paramedics)
Household Income Non Technical 21 20.7 40 396 0.002
2000-5000 14 14.0 ;ﬂC;I}}ZY/SFgBA '
5000-10000 49 48.0
10000-15000 26 26.0
15000-25000 6 6.0 Use of clean home delivery kit (n=62)
~25000 6 6.0 Yes 11 177 20 326
Total 101 100.0 No 6 97 25 40 0%
Education Status Instrument used for cord cutting (n=62)
Iliterate 50 490 New blade 16 258 34 5438
Literate 22 22.0 aKnr(lilf;ftflSezssors ! L6 11 178 0.231*
Primary level 9 9.0
Lower secondary level 6 6.0 Application of something after cord cutting (n=62)
Yes 4 64 7 11.3
Sejcondary level 6 6.0 No 13 21 38 613 0.448*
Higher secondary level 7 7.0 Bathing of baby after birth
Higher studies 1 1.0 Within 24 hrs 7 68 9 8.8 0.920
Total 101 100.0
After 24 hrs 44 435 41 40.6
Similarly, 8.8% of the respondents were of primary Colostrums feeding
level, 6% respondents were of lower secondary and Yes 27 267 19 18.8  0.498
secondary level, about 7% of the respondents were No 24237 31 307
of higher secondary level and very few about 1% of PNC visit
the respondents had done higher studies. Yes 21 208 18 17.8 0.450
No 30 297 32 317

*Yets corrected Chi square test
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ANC visit during pregnancy: The study showed
that 46.5% of the literate and 47.5% of the illiterate
respondents had gone for ANC visit. Hence, there is
no statistical significance found between ANC visit
and educational status of the respondents. (p=0.201)

Place of Delivery: There is statistical significance
between place of delivery and educational status. It
represents that 16.8% of the literate and 44.5% of
the illiterate respondent had home delivery. 33.7%
of the literate and 5% of the illiterate respondent
had delivered their baby at health institution.
(p=0.001)

Delivery conducted by: There is statistical
significance between delivery conducted by and
educational status. It represents that 1.96% of the
literate respondent delivery was conducted by
doctor. 21.8% of the literate and 7.92% of the
illiterate respondents had conducted their delivery
by nurse (p=0.002).

Use of clean home delivery kit (n=62): There is no
statistical significance between use of clean home
delivery kit and education status. It represents that
17.7% of the literate and 32.6% of the illiterate
respondent had used clean home delivery Kkit.
Similarly 9.7% of the literate and 40% illiterate
respondents had not used clean home delivery kit
for deliveries conducted at home. (p= 0.527)

Instrument used for cord cutting (n=62): The study
shows that 25.8% of the literate and 54.8% of the
illiterate respondent had used new blade for cord
cutting whereas 1.6% of the literate and 12.9% of
the illiterate respondent had used old blade for cord
cutting. Similarly 3.2% of the literate respondent
had used knife for cord cutting and 1% of the
illiterate respondent had used scissors for cord
cutting. (p=0.231). It shows that there is no
significant relationship between instrument used for
cord cutting and education status.

Application of something after cord cutting (n=62):
There is no significant relationship between use of
clean home delivery kit and education status. It
represents that 6.4% of the literate and 11.3% of the
illiterate respondent had applied of something after

cord cutting. Similarly, 21% of the literate and 61.3%
of the illiterate respondents had not applied anything
after cord cutting for delivers conducted at home.
(p=0.448)

Bathing of baby after birth: The study revealed that
there is no statistical significance between bathing of
baby after birth and education status. It represents
that 3.9% of the literate and 4% illiterate respondents
had bathed their baby immediately within one hour
whereas 2.9% of the literate and 4.9% of the illiterate
respondents had bathed their baby within 2-24 hours.
43.5% literate and 40.6% illiterate had bathed their
baby after 24 hour. (p=0.920)

Colostrums feeding: There is no statically
significance between colostrums feeding and
education status. The study results show that 26.7%of
the literate and 18.8% of the illiterate respondents had
feed colostrums to their baby immediately within one
hour whereas 23.7% of the literate and 30.7% of the
illiterate respondents had feed colostrums to their
baby after one hour. (p=0.498)

Findings related to status of newborn care: The study
shows that 58% of the babies were kept on the floor
those who were delivered at home, 40% of the
respondents had kept their baby with themselves and
1.62% baby were on the bed after birth at home.

According to the fact mentioned 82% of the
respondents who had delivered (n=62) their baby at
home had wrapped their baby with clean clothes
immediately after the delivery. The responses on
Kangaroo mother care practice (n=135) showed that
48% don’t know about the Kangaroo mother care
practices, of them who knows about it, 28% of them
told that it means temperature maintenance of the
baby body while 18% says that it means naked chest
contact of the mother and baby, 6% of the
respondents said that it means skin to skin contact
and 5% of them told health care of the baby.

The immunization status shows that (n=101) most of
the respondents (94.1%) had immunized their baby
with BCG vaccine whereas maintenance of exclusive
breast feeding status (n=58) shows that 54% of the
respondent maintained exclusively breast feeding by
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providing the breast milk as much as the baby could
drink, 38% of the respondents maintained
exclusively breast feeding by feeding the breast milk
only and 8% of the respondent maintained exclu-
sively breast feeding by breast feeding their baby
times in day and night.

DISCUSSION

In a descriptive study done by Nuzhat Choudhary et
al, in the urban slum of Dhaka, Bangladesh, The
baseline survey revealed that 25% of the recently
delivered women received at least four antenatal
care visits.®! Total ANC coverage for the present
study respondent was 94%.

In a cross sectional study done by Rahi M et al, in
urban slum of Delhi more than half i.e 56.1% of
deliveries were conducted in home. Among these
deliveries 91.3% of the deliveries were conducted by
dias, 8.7% of the home deliveries were conducted by
relatives.””! According to the present study 61.38%
of the respondent had home delivery. 36% of the
respondent delivery was conducted by untrained
TBA. It represents that 17.7% of the literate and
32.6% of the illiterate respondent had used clean
home delivery kit during their delivery.

In-depth interviews and focus group discussions
study done by Lawn et al, in rural Northern Ghana,
it reflects that cord are involved non-sterile materials
and practices: Cord cutting was done with a variety
of tools, and the most commonly used were razor
blades or scissors and similar to this present study
also revealed most of the respondent who has
delivered baby in home had used new blade for cord
cutting."”’ In a cross sectional retrospective study
done by Mc Pc RA et al, Siraha district, Nepal.
92% respondent had bathed their baby within the
first hour. "' Whereas the present study shows there
is no statistical significance between bathing the
baby and education status of mother as only 3.9% of
the respondent had bathed their baby immediately
within one hour.

According to NDHS report 2011, 45% of women
received postnatal care for their last birth within the
critical first two days delivery. *' In a descriptive

study done by Nuzhat Choudhary et al, in the urban
slum of Dhaka, Bangladesh, The baseline survey
revealed that 24% women received at least one post
natal care visit.[8] Present study showed that 20.8%
of the literate and 17.8% of the illiterate respondent
went for PNC visit. (p=0.450)

Shreerama reddy C. T. et al (2006) Only 45.8% of
the newborns were wrapped within 10 minutes and
97.1% were wrapped within 30 minutes.”
According to the recent study by Vinod KP et al
82% of the respondents who had delivered their
baby at home had wrapped their baby with clean
clothes immediately after the delivery."”!

A study on kangaroo care by Charpak et al., the
intervention consists of continuous skin-to-skin
contact between the mother and the infant, exclusive
breast feeding, and early home discharge in the
kangaroo position. In studies of the physiological
effects of KMC, the results for most variables were
within clinically acceptable ranges or the same as
those for premature infants under other forms of
care. Body temperature and weight gain are
significantly increased, and a meta-analysis showed
that the kangaroo position increases the uptake and
duration of breastfeeding."* The present study
represents that 48% don’t know about the Kangaroo
mother care practices, of them who knows about it,
28% of them told that it means temperature
maintenance of the baby body while 18% says that it
means naked chest contact of the mother and baby,
6% of the respondents said that it means skin to skin
contact and 5% of them told health care of the baby.

A study conducted on, An maternal attitudes and
trends in initiation of newborn in lady Hardinge
Medical College, New Delhi, India by Kmari S et al,
clearly concluded that better health education is
called for regarding the early initiation of breast
feeding and the importance of colostrums’ to
newborn weaning practices.”! In the present study,
54% of the respondent maintained exclusively breast
feeding by providing the breast milk as much as the
baby could drink, 38% of the respondents
maintained exclusively breast feeding by feeding the
breast milk only and 8% of the respondent main-
tained exclusively breast feeding by breast feeding

Journal of Nepal Public Health Association | Volume 5|Issue 1| No 5| Jul.-Dec.2013

Page 23


file:///C:\Users\user1\Desktop\Article%20JNEPHA\JNEPHA%20compiled.docx#_ENREF_1#_ENREF_1

Sinha et al: Newborn Care practices among mothers in Rautahat District, Nepal .........

their baby times in day and night.

