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Elvira Manzano

Increasing dialysis frequency and dura-
tion may improve overall health and sur-

vival in patients with renal failure compared 
with conventional dialysis, four studies have 
found. 

In one study involving 11,000 patients, the 
risk for all-cause mortality was 13 percent 
lower in patients who received daily home 
hemodialysis compared with those on tradi-
tional thrice weekly in-center regimens (HR 
0.87, 95% CI 0.78-0.97). [J Am Soc Nephrol 2012; 
DOI:10.1681/ASN.2011080761]

The finding was supported by another 
study demonstrating a 45 percent reduction 
in mortality for patients receiving intensive 
dialysis (five sessions a week, each session 
lasting 7 hours) compared with those on 
conventional dialysis (HR 0.55, 95% CI 0.34-
0.87). [J Am Soc Nephrol 2012; DOI:10.1681/
AS.2011070676] 

In the 420-patient study, 6.1 deaths per 100 
person-years were seen in the intensive group 
versus 10.5 deaths per 100 person-years in the 
conventional group. 

 “We found that intensive home dialysis is 
associated with markedly improved patient 
survival compared with conventional in-
center dialysis,” said study author Dr. Gihad 
Nesrallah, from the London Health Sciences 
Center in London, Ontario, Canada. “But 
whether this relationship is causal remains 
unknown.”  

The authors noted that patients may find 
home dialysis more appealing because of less 

dietary restriction, flexible scheduling and 
lower cost. 

Meanwhile, another study of 2,800 patients 
showed that maintaining the thrice a week 
schedule but extending the sessions to a mean 
of 7.85 hours during overnight clinic stays 
provided better mortality outcomes than 
conventional dialysis. Patients who opted 
for nocturnal hemodialysis showed a 25 per-
cent reduction in 2-year mortality risk com-
pared with matched controls. (HR 0.75, 95% 
CI 0.61-0.91; P=0.004). [J Am Soc Nephrol 2012; 
DOI:10.1681/ASN. 2011070674]

Overnight dialysis also resulted in reduced 
weight, lower systolic blood pressure and 
blood phosphorous levels.

 “Conversion to in-center nocturnal hemo-
dialysis (INHD) was associated with favor-
able laboratory markers with significantly 
lower serum phosphorus despite improved 
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or stable nutritional status,” said the au-
thors, led by Dr. Eduardo Lacson, Jr. from the 
Fresenius Medical Care North America, Mas-
sachusetts, US. “This study supports the no-
tion that therapy with INHD is a viable alter-
native dialysis regimen.”

In the final study, Dr. John Daugirdas from 
the University of Illinois, Chicago, US and 
colleagues, showed that six times a week of 
dialysis decreased patients’ serum phospho-
rous levels compared with standard dialysis 
treatment. High-frequency dialysis also re-
duced patients’ need for phosphorous low-
ering medications. [J Am Soc Nephrol 2012; 
DOI:10.1681/ASN.2011070688]

“Frequent hemodialysis facilitates control 
of hyperphosphatemia and extended session 
lengths could allow more liberal diets and 
freedom from phosphorous binders,” the au-
thors said.

Thrice-a-week dialysis, lasting 4 hours per 
treatment, is the standard protocol for end-
stage renal disease at most dialysis centers. 
Extended intervals between dialysis sessions 
maybe preferred by patients. However, this 
poses risks as the less frequent the dialysis ses-
sions, the greater the gradient between peak 
and trough solute and water levels.

Commenting on the studies, Dr. Elizabeth 
Oei, associate consultant at the department of 
renal medicine, Singapore General Hospital, 
said frequent or longer dialysis is associated 

with many benefits, but the association with 
improved survival requires further analysis. 
“Daily hemodialysis is more efficient with 
respect to solute clearance and better blood 
pressure control. Of note, increased clearance 
of waste products from the blood has not been 
shown to improve survival in a key landmark 
study on dialysis patients (HEMO study).” 

Compared with conventional dialysis, fre-
quent or longer dialysis is however more ef-
ficient at removing phosphate, she said. “Pa-
tients can benefit from reduced pill burden 
and superior phosphate control.” 

Oei noted that despite growing demand, 
hemodialysis remains a limited resource. She 
said frequent dialysis is not routinely pre-
scribed due to lack of dialysis resource and 
unfavorable response from patients with re-
gard to increasing time attached to the ma-
chine.  The procedure is expensive and cur-
rently, there is no support for subsidized 
home dialysis programs.

“Despite government support, dialysis is 
still a significant burden to patients who elect 
to suffer the complications of untreated end 
stage renal failure than burden their family 
with long term hefty medical bills,” Oei said.

“Until we can meet the basic dialysis re-
quirements of the underprivileged, frequent 
and prolong dialysis may be regarded as a 
luxury rather than a necessity,” she conclud-
ed. 
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Lopes said such networks that increase ac-
cess to vaccines in poor countries could be 
useful models for increasing access to oncol-
ogy medications. 

“It is clear today we do have a large popu-
lation of patients that we cannot cure, who 
have pain and discomfort, and can be pal-
liated with simple, cheap medications,” he 
said. “Coordination and funding at the na-
tional level can help relieve patient suffering 
[in palliative care or survivorship care].” 

Healthcare system overhauls needed, say 
experts

Radha Chitale 

Medical experts and government of-
ficials said coordinated government 

efforts across Southeast Asia, as well as 
fundamental changes in value systems, are 
necessary to improve awareness of chronic 
diseases and access to care, during a gather-
ing to discuss the state of healthcare in the 
Asia Pacific region. 

“It’s a mix of what individuals need to do 
and how one can influence their behaviors to-
wards a certain set of values, and how to sup-
port the initiative towards achieving [health] 
objectives,” said Dr. Anil Kapur, managing 
director of the World Diabetes Foundation, at 
a summary roundtable during the Economist 
Healthcare in Asia conference, held recently in  
Singapore. 

Activity from local governments to initi-
ate policy is important to understanding the 
importance of chronic disease, said Profes-
sor Garry Jennings, director of the Baker IDI 
Heart and Diabetes Institute, a cardiovascu-
lar and metabolic research centre in Austra-
lia.

Dr. Gilberto Lopes, senior consultant 
medical oncologist and assistant director for 
Clinical Research at the Johns Hopkins Sin-
gapore International Medical Centre, noted 
that coordinated programs such as the Global 
Alliance Vaccine Immunization (GAVI) pro-
gram have successfully created funds and 
generated new markets for low-cost drugs in 
the developing world. 

Coordination and 
funding at the 
national level  

can help relieve 
patient suffering

‘‘

Other government initiatives such as sub-
sidies to make food affordable, contracts 
between governments and health non-gov-
ernmental organizations, bulk-purchasing 
medications to bargain prices down and tak-
ing advantage of corporate social responsi-
bility programs may also improve patient 
outcomes. 

But even when a country has funds or guide-
lines for improving access to care, Dr. Mary 
Gospodarowicz, president-elect of the Union 
for International Cancer Control and medical 
director of the Cancer Programme at Princess 
Margaret Hospital in Toronto, Canada, said 
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those resources may lie unused because 
governments may lack metrics and specific 
measurable goals to evaluate progress. 

“While everyone wants to show decreased 
mortality and [improved] survival from can-
cer, you need interim surrogate measures 
that can be shown to be making progress,” 
she said. 

Continual lack of access to primary and 
specialist care, accurate diagnoses, and the 
ablity to follow through from diagnosis to 
treatment may be prevalent due to distance 
from care, poor insurance coverage or even 
cultural factors that might keep patients 
from following screening or treatment rec-
ommendations. 

Kapur said harnessing technology would 
be critical when reaching out to the develop-
ing world, particularly using mobile technol-
ogy, to bring advanced equipment to prima-
ry care settings. 

He also said schools are key environments 
for improving awareness of health. Empha-
sizing healthy eating and physical activity 
among children will help prevent diabetes in 
the future. 

“People behave in a certain way  
because those are the values that society 
accepts,” Kapur said. “If we have to bring 
about a change in outcomes, then we have 
to adjust the values society has for certain  
behaviors.”                                                                  



6 June 2012 Forum

Smoke-free cities – A step towards healthy 
environments 

Dubai, host of the 2012 World Congress 
of Cardiology, has zero-tolerance poli-

cies on drink-driving and drugs, but not for 
smoking.  

Though smoking is banned in many pub-
lic offices and places such as shopping malls, 
there are designated smoking areas all over 
the city. The ban is not difficult to observe 
even for the most addicted smokers. That 
is the situation in Dubai, and in many cities 
around the world.  

A report by the World Health Federation 
showed that over half of the world’s total 
population of 6.7 billion lives in an urban 
setting. Three out of five people will live in 
cities by 2030. While city living offers more 
opportunities, greater access to health care 
facilities,  and governance, the conditions in 
an urban setting can also amplify problems. 
Many of today’s sprawling cities face a tri-
ple burden of infectious diseases, waves of  
accidents, injuries and violence, and chronic 
diseases with the globalization of unhealthy 
lifestyle practices such as heavy drinking, 
physical inactivity and smoking. 

Interestingly, smoking prevalence is high-
est in urban areas. An estimated 600,000 in-
dividuals worldwide died from second-hand 
smoke in 2011, and 75 percent of these deaths 
were among women and children.  We see 
the impact of second-hand smoke as people 
live together in closer environments. Accord-
ing to Dr. Sidney Smith, World Health Fed-

eration presi-
dent, where a 
person lives 
in t r ins ica l ly 
affects their 
health and life 
options. 

The harm-
ful effects of 
smoking – 
heart attack, 
stroke and 
p r e v e n t a b l e 
deaths – speak 
for themselves 
in many ways. 
What can we 
do to advo-
cate for smoke-
free cities around the world? We should 
raise public awareness to bring statistics to 
a much broader audience. Urban areas can 
be built, organized, managed, retrofitted and 
governed in ways that promote health.  

The number of people protected by com-
prehensive smoke-free laws has doubled 
from 2008 to 2010. Nearly 3.8 billion people 
live in countries with some kind of anti-
smoking measure; 11 percent of the world’s 
population are protected by national smoke-
free laws. Some cities have taken incremen-
tal steps and acted as catalyst for developing 
smoke-free environments. Restaurants 

Excerpted from a presentation by Mr. Chris Gray, senior director, International Public A�airs, P�zer, 
during the World Congress of Cardiology Scienti�c Sessions 2012, held recently in Dubai, UAE.

Dubai, like many cities around the world, has 
banned smoking in public places.
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worldwide are going smoke-free. We can see 
it in the Americas and in Southeast Asia. Article 
8 of the WHO Framework Convention on To-
bacco Control (FCTC) has become the basis for 
cities developing smoke-free legislation.  

Moscow has no national smoke-free leg-
islation and sub-national jurisdictions have 
no authority to adopt and implement smoke-
free laws. While Manila has national laws 
regulating smoking in public places, strict 
implementation remains a problem. Mexico 
City set an example for the world when it 
enforced a comprehensive smoke-free law in 
2008. The hospitality industry – restaurants 
and bars – went up against it and argued that 
the smoking ban will harm economic inter-
ests, employment and productivity. How-
ever Mexico’s experience, as well as Hong 
Kong’s, suggest otherwise.  

