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World Health Day 2010 :

1000 Cities: 1000 Lives 

WHO is the directing and coordinating authority for health within
the United Nations system. It is responsible for providing leadership on 
global health issues, shaping the health research agenda, setting norms 
and standards, articulating evidence-based policy options, providing 
technical support to countries and monitoring and assessing health trends. 
In the 21st century, health is a shared responsibility and with increasing 
urbanization the theme chosen for World Health Day 2010 is 1000 Cities, 
1000 Lives: Urban Health Matters.The effect urbanization has  on our 
health  globally and individually  would bring forth many  health related 
challenges related to environment, sanitation, violence, injuries, non 
communicable diseases , diseases outbreaks and other life style diseases. 

There is thus an urgent need to equate  urbanization with health  to take an 
appropriate action now to ensure that  that the growing cities are made into 
healthy cities. WHO plans to raise the awareness about the  health 
challenges and to address them  through  urban planning  and inter 
sectorial action through local city governments to  take responsibility  and 
action for health  for sustainable development. The WHO Day 2010 
integrates the day with a sustained public health strategy /activity as 
demonstrated through a series of regular activities either at a 
street/local/national/regional level and the Day would start as a symbol
of sustained commitment to incorporate health more broadly in urban
public policy.

1000 cities 1000 lives - this campaign encourages the cities and the 
individuals to work across  multiple agencies with a wide range of partners  
to have most lasting impact on health .The global goal is for 1000 cities 
world over to take part in this movement. Closure of streets for motorized 
traffic for specific dates, clean up  activities, town hall meetings, promotion 
of social solidarity  by encouraging citizens to visit orphanages and patients 
in hospitals  and underprivileged communities  would be the unique 
features of  sustained WHO activity in 2010 .Citizens would be asked to 
provide examples of local urban health heroes who have made a significant 
health impact on health in their cities , internet uploads. Further World Expo 
at Shanghai between May - October 2010  and Global Forum in November 
2010 in Japan will ensure sustainability and continuity in the years to come. 
This  bring us to one core issue : what could be done for  Vadodara ?
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WHO Day 2010 is one of the best opportunities to kick start, contribute
and organize and plan the activities that are right for our city .This can
only be done  only  when  the policy makes, community  and the individuals  
can take part in the global campaign together .Implement the events in 
many different ways based on given priorities  such as organizing a walks,  
cycling rides, exercise in parks, laughter clubs, sales of fresh local 
products, car free zones, sports, health booths, etc. Thus the trends
are clear  that with urbanization and our health outcomes are being 
determined by  environmental, social and political factors. We need
to adopt a healthy urban living and  evolve collaborative mechanisms
to ensure that growing city is a healthy city. 

Dr. Niranjan Shendurnikar
Consultant Pediatrician

Use of Botulinum Toxin in the Management

of Cerebral Palsy : Our Experience

Cerebral Palsy is the most common neurodisability in children with
an incidence of 2.5 per 1000 births and a prevalence of 3.6 per 1000 in
the 8-year olds. At the KGP Children Hospital we enroll, on an average,
300-350 new cases of Cerebral Palsy every year. The therapies offered
to these children are listed in table 1. Antispasmodics are needed
when severe spasm is hindering functional improvement.

Therapy % of CP patients
Physical Therapy
Physiotherapy 100
Occupational Therapy 40
Speech Therapy 25
Play Therapy 25
Orthotic 20

Medical
Antiepileptics 16.07
Baclofen 07.17
Pacitane 07.14
Botulinum toxoid 05.2

Surgery
TC Lengthening 03.57
Club foot 01.79
Squint Surgery 05.36
Special Education 20.00

Table 1.
Therapies offered
to children with
cerebral palsy



PCKGP  Jan.  -  March  2010 4

Objective 

Functional improvement has been reported in children with cerebral palsy 
treated with botulinum toxin (BTxn), but an objective assessment of
their functional level before and after therapy is often lacking.
A prospective interventional study was undertaken to observe and
record objectively the effect of BTxn in various areas such as spasticity, 
functional length of muscle groups, gait and gross motor functional
level of  children with cerebral palsy.