CONCLUSION

The median age of the respondent was 18 years.
61% of the respondents were of 15-19 years age
group. Majority of the respondents (69%) were
Hindu followed by 23% Muslim and had low
income. The study showed that almost half 49.6%
of the respondents were illiterate (unable to read
and write themselves). Home delivery was
preferred by the most of the respondent in Rautahat
district. Similarly delivery was mostly conducted
by wuntrained traditional birth attendance and
colostrums feeding and kangaroo care were not so
in practice. Regarding new born care practice in
Rautahat district doesn’t seemed to be satisfactory
due to early marriage, low education of mothers,
home delivery preferred, low coverage of PNC visit
as well as lack of knowledge on better practices on
newborn care.
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INTRODUCTION

Community Care Centre (CCC) provides the oppor-
tunities for people living with HIV (PLHIV) in the
accommodation, nutrition, care and support, ART
adherence and other psycho-social support including
reducing stigma and discrimination. The guideline
of the government of Nepal; CCC standardized
operating procedures (SOPs) discusses the criteria
for admission and duration of stay for PLHIV in
CCC, however, the variation of CD4 count is not
mentioned as a criterion.”"’ The cost of lodging and
food increases as the duration of stay increases. The
demographic and other variables responsible for the
duration of stay in the CCC were tested for
association and correlation applying chi-square and
correlation tests. The objective of the study was to
assess the factors correlated and associated with
duration of stay of PLHIV in CCC. Secondary data
of 62 PLHIV (including five transferred in)
registered in Nava Kiran Plus Community Care
Centre, Tikapur, Kailali, Nepal from Aug 8, 2012 to

Jan 13, 2013 was taken for the study. The study will
help in considering the factors for staying of PLHIV
in CCC

MATERIALS AND METHODS

The community care center was established in
Tikapur, Kailali, Nepal in July, 2012.
Sixty two PLHIV were registered including two
children under 14 years and five were transferred in
from other CCC. Secondary data were analyzed for
demographic variables (age, sex, occupation, place
of residence and marital status) and clinical variables
(OI prophylaxis status, past history of TB, current
ART status, systolic and diastolic blood pressure,
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weight and CD4 count) with duration of stay in the
CCC for descriptive and inferential statistics.

The analysis of data was carried out only after
taking the written consent from the organization
head. No harm to the PLHA and confidentiality of
identity have been assured as only the secondary
data has been analyzed. Mean, mode, IQR and
standard deviation were applied for descriptive

The descriptive findings (table 1) revealed that
dian age was 37 (IQR, 29-42) years. Median duration

me-

of stay in the CCC was founded in 13 (IQR 9-18)

PLHIV were married

analyses and correlation and chi-square tests were

applied for inferential statistics since only two
variables followed normality (Sapiro-Wilk Test);
weight (p=0.13) and age (p=0.10). SPSS 17.0

version and MS-excel were applied for the data

entry and analysis. Alpha level was set at 0.01 and

days. More than two-thirds (43.5%) PLHIV were 40
years and older. More than half (53.2%) PLHIV were
male. Almost nine out of 10 (87.1%) had the occupa-
tion as agriculture and more than four-fifth were from
rural (VDC) residents. More than two-thirds (67.7%)

Clinical status of PLHIV admitted in CCC
More than one-fifth (22.6%) PLHIV had previous
history of TB. Only less than three-fourth (72.3%)

Tablel: 2 Associative characteristic of clinical status of

0.05 for testing of significance. PLHIV
RESULTS Clinical Duration in weeks X p -
Demographic characteristics of PLHIV admitted status <2weeks >2weeks Value value
in CCC OI Prophylaxis status
Tablel: Association of demographic characteristics Yes 14(63.6)  8(36.4) <0.001 099
with PLHIV No 24 (60.0) 16 (40.0)
Past history of TB
Charac.  Stayduratonin  x 7 p - No 35(64.8) 19(352) 191 0.27
teristics weeks value value Yes 3(37.5) 5 (62.5)
<2weeks > 2 weeks Current ART status
Age in yrs (n=62) No 8 (47.1) 9 (52.9) 1.26 0.26
<30 11 (73.3) 4(26.7) Yes 30(66.7)  15(33.3)
30-40 14(70.0)  6(30.0) 496 0.175 ,
40+ 13 (48.1) 14 (51'9) PLHIV were on ART. Almost two-thirds (645%)
Sex (n=62) were on prophylaxis of opportunistic infection (OI),
Male 17(51.5) 16 (48.5) 2.84  0.092 however, past history of TB, current ART status and
Female 21 (72.4) 8 (27.6) the current status of OI prophylaxis do not show a
Occupation (n=62) significant association with duration of stay (table 2).
Agriculture 35 (64.8) 19(35.5) 119 0275
N o n - 3(37.5 5(62.5) The median CD4 count of PLHIV was 281 (IQR, 153
agriculture -375) and almost half of PLHIV (46.8%) had CD4
Residence (n=62) count <250 (Table 3). The mean systolic and diastolic
blood pressure was 104.8 (£10.2) and 63 (+12.8) mm

VvDC 33 (66.0) 17 (34.0) 1.49  0.221 . .
Municipal- 5 (41.7) 7(58.3) of Hg respectively. Mean weight was 45.1 (SD+ 9.5)
ity P ' ' ke. (Table 3).
Marital status (n=62) .

. The median CD4 count of PLHIV was 281 (IQR, 153
Singlef 16(80.0)  4(20.0) 436 0.037 -375) and almost half of PLHIV (46.8%) had CD4
Married 22(524) 20 (47.6) count <250 (Table 3). The mean systolic and diastolic

*significance at 0.05 level;

tincludes unmarried/widow(er)/divorced/single/seperated;

blood pressure was 104.8 (£10.2) and 63 (£12.8) mm
of Hg respectively. Mean weight was 45.1 (SD+ 9.5)
kg. (Table 3).
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Table 3: Descriptive clinical characteristics of PLHIV

Characteristics Mean (SD) or Frequency
Median (IQR) (%)

CD4/mm’ Count

<250 29 (46.8)

>250 281 (153,375) 33(53.2)

Blood pressure (mm of Hg)

Systolic 104.8 (10.2)

Diastolic 63.1(12.8)

Weight (Kg.) 45.1 (9.5

Duration of stay 13 (9, 18)

Age 37 (29,42)

Bivariate correlation of systolic blood pressure (BP),
diastolic BP, weight and CD4 count with duration of
stay were observed. Bivariate significant association
of duration of stay was found with marital status and

Table 4: Clinical characteristic relationship of PLHIV
with duration of stay

Clinical status 1* order 2" order correla-

of participants correlation tion coefficient
coefficient after age adjusted
(p-value) (p-value)

Systolic BP -0.15 (ns) --

(n=60%)

Diastolic BP 0.01 (ns) --

(n=60%)

Weight (n=62) 0.12 (ns)

CD4 count -0.3 7t -0.28%(0.027)

(n=62) (0.009)

*children (<14 yrs) excluded;
tsignificance at 0.01 level;
}significance at 0.05 level

CD4 count was found statistically significant with
negative coefficient even after adjustment of age
(-0.28, p=0.027) (table:4)

DISCUSSION

More than two-thirds (43.5%) PLHIV were 40 years
and older which is consistent with a study conducted
by Nigerian military personnel. ”' The significant
association of marital status with duration of stay
indicates that married participants stay longer in pro-
portion compared to unmarried and widow/ers
which indicates that stigma perceived by married

PLHIV is still prevalent in the family and commu-
nity levels. As a result, they want to stay longer in
CCC. This is supported by the findings of a study
conducted in Jamaica in 2007 that the avoidant and
social contact stigma behaviours related to HIV/
AIDS are associated to being married."”' However, in
another study, married and single women had higher
quality of life (QOL) scores '“/ as well as currently
and previously married women also had higher odds
of home-based HIV testing and counselling.”” A
study conducted in Thailand also indicates that
parents are the important care taker of adult PLHIV.
" The finding from a study from Ontario suggests
that people living with AIDS (PLAs) also used
community based services.””’ PLHIV use often non-
hospital health and social services and expend much
out-of-pocket expenditures.””’ The earlier findings
even suggested that the socio-cultural factors
including poverty impede the Women’s utilization of
usual health care system and addressed the need of
community care."’’ Another study conducted in
Nepal also showed that non-family support network
was greater than family support network.''! The
CD4 count could also be one of the criteria for the
duration to let stay in CCC, however, further
investigation is needed before reaching this
conclusion. The findings showed that as the count
decreases, the duration increases (adjusted rho, p =
-0.37, p=0.009). Similar finding was observed when
using logistic regression for predictors of CD4
counts. Appointment nonadherence (number of
missed appointments) was a significant predictor (p
< .03) of having an AIDS-defining CD4 count over
and above the effects of number of kept
appointments (p < .0001), and whether or not the
patient was taking highly active antiretroviral
therapy (HAART) (p < .002).""*) However, the CCC
standardized operating procedures (SOPs) of
government of Nepal recommends to stay for service
receivers without symptoms of AIDS related
complex (ARC) such as the investigation of CD4
count; to start ART; follow-up; pregnant mothers for
PMTCT; stigma and discrimination; stress
management. Similarly, TB diagnosed; treatment of
TB; ART; severely ill, unable to walk or other
similar conditions as with symptoms of ARC. The
SOPs recommends from one week for CD4 or TB
investigation to a maximum of two months for
pregnant mothers to approach PMTCT to stay in the
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CCC. However, the variation in CD4 counts is not
mentioned as a criterion. '