New York City made a tremendous move 
when it raised the tobacco tax in 2002 and in-
stituted a smoking ban in all bars, clubs and 
restaurants in the city in 2003. As a result, the 
number of smokers dropped by 300,000 – a 
reduction that could save 100,000 lives. The 
ban has been extended to include public golf 
courses, sports grounds, beaches and plazas.  
So far, in 2012, 108 tickets have been issued 
for smoking violations.

In the UK, the Liverpool City Council 
voted to pursue a local act of Parliament to 
make the city smoke-free became instrumen-
tal in the passage of a national smoking leg-
islation in 2006. This demonstrates the strong 
role municipal leaders play to drive national 
agendas and policies.  Activism really has a 
profound impact on government. 

In Nueva Vizcaya, a province in the north 
of Philippines, serious implementation of 
smoke-free ordinances dramatically reduced 
tobacco use and exposure to second hand- 

smoke in homes, workplaces and on public 
transportation. A city with a tobacco planta-
tion and 400,000 inhabitants succeeded in in-
stituting anti-tobacco measures. 

China, home to one-third of the world’s 
smokers, outlawed smoking in buses, restau-
rants and bars starting in May 2011. Russia 
plans to implement a similar measure begin-
ning in 2015. 

In the Middle East, where waterpipe to-
bacco smoking is a concern, heart experts 
have emphasized the need to direct resourc-
es to prevention strategies to fight heart dis-
ease. Saudi Arabia has long-declared the 
holy cities of Mecca and Medina as smoke-
free. Last February, Kuwait imposed a blan-
ket ban covering all forms of smoking in all 
indoor public places, except in shisha par-
lors, to protect public health.

Acknowledging the ill-effects of tobacco 
on health, heart societies in Asia went a step 
further and took on the challenge to become 
leaders in tobacco control at the recent World 
Conference on Tobacco or Health 2012 (WC-
TOH) held recently in Singapore. Twenty-
one country representatives and 16 heart 
foundations established advocacy priorities 
all targeted at making Asia Pacific smoke-
free by 2040. The move is a major step for-
ward and adds momentum to the growing 
smoke-free movement across the globe.

“Tobacco use is not just a problem for in-
dividual people or nations; it is a collective 
health responsibility for mankind,” said Dr. 
Wael Al Mahmeed, board member, Emir-
ates Cardiac Society, which collaborated on 
the bid to host the  2015 World Congress in 
Abu Dhabi. “In years to come, we want Abu 
Dhabi 2015 to be remembered as the place 
where the world collectively said: ‘enough is 
enough’.”   
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 Local events calendar 
KONAS PDPI XIII
Surabaya, 4-7 Juli 2012
Shangri-la Surabaya
Sekr  :  Bagian / SMF Ilmu   
  Penyakit Paru, RSUD   
  Dr.  Soetomo Surabaya  
  Jl. Mayjen Prof. Dr.    
  Moestopo No. 6-8   
  Surabaya 
   60286
Telp/Fax  :  031 - 5036047
Email :  konaspdpixiii
   surabaya@yahoo.co.id
Website  :  http://www.  
  konaspdpi2012.com

The 9th Congress Of Indonesian 
Society of Endocrinology
Manado, 5-7 Juli 2012
Hotel Grand Kawanua Convention 
Centre, Manado
Sekr  :  Bagian Ilmu Penyakit   
  Dalam Fakultas   
  Kedokteran   
  Universitas Indonesia/  
  RSUP Nasional Dr.   
  Cipto Mangunkusumo 
   Jalan Salemba 6,   
  Jakarta 10430 
Telp  :  021-3100075, 3907703 
Fax  :  021-3928658, 3928659 
Email :  endo_id@indo.net.id
Website  :  www.perkeni.net

7th Symposium on Nutri 
Indonesia in conjunction with 
1st International Symposium 
on Nutrition (From Evidence to 
Practice)
Jakarta, 5-8 Juli 2012
Hotel Acacia, Jakarta 
Sekr  :  Pacto Convex Ltd
   Lagoon Tower, Level   
  B1, The Sultan Hotel
   Jl. Jend. Gatot Subroto,  
  Jakarta 10270
Tel  :  021-5705800
Fax  :  021-5705798

Email  :  secretariat@  
  nutriindonesia.org
Website  :  www.nutriindonesia. org

PIN X PB PAPDI (Emergency in 
Internal Medicine)
Balikpapan, 29 Juni-1 Juli 2012
Hotel Gran Senyiur, Balikpapan
Sekr  :  Gedung ICB   
  Bumiputera,  
   Ground Floor 2B, Jl.   
  Probolinggo No.18,    
  Gondangdia, Menteng,  
  Jakarta 10350
Tel  :  021-2300818
Fax  : 021-2300755/2300588
Email  :  pin9pbpapdi@gmail.  
  com ; pin9pbpapdi@  
  yahoo.co.id; pb_  
  papdi@indo.net.id

KOGI 2012 (Congress Obstetry and 
Gynecology)
30 Juni -4 Juli 2012,  Bali
Nusa Dua Convention Centre
Sekr  :  Pogi Jakarta
Tel  :  021-3143684
Fax  :  021-3910135
Email  :  pogi@indo.net.id

54th Anniversary PAPDI JAYA 
Preset: Jakarta Internal Medicine in 
Daily Practice
31 Agustus-2 September 2012, Jakarta
Hotel Borobudur, Jakarta
Sekr  :  Gedung ICB   
  Bumiputera Lt.1,   
  Jl.  Probolinggo18,   
  Gondangdia,    
  Menteng, 
   Jakarta 10350
Tel  :  021-2301267
Fax  :  021-2301267
Email  :  papdijaya@gmail.com,  
  jim_dace@yahoo.com

The 14th International Meeting 
on Respiratory Care Insonesia 
(Respina) 2012
Jakarta, 5-6  Oktober 2012
Hotel Shangri-la, Jakarta
Sekr  :  Gedung Asma Lt.2, Jl.   
  Persahabatan Raya No.1,  
  Jakarta 13230
Tel  :  021-47864646,   
  47864321
Fax  :  021-47866543
Email  :  info.respina@yahoo.  
  com, info.respina.  
  indonesia@gmail.com
Website  :  www.respina.org

PIT IKA V
Bandung, 13-17 Oktober 2012
Hotel The Trans Luxury, Bandung
Sekr  :  Ikatan Dokter Anak   
  Indonesia, Cabang Jawa  
  Barat 
   Departemen Ilmu   
  Kesehatan Anak,
   Fakultas Kedokteran   
  Unpad Rumah Sakit Dr.  
  Hasan Sadikin
   Jl. Pasteur No.38 
   Bandung.
   Jawa Barat – 40161
Tel  :  022-2039512
Website  :  www.pitika5.com

10th Asia and Oceania Thyroid 
Association Congress
Bali, 24-27 Oktober 2012
Discovery Kartika Plaza Hotel, Bali
Sekr  :  Divisi Endokrin, 
   Fakultas Kedokteran   
  Universitas Padjajaran  
  Bandung, 
   Jl. Pasteur 38, 
   Bandung   
  40161
Tel /Fax  :  022-2033274
Email  :  indothyro@yahoo.com
Website  :  www.aota2012.com
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Seluk beluk infeksi kandida
Hardini Arivianti

Jamur (kandida) memiliki sifat tumbuh 
dalam jangka waktu lama dengan proses 

lambat sehingga manifestasi klinisnya bersi-
fat sub-akut hingga kronik. Hal ini dikemuka-
kan oleh dr Adityo Susilo, SpPD, pada satellite 
symposium berjudul ‘Pathogenesis and Clini-
cal Spectrum of Candida Infection’ di ‘Jakarta 
Antimicrobial Update’ (JADE) 2012. 

Protein pada dinding sel jamur terdiri dari 
mannan, glukan dan kitin. Ketiganya memi-
liki struktur yang rigid dan berperan pada di-
agnostik serologis infeksi jamur. Jamur (opor-
tunistic fungi) biasanya ditemukan sebagai 
flora normal pada mukosa permukaan tubuh. 
Yang paling sering menimbulkan penyakit 
adalah Candida albicans. 

Menurut dr. Adityo, ada beberapa faktor 
yang menyebabkan infeksi jamur baik lokal 
maupun invasif, yaitu overgrowth jamur. ”Hal 
ini mungkin disebabkan oleh pemakaian anti-
bakteri secara berlebihan sehingga komposisi 
flora normal berubah dan jamur pun tumbuh 
berlebihan.” Faktor lainnya adalah penggu-
naan instrumentasi (kateter vena, dan urin), 
dan kondisi pejamu yang imunokompromis.  

”Faktor virulensi juga harus diketahui, 
berkaitan dengan pertimbangan kemungki-
nan terjadinya resistensi antifungal, misalnya 
C lusitaniae yang resisten terhadap amfoteri-
sin B,” lanjut dr. Anna Rozaliyani, SpPD. 

Pada jamur, yang berperan dalam invasi 
ke jaringan maupun organ adalah bentuk 
hifa, sedangkan bentuk yeast berperan dalam 
transmisi. Keistimewaan sifat jamur adalah 

pembentukan biofilm pada peralatan medis 
yang digunakan pada pasien rawat inap. Un-
tuk menghindari pembentukan biofilm yang 
menjadi sumber infeksi tersebut, dr. Anna 
menerangkan kateter harus secara rutin di-
ganti 3 hari sekali (maksimal 5 hari sekali), 
mengingat sisi sifat kandida yang hidrofobik.

Kandida sebagai infeksi oportunis sering 
menjadi penyebab morbiditas dan mortalitas 
pada pasien dengan imunokompromis, ter-
masuk pasien HIV dan bahkan manifestasi 
kandidosis orofaring merupakan salah satu 
’hallmark’ pada pasien HIV dari fase infeksi 
HIV menjadi full blown AIDS. 

Dari beberapa literatur diketahui, infeksi 
kandida sistemik/invasif memiliki tingkat 
mortalitas yang cukup bermakna pada pasien 
HIV, yaitu mencapai 20% dan pada pasien 
dengan tumor padat mencapai hampir 50%. 
”Hal ini cukup signifikan untuk dipertim-
bangkan sebagai tantangan bagi para klinisi 
untuk mengatasi pasien yang mengalami in-
feksi kandida,” tukasnya lebih lanjut. 

Pemeriksaan mikologi
Sejawat yang mungkin tidak berada di 

senter diagnostik, melakukan perawatan ber-
dasarkan gambaran klinis dan faktor risiko. 
Namun berdasarkan panduan terbaru dari 
Asosiasi Pemerhati Infeksi Jamur di Eropa, 
direkomendasikan untuk melakukan pemer-
iksaan mikologi agar diagnosis lebih pasti 
berdasarkan evidence based. Sifat saprofit dan 
komensal jamur ini, perlu ditelaah lebih kri-

13th Jakarta Antimicrobial Update 2012, April 27-29, Jakarta
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tis untuk menentukan kriteria harus diter-
api atau cukup observasi saja. Pemeriksaan 
mikologi, lanjut dr. Anna, memegang per-
anan penting dalam penegakan diagnosis in-
feksi kandida. 

Pemilihan terapi
Pada umumnya, infeksi jamur muncul seb-

agai kolonisasi dan tidak memerlukan terapi. 
“Infeksi jamur seringkali menimbulkan 

dilema untuk penegakan diagnosis karena 
secara umum gejala klinis yang ditimbulkan 
tidak khas dan pada umumnya berupa kolo-
nisasi dan mungkin diakibatkan oleh kon-
taminasi,” lanjut dr. Sudirman Katu, SpPd. 

