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ABSTRACT

well-being.

aspects of cancer.

services to the patients.

INTRODUCTION

WHO report showed that cancer is and will become
an increasingly important factor in the global burden
of the disease in the decades to come. The estimated
number of new cases each year is expected to increase
from 10 million in 2002 to 15 million by 2020." Cancer is
the second most frequent cause of death in developed
countries accounting for 21% and 7% of all deaths in the
developing countries.? Nepal has no systemic population
based cancer registry, the prevalence of the disease is
only based on rough estimates which indicate about 50
thousand people suffering from cancer in Nepal.?

The connection between the mind and the body is nothing
new to those involved in the practice and process of
psychology. Stress, a term that represents a variety of

Cancer has an unsetting reminder of the stubborn grain of unpredictability, uncertainty and injustice in the human
condition. It forces us to confront our lack of control over our own or others’ death. The aim of this review was to

acquire new knowledge on the scientific evidence based for an effect of psychosocial care on survival from cancer and

The different books, journals and web sites were searched for data base information on psychological and social

In the developed part of the world, there are well established psychosocial care unit, counseling services, support
group concept, palliative care, home hospice, etc but in Nepal where risk for developing cancer is nevertheless.

Diagnosis and treatment is being done, but no separate psychosocial unit attached to cancer hospitals.

Life expectancy of cancer patients can be prolonged by early diagnosis, appropriate treatment and psychosocial
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emotional states, has been proven to adversely affect
the immune system. Chronic repressed emotions and
chronic stress can reduce immune function, making
a person more susceptible to diseases and distress.
Individuals and families who face a diagnosis of cancer
experience varying levels of stress and emotional upset.
Depression in patients with cancer not only affects
the patients themselves but also has a major negative
impact on their families.

Cancer has been a dreadful disease of mankind from the
beginning of the civilization. When cancer grabs a person,
it leaves a life long impact and as some cancers have
known genetic link, their offspring also become scared
for acquiring the same disease. Stress level is very high
amongst those who are associated with cancer, either
suffering from the disease or a family member, relative
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or friend of the sufferer. Uncertainty is a common
experience that characterizes the life of a cancer
patient during the survival period following diagnosis
and treatment. Their material conditions of life and
their position in the social structure greatly affect their
behavior, which in turn affect their health. In addition,
influences on behavior, loosely categorized as culture,
appear to affect patterns of eating, drinking and social
relationship; and may be relatively independent of
current material conditions.

Illness takes meaning as suffering, because of the way
this relationship between body and self is mediated by
cultural symbols of a religious, moral, or spiritual kind.
Suffering encompasses many dimensions which include
physical, psychological, social, emotional and spiritual
aspects. Being submissive to the belief that it is Karma
(destiny, based on one’s actions), or God’s will, or even a
curse, is a frequent way in which South Asian communities
deal with the social impact of the disease. Language
can be very powerful-social stigmata associated with
cancer are so deeply engrained that critical terms are
commonly used without taking into consideration the
psychological impact it can cause on a cancer survivor.
Remarks such as “This problem is spreading like cancer”
can be rather disturbing for those who are living with
cancer. Communication is another major problem, what
to speak or not to speak about it, or whether to make a
big deal of it or to ignore it, really makes a difference.
People have different fears: about the future and the
unknown.

Cancer brings particular cultural meaning to the person.
Local cultural orientations organize our conventional
common sense about how to understand and treat
illness experience that it is always culturally shaped.
But conventional expectations about illness are altered
through negotiations in different social situations and
in particular webs of relationships.* The importance
of assessing and understanding the meaning of cancer
to the patient and in integrating an awareness of
information provision, family support, coping strategy
enhancement and using writing to facilitate adjustment
are considered. The main evidence-based psychological
therapies and their impact on survival are highlighted
in psychosocial oncology.’> Therefore, there is need
to implement the concept of psychosocial care in the
health care delivery system of Nepal.

We searched related literatures from 1998-2008;
different books, journals, news papers and web sites
(Google, HINARI, Blackwell, Science direct, Medline,
etc.) were searched with the keywords psychological,
social aspects and psychosocial care related to cancer.
Citations were compiled manually and reviews were
identified. The 16 studies were included, which were
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related to factors and care associated with psychosocial
oncology.