CONCLUSIONS

Based on negative correlation, it is concluded and
recommended that PLHIV of lower CD4 count
should be considered for longer duration of stay. In
addition, married PLHIVs stayed for longer
duration compared with single or unmarried, which
might be due to discrimination at family and
community level. However, further research based
on primary and probability sampling is
recommended before reaching both conclusions.
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Situation of Immunization Coverage in Ethnic Minorities of Dhanusha

District of Nepal
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INTRODUCTION

Immunization is one of the most cost effective
public health programs. To be fully immunized, a
child should receive: one dose of BCG and measles
vaccine, three doses of pentavalent vaccine
Diphtheria Pertussis and Tetanus (DPT), Hepatitis-
B, Haemophilus Influenza-B (Hib), and oral polio
(OPV).The coverage of immunizations were not
uniform in 2011/12 and previous years. Thirty one
district (41%) had more than 90% coverage for all
antigens. " Likewise, the immunization coverage
was not uniform within the district.?®! The
immunization coverage for BCG is 117.07%, DPT3
is 110.19%, Polio3 is 108.97% and Measles is
103.8% in the district. "' There are wide variations
and inadequacy of immunization coverage within
the district. ! Sting of target for vaccination should

always remain inconsistent with achievement. *! The
target set by the Child Health Division of the
Department of the Health services of Nepal is of
90% coverage of children 12-23 months.

MATERIAL AND METHODS

The objectives of the study were to obtain an overall
estimate of the vaccination coverage and to
determine whether the immunization coverage of
each supervisory area (lots) was acceptable or not.
Lot Quality Assurance Sampling (LQAS) method
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was used with 19 samples from each of ten
supervisory areas of the district.”! A total of 210
samples were taken. The upper and lower thresh-
olds for accepting or rejecting lots were selected.
The national immunization coverage of 90% for
fully immunized children was set as the upper
threshold for acceptance at 95% confidence level.
The lower threshold was based on the district HMIS
report of 2010/2011 (BCG was 126.27%, DPT-Hep
B-Hib 3 was 121.8%, Polio 3 was 121.26% and
measles was 100.91%) ! and was set at 60% level.
The table to estimate the sample size for LQAS
study was used according to the WHO manual. /"7

RESULTS

The total number of sampled children in the study
was 210 from ten lots in the district. The median
age was 18 (in months). Out of 210 children, 64
(30.5%) children’s mothers had immunization card.
Most of the children (86.7%) were found
vaccinated by one year of their age. All routine
immunizations were found above the national
standards of target of 90%. BCG coverage was
100.0%, DPTHHib-3 92.9%, Polio-3 92.4%, and
measles coverage was 89.5%. Fully immunized
children out of the total 210 sampled children were
182 (86.7%) as shown below in the table no.1. All
the lots were homogenous, not heterogeneous, in
coverage of the vaccination. Table 2 shows the
situation of fully immunized children before 2 years

Table No.1 showing coverage of complete
vaccination of all lots surveyed, Dhanusha, 2012.

Table No. 2 Fully immunized before 2 years by castes
Dhanusha

Castes category Immunized Status

No Yes (Coverage) Total
Percent
Dalits' 1 15 938 16
Distadvantage® 4 43 915 47
Disadvantaged caste’ 20 106 84.1 126
Religion minorities* 2 8 80.0 10
Upper catse’ 1 10 90.9 11
Total 28 182 86.7 210

Lot Name Number Percent
Janakpur 21 100.0
Kurtha 15 71.4
Dhalkebar 20 95.2
Bengadabar 20 95.2
Sabaila 20 95.2
Parabaha 16 76.2
Duberkot 18 85.7
Yadukoha 16 76.2
Ramdaiya 19 90.5
Dhanouji 17 81.0
Total 182 86.7

! Barhi, Paswan, Ram and Sharma castes

2 Bhujel, Kalikote, Lama, Mahara, Majhi and Mandal
3Bhagat, Dafali, Gupta, Jaisawal, Kurmi, Mahaseth, Mahato,
4Mukhiya, Pandit, Sah, Sahani, Sonar, Thakur and Yadav

? Darji, Muslim and Nadaf

by caste category. The different caste group consid-
ered in this study is given in the footnote below.
Relatively the immunization coverage is lowest in
religious minorities (80.0%) and in Disadvantaged
Terai castes (84.1%) compared to Dalits and Disad-
vantaged Janajaties.

Factors related to the failure of immunization

Out of the total 30 not fully immunized children, the
absence of vaccinator was also the failure of
immunization in 4 (1.9%) children. Likewise, 3
(1.4%) children were not immunized due to illness. In
the same way, 1 (0.5%) child’s mother was not aware
of the need for immunization and 1 (0.5%) mother
was not aware of the need to return for the next dose
of vaccine.

DISCUSSION

Fully immunized children out of the total 210
sampled children were 182 (86.7%). The national
standard of NIP coverage has been set 90%. Specifi-
cally, the immunization coverage is found low in
religious minorities (80.0%) and in Disadvantaged
Terai castes (84.1%). However, the recent annual
report of Department of Health Services showed that
the coverage of measles of Dhanusha District was
103.8% (1). A survey report of Rautahat, a similar
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district of Terai, showed coverage BCG 96.7%,
DPTHb3 90.0%, Plio-3 97.6% and Measles 78.1%.
81 Similarly, Nepal Demographic and Health Survey
(NDHS) 2011 showed that the national coverage for
children 12 -23 months for full immunization was
87%, BCG was 96.5, DPT3 was 91.4%, Polio 3 was
92.1% and measles was 82.3%. Similarly, it is
reported that out of 75 districts, 57 (76%) had >80%
coverage for DTP-Hib-HepB3, 31 (41%) had >90%
coverage for measles in 2011. ! These literatures
increase reliability of the findings of the survey, i.e.
86.7% coverage of fully immunized children. The
null hypothesis that lots were not difference in
vaccination coverage was accepted. All the lots were
homogenous, not heterogeneous, in coverage of the
vaccination. The failures for missing immunization
of children were due to the factors concerned with
the irregularities of vaccinators/village health work-
ers (VHWs) and maternal child health workers.
Assessment of the immunization system to identify
the need to introduce new vaccines into national and
local immunization systems were to be
implemented. """ Immunization surveys and
HMIS records for low vaccination coverage should
have been analysed to identify the reasons like
behavioural and social determinants. Prioritization
of target population conducted by segmenting the
population, according to vaccination coverage and
susceptibility to vaccine preventable diseases should
have been introduced. Planning, setting objectives,
evaluation and monitoring of immunization
programmes appropriately conducted in the context
of Nepal as guided by WHO "*! were not found in
the immunization system.

CONCLUSION

The immunization coverage for full immunization
was 86.7% and for measles was 89.5%, which are
below national standard level of 90%. All the lots of
the district were homogenous in immunization
coverage. Relatively the immunization coverage
found low in religious minorities and Disadvantaged
Terai castes. The most common reasons for not
immunizing the children were absence of

vaccinators, long travelling distance and illness of
children.

RECOMMENDATION

Sustain the current immunization status. The
measles  vaccination should be enhanced.
Vaccinators should be recruited. Intensive monitor-
ing of VDC coverage by categorizing as per their
performance within the district should be
implemented. More focus should be given to the
religious minorities and Disadvantaged Terai caste
group for enhancing immunization coverage in the
district.
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REVIEW ARTICLE

Scientific Writing and Paper Publication: A Gateway of Disseminating
and Communicating a Research Finding in a Scientific Manner

Dillee Prasad Paudel !

'Ph.D Scholar, JN Medical College, KLE University, Karnataka, India

INTRODUCTION

General background

Research in various areas is of value only if the
results are understood and applied. Although how
this is done is a matter of great debate, clearly of
major importance is the collation (meal/banquet) and
transmission of the results of research in a manner
that it can be accessed and used by others.'"
Conducting scientific research is only the beginning
of the scholarship of discovery. In order to make the

results of scientific research to be accessible to other

professionals and have a potential effect on the
greater scientific community, it must be written and
published.”” Hence the scientific writing and
publication is the process of preparing and publish-
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ing the research finding in scientific and systematic
manner. A scientific or research article or paper is a
technical document that describes a significant
experimental, theoretical or observational extension
of current knowledge, or advances in the practical
application of known principles !