Waktu pemberian terapi juga pen-ting. 
Menurut dr. Sudirman, semakin lama terapi 
empirik diberikan maka mortalitas pasien 
dengan infeksi kandida akan semakin tinggi. 
Terapi empirik yang diberikan < 12 jam me-
miliki mortalitas lebih rendah dibandingkan 
dengan pemberian terapi lebih dari 48 jam. 
”Risiko kematian infeksi kandida lebih tinggi 
dibandingkan akibat bakteri.”

Pemberian terapi pada infeksi ini dapat 
berupa profilaksis, pre-emtif dan empirik. 
Profilaksis diberikan bila pasien memiliki 

faktor risiko, sedangkan pre-emtif diberikan 
bila sudah ditemukan agen infeksi. Bila hanya 
ada tanda-tanda infeksi, bisa diberikan terapi 
empirik (5-7 hari). ”Dalam terapi anti kandida, 
dikenal juga terapi de-eskalasi dan dalam pe-
milihan terapi perlu dipertimbangkan masalah 
gambaran klinis yang jauh lebih penting.”

Polyenes (amfo B), azoles (itrakonazol, flu-
konazol, vorikonazol), ekinokandin (kaspo-
fungin, mikafungin, anidulafungin) dan flu-
sitosin merupakan empat kategori antifungal 
sistemik. Pemilihan terapi anti jamur pada 
pasien dengan kandidiasis invasif mencak-
up keparahan penyakit, riwayat pengobatan 
dengan golongan azol, dan risiko terinfeksi 
dengan spesies kandida yang resisten den-
gan golongan azol. 

AmB sistemik merupakan pilihan tera-
pi kandidiasis pada wanita hamil. Sebagian  
besar golongan azol umumnya tidak diberikan 
pada wanita hamil karena efek teratogeniknya. 
Hanya sedikit data yang menjelaskan manfaat 
ekinokandin pada wanita hamil, namun dapat 
diberikan dengan pengawasan ketat. Sedang-
kan flusitosin dan vorikonazol merupakan kon-
traindikasi karena hasil penelitian pada hewan 
menyebabkan abnormalitas fetus.   
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Kondisi nutrisi ibu hamil di Indonesia 
Hardini Arivianti

Masalah nutrisi yang dialami oleh para 
ibu hamil di Indonesia adalah defisiensi zat 
besi, asam folat, kekurangan energi kronis, 
protein dan vitamin A, terutama di golongan 
ekonomi menengah ke bawah. Kesemuanya 
dapat mempengaruhi kondisi kehamilan dan 
kelahiran, demikian diungkapkan oleh dr. 
Noroyono Wibowo, SpOG (K) pada 19 April 
lalu dalam acara peluncuran susu yang difor-
mulasikan khusus untuk ibu hamil. 

Defisiensi nutrisi baik makro maupun mik-
ro pada ibu hamil akan berdampak pada kual-
itas kesehatan anaknya nanti. “Bila sebelum 
hamil sudah defisiensi vitamin B12, B6 dan 
asam folat, potensi cacat lahir sangat besar 
hingga 80%, dan berisiko lepasnya plasenta 
sebelum waktunya, dan pre-eklampsia,” jelas 
Ketua Perhimpunan Obstetri dan Ginekologi 
Indonesia (POGI) ini. Sesuai data studi yang 
dilakukan WHO (2007), sekitar 40,1% anak 
tumbuh stunting di Indonesia. 

Perdarahan dan pre-eklampsia merupakan 
penyebab angka kematian ibu yang tertinggi, 
yang berkaitan erat dengan malnutrisi atau 
gizi kurang sehingga janin akan tumbuh 
dengan anensefalus atau spina bifida. Sesuai 
dengan ‘American Journal of Clinical Nutri-
tion’ (2010), apabila seseorang mengalami mi-
kronutrisi akan sangat mungkin  mengalami 
gangguan ginjal, kardiovaskular, diabetes 
dan gangguan fungsi paru.  

Studi status gizi di Bogor
Selanjutnya, dr. Jacques Bindels me-

maparkan hasil studi dari ‘Southeast Asian 

13th Jakarta Antimicrobial Update 2012, April 27-29, Jakarta

Food and Agricultural Science and Technol-
ogy’ (SEAFAST) yang dilakukan di Bogor 
pada 623 wanita yang dibagi menjadi 3 ke-
lompok (200 wanita usia reproduktif/I, 200 
ibu hamil/II; 200 ibu menyusui/III). Studi 
ini berlangsung selama 1 tahun (Agustus 
2010-Agustus 2011) yang bertujuan untuk 
memperoleh data mengenai status gizi, 
pola makan dan rekomendasi untuk gizi 
tambahan yang dibutuhkan pada wanita 
usia reproduktif, ibu hamil dan menyusui. 
Data dikumpulkan dengan cara melakukan 
sampel darah dan status gizinya ditentu-
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kan dengan mengukur indeks massa tubuh 
(body mass index/BMI) dan ukuran lingkar 
lengan atas (LLA). 

Kriteria subyek pada wanita usia re-
produktif meliputi usia 20-40 tahun, sehat, 
menikah dan mempersiapkan kehamilan. 
Pada kelompok hamil, meliputi sehat, usia 
20-40 tahun dan usia kehamilan trimester 2. 
Sedangkan kelompok menyusui mencakup 
sehat, usia 20-40 tahun dan menyusui (peri-
ode laktasi 50-180 hari). “Studi ini dilaku-
kan secara merata pada golongan ekonomi 
menengah ke bawah yang juga diukur ber-
dasarkan tingkat pengeluaran rumah tang-
ga,” jelas ‘Regional Scientific dan R&D Di-
rector Asia Pacific Danone Baby Nutrition’ 
ini. 

Status nutrisi diukur dengan BMI dan 
LLA. Ibu dengan berat badan di bawah nor-
mal mencapai 14% (kelompok I) dan 9,1% 
(kelompok III). Kemudian yang diukur LLA 
didapat data kekurangan energi kronik se-
banyak 12,5% (kelompok I), 18,7% (kelom-
pok II) dan 14,5% (kelompok III). “Hasil 
ini mirip dengan survei nasional Riskesdas 
2007.”

Pola konsumsi makan, kelompok II leb-
ih banyak mengonsumi susu ibu hamil 
dibandingkan dengan kelompok III. Pada 
kelompok III, mereka lebih banyak memi-
lih mengonsumsi sayuran dan produknya 
dibandingkan kelompok lain.  

Untuk asupan energi, didapat data lebih 
rendah dibandingkan dengan Angka Ke-
cukupan Gizi (AKG) Indonesia (78%, 76%, 

74%), begitu pula dengan asupan protein 
(93%, 72%, 86%). Asupan protein dan en-
ergi selama kehamilan sesuai de-ngan AKG 
Indonesia adalah sebesar 2100-2200 kkal/
hari dan 67 g/hari. Dibandingkan dengan 
angka tersebut, dari studi didapat data se-
cara total asupan energi dan protein rata-
rata di bawah AKG (76% dan 72%). “Yang 
membuat saya khawatir, jumlah dan kuali-
tas protein yang dikonsumsi sama-sama 
rendah, padahal pakar internasional mer-
ekomendasikan minimal 1/3 asupan pro-
tein berasal dari hewani bila jumlah protein 
terbatas,” tukas dr. Bindels. 

Dari hasil studi tersebut, dr. Bindels 
menyimpulkan kadar asupan mineral dan 
mikronutrien lebih rendah dibandingkan 
dengan AKG, yang meliputi kalsium, zat 
besi, zink, asam folat, vitamin A dan vita-
min C. Defisiensi asupan ≥ 3 mikronutrien 
ditemukan pada > 80% pada kelompok I 
dan III, lebih dari 90% pada wanita hamil. 
Rendahnya kadar zink ditemukan hampir 
pada 60% kelompok II. Hasil ini menunjuk-
kan hampir 54% wanita hamil dalam studi 
tersebut memiliki kadar zink yang sangat 
rendah. Defisiensi makro dan mikronutiren 
pada ke-3 kelompok tersebut masih terse-
bar dan selama hamil, 6 dari 10 ibu hamil 
terkena dampaknya. “Sebagian besar ka-
sus, ibu mengalami defisiensi makronutrien 
multipel yang tidak bisa diatasi hanya den-
gan memberikan tablet zat besi saja, tetapi 
perlu memberikan kombinasi, agar dapat 
terpenuhi.”  
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Teknik intervensi non-bedah pada CTO
Hardini Arivianti

Chronic Total Occlusion (CTO) merupakan 
keadaan di mana salah satu atau pembuluh 
darah koroner mengalami sumbatan yang 
bersifat kronik. Angka kejadian CTO menca-
pai sekitar 20-30% dari seluruh pasien yang 
dilakukan kateterisasi jantung koroner. Ba-
gian pembuluh darah yang mengalami sum-
batan – karena sifatnya yang kronik – umum-
nya sudah mengeras atau bahkan mengalami 
pengapuran. “Tindakan intervensi non-bedah 
atau Percutaneous Coronary Intervention (PCI) 
dalam beberapa tahun terakhir mulai meng-
gantikan operasi by-pass yang berisiko dan 
membutuhkan masa pemulihan lebih lama,” 
tukas Dr. dr. Muhammad Munawar, SpJP(K) 
beberapa waktu lalu. Dengan munculnya 
teknik baru intervensi non-bedah (percuta-
neous coronary intervention/PCI), sumbatan 
tersebut dapat dibuka tanpa operasi dengan 
stents dan balloon secara per-kutan, 

Saat ini keberhasilan penanganan  
kasus-kasus sulit, misalnya penyempi-
tan left main maupun CTO bisa mencapai 
di atas 80%. “Dahulu kasus CTO harus 
ditangani dengan bedah invasif,  kare-
na kegagalan pemasangan stent san-
gat tinggi hingga lebih dari 50%,” jelas 
salah satu pakar kardiologi intervensi 
RS Jantung Binawaluya ini lebih lan-
jut. Jadi, intervensi CTO bisa dikatakan 
relatif aman. 

RS Binawaluya merupakan salah satu 
RS yang tingkat keberhasilan intervensi 
non-bedah (PCI) untuk pasien CTO nya 
mencapai 80%. Untuk memperkenalkan 
teknik PCI pada CTO, dr. Munawar ber-

bagi keahlian dengan para dokter ahli 
jantung dalam acara sharing expertise 
workshop dengan live cases, yang diikuti 
oleh sekitar 30 dokter ahli jantung se-
Indonesia.

Pada intinya, tindakan PCI pada ka-
sus CTO adalah membuka sumbatan ko-
roner jantung. Setelah lesi ditembus dan 
dibuka dengan balloon, pembuluh darah 
akan disanggah dengan stent. “Walau 
tindakan ini lebih sulit dan belum umum 
dilakukan, namun dari penerapan di RS 
Binawaluya, terbukti memiliki tingkat 
keberhasilan sebesar 85% dan diharap-
kan ke depannya hingga 90%.” Selain 
dinilai lebih aman, pasien hanya me-
merlukan 1-2 hari masa pemulihan saja. 

Pada tahun 2011, terdapat 85 kasus 
CTO di Indonesia yang ditangani dengan 
tindakan PCI. Saat ini, RS Binawaluya 
merupakan salah satu dari dua rumah 
sakit jantung di Indonesia yang dapat 
menangani kasus CTO ini. 