Materials and Methods

The study was carried out at the Developmental Disability Clinic (MHC)
of the KGP Children Hospital during the period of one year between 
November 2008 and November 2009.The sample was selected from
those children who were attending the centre for at least one year.
The selection criteria were: (1) Children aged 3 to 14 years with spastic
and /or dystonic cerebral palsy (2) Those who were on regular 
physiotherapy for at least one year and showed no further gain or
worsening with ongoing physiotherapy (3) Focal spasticity with good
head and trunk control ready to participate in studies (as consented
by their parents). 

Out of 300 spastic Cerebral Palsy children attending physiotherapy for over 
a year, 25 were considered fit for BTxn therapy as per selection criteria.
The parents were counseled about the procedure, its advantages and 
disadvantages (including the cost). Parents of 15 children agreed for
the therapy. Each child had a detailed assessment for :

· Muscle charting for tone and power:

· Spasticity grades, using Modified Ashworth ( 1—3) 1, 

· Gait, using GARS (Gait Assessment Rating Scale 1—21 )2, 

· Functional level, using GMFCS(Gross Motor Functional 
Classification System1—5 )3, 

· Dynamic length for each group of muscles was assessed using 
the TARDIEU4 scale calculating R1 (the angle of first catch or 
dynamic length) and R2 (the angle of contracture).

The assessment before the therapy and at the time of follow up visits
was done by a team consisting of Pediatrician, Orthopedic surgeon
and Physiotherapists.
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The observations were recorded on especially designed proforma.
The pre-treatment records were labeled as record 1. 

The selection of muscle groups for injection of BTxn was based on clinical 
examination and posture assessment targeting the muscles which were 
most spastic and hindering the functional gain in the child. 

The dose of BTxn for the selected muscles was calculated by using
the reference charts provided with drug manual5 (e.g. DYSPORT
20 U/kg for diplegic  10U/kg for hemiplegic cerebral palsy; BOTOX
5-6 U/kg for large muscles and 2-4U/kg for small muscles).  It was injected 
at multiple points under short anesthesia and sedation and a plaster cast 
given for 2-3 weeks especially to the severely spastic children. These 
children were called daily for physiotherapy and taught active muscle 
strengthening exercises which were carried out at home as well.  

Follow up assessments were done for all children at 1, 3 and 6 months
after BTxn injections and labeled as record number 2, 3 & 4 respectively. 
Scores for GMFCS, GARS, ASHWORTH and TARDIEU were noted
at each follow up.

Observations
All the 15 children given BTxn therapy complied for the follow up
therapy and periodic reassessments. There were no drop outs.

In order to facilitate the comparison of performance over the period and
also between the improvements in various areas, the level of performance 
in each of the five areas assessed was represented as percentage of the 
best level. Thus GMFCS has 5 levels. So each level was assessed as
20%. The performance at level 1 was represented as 20% and at level
3 as 60%. Same principle was applied to other scales. For GARS which
has 21 levels, one level was valued as 5% (approximately) while in the 
spasticity scale with 3 levels one level was scored as 33%. The average 
percentage performance of the whole group of 15 children was computed
in each of the 5 areas at initial (pre therapy) visit and at each of the
3 follow-up visits (Table 2, Fig.1).
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Fig. 1 

Table 2: Mean performance expressed as percentage of the maximum 
expected  at the time of pre-Btxn and follow-up visits (2, 3 & 4)

           Test & Function      % performance at Visit

1 2 3 4

GMFCS (Gross Motor Function) 41.4 42.6 45.4 54.6

GARS (Gait) 14.29 23.2 30.48 39.38

Modified Ashworth (Spasticity) 42.7 66.7 73.4 81.0

Taredieu R1 (Angle of first catch) 50.9 64.58 68.63 70.96

Tardieu R2 (Angle of contracture) 67.9 77.57 80.49 82.71
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It was observed that the performance at each follow-up visit had improved
in all the 5 areas. Six months after the therapy, the average performance
of the group was very high (?70%) with respect to spasticity and dynamic 
length of the muscles (angle  of first catch). The performance in the gross 
motor function and gait was relatively at lower level. It  may be observed
that before the therapy, the performance was worst with respect to gait 
followed by muscle performance. The percentage improvement in each
of the 5 areas is shown in Fig. 2. It shows that as expected, the improvement 
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after 6 months of therapy was maximum with respect to spasticity -  from 
42.7% pre therapy to 81 % (38%), while the improvement in gross motor  
function (GMFCS)  was from 41.4% to 54.6% i.e. a meager 13.2%,
while GARS (gait) improved from 14.29 to 39.28 i.e. 25.4% 