Scientific communication is essential for helping
us to use and take care of this earth. Communicat-
ing science usually means communicating new
knowledge or summarizing the present state of
knowledge. Clear communication of the findings of
research is essential to the growth and development
of science and professional practice. Researchers
who discover the wonders of science must tell
someone about their findings in clear, complete,
and concise form. " To add to the pool of scientific
knowledge, researchers must synthesize available
information with what they discover. If a
researcher/scientist garbles words or leaves out
important points, messages become unclear, and the
progress of science suffers.

No special talent is required nor is magic involved
in clear communication. It's simply a skill devel-
oped for exchanging meanings with words and
other symbols. Meanings associated with those
symbols must be the same for both the sender and
the receiver. Much research in different field often
remains in files, notebooks, document folders on
computers or in little seen or distributed, ‘internal’
reports and is never exposed to the judgment or
scrutiny of the broader research community. The
main reasons behind this are
= A lack of knowledge,
confidence in the skills
= Wrong processes of bringing results to other
potential users in an acceptable form.

experience and

Human beings have been able to communicate for
thousands of years. Yet scientific communication as
we know it today is relatively new. Science can be
communicated in different forms. The notable ones
are: Papers in scientific journals, reports,
conference papers and abstracts, graduate and post-
graduate theses, review papers, proposals, popular
science articles, newspaper articles, oral presenta-
tion and posters. The most important communica-

tion media are the scientific peer reviewed journals
that covers original research article, review article/
Meta analysis, Letter to editor, Case report/Case
series, View point, Short communication.

The first journals were published in 1665 just only
350 years ago from France; “Des Scavans” and
London; “Philosophy of transaction of the Royal
Society”. The structural form of journals was started
to publish only about 100 years ago. There were
about 25,400 active scholarly, peer-reviewed journals
in early 2009, collectively publishing about 1.5
million scientific articles a year. "°' Currently it is
estimated that more than 70,000 scientific journals
are published worldwide.

Why scientific writing and publications are impor-
tant?
= To impart the necessary knowledge and skills
for effective scientific writing to enable
researchers and host organization to publish
and disseminate the findings of their research
activities to the appropriate audiences in a
smoother, more timely, and efficient manner
= To identify difficulties, constraints, and bottle-
neck to this process and improving the process
No publication, no project
No publication, no promotion
No publication, no funding

udu

The common problems in general papers

The paper is too long.

The writing and figures are not clear.

Its subject matter is not suitable for the journal.
It is not well structured.

The author has not explained the general
interest of the specific issues.

The author assumes too much specific
knowledge from the reader.

U d Ul

U

Key questions to be addressed during the scientific
writing and publication
= Who are you addressing -scientists who are
specialists in your field of research, a wider
group of scientists, fellow students, or public
audiences?
= Why is your message important?
= Why are you communicating it?
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= What are your main findings or messages?
= How can you best deliver your message and
satisfy the audience’s needs?

Sentence structure, Language and grammar

This is the key of writing a report in the logical and
structured form. It is better to start the writing from
general and move towards more specific ideas.
There should be an obvious logical connection
between sentences and paragraphs. The main or
theme point in a paragraph should only one. If a
paragraph contains too many themes, it creates
confusion to understand; so better to write a new
paragraph or paragraphs. Use plain words. Try to
impress the reader with the project, not the knowl-
edge of a dictionary. Avoid jargon and abbrevia-
tions as they may not be widely known. Never write
longer sentences that are hard to follow. Shorter
sentences help to write concisely. The writing
should be a clear and concise form so that it is easy
to follow and keeps writing from being swamped
with unnecessary words. We can be a very good
writer without knowing much about grammatical
terms. Simple writing is often easier to follow than
the writing that uses complex structures. Remember
to use the same tense throughout the paper. All
journals have strict word limits! So be careful about
the guideline provided by the journals.

THE STRUCTURE / CONTENTS OF A
SCIENTIFIC PAPER

The structure is absolutely crucial to scientific
papers. It is also fairly standardized, which makes
life easier! Most scientific papers are split into four
main sections: introduction, methods, results and
discussion. Before starting the introductory part the
title should clearly be written. The introduction is
usually a continuous piece of text, but the other
sections often have subsections. For example,
methods might split into field methods and statistical
methods. In some journals, especially those that
encourage very short articles, some sections may be
joined together (e.g. Methods and results, or results
and discussion). However, even in these cases, the
continuous text usually deals with things in the same
order. ¥/

Title

A title is a ‘label’, not a grammatical sentence. The
title of a research paper should accurately and
adequately describe the subject and the contents of
the paper in as few words as possible. This should
provide a specific summary of the proposed work. '
It should be easy to understand. Journals often limit
the number of words that can be used to, e.g., 25
words or less. Only the first word in the title (except
for proper nouns) has a capital letter. A title has no
verb and does not end with a full stop (period).
Should contain as many “key words”as possible-
most important one comes first, or early in the title.
If the title includes the name of any plants or
animals, either as common names (if these exist) or
scientific names, but not both. During preparing the
title, the author should be conscious of avoiding
abbreviations, formulas, brand names, and unusual
terms. Generally the title should not have dates,
unnecessary words and phrases, such as
“Observations on”, “An investigation into”, etc. The
title should be accurate and specific. It always
describes the subject of the work, not its results.
Titles are used in cataloguing and abstracting, in
electronic /internet databases, and will be in the
reference list of other research publications."” The
important thing we have to put in mind that we
always need to follow the style preference of the
publication for which we are writing.

Abstract

The abstract is a summary of the article or study
finding allowing the readers to get a quick glance of
what the contents of the article include."”’ Writing an
abstract is rather challenging as being brief, accurate
and concise are requisite. The headings and structure
of an abstract are usually provided in the instructions
for authors. "' The abstract should be more
definitive rather than descriptive; that is, it should
give facts rather than, say the paper is 'about'
something. A good abstract is short—usually 150 to
300 words, usually in one paragraph. It stands on its
own, is complete in itself (it may be published
separately in secondary sources) and briefly
describe the problem and the solution. The Abstract
includes; the objectives and purpose of the work, an
outline of the ‘materials and methods’ (with details

Journal of Nepal Public Health Association | Volume 5|Issue 1| No 5| Jul.-Dec.2013

Page 35



Paudel DP: Scientific writing and paper publication: a get way of disseminating and communicating a research finding.............

of new techniques or equipment). Scientific and
common names of organisms complex-Names (e.g.
of chemicals, or terminology) may be set out at
first mention with an abbreviation that is used
subsequently. It should not contain- references to
tables or figures, as these appear only in the paper ,
abbreviations or acronyms unless they are standard
or explained , references to literature cited , any
information or conclusion not in the paper itself
and general statements or abstracts; findings
should be given as hard facts.'”

Introduction

The introduction is one of the more difficult
portions of the manuscript to write. Past studies are
used to set the stage or provide the reader with
information regarding the necessity of the repre-
sented project. For an introduction to work prop-
erly, the reader must feel that the research question
is clear, concise, and worthy of study. “ A good
introduction is relatively short. In general, it tells
why the reader should find the paper of interest,
tells why the author carried out the research, gives
the background the reader needs to understand and
judge the paper. Specifically it- defines the nature
and extent of the problems studied relates the
research to previous work-perhaps by a brief review
of the literature, but only that which is clearly
relevant to the problem, explains the objectives and
method of investigation, including, if necessary, the
reason why a particular method was chosen and
defines any specialized terms or abbreviations to be
used in what follows .”" A competent introduction
should include at least four key concepts: 1) signifi-
cance of the topic, 2) the information gap in the
available literature associated with the topic, 3) a
literature review in support of the key questions, 4)
subsequently developed purposes/objectives and
hypotheses.”!

Materials and Methods

The methods section should clearly describe the
specific design of the study and provide clear and
concise description of the procedures that were
performed. The purpose of sufficient detail in the
methods section is so that an appropriately trained
person would be able to replicate your experiments.
There should be complete transparency when

describing the study.”’ The function of this section is
to describe all experimental procedures, including
controls. The description should be complete enough
to enable someone else to repeat your work.
Dividing the text into sub-sections makes it easier to
read lengthy Methods sections.