Pada kasus CTO, ada beberapa pe-
nyulit sehingga tidak bisa dilakukan 
PCI, antara lain komplikasi saat tinda-
kan (wire yang menembus pembuluh da-
rah), pecahnya balloon, dan biaya yang 
tinggi. Namun, lanjut dr. Munawar, 
dengan teknologi baru dengan balloon 
dan wire yang lebih canggih, penyulit 
tersebut dapat diminimalisir. 

Pengamatan pada gejala juga harus 
dilakukan para dokter agar lebih aware 
kemungkinan pasien mengalami CTO. 
Gejala khas CTO berupa nyeri dada saat 



14 June 2012 Indonesia Focus
beraktivitas (angina on effort). Jika ber-
langsung > 30 menit, dapat dikatakan 
serangan jantung dan harus dilakukan 
primary PCI. Jika tidak ditangani den-
gan segera, pasien akan berisiko me-
ninggal (30%). “Sesuai konsensus, sejak 
kedatangan pasien hingga pemasangan 
balloon (door to balloon) tidak boleh > 90 
menit,” ungkap dr. Munawar. Di RS ini, 
kami memerlukan waktu > 1 jam. 

Teknik-teknik baru memerlukan ban-
yak alat baru dalam pengerjaannya. 
Misalnya guide wire khusus yang cukup 
kuat untuk menembus CTO. Balloon over-
the-wire harus dapat menyanggah ekstra 
kawat agar dapat mencapai lesi CTO. Bal-
loon saat ini dibuat dengan berbagai di-
ameter (ukuran terkecil 1,20 mm) serta 
profil sangat tipis sehingga memudah-
kan penembusan lesi CTO.                     
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Suspect heart failure in breathless 
patients

Rajesh Kumar

Physicians should consider the presence of 
heart failure in patients with breathless-

ness and fatigue, or with worsening of these 
symptoms, irrespective of their smoking sta-
tus or other comorbidities. 

The advice comes following the results of a 
US study that showed a link between compro-
mised lung function, as measured by forced 
expiratory volume 1 (FEV1) in spirometry, and 
increased risk of heart failure. The association 
between lower FEV1 and higher risk of heart 
failure was not altered by age, prior heart dis-
ease, or cardiovascular risk factors including 
smoking. [Eur J Heart Fail 2012; DOI:10.1093/
eurjhf/hfs016] 

The study researchers analyzed informa-
tion on standardized spirometry tests and 
other covariates on 15,792 men and women 
enrolled in the Atherosclerosis Risk in Com-
munities (ARIC) survey conducted from 1987 
to 1989. Incident heart failure in the cohort 
was ascertained from hospital records and 
death certificates up to 2005 in 13,660 eligible 
participants. 

Over a follow-up of nearly 15 years, 1,369 
(10 percent) participants developed new-on-
set heart failure. The age- and height-adjusted 
hazard ratios (HRs) for heart failure increased 
for reducing FEV1 for genders, race groups, 
and smoking status. 

After multivariable adjustment for tradi-
tional cardiovascular risk factors and height, 
the HRs of heart failure comparing the low-
est with the highest quartile of FEV1 were 

3.91 (95% CI 2.40–6.35) for white women, 3.03 
(95% CI 2.12–4.33) for white men, 2.11 (95% 
CI 1.33–3.34) for black women, and 2.23 (95% 
CI 1.37–3.59) for black men. 

This association weakened but remained 
statistically significant after additional adjust-
ment for systemic markers of inflammation. 
A consistent and positive association with HF 
was seen for self-reported diagnosis of em-
physema and chronic obstructive pulmonary 
disease (COPD), but not for asthma.

COPD is a common comorbidity in patients with heart failure, and vice 
versa.
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The results, interpreted in the context of 
existing scientific evidence, support a tem-
poral relationship between low lung capacity 
and development of heart failure, said lead 
author Dr. Sunil Agarwal from the University 
of North Carolina, Chapel Hill, North Caro-
lina, US. 

This risk may be stronger than that seen for 
common and modifiable risk factors such as 
diabetes or hypertension, said Agarwal while 
emphasizing public health implications of 
the findings.

“It will be important to determine whether 
interventions that sustain or improve FEV1 
are associated with lower risk of heart fail-
ure,” he added. 

When asked about the findings’ relevance 
for Asians, Agarwal said while the research 
doesn’t allow for extrapolations, there is no 
reason the findings couldn’t apply to Asians. 

“An earlier study [N Engl J Med 2010; 
362:217-227] including Asians didn’t find any 
differences in association of emphysema and 
diastolic dysfunction in them, compared to 
other races,” he said.

COPD is a common co-morbidity in pa-
tients with heart failure, and vice versa. It is 
not yet confirmed that screening for COPD 
will reduce the risk of heart failure, or that 
managing COPD in heart failure patients will 
improve outcomes, said senior investigator 
Dr. Gerardo Heiss.

“However, our results should add to the 
growing awareness among practitioners 
that patients with COPD do have a higher 
risk of heart failure, and that shortness of 
breath or impaired vigor should not be as-
cribed prima facie to COPD without careful 
consideration of the presence of heart fail-
ure,” said Heiss.   
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Lower HbA1c cutoff proposed for 
prediabetes 

Rajesh Kumar

Lowering the HbA1c cutoff for prediabetes 
from the current 6.4 percent to 5.7 percent 

will increase the health benefits of preventive 
interventions, a US study has demonstrated. 

While there is almost unanimous agree-
ment that interventions should begin much 
before a patient achieves an HbA1c reading 
of 6.5 percent, the current diagnostic cutoff 
for diabetes, there is little consensus on what 
is the ideal cutoff point.

“This ... is the first study to examine the 
population-level impact and cost effective-
ness of using alternative HbA1c cutoffs to 
determine eligibility for type-2 diabetes pre-
ventive interventions,” said lead investigator 
Dr. Xiaohui Zhuo from the division of diabe-
tes translation at the US Centers for Disease 
Control and Prevention (CDC).

The research team used a simulation 
model to examine the cost effectiveness as-
sociated with each progressive 0.1 percent 
decrease in the HbA1c cutoff from 6.4 per-
cent to 5.5 percent. The simulation used the 
data of non-diabetic American adults from 
the National Health and Nutritional Exami-
nation Survey. [Am J Prev Med 2012; DOI: 
10.1016/j.amepre.2012.01.003]

People identified as having prediabetes 
were assumed to receive preventive inter-
vention. The study looked at two different 
interventions: a high cost resource-intensive 
approach that would cost on average almost 
US$1,000 per year, and a low cost interven-
tion with an annual cost of US$300 per year. 

Researchers measured the cost per each 
quality-adjusted life year (QALY), a mea-
sure of the quality and quantity of life gen-
erated by a medical intervention, at each 
HbA1c cutoff for both interventions. They 
found that cutoffs of 5.7 percent and above 
were cost effective, based on the conven-
tional US$50,000/QALY cost-effectiveness 
benchmark. The results also suggested that 
the optimal cutoff may be lower if the cost 
of preventive interventions could be lowered 
without compromising effectiveness.

Dr. Cho Li Wei, consultant in endocrinolo-
gy at Changi General Hospital in Singapore, 
however, said the recommendation may not 
be relevant for Asians. 

The study is based on population char-
acteristics and health profiles of the partici-
pants, which might not be representative of 
our population, said Cho, adding that Asian 
physicians will need to interpret the findings 
with care. 
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Statins lower depression risk in heart 
patients

Rajesh Kumar

Patients with heart disease who took statins 
were significantly less likely to develop 

depression, a study has found. 
Using patient health questionnaires, re-

searchers evaluated 965 heart disease patients 
for depression and found those who were 
on statins were significantly less likely to be 
clinically depressed than those who were not 
(P<0.01). They then followed the 776 patients 
who were not depressed – 520 who were us-
ing statins and 256 who were not – annually 
for an additional 6 years. [J Clin Psychiatry 
2012; DOI 10.4088/JCP.11m07038]

Of those taking statins, 18.5 percent devel-
oped depression, compared with 28 percent 
of those not on the drugs. (odds ratio [OR], 
0.52; 95% CI, 0.38–0.73; P<0.01). After adjust-
ing for potentially confounding variables, 
statin use remained associated with a 38 per-
cent decreased risk of subsequent depression 
(adjusted OR, 0.62; 95% CI, 0.41–0.95; P=0.02).

“In other words, the use of statins was as-
sociated with a 38 percent decrease in the 
odds of developing depression during the 
6-year follow-up period,” said author Profes-
sor Mary Whooley, professor of medicine at 
the University of California, San Francisco, 
California, US. 

As the study went on, the difference be-
tween the two groups became more pro-
nounced.

“This would suggest that statins may 
have some kind of long-term protective  

effect against depression, perhaps by helping 
to prevent atherosclerosis in the brain, which 
can contribute to depressive symptoms,” said 
Whooley.

Statins have positive effects on the endo-
thelium, keeping blood vessels less rigid and 
therefore better able to adapt to the body’s 
changing needs, she said, adding that it is also 
possible that patients who take statins are just 
healthier overall than those who don’t.

“[Moreover], this was an observational 
study and not a randomized trial, so we do 
not know whether statins were responsible 
for the reduction in depressive symptoms. 
However, it is at least clear that statins do not 
increase depression in patients with coronary 
heart disease,” added Whooley. 

Most but not all heart patients with or 
without elevated cholesterol are put on 
statins. If these are definitively proven to pro-
tect against depression, they could be used to 
reduce the burden of depressive symptoms 
in patients with heart disease and, by exten-
sion, improve cardiovascular outcomes in 
depressed patients. But the potential mecha-
nisms by which statins may prevent depres-
sive symptoms need further study.

When asked what would be the single 
message physicians could take away from the 
findings, Whooley said: “Statins are great for 
cholesterol, and do not have any harmful ef-
fects on mood, but should not be used to treat 
depression.”                                                       
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Minimally invasive technique safe, effective 
for ruptured aneurysms 

Dhenuka Ganesh

A minimally invasive interventional radi-
ology treatment for ruptured abdominal 

aortic aneurysms (AAAs) resulted in signifi-
cantly fewer hospital deaths after treatment as 
compared to open surgery, according to a new 
study. 

“People with peripheral arterial disease are 
at risk of an aneurysm, which is a weakening 
and abnormal bulging of a major artery. Once 
this area of bulge ruptures, this can lead to 
fatal internal hemorrhage,” explained study 
co-author Dr. Prasoon Mohan, from the de-
partment of diagnostic and interventional ra-
diology at Saint Francis Hospital in Evanston, 
Illinois, US.

Once an AAA reaches a particular size, 
treatment is recommended to prevent its rup-
ture. Conventional open surgery involves 
making a large abdominal incision and then 
replacing the dilated portion of the aorta with 
a synthetic blood vessel. 

In contrast, the less-invasive endovascular 
aneurysm repair (EVAR) technique involves 
a small incision made in the groin for a thin 
wire catheter to be guided through the femo-
ral artery to the dilated aorta. Once in place, 
a stent graft compressed into the catheter is 
opened up and the edges of the stent push 
against the aortic wall, holding it in place. 
Blood flows through the stent graft instead of 
the abnormally dilated aorta and prevents it 
from rupturing. 

In their retrospective study, the researchers 
mined the National Inpatient Sample data-

base for all cases of ruptured AAA from 2001 
to 2009, treated by one of the two techniques. 