Discussion
Botulinum toxin, released by Clostridium botulinum, blocks the release
of acetylcholine at neuro-muscular junction and prevents muscular spasm.  
It has been approved in USA for use in children over 12 years and in adults 
for treatment of torticollis, excessive underarm sweating, strabismus and 
blepharospasm. However, over the last decade, it has been used in children 
with Cerebral Palsy with an objective of reducing the spasticity. It is not a 
permanent cure. The effect lasts for about 3-6 months after which the 
muscles may become overactive again and another injection may be 
required at that point to give relief. It basically provides a stop-gap period of 
muscle relaxation which can be beneficially utilized to  strengthen the 
weaker antagonistic muscles and thereby help in functional gains. 

BTxn is available in various forms. Botox (mainly used in USA) and
Dysport (mainly used in Europe) are different preparations of the same 
toxin and need dose conversion- 1 unit of Botox equals 6 of Dysport 
(approximately). No significant difference in the efficacy of two compounds 
has been reported. BTxn is now being used in few centres in India.
The treatment is costly - BTxn for one session may cost anywhere between 
Rs 25,000 to Rs.30,000 for a 10 kg diplegic child. In private institutions
there is an add on for consultants and operation theatre. At our institute
not only the consultancy and procedure was free but the medicine was 
made available to the patient at a subsidized rate..

Administration of BTxn is technically not difficult and in some clinics
it is used as an outdoor procedure. Cost is the main deterrent. Of the
25 children who were initially found satisfying the selection criteria,
only 15 (60%) opted for the therapy. 

Parents of these children had observed that over a period of one year
or more, physiotherapy alone had no obvious benefits while there was good 
improvement within a month of BTxn therapy. Moreover, they had spent
a significant amount for the toxin. It is not surprising that they fully complied 
with the protocol - there were no drop outs.

As shown in table 2 and fig.1, there was improvement in each of the 5 areas 
assessed. The improvement at first follow up was maximum (24%)
in spasticity from a level of about 43% to 67% while it was least (1.2%)
in gross motor function from a level of 41.4%  to 42.6%.

The performance in all the five areas continued to improve throughout
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the six months and again it was observed (fig.2) that over 6 months
the improvement in spasticity was maximum (38.3%) while it was least 
(13.2%) in gross motor function.  

BTxn reduces the spasticity of muscles which results in the improvement
in the angle of first catch i.e. the dynamic length (R1). The improvement
in gait occurs next as the muscles become less stiff and physiotherapy 
builds up the power and technique. The angle of contracture (R2) depends 
on the residual state of contracture in the muscle and is difficult to 
overcome. BTxn is more effective in children with good dynamic length of 
muscle (R1) rather than in those with a fixed contracture (R2). The gross 
motor function (GMFCS) depends not only on the capabilities of the 
muscles but also on co- ordination of various movements at the cerebral 
level. The improvement in R2 and GMFCS was relatively poor - about
15 and 13% respectively.

This report covers a follow-up up to 6 months only. Three patients who
had initially  severe spasticity of multiple group of muscles, were 
considered for repeat botulinum toxin injections while the others are
under continued physiotherapy alone. It would be interesting to study
their subsequent status. 

Concluding Remarks
The paper presents our observations on the benefits of BTxn therapy to 
children with spastic cerebral palsy and a system of objective assessment 
of the improvement in various areas Such a system should be helpful not 
only to compare the improvement in various areas amongst themselves 
and over a period of time but also help in comparing reports from different 
centers as well as in comparing the efficacy of different management 
protocols (including drugs). The option of botulinum toxin should be 
considered  as an add on therapy to physiotherapy in genuinely selected 
spastic children with Cerebral Palsy. Reduction in spasticity is the primary 
effect of BTxn therapy and appears very early. Improvement in functional 
level and gait pattern is a secondary effect and depends not only on 
reduction of spasticity but also on building up muscle power and movement 
coordination. Strict compliance to post-BTxn physiotherapy is therefore 
necessary. These children need to be under surveillance in order to decide 
if and when BTxn therapy needs to be repeated.