A clear methods section should contain the following
information: 1)the population and equipment used in
the study, 2) how the population and equipment were
prepared and what was done during the study, 3) the
protocol used, 4) the outcomes and how they were
measured, 5) the methods used for data analysis.
Initially a brief paragraph should explain the overall
procedures and study design. Within this first
paragraph there is generally a description of inclusion
and exclusion Criteria which help the reader
understand the population used. The paragraphs that
follow should describe in more detail the procedures
followed for the study. A clear description of how
data were gathered is also helpful. *”' In the
methodological part the author should Explain why
each procedure was done in the Experimental
protocols sub-section, i.e., what you were measuring
and why. Mathematical equations and statistical tests
are considered mathematical methods and should be
described in sufficient detail. Be as specific as possi-
ble when describing equipment, reagents, chemicals,
commercial products, tools, etc. Typically, this will
also include manufacturer name, location, and model
numbers. For example: “Model 3210 dual-channel
oscillograph  (Harvard Apparatus, Cambridge,
Mass.)” or “TRIS HCI buffer (Sigma Chem. Corp.,
St. Louis)”. Be as specific as possible with identifica-
tion of experimental subjects including (where
appropriate): number used (n=), Genus and species,
sex, age, size (dimensions, mass), physical condition,
and conditioning prior to experimentation. This may
include source (supplier or geographic location of
sampling), housing length and conditions
(temperature, light, etc.), what and how often, where
appropriate and commercial supplier’s names as you
would for equipment.”” The final portion of the
methods section will include the statistical methods
used to analyses the data. Most scientific journals to
support the need for all projects involving humans or
animals to have up-to-date Documentation of ethical
approval. The methods section should include a clear
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statement that the researchers have obtained ap-
proval from an appropriate institutional review
board.""*""!

Results

This is the core of the paper, presenting the data
have found by the study. It is usually easiest to
follow the results if you present them in the same
order as you gave the objectives in the introduction.
Well presented results are simply and clearly stated
"' The Results section typically has two different
components - a written description of the study’s
findings, as well as tables and figures that help the
reader grasp the results in a more visual form. The
results of statistical tests applied to your data are
reported in this section, although you need not say
anything about their implications for the viability of
the hypothesis you tested; save this for the
Discussion. The following guidelines will help you
to write a strong Results section that conforms to the
stylistic conventions of many scientific journals.'”

= Do not present raw data (data in the same form
as collected or provided) in your reports. You
must analyse data mathematically/statistically
for proper presentation.

= In the text of the Results section, you should
present the major trends (if any) in the data and
indicate whether these trends are statistically
significant. You can also make quantitative
comparisons to give the reader an indication of
the strength of an effect, for example
“Testosterone injected males were about three
times more likely than controls to be selected
by a female.” While it is important to provide
means and standard errors for each of your
treatments, this is often most efficiently done in
the form of a table. If these numbers are pre-
sented in a table, there is no need to repeat them
in the text of the Results section, just make sure
you cite the table.

= All results should be presented, including those
that do not support the hypothesis.

= The results contained in figures and tables must
be introduced in the text, and in the order in

which they are presented.

= The results of statistical tests can be presented
in parentheses following a verbal description.
For example, you might say “Testosterone
treatment had a significant positive effect on
strutting behaviour in males (t = 2.4, DF = 198,

p = 0.02).” See also “Tables and Figures”
below.
Tables and Figures

Tables and figures should be used when they are a
more efficient way to convey information than a
written description. Tables and figures must be
accompanied by explanatory captions that allow
them to be understood by someone who has not read
the text. Information in the tables and figures should
not be repeated in the text, but do cite the tables and
figures, with a summary statement when that is
appropriate | '/

Do not repeat information in a table that you depict
in a graph; include a table only if it presents new
information. It is easier to compare numbers by
reading down a column rather than across a row.
Therefore, the list sets of data you want your reader
to compare in vertical form. Provide each table with
a number (Table 1, Table 2, etc.) and a title. The
numbered title is placed above the table. Tables
should only be delineated by horizontal lines, and
these may only separate headings from data (not
rows of data from each other). Vertical lines are not
typically used. Figures. These may include graphs
and illustrations (drawings), and photos. Provide
each figure with a number (Fig. 1, Fig. 2, etc.), a
short title and a caption that explains what the figure
shows. The numbered caption is placed below the
figure. In general, the figures should be computer
generated and not hand drawn. Do not crowd too
many figures onto one page - no more than two is a
good rule of thumb. Some formats allow for figures
and tables to be embedded in the text, others require
them to be on separate pages. Check with your in-
structor on this issue.

Graphs can be used to compare two (or sometimes
more) variables. Line graphs and scatterplots show
continuous change, whereas bar graphs show
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discrete variables only. You can compare groups of
data by plotting two or even three lines on one
graph, but avoid cluttered graphs that are difficult
to read, and do not plot unrelated trends on the
same graph. Plot the independent variable on the
horizontal (x) axis and the dependent variable on
the vertical (y) axis. Label both axes and include
units of measurement, ' '*""?!

There are many online sources on how to make
high quality graphs. Drawings are used to illustrate
organisms, experimental apparatus, models of
structures, cellular and sub-cellular structure, and
results of procedures. Photos may make up an
entire figure or a panel within a multi-panel figure.
Most journals have strict rules about how the
photos in figures may or may not be manipulated.
For example, cutting and pasting of bands from
scans of electrophoresis gels is strictly forbidden if
it misrepresents the data in any way. It is good
practice to include a scale bar that gives the reader
an indication of the size of the objects in a picture.
This is especially important for pictures taken with
microscopes. Most journals have minimum
requirements about the resolution of the photos
used in figures. !”!

Discussion

The function of this section is to present the
analysis you have done and convey what the data
mean in the context of the question you have asked
and the predictions you have tested. You should
also consider your data in the context of other
studies. Do not discuss extraneous ideas, concepts,
or information not covered by your topic/paper/
commentary. Be sure to carefully address all
relevant results, not just the statistically significant
ones or the ones that support your hypotheses.
When you must resort to speculation or opinion, be
certain to state that up front using phrases such as
“we therefore speculate” or “in the authors’ opin-
ion”. '*7! The Discussion should contain at least:

= An interpretation of results and a presentation
of argument (s) about the significance of the
results. Also discuss the relationship between
the results and the original hypothesis, i.e.,
whether they support the hypothesis, or cause

it to be rejected or modified.

An integration of your results and those of pre-
vious studies (the primary literature) into argu-
ments to arrive at explanations for the observed
phenomena. Avoid long descriptions of other
studies unless you are directly relating the find-
ings to your own data.

Possible explanations for unexpected results and
observations, phrased as hypotheses, which
generate predictions that can be tested. These
must be realistic experimental procedures, which
you should briefly describe.

A statement of limitations of experimental
design. If you suspect that your results may have
been affected by a confounding variable that you
did not control, you should discuss that here.

Trends that are not statistically significant can
still be discussed if they are suggestive or
interesting, but cannot be made the basis for
conclusions as if they were significant.

Avoid redundancy between the Results and the
Discussion section. Do not repeat detailed
descriptions of the data and results in the Discus-
sion. The best way to appreciate how authors
accomplish this is by reading and emulating
published papers. Be sure, however, to discuss
each trend you identified in the results.

End the Discussion with a statement of conclu-
sions and a summary of the principal points you
want the reader to remember. This is also the
appropriate place to propose specific further
study if that will serve some purpose, but do not
end with the cliché that "this problem needs
more study." Some journals require that the last
paragraph of the paper be a short conclusion
section that is set off by the subheading
“Conclusions,” but many do not. You should
check with your instructor to determine whether
or not to include a Conclusion section.

REFERENCES AND LITERATURE
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CITATION

You need to list the references you have cited in
your text. Things that should be cited are other
authors’ ideas or facts shown by previous work. You
should always cite the original authors — but don’t
pad out the references to impress the reviewers.
There are fairly strict rules concerning how you
write references, and you need to follow the exact
format requested by the journal. Spell the authors’
names and journal titles correctly — they may be
asked to referee your paper! ' Each reference cited
in the text must be listed in the Literature Cited
section and vice versa. Remember that copying text
or even presenting ideas from published works
without  citing them is a form of plagiarism and
must be avoided. Scientific journals differ widely in
the format in which references are cited in the text
and listed at the end of the paper. Some use the
“author, year” format for in-text citations, while
others use numbers (in brackets, parentheses, or
superscripted) for the same. Be sure to check with
your instructor to determine which format you
should use for your paper.

Most researchers use some sort of reference
software for managing references in their papers.
Some of the more popular ones are End Note,
Reference Manager, and Ref Works, Pro Cite,
Papyrus etc. These programs can be incredibly
useful for managing references in papers with large
numbers of references or just building a library of
useful references for a particular project. So use
such bibliographic software for referencing if
possible.'””! Scientific journals also differ in the
general format they require for submitted
manuscripts. The author always should check the
instructor about the specific format using in the
paper. Avoid Plagiarism, and inadvertent lack of
citations.

Finally, use citations to your benefit. Cite frequently
in order to avoid any plagiarism. The bottom line: If
it is not your original idea, give credit where credit
is due. When using direct quotations, provide not
only the number of the citation, but the page where
the quote was found. All citations should appear in

the text as a superscripted number followed by
punctuation. It is the authors’ responsibility to fully
ensure all references are cited in completing forms,
in an accurate location. Please carefully follow the
instructions for citations and check that all
references in your reference list are cited in the
paper and that all citations in the paper appear
correctly in the reference list. *!