Of the 32,069 patients who received open 
surgery, 39.7 percent died in the hospital, 
compared with 28.2 percent of the 6,790 EVAR 
patients (P<0.001). The mean hospital stay as-
sociated with EVAR was also significantly 
shorter than that with open surgery (10.7 vs. 
13.8 days, respectively; P<0.001). Addition-
ally, a significantly higher proportion of those 
who underwent EVAR were discharged home 
without requiring further in-patient rehabili-
tation compared with open surgery recipients 
(35.3 vs. 21.7 percent, respectively; P<0.001). 
[Proceedings of the 37th Annual Scientific 
Meeting of the Society of Interventional Ra-
diology, San Francisco, California, US, 2012; 
Abstract 178]

“Endovascular aortic repair involves less 
recovery time and fewer discharges to in-pa-
tient care facilities, potentially saving insur-
ers, institutions and individuals money,” said 
Mohan. 

EVAR has been one of the great innovations 
in interventional radiology that has helped 
the field make significant contributions to 
modern medicine, he added. “I believe endo-
vascular aortic repair will be the procedure of 
choice for emergency treatment of ruptured 
aneurysms in the future.” 

Mohan said that a majority of the elective 
aneurysm repairs are being done using the 
endovascular technique. “It’s only a question 
of getting clinicians and institutions to use 
the technique in emergency settings for rup-
tured aneurysms.”  
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Lutein crucial for early cognitive 
development
Rajesh Kumar 

Millions of children under five years of 
age fail to reach their full cognitive po-

tential each year, mainly due to lack of ad-
equate nutrition essential for development 
during the early years of life.

While the role of iron, iodine, choline, zinc 
and omega-3 fatty acids is well established, 
lutein is now being acknowledged as another 
important nutrient crucial in the early cogni-
tive development, said Dr. Elizabeth Johnson, 
research scientist at the Jean Mayer USDA Hu-
man Nutrition Research Center on Aging at 
Tufts University in Boston, Massachusetts, US.

Johnson cited her study involving the ex-
amination of brain tissues of 30 healthy in-
fants who had died in the first year of their 
lives due to sudden infant death syndrome 
(SIDS) and other reasons.

“We found that lutein is not only present in 
all the four regions of the infant brain (frontal 
cortex, hippocampus, auditory cortex and oc-
cipital cortex), but it is there in preference to 
other carotenoids,” she said. Lutein is an inte-
gral part of the eye’s retina too.

Also, 60 percent of all carotenoids in the 
infant brains turned out to be in the form of 
lutein. This proportion was double than what 
earlier studies have found in the adult brains. 
Researchers found this level of concentration 
surprising, considering only a sixth of all the 
carotenoids found in the human diet are usu-
ally in the form of lutein.

If the brain is soaking it up from across 
the blood-brain barrier and accumulating it, 
clearly it is needed for something, said profes-

sor Sanja Kolaček, professor of pediatrics at 
the Children’s Hospital Zagreb, Croatia and 
the vice-president of the Croatian Pediatric 
Society.

Lutein is only available through dietary 
sources and cannot be made by the body. 
Therefore, women of child bearing age and 
expectant and breastfeeding mothers should 
be encouraged to eat a wide variety of foods 
as part of a balanced diet, including lutein-
rich foods such as green, leafy vegetables and 
eggs, said Kolaček. 

For infants, breast milk is the best source 
of lutein and breast feeding exclusively for up 
to six months can prevent a lot of problems 
in them, including growth issues such as the 
child growing too fast, or not growing fast 
enough. Supplementing breast feeding with 
other foods is usually recommended no earlier 
than four months and no later than six.

“Where mothers need to provide a formula 
at any age during the first year of the child’s 
life, [fortified formula] is the right option 
compared to cow’s milk,” she added. 

“Cow’s milk should not be the infant’s ba-
sic diet as it does not provide all the nutrients 
necessary for the child’s physical and cogni-
tive development.” 

Kolaček said doctors should never rec-
ommend elimination diet to prevent a dis-
ease. If a woman or child needs to eliminate 
nuts, dairy products, fish or eggs due to  
a health condition, they should try to  
substitute the nutrients they might be miss-
ing out on. 

Both Johnson and Kolaček were recently 
hosted in Singapore by Abbott Nutrition.  
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Feeding difficulties can persist into 
adulthood
Rajesh Kumar 

Feeding difficulties 
can have a lasting 

impact on a child’s phys-
ical and mental develop-
ment and the condition 
can persist into adoles-
cence and adulthood if 
not treated early, accord-
ing to an expert.

Dr. Glenn Berall, chief 
of pediatrics at North 
York General Hospital in 
Toronto, Ontario, Canada 
and a leading expert on 
the subject, cited a study 
that looked at children 
diagnosed with feeding 
difficulties at age one or 
two, followed them up at 
nine years of age and com-
pared them with their classmates who did not 
have such prior diagnosis. 

The researchers found that prevalence of 
feeding difficulties was three times as high in 
children with prior diagnosis. Recent studies 
also support the idea that the condition per-
sists if not addressed early, said Berall. He 
was hosted in Singapore recently by Abbott 
Nutrition and spoke to GPs and pediatri-
cians about his experiences.

While habitually picky eaters who are 
otherwise well nourished are not a concern, 
eating difficulties become troublesome when 
they cause consequences, be they nutritional 
(iron and calcium deficiency), developmen-

tal or emotional and behavioral. Studies have 
shown that children who have feeding prob-
lems have a higher prevalence of depression, 
anxiety and delinquency, Berall said.

About 20 to 30 percent of all children are 
believed to have some level of feeding diffi-
culty, and the rate is up to 80 percent in those 
with autism and other neuro-developmental 
problems.

Being the first line of care, GPs will be the 
first ones to encounter these cases. They usu-
ally check the level of severity, sub-category 
that the condition falls into and the level of 
parental anxiety associated with the child’s 
feeding problems, Berall said. 

About 20 to 30 percent of all children have some level of feeding difficulty.
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Some doctors use the diagnostic toolkit 
called Identification and Management of Feed-
ing Difficulties (IMFeD) to identify and man-
age the condition themselves or to refer the 
child to a specialist. The kit classifies common 
feeding difficulties as: limited appetite, sen-
sory food aversion, underlying medical condi-
tion, fear of feeding, neglect and undue care-
giver concern. Berall said common caregiver 
styles (controlling, responsive, neglectful and 
indulgent) also need to be understood before 
deciding on the right treatment approach.

Some children will do well with the food 
rules (see box). The highly selective eaters 
are afraid of trying new foods and can re-
spond well to spicy foods, whereas the more 
serious ones will require a longer work up. 

While parents and GP work together to 
resolve the issue, adding a balanced supple-
ment such as PediaSure to the child’s diet 
won’t suppress their appetite or interfere 
with feeding, added Berall. Instead, it could 
help recover their growth and relieve the 
parents’ anxiety by providing reassurance 
that their child is getting better nutrition. 

“That will help parents follow the food 
guidelines to make sure the whole treatment 
package is a success,” he said. Children with 
high selectivity and fear of feeding also take 
a long time to respond. Adding a supple-
ment to their diet, given at the end of the day, 
will help balance their nutrition in the mean-
while.  

The food rules
•   The parent decides where, when, and 

what the child eats, but the child de-
cides how much is eaten.

•   Avoid distraction at mealtime. Use a 
high chair to help confine the toddler 
to the feeding environment.

•   Avoid juice and milk and provide 
only water for thirst

•   Do not get overly excited or animated 
(eg, flying airplanes into the mouth).

•   Eating should begin within 15 min-
utes of the start of the meal and last 
no longer than 30-35 minutes.

•   Do not cook at short notice to pander 
to the child’s whim.

•   Respect the child’s tendency to “neo-
phobia” and offer a food repetitively 
before giving up on it.

•   Encourage independent feeding: The 
toddler should have his or her own 
spoon.



24 June 2012 News

Study shows how smoking causes COPD

Dhenuka Ganesh

New light has been shed on how chronic 
obstructive pulmonary disease (COPD) 

develops in association with long-term smok-
ing. 

“Our findings have important implica-
tions for understanding the etiology of COPD 
and suggest that pharmaceuticals designed 
to reduce leukocyte recruitment through the 
bronchial circulation may be a potential ther-
apy to treat COPD,” said the study authors, 
led by Dr. Ryan P. Davis of the UC Davis 
School of Medicine, Davis, California, US.

Their research revealed that tobacco 
smoke exposure stimulates neutrophils to 
migrate from the bronchial blood vessels, 
due to the production of adhesion molecules 
and chemokines, and accumulate in the lung 
tissues. 

Although neutrophils help repair tissues, 
excessive numbers of activated neutrophils 
can release enzymes that kill cells and accel-
erate inflammation. 

In this study, a highly reproducible ani-
mal model of COPD was used to show that 
the equivalent of approximately 10 years of 
one-pack-a-day smoking completely dam-
ages the bronchial airways by accelerating 
inflammation, obstructing airflow, and re-
ducing normal lung function. [PLoS One 
2012;7:e33304. Epub 2012 Mar 21]

The researchers studied rats having a ge-
netic defect that made them react to smoke 
exposure much like humans with smoking-
related diseases. The animals developed all 
the physiological and anatomical traits of 
COPD. 

A “smoking ma-
chine” was used to 
automatically load, 
light, and puff on 
cigarettes, and the 
rats were exposed 
to amounts that 
a two-pack-a-day 
smoker would be exposed to, for 6 hours a 
day, 3 days a week.

After 4 weeks, their physiological changes 
reflected those of a 10- to 20-year smoker with 
complications of wheeze and cough and re-
duced respiratory function. After 12 weeks, they 
were reflective of a 30- to 40-year smoker hav-
ing severe limitations in breathing and COPD. 

The UC Davis team is now testing whether 
statin drugs may prevent COPD development 
in this model. “The model appears to be ideal 
for screening drugs to treat early COPD, but 
the ultimate test comes when a treatment is 
transitioned from the lab to COPD patients,” 
said the lead author, Dr. Benjamin Davis. “Our 
primary goal is to save lives.”

According to the WHO, COPD is the 
fourth leading cause of death worldwide. In 
India, around 15 million people suffer from 
COPD—this number is expected to increase.  

Dr. Aloke Gopal Ghoshal, director of the 
National Allergy Asthma Bronchitis Insti-
tute, Kolkata, India, stressed the importance 
of COPD management and treatment. “[In 
India], people who are more exposed to bio-
mass fuel and smoke are at a greater risk of 
having COPD…this number is around 578 
million.”   

COPD is the fourth leading cause 
of death worldwide, according to the 
WHO.
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Personalize CVD prevention for women

Radha Chitale 

Cardiovascular disease prevention is im-
portant among women but the ideal 

approach, which includes personalized risk 
stratification and assessment, is not reflected 
in current risk assessment models. 

“The global risk assessment tools that we 
use today – they don’t care about the dynamic 
nature of risk factors within individuals and 
populations,” said Dr. Dilek Ural, Department 
of Cardiology, Faculty of Medicine, Kocaeli 
University, Kocaeli, Turkey. “It is impossible 
with these tools to evaluate temporal lifelong 
changes in individuals.”

More than 8.6 million women die of CVD 
yearly but their risk of cardiac morbidity or 
mortality is underestimated. 