The limited existing literature points to high levels
of psychological morbidity, rates of psychological
distress from 30 to 45.4% being reported. A study done
in Queensland, Australia among 269 women followed
prospectively for three years following the diagnosis
of early breast cancer revealed 50% clinically anxious,
depressed, or both.® A survey in England of women
with breast cancer showed that among several factors,
depression was the strongest predictor of emotional and
behavioral problems in their children.” Fear of death,
disruption of life plans, changes in body image and
self-esteem, changes in social role and lifestyle, and
financial and legal concerns are significant issues in the
life of any person with cancer, yet serious depression
or anxiety is not experienced by everyone who is
diagnosed with cancer. Just as patients require ongoing
evaluation for depression and anxiety throughout their
course of treatment, so do family caregivers. In a study
of family caregivers of patients in the palliative phase
of illness, both male and female caregivers experienced
significantly more anxiety than normal samples, while
there was an increased incidence of hospital anxiety and
depression.?

Chronic illness brings about debilitating and life-
endangering impacts on the patient. It interferes with his
daily activities, earning capacity, his social and familial
relationships and his sexual activities. Acute depressions
are very frequent, sometimes accompanied by marked
suicidal tendencies.

Percentage Distribution related to Suicidality among
Cancer Patients

13

‘-

M Suicidal ideation ~ m Suicidal attempt Requested euthanasia

Figure 1. Percentage distribution related to suicidal

tendency among cancer patients

Many epidemiological studies have indicated that the
risk of suicide in cancer patients is higher than that of
the general population. Figure 1 depicts that of 1713
psychiatric referrals, 62 (3.6%) were related to suicidality,
including 44 cases with suicidal ideation, 10 suicide
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attempts and eight cases who had requested euthanasia
and/or continuous sedation. Most of the patients suffered
fromphysical distress and/or psychiatric disorders. These
findings suggest that suicidal cancer patients suffer
from complicated physical and psychological distress.® A
50 years male, suffering from colon cancer of Morang
district of Nepal committed suicide due to physical
distress (pain) and lack of money for treatment.

Cancer raises multiple psychological difficulties not
only to the patient and his/her family, but also to
the physicians and other members of the care team.
Interactions among and between all these people are
complex. Psychological support for patients aims at
offering harmonious treatment progression and quality
of life similar to that experienced before cancer.

DeVries et al revealed that there is a positive correlation
between social support and level of health. Social
support is implicated to have a buffering effect on
stress response, which is closely tied to the endocrine
system through the hypothalamic-pituitary-adrenal
axis." Social supports may play a physiologic role in
modulation of health through the stress response system.
Chronic exposure to psychosocial stress may alter the
hypothalamic-pituitary-adrenal axis function. Social
support promotes adaptive behavior and modulates the
hypothalamic-pituitary-adrenal axis response in the
face of stressful situations and the threat of ill health.
However, it is difficult to determine the significance
of social support on health due largely in part to the
multidimensional nature of social support.™

Social support in the face of a diagnosis, regarded as a life
crisis, can impact the course of the disease, positively
or negatively. Cancer patient’s need for support is often
extended beyond the initial diagnosis and well into
the treatment phase and frequently beyond remission.
Cancer and its associated treatments may require a
fundamental change in lifestyle, which prompts the
person to question their personal identity and self
worth. It is important to consider the amount and type
of social support that will be available as adjustment
to this diagnosis made. Literatures addressed that there
is very little information addressing negative aspects
associated with social support; however it bears noting
that these aspects do exist and can greatly impact a
person’s ability to give and receive support.

The psychosocial issues in persons facing life threatening
illness like cancer are influenced by individual, socio-
cultural, medical and family factors. The diagnosis of
cancer indicates the end of life and thoughts turn to
death and dying with the sudden realization that death
is waiting around the corner. Living with a diagnosis
of cancer can create a great deal of emotional stress.
Treatment, the fear of a relapse, and generalized distress
that results from living with the day-to-day physical
problems often associated with a cancer diagnosis can

create new or worsen existing psychological distress. In
addition, both physical and psychological impairments
can lead to significant social problems. A number of
interventions have beenidentified and used, some of them
drawn from theoretical or conceptual frameworks and
others based on research and/or empirical testing. The
most effective delivery of psychosocial health services
should include the following components: identifying
the population affected by psychosocial health issues
who are most likely to be adversely affected by them;
developing an appropriate plan for them; connecting
and referring patients to appropriate psychosocial health
services; giving them adequate support in managing
their disease; coordinating psychosocial with biomedical
healthcare; and ensuring appropriate follow-up so that
the adequacy of interventions can be determined and
changed, if necessary."