AUTHORSHIP

Before starting the project, any researcher should
decide on authors, and their order, as early as
possible. Authors should include only those who
have made a substantive intellectual contribution to
the project reported, and can defend the data and
conclusions publicly. The student who did the
experiments and wrote the first draft of the
manuscript, the PI who had the idea in the first
place, guided the student, and reviewed the
manuscript, the department chair who provided
space and resources for the study, dropped by the lab
occasionally to chat, but knew little or nothing about
the experiments, can become the authors.

Criteria for authorship

= Generate at least part of the intellectual content
¢ Conception or design of the work
+ Data analysis and interpretation

= Draft, critically review, or revise the intellectual
content

= As collecting data is not enough to make a
person an author, technicians and other helpers
are usually mentioned in the acknowledgements

= Each co-author should give final approval to the
version that is to be published

= Unless names appear alphabetically, the first
person listed is considered the senior author;

others may be listed according to the
importance of the contribution to the
experiment.

= Sometimes the head of a laboratory or institute
wants to be considered an author of all papers
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coming from the organization; a proper place is
as the last author, recognized as a position of
importance

= The battle to get listed as an author may be-
come severe; it is wise to agree on authorship
and order even before the study begins, al-
though they may be changed later

= The names should be complete enough to
ensure proper identification; if there is any
chance of confusion, use full names instead of
initials

= Include only people who are truly authors

= Be listed in a logical order, for instance, alpha-
betically or in order of importance to the work
being reported

= Each be followed by an address, presented
according to the style of the publication for
which the paper is being written

= Include full address, to enable readers to corre-
spond with the authors
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ABOUT THE JOURNAL

Journal of Nepal Public Health Association (JNEPHA) an
official, peer reviewed, public health journal of the Nepal
Public Health Research Association since 1998. It is
published annually and it will be continuing tri annually
from 2013 as open access journal and publishes articles on
the following category: Editorial message, Original Article,
Review Atrticle, Case Report, Public Health Education and
Code, Viewpoint and Letter to the Editor.

The journal publishes articles related to researches related to
public health, allied sciences and all other discipline of the
medical sciences, Social health issues, health system,
environmental health, health economics, nutrition,
microbiology, biochemistry, disease, epidemiological study
and many more including ethical and behavioral issues
pertaining to health. The journal gives preference to public
health oriented studies over analytical and experimental
studies. The Journal would publish peer-reviewed original
research papers, case reports, systematic reviews and
meta-analysis. Editorial, Guest Editorial, Viewpoint and
letter to the editor are solicited by the editorial board.

Goal of JNEPHA

The goal of INHEPA is to increase the behavioral change in
study of journal and ease of use of open access scientific
and scholarly articles thereby promoting their increased
usage and impact in public health development intervention.
To achieve goal of JNEPHA the necessary objective is
listed,

= To provide the open access scientific journal on
public health to all readers

= To increase the article reading and analysis among
the public health professionals and in academia
sectors

= To give the prospect of publication of article in
peer reviewed journal

= To advocate and lobbying of finding published in
journal for necessary modification in intervention
level

= To coordinate and network to other journal to
coverage wide range of readers

= Provide the necessary capacity enhance activities
for quality journal, scientific writing and scientific
editing etc.

The Editorial Process

The manuscripts will be reviewed for possible publication
with the understanding that they are being submitted to one
journal at a time and have not been published, simultane-
ously submitted, or already accepted for publication
elsewhere. The manuscript not follow the instructions given

by guideline are normally rejected by the editors before a
formal peer-review starts.

The Editors review all submitted manuscripts initially.
Manuscripts with insufficient originality, serious scientific
and technical flaws, or lack of a significant message are
rejected or if good article are written poorly then author are
requested to re-submit after the revision according to
JNEPHA format. All manuscripts received are duly
acknowledged. Manuscripts are sent to two expert reviewers
without revealing the identity of the contributors to the
reviewers. Each manuscript is meticulously reviewed by the
JNEPHA editor based on the comments from the reviewers
and takes a final decision on the manuscript. The
contributors will be informed about the reviewers'
comments and acceptance/rejection of manuscript.

Articles accepted would be copy edited for grammar,
punctuation, print style, and format. Page proofs will be sent
to the corresponding author, which has to be returned within
three days. Non response to proof copy may delay the
publication of the same article or may even get rejected
from the journal.

Terms and condition

The ethically and officially we grant the permission to read,
download, copy, distribute, print, search or link to the full
texts of articles available online at
www.journal.nepha.org.np freely. But the user need to keep
acknowledge/referencing of copying and any more of use of
published article, otherwise plagiarism or copyright will be
attracted.

Journal Management System

We manage the Journal of Nepal Public Health Association
(JNEPHA) by electronic management of peer review
processes for scholarly journals. These tools promise to
facilitate efficient and centralized control and/or supervision
by editors and journal staff of the submission, assignment,
tracking and publication of articles through the web, as well
as enabling a central archive of various tasks.

Peer review

All the manuscripts submitted to a journal are assessed and
evaluated for their quality, value and credibility by the
authentic and subject expert. Journal editors select subject
experts to review and evaluate submitted manuscripts before
accepting (or rejecting) them for publication. Authors are
required to respond to feedback provided by peer reviewers
and manuscripts must pass the peer review process in order
to be published.
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AUTHERS GUIDELINE (MANUSCRIPT)

Manuscript Submission (Necessary document)

1. Forwarding letter

2. Authorship and declaration form with fill of author, co-
authors and corresponding author

3. Manuscript

4. Copy of ethical clearance certificate or approval letter if
applicable

5. Resume of First Author (Strictly not over the two pages)

Note: All the document should be in hard and soft copy in
CD/DVD. If you submitted online then softcopy will not be
necessary

Contact Details

Nepal Public Health Association (NEPHA)

Journal of Nepal Public Health Association (JNEPHA)

Central Office

117 Jeet Jung Marg, Thapathali Height

Kathmandu-11, Nepal

Tel:+977-1-4248513

Email: editor@nepha.com.np
editor.jnepha@gmail.com

Url: www.journal.nepha.org.np

Instructions to Authors

Manuscripts Must be Prepared in Accordance with "Uniform
requirements for Manuscripts submitted to Biomedical Jour-
nals" developed by the International Committee of Medical
Journal Editors (October 2006). The uniform and specific
requirement of JNEPHA are summarized below. Before send-
ing a manuscript authors are requested to check for the latest
instructions available. Instructions are also available from the
website of the journal (www.jnepha.org.np/JINEPHA).

Types of manuscript and word limits

Original Article: Descriptive study (cross sectional, survey,
case sries), Analytical (Ecological, Case control, Cohort, cost
effectiveness analyses) and Experimental (Quasi, compara-
tive, Randomized controlled trials, Field trial, community
trial, studies of screening and diagnostic test with high re-
sponse rate). The original article only accepted whenever the
text maximum upto 3500 words excluding references (up to
50) and abstract (up to 250).

Title, Abstract with keywords, Introduction, Methodology,
Results, Discussion, Conclusion, Acknowledgement and
References.

Review Article: Systemic critical assessments of literature
and data sources. Up to 5000 words excluding references and
abstract (250).

Title, Abstract with keywords, Introduction, Headings, sub
headings and caption, Conclusion, Acknowledgement and
References.

Public Health Education/Health education/medical educa-
tion: Any article related to Public Health Education/Health edu-
cation/medical education with abstract and references, word
limit may vary (Maximum 3500 word) and abstract upto 200
words

Title, Abstract with keywords, Introduction, Headings, sib head-
ings and caption, Conclusion, Acknowledgement and Refer-
ences

Case Report/Case Study: new/interesting/very rare cases with
public health significance or implications can be reported. The
care report only accepted whenever the text maximum up to
1500 words excluding references (up to 30) and abstract (up to
150), up to five photographs.

Title, Abstract with keywords, Introduction, Case reports, Dis-
cussion, Conclusion, Acknowledgement and References

View Point: Your view/thought/analysis about the public health
issue with significance /implication in public health develop-
ment.

Title, Abstract with keywords, Introduction, Headings, sub
headings and caption, Conclusion, Acknowledgement and Ref-
erences

Letter to the Editor: Should be short, decisive observation.
They should not be preliminary

Manuscript Submission

Manuscripts must be submitted in clear, concise in British Eng-
lish language. The manuscript submission contain mandatory
softcopy (One hard copy would be appreciative) in by online
version or CD/DVD along with forwarding letter, Authorship
and declaration form by duly signed by author and co-authors,
manuscript, Copy of ethical clearance certificate or approval
letter if applicable, informed consent with two page resume of
first author. All authors must give signed consent to publication
in a letter sent with the manuscript. Authors should send their
manuscripts to:

The Editor in Chief

Journal of Nepal Public Health Association (JNEPHA)
Nepal Public Health Association

Central Office

Manuscript Preparation

The manuscript

e Must be typed 1.5 spaced on A4 size white paper with Times
New Roman Font, size of 12 points. Margins should be 1.25
at left and 1 inch in all other side.

e Number each page at top bottom right eg (Page 1 of 10, Page
2 of 10).