Women often present with heart disease 
differently than men do. While major risk fac-
tors for heart disease and stroke are similar 
between men and women, many of the non-
major risk factors differ. 

Hypertension, diabetes, psychological 
stress and lack of physical activity are more 
important determinants of CVD in women. 

Additionally, these risk factors are distrib-
uted with significant differences through-
out the world. For example, high cholesterol 
is a major problem among women in North 
America, Europe and Australia. High blood 
pressure is a common contributor to CVD 
among African women, and diabetes and 
obesity are the culprits among women in the 
Middle East. 

The American Heart Association made an 
important amendment to their guidelines in 
2011 by changing the criteria for risk status 
from a 10-year coronary heart disease event 
risk of 20 percent to a 10-year cardiovascular 
disease event risk of 10 percent. 

This change was the result of studies show-
ing women are more prone to stroke as a result 
of heart disease and may present with disease 
about 10 years later than male counterparts. 

Ideally, Ural said cardiovascular preven-
tion and assessment tools should incorpo-
rate genetic factors, vascular age, lifelong 
exposure to multiple risk factors and country-
based socioeconomic factors in order to per-
sonalize risk stratification and management 
for women.   

World Congress of Cardiology Scientific Sessions 2012, 18-21 April, Dubai, UAE

Over 8.6 million women die of CVD each year around the world.
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Salt tax lowers CV mortality
Radha Chitale 

Reducing daily salt intake via voluntary salt 
reduction in industrially processed foods 

or through a tax on high-salt foods may help 
cut cardiovascular disease mortality, according 
to preliminary research conducted in the US.  

“Elevated blood pressure is the leading risk 
factor for death globally,” said lead researcher 
Dr. Thomas Gaziano of the Harvard School of 
Medicine, Boston, Massachusetts, US. “Salt is 
associated with increased blood pressure in 
cardiovascular disease.” 

Gaziano and colleagues also sought to re-
duce the economic burden of hypertension 
while improving quality and quantity of life 
through low-cost salt reduction methods. 

This type of approach could be important 
in low- and middle-income countries and the 
fast-developing BRIC (Brazil, Russia, India, 
China) nations where hypertension is poorly 
controlled, if it is diagnosed at all. 

The World Health Organization and other 
global agencies recommend a daily salt in-
take of 5 grams or less. The mean daily salt 
intake in BRIC countries is 10 grams. In some 
countries, daily salt intake exceeds 16 grams. 

The researchers modelled the efficacy 
and financial viability of reduced salt intake 
through a voluntary 9.5 percent decrease in 
the salt content of manufactured foods and a 
40 percent tax on salty foods, similar to a to-
bacco tax. Similar models have been used in 
the UK. 

Both methods reduced daily sodium intake 
but voluntary salt reduction was more effec-
tive with a 10 percent decrease in sodium in-

take. The salt tax led to a 6 percent decrease. 
Although some mean daily salt intake re-

mained over the recommended value, Gazia-
no said both approaches would lead to about 
a 3 percent reduction in the rate of cardiovas-
cular death and save costs by reducing the 
number of treatments for heart attacks and 
stroke. 

For example, the incidence of heart attacks 
and strokes would fall by 1.7 percent and 4.7 
percent in China, respectively, and by 1.47 
percent and 4 percent in India. 

The total cost for either method of salt re-
duction was less than US$50 per person over 
their lifetime. 

Gaziano estimated that high blood pres-
sure accounts for about 10 percent of the 
global healthcare expenditure – about US$450 
billion with  up to a trillion USD expected 
over the next 10 years in new blood pressure-
related events such as stroke and heart attack, 
not including the cost of lost productivity due 
to absence from work or early death. 

“Even modest reductions in salt consump-
tion could lead to improvements in CVD mor-
tality and save overall healthcare costs,” he said. 

A separate model emphasizing improved 
screening and treatment for high-risk hyper-
tensives whose systolic blood pressure was 
over 140 and whose 10-year cardiovascular 
event risk was over 20 percent proved to be a 
more expensive but still cost effective method 
of reducing cardiovascular fatalities by about 3 
percent in low- and middle-income countries.  

The results of this preliminary study 
are expected to be published later this  
year.    

World Congress of Cardiology Scientific Sessions 2012, 18-21 April, Dubai, UAE
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Personal Perspectives

‘‘ My favorite topic at WCC was echocardiography during inter-
vention. I was surprised that the session was ticketed because it 
was not mentioned on the website. It would have been bett er if 
ticketed sessions were highlighted on the website beforehand. 

Dr. Amuthan Vivekanandan, cardiologist, India

There were a variety of presentations at this WCC – from basic 
science to interventional cardiology. Many sessions that I was 
interested in were concurrent and that made it diffi  cult for me 
to att end. 

Dr. Abdulwasea Derhim Alduais, cardiologist, Yemen

This is my fi rst time att ending the WCC. It has been very reward-
ing, both from the point of view of content and meeting people. 
I’m into public health and prevention, so I’ve been going to ses-
sions on physical activity, tobacco control and nutrition. 

Trevor Shilton, director of cardiovascular health, 
Heart Foundation of Australia, Perth, Australia

‘‘

‘‘

This is a well-organized conference, with lectures presented 
from many topics. It would have been more interesting if great-
er emphasis was given to yoga and its ability to reduce stress. 

Amandah Hoogbruin, professor of nursing, Kwantlen Polytechnic 
University-Surrey, British Columbia, Canada

‘‘
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India becoming CVD capital of the world
Rajesh Kumar

India is acquiring the dubious distinction of 
being known as the diabetes and cardiovas-

cular disease (CVD) capital of the world, ac-
cording to a US expert.

Professor Prakash Deedwania of the Uni-
versity of California, San Francisco, US, was 
commenting on the findings of the Indian 
Heart Watch (IHW) study that assessed the 
country’s growing CVD epidemic and identi-
fied reasons behind it. 

The study found that lifestyle (physical 
activity, diet and smoking) and biological 
(obesity, diabetes, high blood pressure and el-
evated cholesterol) risk factors for CVD were 
at higher levels in India than in developed re-
gions such as the US and Western Europe.

Conducted between 2006 and 2010 and in-
volving 6,000 men and women from 11 cities 
across India, it is the largest ever study prob-
ing CVD risk factors in the country. It was led 
by Deedwania and Dr. Rajeev Gupta of Fortis 
Escorts Hospital, Jaipur, India.

While 79 percent of the polled men and 83 
percent of the women were found to be physi-
cally inactive, 51 percent of men and 48 per-
cent of women were found to have high-fat 
diets. About 60 percent of men and 57 percent 
of women were found to have a low intake of 
fruit and vegetables, and 12 percent of men 
and 0.5 percent of women smoked.

“These results…must prompt the [Indian] 
government to develop public health strate-
gies that will change lifestyles, if these risk 
factors are to be controlled,” said Deedwania.

As for the biological and metabolic risk 
factors, the IHW also found overweight and 
obesity in 41 percent of men and 45 percent 
of women. High blood pressure was reported 

in 33 percent of men and 30 percent of wom-
en, while high cholesterol was found in one-
quarter of all men and women. Diabetes or 
metabolic syndrome was also reported in 34 
percent of men and 37 percent of women.

Urban development is playing a role in the 
development of CVD risk factors, the IHW 
found. Smoking, high fat intake and low 
fruit/vegetable intake were shown to be more 
common in less developed cities, while physi-
cal inactivity was seen to be more prevalent 
in highly-developed cities with their better 
transport networks. 

Accordingly, metabolic risk factors such 
as obesity, high blood pressure and high cho-
lesterol were seen to be more prevalent in 
highly developed cities that had easy access 
to cheaper fast foods/refined foods.

Even literate middle-class urban Indians 
had a low awareness and control of the CVD 
risk factors, the IHW study results showed.  
Of the approximately one-third of study par-
ticipants found to have hypertension, only 57 
percent were aware of their status, 40 percent 
were on treatment and only 25 percent had 
adequate blood pressure control. 

In contrast, more than 75 percent of people 
with hypertension in high and middle-income 
countries are aware of their health status and 
more than 50–60 percent actually have their 
blood pressure under control.

“These results show that improving ur-
ban planning and overall living conditions 
are critical to curb the CVD epidemic in In-
dia,” said Gupta, adding that basic amenities, 
healthcare facilities and health literacy also 
needed to improve so people could take re-
sponsibility for their own actions.  

World Congress of Cardiology Scientific Sessions 2012, 18-21 April, Dubai, UAE
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High-dose nicotine patch safe for heavy 
smokers
Rajesh Kumar

Smokers who have been smoking more 
than 40 cigarettes daily can be safely treat-

ed with a high-dose nicotine patch, according 
to Professor Richard Hurt, professor of medi-
cine and director of nicotine dependence cen-
ter at Mayo Clinic in Rochester, Minnesota, 
US.

Current dosing recommendations based on 
patient’s smoking rate suggest a dose of 7-14 
mg/day for those smoking less than 10 ciga-
rettes daily, 14-21 mg/day for those on 10 to 20 
cigarettes daily, and 21-42 mg/day for smok-
ers of 21 to 40 cigarettes daily. [Mayo Clin Proc 
2000;75:1311-1316]

Hurt said the initial dose can be estimated 
on the basis of either the patient’s smoking 
rate or blood cotinine levels, and the adequa-
cy of the nicotine replacement therapy (NRT) 
can be assessed either by patient response or 
by the replacement rate of blood cotinine. A 
higher percentage of blood cotinine replace-
ment may increase patch therapy’s efficacy 
and improve withdrawal symptoms.

Nicotine gum, patch, lozenge, inhaler, bu-
propion, varenicline and the combinations 
thereof can be used as first-line pharmaco-
therapy, while clonidine and nortriptyline are 
suitable for second-line. Of these, the patch 
and varenicline and/or bupropion can be used 
as “floor” medications, along with short act-
ing NRT products for withdrawal symptoms, 
said Hurt.

Patient involvement is the key to tobacco 
cessation and the selection of medicines and 
their doses should be guided by cardiologists’ 
clinical skills and knowledge of pharmaco-
therapy, he added. 

One study comparing 24-week extended 
therapy of transdermal nicotine patch dose 
of 21 mg/day with 8-week standard therapy 
showed a dose-response to patch therapy. 
[Ann Int Med 2010;152:144-151]

World Congress of Cardiology Scientific Sessions 2012, 18-21 April, Dubai, UAE

Smokers who have been smoking more than two packs of cigarettes a day 
may be safely treated with high-dose nicotine patches.
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In this 568-patient study, smoking absti-

nence was the same in the two groups by week 
8. However, the extended therapy achieved a 
delayed relapse to smoking.

At week 24, extended therapy produced 
higher rates of point-prevalence abstinence 
(31.6 percent vs. 20.3 percent; [95% CI, 1.23 
to 2.66]; P=0.002), prolonged abstinence (41.5 
percent vs. 26.9 percent; [95%CI, 1.38 to 2.82]; 
P=0.001), and continuous abstinence (19.2 
percent vs. 12.6 percent; [95% CI, 1.04 to 2.60]; 
P=0.032) versus standard therapy.

Extended therapy also reduced the risk 
for lapse (hazard ratio, 0.77 [95% CI, 0.63 to 
0.95]; P=0.013) and increased the chances 
of recovery from lapses (hazard ratio, 1.47 
[95% CI, 1.17 to 1.84]; P=0.001). At week 52, 
extended therapy produced higher quit rates 
for prolonged abstinence only (P=0.027). No 
differences in side effects and adverse events 
between groups were found at the extended-
treatment assessment. 