(References are available with the authors)

Dr. Hitesh Bhambani
Senior resident doctor Physiotherapist

Dr. Dharti Hingarajia Dr. Ashok Bhatt
Physiotherapist Consultant Orthopedic Surgeon

Dr. Arun Phatak
Consultant Pediatrician

Dr. Meeta Saxena
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Managing a Dissatisfied Patient

Dr. Robert Goldwyn is a name in the field of plastic surgery that commands 
tremendous respect from plastic surgeons across the world. Now in his 
eighties, Dr. Goldwyn was holding the Chair at Harvard, Boston for most of 
his career of more than 46 years. He was also the editor of Plastic and 
Reconstructive Journal. As a student in plastic surgery, I used to enjoy his 
editorials which used to offer advice that one can expect from a man of
his standing.

Here is a review of his article “The dissatisfied Patient” from his book,
“The unfavorable result in Plastic Surgery, Avoidance and Treatment.” 
Though the article is written primarily for the plastic surgeon, the situations 
and solutions are useful for all of us.

The dissatisfied patient is a painful situation the author puts it as “ an 
unfortunate , stressful reality that can be avoided only by retiring from 
practice.”. Since this is not a practical solution for us, who have by choice 
entered in to this profession, various ways based on years of experience of 
the authors are suggested.

The Background
As physicians we always intend to help the patient in distress. At times
when we fail and find ourselves in a situation which is worse than what
we had thought off, we are already having a sense of frustration and
mental agony. On top of this we find patient and relatives who allege us
of incompetence, greed and what not! 

To add fuel to the spark and convert it in to fire there is omnipresent media. 
Stastically, most doctors are at the upper end of the socioeconomic ladder. 
It has remained a matter of delight for the media and the society to write, 
read and talk about those, whose talent  or wealth is considered to be 
unattainable. 

The average patient believes that the perfection is just round the corner and 
it happens in most of the cases. Yet when it does not, the failure is 
highlighted. What has changed in last few decades?

The author says “ Unlike 45 years ago, when I first began practice, patients 
today pointedly ask about your training, experience, capability and even 
previous malpractice suits”. The ubiquitous internet with all its scientific and 
scintiliting contents, will provide an answer that suits a patient in distress, 
just by googling few key words. 
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The reason for dissatisfaction
The author rightly says, we should be relieved if the patient is quite vocal 
about dissatisfaction. This would give us a chance to redress the  
complaints.  Unfortunately, most patients will not talk about dissatisfaction. 
It is imperative that we find out such situations early and handle it as 
sympathetically as possible. A patient who is supposed to keep 
appointment but skips it repeatedly, or a patient not clearing the bill should 
be explored for reasons. 

For many dissatisfied patient, reassurance is the answer. Simply, giving an 
honest reply to the patient about the condition combined with genuine 
efforts will take care of the most cases in our life. However, even after this 
there is no guarantee, that the patient or relatives will be satisfied.

Managing the dissatisfied patient
The author then writes about not the management but avoiding 
mismanagement in a given situation.  Here are some don'ts that would
help in the long run.

1. Do not point out – “I had told you before” – In today's scene, we 
always explain a patient complete course of the disease and its 
treatment including complications, before beginning the treatment. 
However, when some complication occurs, the patient will definitely 
complain and ask for the reasons. The author tells us “ We all know 
that loved ones will die, but few among us can accept that reality with 
equanimity, especially if death is sudden and consciously 
unanticipated” . Thus even if we have informed the patient, explain 
everything again without pointing out, “I had told you before”.

2. Avoiding the reality:  Do not contradict a patient who has pointed out 
an obvious complication, for example, post operative wound 
infection. This would hurt his ego and anger him. Rather, accept it and 
discuss ways of further management without compromising the 
ultimate outcome, like secondary closure.

3. Blaming the patient or becoming angry at the patient: When some 
thing goes wrong because the patient did not follow our instructions, 
we become angry. This anger is more due to frustration but it is 
perceived by the patient as an unprofessional behaviour. Under these 
circumstances, quietly explore the situation and during the 
conversation point out the fact to the patient. The attitude of the 
patient will certainly change. 