Journal of Nepal Public Health Association | Volume 5|Issue 1| No 5| Jul.-Dec.2013


Tel:+977-1-
mailto:editor@nepha.com.np
mailto:editor.jnepha@gmail.com
http://www.journal.nepha.org.np
http://www.jnepha.org.np/JNEPHA

Authors Guideline (Manuscript)...... ... ....

e The pages should be numbered consecutively, beginning
with the title page.

e Each section of the manuscript should commence on a new
page (eg. Title in one page, Abstract in next page, introduc-
tion in new one and similarly for last one also)

e Must be use the template for respective manuscript for article
submission provision

Particular attention should be taken to ensure the manuscript
adheres to the style of the journal in all respects. Please do not
use any signs for e.g. “and” for “and” or “@?” signs for “at the
rate” and related signs; however, you can use abbreviations
used in standard textbooks, provided the full form has been
given when it first appears in the text.

1. Title Page

The title page should carry

e Type of manuscript (e.g. Original article, Case Report, Re-
view Article etc)

e The title of the article, which should be concise, but informa-
tive;

o Running title or short title not more than 50 words;

e The name by which each contributor is known ( First name,
Middle name and Sur name), with his or her highest aca-
demic degree(s) for record and institutional affiliation;

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

e The name, address, phone numbers, facsimile numbers and e
-mail address of the contributor responsible for correspon-
dence about the manuscript;

e The total number of pages, total number of photographs and
Word count (At end of each section) - excluding title page,
abstract, references, figures and tables.

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

o [f the manuscript was presented as part at a meeting, the or-
ganization, place, and exact date on which it was read.

e Registration number of clinical trials.

Conflict of Interest Notification Page

To prevent the information on potential conflicts of interest
from being over looked or misplaced, it needs to be part of the
manuscript. However, it should also be included on a separate
page or pages immediately following the title page. INEPHA
do not send information on conflicts of interest to reviewers.

2. Abstract

The second page should carry the full title of the manuscript
and an abstract. The abstract should be structured for original
articles as: Background, Method, Result and Conclusion. State
the context, aims, settings and design, material and methods,
statistical analysis used, results and conclusions. Below the
abstract should provide 3 to 8 keywords arranged alphabeti-
cally. The abstract should not be structured for a review article
and case report. Do not include references in abstract. (The
word limit of abstract is strictly 250 words and 150 for case

report and other article, organized into paragraphs.)

3. Introduction

Provide a context or background for the study (that is, the na-
ture of the problem and its significance). State the specific pur-
pose or research objective of, or hypothesis tested by, the study
or observation; the research objective is often more sharply
focused when stated as a question. Both the main and secon-
dary objectives should be clear, and any prespecified subgroup
analyses should be described. Provide only directly pertinent
references, and do not include data or conclusions from the
work being reported.

This part should not contain tables, points and heading as far as
possible and should be more in paragraph form. You must jus-
tify, why you do select this topic/problem for preparing the
term paper. After the completion of the paper who will be
benefited from the findings of the paper. So, try to justify and
give the importance of your paper in logical order.

4. Methods
The Methods section should only include information that was
used at the time the study planned or protocol written; all infor-
mation obtained during the conduct of the study belongs to the
results section.

4.1 Selection and Description of Participants:

For the methodology

e Write about design with specifying clearly including eligibil-
ity and exclusion criteria with rationale

¢ Study population, study area and sample frame with rationale

e The guiding principle should be clarity about how and why a
study was done in a particular way.

e Author should define how they measured the variables and
justify their relevance.

e Sample size and sampling procedure

e Data management and analysis procedure, including statisti-
cal methods (see below); provide references and brief de-
scriptions for methods that have been published but are not
well known; describe new or substantially modified methods,
give reasons for using them, and evaluate their limitations.

e Randomized clinical trials should present information on all
major study elements, including the protocol, assignment of
interventions (methods of randomization, concealment of
allocation to treatment groups), and the method of masking
(blinding), based on the CONSORT Statement (http:/
WWwWw.consort-statement.org).

Note: Authors submitting review article should include a sec-
tion describing the methods used for locating, selecting, ex-
tracting, and synthesizing data.

4.2 Ethics

Ethics should be maintain by author in research activities and is
should include in manuscript when studies on human or in ani-
mal or in critical issue. Author should indicate whether the
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procedures followed were in accordance with the ethical stan-
dards of the responsible committee on human experimentation
(institutional or regional or national -NHRC) and with the
Helsinki Declaration of 1975, as revised in 2000 (available at
http://www.wma.net/e/policy/17-c_e.html).

Do not use patients’ names, initials, or hospital numbers, es-
pecially in illustrative material. When reporting experiments
on animals, indicate whether the institutions or a national re-
search council’s guide for, or any national law on the care and
use of laboratory animals was followed.

Evidence of approval or ethical clearence (for both human as
well as animal studies) must be provided the authors on de-
mand. Animal experimental procedures should be as humane
as possible and the details procedure (including regime or
other any) used should be clearly stated. The ethical standards
of experiments must be in accordance with the guidelines pro-
vided by the CPCSEA (animal) and ICMR (human)-NHRC.
The journal will not consider to any manuscript, which is ethi-
cally unacceptable. A statement on ethics committee permis-
sion and ethical practices must be included in all research
articles under the ‘Materials and Methods’ section.

4.3 Statistics

Describe statistical methods with enough detail to enable a
knowledgeable reader with access to the original data to verify
the reported results. When possible, quantify findings and
present them with appropriate indicators of measurement error
or uncertainty (such as confidence intervals). Avoid relying
solely on statistical hypothesis testing, such as P values,
which fail to convey important information about effect size.
References for the design of the study and statistical methods
should be to standard works when possible (with pages
stated). Define statistical terms, abbreviations, and most sym-
bols. Specify the computer software used.

5. Results
Present your results in logical sequence in the text, tables, and
illustrations, giving the main or most important findings first.
The finding must spell out about the objectives of study.
Do not repeat all the data in the tables or illustrations in
the text;
The data presented in table or in figure not need to elabo-
rate in text
Emphasize or summarize only the most important obser-
vations.

When data are summarized in the Results section, give nu-
meric results not only as derivatives (for example, percent-
ages) but also as the absolute numbers from which the deriva-
tives were calculated, and specify the statistical methods used
to analyze them. Restrict tables and figures to those needed to
explain the argument of the paper and to assess supporting
data. Use graphs as an alternative to tables with many entries;
do not duplicate data in graphs and tables. Avoid nontechnical
uses of technical terms in statistics, such as “random” (which

implies a randomizing device), “normal,” “significant,”
“correlations,” and “sample.”

6. Discussion

Emphasize the new and important aspects of the study and the
conclusions that follow from them. Do not repeat in detail data
or other information given in the Introduction or the Results
section. For experimental studies, it is useful to begin the discus-
sion by summarizing briefly the main findings, then explore
possible mechanisms or explanations for these findings, com-
pare and contrast the results with other relevant studies, state the
limitations of the study, and explore the implications of the find-
ings for future research and for clinical practice.

Link the conclusions with the goals of the study but avoid un-
qualified statements and conclusions not adequately supported
by the data. In particular, avoid making statements on economic
benefits and costs unless the manuscript includes the appropriate
economic data and analyses. Avoid claiming priority or alluding
to work that has not been completed.

7. Referencing

References should be numbered consecutively in the order in
which they are first mentioned in the text (not in alphabetic or-
der). Identify references in text, tables, and legends by Arabic
numerals in superscript with square bracket after the punctuation
marks. Eg Meta analysis.®® or "“**? in case of multiple citation.
For sequences of consecutive numbers, give the first and last
number of the sequence separated by a hyphen, for example, [22
-25]. Please note, if your references are not cited in order your
article will be returned to you before acceptance for correct or-
dering.

References cited only in tables or figure legends should be num-
bered in accordance with the sequence established by the first
identification in the text of the particular table or figure. The
referencing based on the Vancouver style and examples accord-
ing to below. Use complete name of the journal for non-indexed
journals. Avoid using abstracts as references. Information from
manuscripts submitted but not accepted should be cited in the
text as "unpublished observations" with written permission from
the source. Avoid citing a "personal communication" unless it
provides essential information not available from a public
source, in which case the name of the person and date of com-
munication should be cited in parentheses in the text. Include the
last names and initials of the authors, title of article, name of
publications, year published, volume number, and inclusive
pages. The style and punctuation of the references should con-
form to the following examples.