In a randomized placebo-controlled trial 
involving varenicline therapy in 714 smok-
ers with stable cardiovascular disease, patch 
therapy achieved 47 percent abstinence, com-
pared to 14 percent on placebo (95% CI 4.18-
8.93). [Circ 2010;121:221-229] 

Citing the case study of a 58-year-old 
smoker with chest pain who was put on two 
21mg patches every morning, Hurt said a 
follow-up phone call 2 weeks later revealed 
he was experiencing cravings for cigarettes 
in the evenings, which had increased his use 
of reliever nicotine inhaler. A 14mg patch at 
4pm resolved the issue and the patient was 
encouraged to use high-dose patches until he 
could comfortably abstain, and then reduce 
the morning dose.

“For smokers with coronary heart disease, 
stopping smoking decreases all cause mortal-
ity by 36 percent,” he concluded.  
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Omega-3 fatty acids may reduce CV risk 
in smokers 
Elvira Manzano

Omega-3 polyunsaturated fatty acids 
(PUFA) perform better than placebo in 

reversing the endothelial damage caused by 
smoking, according to a small study conduct-
ed in Greece. 

Adult smokers treated with 2 grams of 
omega-3 fatty acids daily for 12 weeks had 
significant improvements in endothelial func-
tion and arterial stiffness, with a parallel an-
ti-inflammatory effect. This was matched by 
improvements in flow mediated dilatation 
(FMD; P<0.05), augmentation index (ALX; 
P<0.001) and carotid-femoral pulse wave ve-
locity (PWV; P<0.01) values. [Int J Cardiol 2011 
Epub ahead of print] 

“These suggest that omega-3 fatty acids in-
hibit the detrimental effects of smoking on ar-
terial function, which is an independent prog-
nostic marker of cardiovascular risk,” said 
lead study author Dr. Gerasimos Siasos, from 
the University of Athens Medical School, 1st 
Department of Cardiology, Hippokration 
Hospital in Greece. He said the cardioprotec-
tive effects of omega-3 fatty acids may be due 
to “a synergism between multiple, intricate 
mechanisms involving anti-inflammatory 
and anti-atherosclerotic effects.”

Siasos and his fellow researchers evaluated 
the effects of short-term treatment with omega-3 
PUFAs in 20 healthy smokers at baseline, day 28 
and day 84. At the end of the study period, ome-
ga-3 PUFAs decreased endothelial dysfunction 

World Congress of Cardiology Scientific Sessions 2012, 18-21 April, Dubai, UAE

and improved 
arterial elastic-
ity or distensi-
bility in this co-
hort of patients. 

Endothelial 
dysfunction is 
an early marker 
for atherosclerosis and can be detected before 
structural changes to the vessel wall become 
apparent (on angiography or ultrasound).  
Reduced arterial distensibility contributes to 
a disproportionate increase in systolic pres-
sure and arterial pulsatility and is associated 
with cardiovascular morbidity and mortality.

Commenting on the study, Dr. Kathryn 
Taubert, chief science officer of the World 
Heart Federation, said the only way to pro-
tect the body from the harmful effects of to-
bacco is to stop smoking. “We encourage all 
people, both smokers and non-smokers, to 
eat healthy diets which include foods rich in 
omega-3 fatty acids.”

The American Heart Association (AHA) 
recommends consumption of at least two 
servings of fish, especially those rich in ome-
ga-3 fatty acids such as salmon, sardines, 
herring, tuna and halibut, per week. Other 
good sources of omega-3 fatty acids are dark 
green leafy vegetables and nut oils, though 
the body cannot process these as easily as the 
docosahexaenoic acid (DHA) and eicosapen-
taenoic acid (EPA) omega-3 fatty acids found 
in fish.   

Omega-3 fatty acids improve arterial elasticity 
in healthy smokers.
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Daily exercise may help hypertensive 
patients live longer
Elvira Manzano

Even low levels of daily physical activity 
could reduce the risk of death in individ-

uals with high blood pressure, according to a 
new study.

In a cohort of 416,175 adult individuals in 
Taiwan, those who exercised an average of 
15 minutes a day or 90 minutes a week were 
found to have a 14 percent lower risk of dy-
ing from cardiovascular disease (CVD) and 
all causes compared with those who did not 
exercise. Life expectancy was also longer by 
3 years in the physically active group. Every 
additional 15 minutes of exercise (beyond the 
minimum 15-minute duration) further re-
duced all-cause mortality by 4 percent (95% 
CI 2.5-7). [Lancet  2011;378:1244-1253]

These benefits applied to all age groups 
and both sexes, including those with CVD 
risks, said study author Dr. Chi-Pang Wen, 
from the Institute of Population Health Sci-
ences, National Health Research Institute in 
Zhunan, Taiwan.“The reduction in mortality 
risk was equivalent to a permanent reduc-
tion of 50 mmHg in blood pressure, over and 
above any anti-hypertensive medications.” 

In their prospective cohort study, Wen and 
colleagues compared the all-cause and CVD 
mortality risks of men and women participat-
ing in standard medical screening programs 
in Taiwan from 1996 to 2008. They found that 
inactive individuals had a 17 percent greater 
risk of mortality (HR 1.17, 95% CI 1.10-1.24) 
than active individuals.
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The study 
was the first 
to quantify 
the impact of 
exercise on 
the risk pro-
file of people 
with high 
blood pres-
sure. “Appre-
ciating this relationship will hopefully help 
to motivate inactive hypertensive patients to 
exercise,” said Wen.

At least 31 percent of the world’s popula-
tion does not get sufficient exercise. Two out 
of five adults have hypertension.  Clinicians 
would normally concentrate on treating hy-
pertension as patients do not see the relevance 
of physical activity with blood pressure.

“Medications can lower blood pressure, 
but are temporary, costly and have side ef-
fects. Exercise is cost-free and with perma-
nent [beneficial] effect,” Wen said. “Doctors 
should also discuss the importance of physi-
cal exercise as a means to manage the CVD 
and all-cause mortality risks,” he concluded.

Studies have shown that a sedentary 
lifestyle is one of the major risk factors for 
CVD, the others being uncontrolled hy-
pertension, hypercholesterolemia, obesity 
and smoking.  Modifying these risk fac-
tors through regular exercise, healthy eat-
ing and smoking cessation can reduce the  
risks of a future heart attack, stroke or pre-
mature death.  

Exercise has permanent beneficial effects on CVD.
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Low back pain: Current concepts 

Low back pain (LBP) is a common and chal-
lenging health problem in primary care. There 
is a point prevalence of 15 to 30 percent and a 
lifetime prevalence of between 50 and 85 per-
cent. [Spine (Phila Pa 1976) 2001;26(22):2504-
13; discussion 2513-4] 

Nonspecific low back pain (NSLBP) com-
prises approximately 85 percent of all back 
pain diagnoses and affects 80 percent of  
adults. It is associated with enormous ex-
pense in terms of healthcare expenditures, 
and work- and disability-related losses. Mean 
direct and indirect costs for LBP care are twice 
as high for patients with chronic LBP when 
compared with acute LBP. The severity of LBP 
(high disability and moderate-to-severe limi-
tations in daily living) and depression are the 
two most important predictors of costs.

Currently, there is a shift in the clinical 
model of LBP from a biomedical ‘injury’ to a 
multifactorial biopsychosocial pain syndrome 
which erupts periodically over the course of a 
lifetime of an individual.

The consensus of clinical guidelines sug-
gests that acute NSLBP patients should be re-
assured of a good prognosis, educated in self-
care, remain active and use over-the-counter 
medications as a first line of symptom control. 

Many patients with low back pain have at 
least one red-flag sign. Red-flag signs have a 

Dr. Eugene Wong 
Consultant Spine & Orthopedic Surgeon
Kuala Lumpur

poor test specificity. Thus, the evaluation of 
LBP should take into account the whole clini-
cal presentation of the patient. The key is to 
have a high index of suspicion in high-risk 
patients or when more than one red flag is 
present. (Table 1)

Diagnostic and therapeutic management of 
LBP vary tremendously among GPs. A recom-
mended approach to diagnosis and treatment 
is provided in Tables 2 and 3. An ideal ap-
proach in managing LBP patients should be 
multidisciplinary and inter-professional. GPs 
could focus on pain management through 
medication, red-flag screening, encourage-
ment to stay active and reassurance. Physi-
cal therapy could focus on pain management, 
general exercise and encouragement to stay 
active. Occupational therapy could focus on 
disability prognosis, yellow-flags manage-
ment (Table 4) and return to activity param-
eters.

Patients with yellow flag signs require cog-
nitive behavioral therapy, the aim of which is 
to change patients’ thoughts and beliefs about 
their pain. Adequate information and good 
communication between the primary care 
physician and patient is a prerequisite for a 
successful psychosocial intervention, but this 
will not guarantee a change in the way pa-
tients behave and how they deal with their 
pain problem. The key to treatment success is 
that patients become active processors of in-
formation, and not passive reactors. Patients 
should be active collaborators when changing 
misconceived thoughts and behaviors (Table 
5). [Spine (Phila Pa 1976) 2008;33(1):81-9]
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A high proportion of patients recover from 

acute back pain. Reductions in pain and dis-
ability have to be more than 50 percent to be 
consistent with recovery from LBP. [Spine (Ph-
ila Pa 1976) 2011;36(26):2316-23]

When should LBP cases be referred to a 
spine surgeon? Indications would include 
patients with no response after 6 weeks of 
conservative treatment, patients with radicu-
lar syndrome, presence of nerve root tension 
signs, suspicion of a pathologic change, cauda 
equina syndrome and MRI showing disc pro-
trusion or prolapse.

To rationalize the approach of LBP and to 
take account of emerging scientific evidence, 
clinical guidelines on the management of LBP 
have been issued in various countries. This 

Cancer
•  Age >50 or <17.
•  History. 
•   Unexplained weight loss of >10 kg 

within 6 months.
•  Failure to improve with therapy.
•   Pain persists for more than 6 weeks.
•  Pain at rest or at night.

Infection 
•  Severe pain. 
•   Persistent fever. 
•  History of intravenous drug abuse.
•  Recent bacterial infection.
•   Urinary tract infection or 

pyelonephritis.
•  Pneumonia.
•   Wound (eg, decubitus ulcer) in spine 

region.
•  Immunocompromised state.
•  Systemic corticosteroids.
•  Organ transplant.
•  Diabetes mellitus.
•   Human Immunodeficiency Virus 

(HIV).
•   Pain at rest.

Cauda Equina Syndrome 
•   Urinary incontinence or retention.
•   Saddle anesthesia.
•   Anal sphincter tone decreased or fecal 

incontinence.
•   Bilateral lower extremity weakness or 

numbness.

•   Progressive neurologic deficit.
•   Major motor weakness.
•   Major sensory deficit.

Significant herniated nucleus 
pulposus
•   Major muscle weakness (strength 3 

of 5 or less).
•   Foot drop.

Vertebral fracture 
•  Prolonged use of corticosteroids.
•  Age greater than 70 years.
•  History of osteoporosis.
•   Mild trauma over age 50 (or with 

osteoporosis).
•   Recent significant trauma at any age.

Abdominal Aortic Aneurysm 
•  Abdominal pulsating mass.
•  Atherosclerotic vascular disease.
•   Pain at rest or nocturnal pain.