4. Being distant or unavailable: Never create a barrier between you 
and the patient when there is a problem. “We certainly would resent 
this attitude if, for example, a carpenter came to  our home, performed 
a task, did not produce the outcome we expected and then would not 
respond to our telephone calls.”  In case of complications “if the 
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doctor is hard to reach, the attorney is easy to reach”!
5. Ignoring pain: Sometimes, the pain is genuine, at other times it is just 

a way of expressing dissatisfaction. It is always advisable to find out 
objective or subjective cause of the pain and treat it rather than 
ignoring the complaint.

6. Failing to explain the structured treatment plan in good words: 
For example, while coming across the post operative wound 
infection, explain that the patient need to undergo dressing daily  and 
the wound would be resutured as soon as the infection is over. Avoid 
telling “Well I do not know when will it end”!

7. Neglecting the support system: Every patient has a dependable 
support system in the form of family, friend or a physician. Make that 
support system part of all discussions and management plan so that 
they are with you and not against you.

8. Failing to consult: If things appear to be out of control, get a senior 
colleague of the same speciality for a second opinion before patient 
seeks one. This will create a goodwill that you are genuinely 
concerned about the well being of the patient. “As a matter of 
professional gratitude, offer to pay charge on behalf of the patient 
rather than seeking a free advice” Most colleagues will be more than 
happy to help you.

9. Increasing the financial burden: As a mark of good gesture, waive 
off your professional fees for the treatment of complications. To be on 
a safer side, make a note of this with specific remarks “fees waived off 
to avoid additional financial burden” In the author's consent form, he 
always mentions that the patient is responsible for the expense that 
he may have to incur due to any complication. However, never refund 
a fee in cash without first consulting your malpractice lawyer.

Finally, author gives some valuable tips to be followed when we come 
across a dissatisfied patient from our colleague. He advises to avoid even 
an “oh, No!” when we first see such patient. He advises to emphasise to the 
patient that no doctor ever works to get an unfavourable results and if 
patient wishes, the case can be referred back to the primary physician. 

Dr. Hiren Bhatt, Plastic Surgeon

Foreign Body in Esophagus

A 12 months old child brought  with chief complaints of persistent vomiting
(7 to 8 times) since last 3-4 hours with irritability, excessively crying,
refusal  to feed, frothing from the mouth. Child was asymptomatic  4-5 hrs 
ago and after the onset of vomiting he was very distressed and  
uncomfortable. The clinical examination revealed an irritable child with 
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normal vital parameters, no  respiratory distress,  weak phonation, normal 
upper respiratory tract, SPO2 98%, bilateral equal air entry with no foreign 
sounds. X ray chest revealed no abnormality .With the available history and 
clinical examination  a provisional diagnosis of foreign body aspiration was 
suspected  and an urgent ENT referral and bronchoscopy planned.

After almost 8 hrs. of all complaints, bronchoscopy was done. It turned
out normal. Before sending patient back to the PICU, ENT surgeon
thought that child presented with persistent vomiting “why should not
we look for esophagus. Endoscopy of esophagus was done and there
was large fruit seed lodged in mid esophagus. It was removed. Further 
course was uneventful and patient was discharged next morning.

Most esophageal foreign bodies lodge at either the level of the 
cricopharyngeus (upper esophageal sphincter [UES]), the aortic arch, or 
just superior to the diaphragm at the gastroesophageal junction(lower 
esophageal sphincter [LES]). At least 30% of children with esophageal 
foreign bodies may be totally asymptomatic, so any history of foreign body 
ingestion should be taken seriously and investigated. An initial bout of 
choking, gagging and coughing may be followed by excessive salivation, 
dysphagia, food refusal, emesis, or pain in neck, throat or sternal notch 
regions. Respiratory symptoms such as stridor, wheezing, cyanosis
or dyspnea may be encountered if the esophageal foreign body impinges
on the larynx or membranous posterior tracheal wall. Cervical swelling, 
erythema, or subcutaneous crepitus suggest perforation of the oropharynx 
or proximal esophagus. Therapeutic endoscopy is indicated.
 

Dr. Milind Nene, Consultant ENT Surgeon

Dr. Jay Bhimani,  Pediatric Resident

Dr. Niranjan Shendurnikar, Consultant Pediatrician