Authors are responsible for the accuracy of cited references:
these should be checked against the original documents before
the paper is submitted. It is vital that the references are styled
correctly so that they may be hyperlinked.
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References must follow the [slightly modified] Vancouver
style:

1. Surname AB, Surname CD. Article title. Journal abbre-
viation Year; Vol: Start page—End page.

2. Use one space only between words up to the year and
then no spaces. The journal title should be in italic and
abbreviated according to the style of Medline. If the jour-
nal is not listed in Medline then it should be written out in
full. You could check journal abbreviations using Pub-
Med.

3. List the names and initials of all authors if there are 3 or
fewer; otherwise list the first 3 and add et al. (The excep-
tion is the Journal of Medical Genetics, which lists all
authors.)

For detail click here follow the references guideline from
our webpage

Tables

Tables should be self-explanatory and should not duplicate
textual material. Tables with more than 10 columns and 25
rows are not acceptable. Number tables, in Arabic numerals,
consecutively in the order of their first citation in the text and
supply a brief title for each. Type or print each table with dou-
ble spacing on a separate sheet of paper. Number tables con-
secutively in the order of their first citation in the text and sup-
ply a brief title for each. Do not use internal horizontal or verti-
cal lines. Give each column a short or an abbreviated heading.
Authors should place explanatory matter in footnotes, not in
the heading.

e Explain all nonstandard abbreviations in footnotes,
and use the following symbols, in sequence:

*’ >, T, ||, sk

e Be sure that each table is cited in the text.

e If you use data from another published or unpublished
source, obtain permission and acknowledge that
source fully. Submit such tables for consideration
with the paper so that they will be available to the
peer reviewers.

Figures (Illustrations)

Graphs, charts, diagrams or pen drawings must be drawn by
professional hands in Indian ink (black) on white drawing pa-
per. In case of x-ray, miniature photo prints should be supplied.
Photographs should be supplied in high quality glossy paper
not larger than 203 mm x 254 mm (8” x 10”). In case of micro-
photographs, stains used and magnification should be men-
tioned. Each illustration should bear on its back the figure
number and an arrow indicating the top. All illustrations should
be black and white and should be submitted in triplicate with
suitable legends. We accept electronic versions of illustrations,
which should have a resolution of 300 dpi, and the dimension
of 640 x 480 to 800 x 600 pixels dimension and picture format
should be JPEG (*.jpg, *.jpeg) or TIFF (*.tif, *.tiff). Pictures
will be published in B/W free of charge. But, if you want to
publish your picture in color, please contact the editorial board
for the cost and payment procedure.

For x-ray films, scans, and other diagnostic images, as well as
pictures of pathology specimens or photomicrographs, send
sharp, glossy, black-and-white or color photographic prints,
usually 127 x 173 mm (5 x 7 inches). Letters, numbers, and
symbols on figures should therefore be clear and consistent
throughout and large enough to remain legible when the figure
is reduced for publication.

Photomicrographs should have internal scale markers. Sym-
bols, arrows, or letters used in photomicrographs should con-
trast with the background.

Photographs of potentially identifiable people must be accom-
panied by written permission to use the photograph.

Figures should be numbered consecutively according to the
order in which they have been cited in the text. If a figure has
been published previously, acknowledge the original source
and submit written permission from the copyright holder to
reproduce the figure. Permission is required irrespective of
authorship or publisher except for documents in the public do-
main.

Legends for Figures (Illustrations)

Type or print out legends for illustrations using double spacing,
starting on a separate page, with Arabic numerals correspond-
ing to the illustrations. When symbols, arrows, numbers, or
letters are used to identify parts of the illustrations, identify and
explain each one clearly in the legend. Explain the internal
scale and identify the method of staining in photomicrographs.

Units of Measurement

Measurements of length, height, weight, and volume should be
reported in metric units (meter, kilogram, or liter) or their deci-
mal multiples.

Temperatures should be in degrees Celsius. Blood pressures
should be in millimeters of mercury, unless other units are spe-
cifically required by the journal.

Journals vary in the units they use for reporting hematologic,
clinical chemistry, and other measurements. Authors must con-
sult the Information for Authors of the particular journal and
should report laboratory information in both local and Interna-
tional System of Units (SI). Editors may request that authors
add alternative or non-SI units, since SI units are not univer-
sally used. Drug concentrations may be reported in either SI or
mass units, but the alternative should be provided in parenthe-
ses where appropriate.

Abbreviations and Symbols

Use only standard abbreviations; use of nonstandard abbrevia-
tions can be confusing to readers. Avoid abbreviations in the
title of the manuscript. The spelled-out abbreviation followed
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by the abbreviation in parenthesis should be used on first
mention unless the abbreviation is a standard unit of measure-
ment.

Copyright Transfer and Author Agreement
Submission of the manuscript means that the authors agree to
assign exclusive copyright to JNEPHA. All authors must sign
a Copyright Transfer and Author Agreement form upon sub-
mission of the manuscript to the Journal. The work shall not
be published elsewhere in any language without the written
consent of JINEPHA. The articles published in this journal are
protected by copyright which covers translation rights and the
exclusive rights to reproduce and distribute all of the articles
printed in the journal.

Authorship: All persons designated as authors should qualify
for authorship. Authorship credit should be based only on
significant contribution. The first author named must accept
the responsibility for ensuring that both versions of the paper
submitted and the corrected proofs have the approval of all co
-authors. Submission of a manuscript will also be taken to
imply that all authors have obtained permission from their
employers or institution to publish, if they are obliged to do so
and that relevant ethical approval has been obtained for clini-
cal studies. However, authorship credit should be based only
on significant contribution to (a) conception and design, or
analysis and interpretation of data, to (b) drafting the article or
revising it critically for important intellectual content and on
(c) final approval of the version to be published. Authors may
include explanation of each author's contribution separately.

Dual publication: If material in a submitted article has been
published previously or is to appear in part or whole in an-
other publication, the Chief Editor must be informed. If the
same paper appears simultaneously elsewhere or has previ-
ously been published or appears in a future publication, then
the author will be black-listed for the INEPHA and future
articles of the author will be rejected automatically.

Forwarding letter: The covering letter accompanying the arti-
cle should contain the name and complete postal address of
one author as correspondent and must be signed by all au-
thors. The correspondent author should notify change of ad-
dress, if any, on time.

Declaration: A declaration should be submitted stating that the
manuscript represents valid work and that neither this manu-
script nor one with substantially similar content under the
present authorship has been published or is being considered
for publication elsewhere and the authorship of this article
will not be contested by anyone whose name(s) is/are not
listed here, and that the order of authorship as placed in the
manuscript is final and accepted by the co-authors. Declara-
tions should be signed by all the authors in the order in which
they are mentioned in the original manuscript.

Electronic version of manuscripts
Do not use ‘oh’ (O) for ‘zero’ (0), ‘el’ (1) for one (1). Do not use
space bar for indentation. Do not break words at the end of lines.
Do not insert a tab, indent, or extra spaces before beginning of a
paragraph. Do not use software’s facility of automatic referenc-
ing, footnotes, headers, footers, etc.

Sending a revised manuscript

While submitting a revised manuscript, contributors are re-
quested to include, along with single copy of the final revised
manuscript, a photocopy of the revised manuscript with the
changes underlined in red and with the point to point clarifica-
tion to each comment. The manuscript number should be written
on each of these documents.

If the manuscript is submitted online, the contributors’ form and
copyright transfer form has to be submitted in original with the
signatures of all the contributors. Within two weeks from sub-
mission. Hard copies of the images, for articles submitted
online, should be sent to the journal office at the time of submis-
sion of a revised manuscript.

Check List

While submitting your manuscript to JNEPHA please make sure

you have submitted following documents:

1. Forwarding letter

2. Cover Page (Title, name of the author and co-authors, place
of study and address of correspondence

3. Author declaration from duly signed by author and co-
authors

4. Manuscript

5. Copy of ethical clearance certificate whenever applicable or
approval letter

6. Informed Consent

Forwarding letter
e Signed by all contributors
e  Previous publication / presentations mentioned
e  Source of funding mentioned
e Conlflicts of interest disclosed

Authors

o  Complete author information

e Author for correspondence, with e-mail and telephone
numbers

e Identity not revealed in paper except title page (e.g.
name of the institute in material and methods, citing
previous study as ‘our study’, names on figure labels,
name of institute in photographs, etc.)

Presentation and format
e Manuscript with one and double spacing
Margins 1.25 inch from all four sides
Title page contains all the desired information
Running title provided (not more than 50 characters)
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Abstract page contains the full title of the manuscript

e  Abstract provided (not more than 150 words
for case reports and 250 words for original
articles)

e Structured abstract provided for an original
article

e Key words provided (three or more)

e Introduction of 75-100 words

e Headings in title case (not ALL CAPITALS,
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