Gastrointestinal/ Genitourinary
•  Abdominal tenderness.
•  Rebound tenderness.
•  Diarrhea/constipation.
•  Anuria, oliguria, polyuria.
•  Abnormal menses, dyspareunia.

General (weak test specificity)
•  Vertebral tenderness.
•  Limited spine range of motion.

Table 1: Red flags

•   History taking and physical examination to exclude red flags.
•   Diagnostic triage (nonspecific LBP, radicular syndrome, specific pathologic change).
•   Physical examination for neurologic screening.
•   Radiographs not useful for nonspecific LBP.
•   Consider psychosocial factors if there is no improvement.

Table 2: Recommendations for diagnosis of LBP •   Combat demoralization by assisting patients to change their view of their pain from 
overwhelming to manageable.

•   Assist patients to reconceptualize themselves as active, resourceful and competent.
•   Help patients in coping strategies and techniques to help them adapt and respond to 

pain and the resultant problems.
•   Teach patients how to anticipate problems proactively and generate solutions.
•   Attribute successful outcomes to their own efforts.

Table 5: Aims of a cognitive behavioral approach

Acute or Subacute Pain
•   Reassure patients (favorable prognosis).
•   Advise to stay active.
•   Prescribe medication if necessary – paracetamol, nonsteroidal anti-inflammatory 

agents, muscle relaxants or opioids.
•   Discourage bed rest.
•   Do not advise back-specific exercises.

Chronic Pain
•   Refer for exercise therapy.

Table 3: Recommendations for treatment of LBP

Psychiatric disorders 
•  Anxious, depressed, social withdrawal.
•  Misconception of danger of back disorders.
•  Somatization; poor sleep because of back pain.

Socioeconomic issues
•   Occupation related (heavy lifting, unsociable working hours, high mental workload, 

prolonged time off work, dissatisfaction with work, lack of work support, problems 
with claims or compensation, and no economic gain from resuming work).

•  Economic/ social hardships (eg, death in the family, divorce or loss of income).

Behavior 
•  Inappropriate or limited belief of improvement or ability to work.
•   Expectation that passive treatment (physical agents, extended bed rest) is better than 

active participation (exercise, walking, working). 
•  High fear-avoidance behavior scale score.
•   High kinesiophobia scale score.

Miscellaneous
•   Confusion about diagnosis and prognosis.
•   Misunderstandings about the cause of pain.
•  Negative experience with previous intervention for back pain.

Table 4: Yellow Flags

brings us to the question: is there a need for 
such a guideline to address the issue of LBP 
in the local population?

LBP can be managed successfully in the 
primary care setting through a program of 
activity modification, reassurance, short-
term symptom control and alteration of in-
appropriate beliefs about the correlation 
between back pain and impairment. Mul-
tiple evidence-based guidelines exist, but a 
fundamental concern is the current lack of 
knowledge on the best ways to change the 
behavior of clinicians.  
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June
10th International Conference of the Asian Clinical 
Oncology Society
13/6/2012 to 15/6/2012 
Location: Seoul, Korea 
Tel: (82) 2 3476 7700
Fax: (82) 2 3476 8800
Email: office@acos2012.org 
Website: www.acos2012.org 

15th International Congress of Infectious Diseases
13/6/2012 to 16/6/2012
Location: Bangkok, Thailand
Tel: (617) 277 0551
Fax: (617) 278 9113
Email: info@isid.org  
Website: www.isid.org/icid/

International Society for Stem Cell Research 
13/6/2012 to 16/6/2012
Location: Yokohama, Japan 
Tel: (847) 509 1944
Fax: (847) 480 9282
Email: isscr@isscr.org  
Website: www.isscr.org/annual_meeting_home.htm 

World Conference on Interventional Oncology 
14/6/2012 to 17/6/2012
Location: Chicago, Illinois, US 
Tel: (1) 202 367 1164
Fax: (1) 202 367 2164
Email: info@wcioonline.org 
Website: www.wcio2012.org

67th Annual Meeting of the Canadian Urological 
Association 
23/6/2012 to 27/6/2012
Location: Banff, Alberta, Canada 
Info: Canadian Urological Association  
Tel: (1) 450 550 3488
Fax: (1) 514 227 5083
Email: info@iseventsolutions.com 
Website: www.cuameeting.org 

15th World Congress of Pain Clinicians
27/6/2012 to 30/6/2012
Location: Granada, Spain
Info: Kenes International
Tel: (41) 22 908 0488
Fax: (41) 22 9069140
Email: wspc2012@kenes.com  
Website: www.kenes.com/wspc

ESMO 14th World Congress on  
Gastrointestinal Cancer
27/6/2012 to 30/6/2012
Location: Barcelona, Spain
Info: European Society of Medical Oncology 
Tel: (770) 751 7332
Fax: (770) 751 7334
Email: meetings@imedex.com
Website: www.worldgicancer.com 

July
30th International Congress of Psychology 
22/7/2012 to 27/7/2012
Location: Cape Town, South Africa 
Tel: (27) 11 486 3322 
Fax : (27) 11 486 3266
E-Mail: info@icp2012.com  
Website: www.icp2012.com  

17th World Congress on Heart Disease 2012
27/7/2012 to 30/7/2012
Location: Toronto, Ontario, Canada
Info: International Academy of Cardiology
Tel: (1) 310 657 8777     
Fax : (1) 310 659 4781 
E-Mail: Klimedco@ucla.edu 
Website: www.cardiologyonline.com 
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Upcoming
European Society of Cardiology Congress 2012
25/8/2012 to 29/8/2012
Location: Munich, Germany
Info: European Society of Cardiology
Tel: (33) 4 9294 7600     
Fax: (33) 4 9294 7601 
E-Mail: ascoregistration@jspargo.com 
Website: www.escardio.org/congresses/esc-2012 

15th Biennial Meeting of the European Society for 
Immunodeficiencies (ESID 2012)
3/10/2012 to 6/10/2012
Location: Florence, Italy
Tel: (41) 22 908 0488
Fax: (41) 22 732 2850
Email: esid@kenes.com
Website: www.kenes.com/esid 

42nd Annual Meeting of the International 
Continence Society 
15/10/2012 to 19/10/2012
Location: Beijing, China
Tel: (41) 22 908 0488
Fax: (41) 22 906 9140
Email: ics@kenes.com
Website: www.kenes.com/ics 

National Diagnostic Imaging Symposium 
2/12/2012 to 6/12/2012
Location: Orlando, Florida, US
Info: World Class CME 
Tel: (1) 980 819 5095
Email: office@worldclasscme.com
Website: www.cvent.com/events/national-diag-
nostic-imaging-symposium-2012/event-summary-
d9ca77152935404ebf0404a0898e13e9.aspx 

Asian Pacific Digestive Week 2012
5/12/2012 to 8/12/2012
Location: Bangkok, Thailand
Tel: (66) 2 748 7881 ext. 111
Fax: (66) 2 748 7880
E-mail: secretariat@apdw2012.org
Website: www.apdw2012.org

World Allergy Organization International Scientific 
Conference (WISC 2012)
6/12/2012 to 9/12/2012
Location: Hyderabad, India
Info: World Allergy Organization
Tel:  (1) 414 276 1791
Fax: (1) 414 276 3349
E-mail: WISC@worldallergy.org
Website: www.worldallergy.org
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One doctor tells of his evolving 
culinary creations at home in 

addition to crafting healthy 
traditional meals for the whole 

family. Rajesh Kumar reports.

Dr. Poh Beow 
Kiong is a 
d i e h a r d 

foodie.  His day job as 
a urology consultant 
at Singapore’s Changi 
General Hospital keeps 
him quite busy. But on 
occasional weekday 
evenings and the weekends, 
Poh takes on the role of a kitchen 
maestro, whipping up quick, healthy dinners for the 
family.

“Some � nd cooking to be a chore,” he says, “But I � nd 
it therapeutic. It relaxes me after a long day at work.”

Besides, the family doesn’t like to eat out. “Occasionally, 
when we do, it is on days when our kids go for swimming lessons. 
We buy takeouts rarely,” said Poh.

While he has not developed a signature style, Poh said his cooking 
has undergone a sort of evolution over the years.

“Ten years ago, we used to eat a lot of fried food and used more oil in 
our cooking. Now, we are more health conscious and tend to steam our � sh, 
vegetables and even chicken, rather than fry them.”

While healthy eating is the norm, Poh occasionally indulges in fatty food and believes cer-
tain traditional recipes shouldn’t be altered, no matter how calorie dense the dish may be.
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“Chinese fatty pork cooked in duck soya 
sauce, for example. That is an extremely 
greasy but sumptuous dish. And trying to 
cook it with anything other than fatty pork 
is pointless,” he said.

“Obviously, you don’t eat such food regu-
larly and need to burn o� the extra calories 
through vigorous exercise. Else, the coro-
nary arteries will clog up,” cautioned Poh. 

“But many special dishes, and the way 
they are cooked, are a part of our cultural 
heritage that needs preserving …You ask 
your mum how these are cooked, write 
down the recipes, add your tweaks over the 
years and pass them on to the next genera-
tion. That should never be lost!”

Is there a favorite dish he likes more over 
others? “My mother’s home cooked popiah is 
the best,” Poh said excitedly. Like chilly crab, 
popiah is among Singapore’s iconic dishes 
and that is prepared by wrapping a choice 
of cooked �llings in paper thin crepe, usually 
bought ready made from the market.

Dried shrimps and cooked pork, vegeta-
bles, mushrooms, crab meat and other in-
gredients can be mixed with boiled radish to 
make di�erent �llings. The crepe is used as it 

is and rolled up like a sushi roll after dabbing it 
with sweet sauce, hot chilli paste and stu�ng 
the �llings before cutting the rolls into pieces.

Poh’s culinary skills have endeared him 
to his family and the mother-in-law. He en-
courages his fellow physicians to try their 
hand at cooking and o�ers to share the rec-
ipe for a healthy snack, which anyone with  
negligible cooking skills can master: 

Take a chunk of egg tofu. Pan fry it, drain 
the excess oil on kitchen paper and cut into 
pieces. Chop and fry some garlic to pleasant 
golden brown color, sprinkle on tofu pieces 
and, voila! 

The natural sweetness of the egg tofu 
and light pungency of the fried garlic work 
so well together that you may not need a 
dipping sauce. Just make sure not to over-
cook the garlic, or it will taste bitter.

The cooking process continues even  
after you turn o� the heat. As the garlic turns 
light brown, turn the heat o� and drain out 
the excess oil before it overcooks. It’s not 
easy to brown the egg tofu. Pat it dry with 
kitchen paper, drizzle oil on a really hot pan 
and leave it to sizzle on one side for several 
minutes before turning it over.              

Photo credits: Changi General Hospital
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“You're a very lucky man Harry, 
you could have broken your nose!”

“I have good news and bad news. The bad news is that the DNA 
tests showed that it was your blood they found at the crime scene. 

The good news is your cholesterol is down to 120!”

“I've terrible news. 
You are not a hypochondriac!”

“I'm sick of being sick Doctor. 
Is there an illness other than 
the one I have that I might 

enjoy?”

“The place is empty. 
Everybody called in sick!”

“Enjoy your vacation. 
I'll tell you the bad news 

when you get back!”

“I thought you told me to go 
on a diet just to be mean!”
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