Psychosocial interventions designed for this purpose
should be divided into five categories: prevention,
early detection, restoration, support and palliation.
Firstly, preventive interventions are designed to avoid
the development of predictable morbidity secondary to
treatment and/or disease. Secondly, early detection of
patients’ needs or problems refers to the assumption
that early interventions’ could have therapeutic results
superior to those of delayed support, both for quality
of life and survival. Thirdly, restorative interventions
refer to actions used when a cure is likely, the aim being
the control or elimination of residual cancer disability.
Fourthly, supportive rehabilitation is planned to lessen
disability related to chronic disease, characterized
by cancer illness remission and progression. Lastly,
palliation is required when curative treatments are
likely to be ineffective and when maintaining or
improving comfort becomes the main goal. These needs
may be common to cancer patients in all cultures. Many
patients, however, will not raise psychosocial concerns
without prompting. Therefore, there is need to address
an awareness of these concerns, willing to spend the
time that is required for detection, evaluation and
alleviation. The result is enhanced quality of life as
the patient is studied in the domains of living that are
important, extending across the continuum of care from
diagnosis to palliative care. The important prevalence of
psychosocial problems and psychiatric disturbances that
have been reported in oncology, underlines the need for
comprehensive psychosocial support for cancer patients
and their families. Psychosocial support is designed to
preserve, restore or enhance quality of life.

Psychological interventions are often multidisciplinary,
with a variety of content. The type of psychological
intervention ranges from information and education to
more sophisticated support program including directive
(behavioral or cognitive) therapies, or non-directive
(dynamic or supportive) therapies. Social interventions
usually include financial, household, equipment, and
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transport assistance depending on individual and
family needs and resources. These interventions may
be combined with the prescription of pharmacological
(psychotropic, analgesic), physical, speech or
occupational therapies, especially in rehabilitation
program. Health care services devoted to delivery of
these interventions are hospitals, hospices or home-
based systems organized very differently depending
on already available community resources and local
practices.' The literatures support the idea of a positive
affect of social support and psychosocial wellbeing.'>"®

Cancer affects everyone-the young and old, the rich
and poor, men, women and children and represents a
tremendous burden on patients, families and societies.
Cancer is one of the leading causes of death in the world,
particularly in developing countries due to expensive
treatment, no health insurance system and lack of
awareness, etc.

Developing countries like Nepal, where social exclusion
is often a product of historical developments, including
colonialism, involves the lack of resources, rights,
goods and services, and the inability to participate in
the normal relationships and activities, available to the
majority of people in a society, whether in economic,
social, cultural or political arenas. Nepal is a male
dominated country, caste/ethnic system still exists, the
poor are becoming poorer and the rich becoming richer
due to social and/or political discrimination. The effect
of psychosocial intervention on the length of survival of
cancer patients has been assessed in different studies
and interventions and was found positively correlated
with cancer survival. Quality of life refers not only to
psychosocial distress and adjustment-related problems
but also to the management of cancer symptoms and
treatment of side-effects.

Psychotherapy may be the most critical intervention
for the people whose psychological blocks may have
contributed to or resulted due to their disease. If a belief
that the person is unworthy of the positive things that
life has to offer is embedded in his/her subconscious,
then the person may not feel worthy of healing.

An extensive review of literatures revealed that a
diagnosis of cancer can lead to feelings of anxiety, lack
of control and presumptions of uncertain and insecure
future. A strong social support network can buffer some
of these feelings and successfully help the patient
cope and progress through treatment and illness.
Social support has been shown to exert a positive and
an important influence on the patients adapting to the
changes in their life that accompany a diagnosis of cancer.
There is a strong need to implement psychosocial care
concepts, besides the health facilities where diagnosis
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and treatment of cancer is being done. It is better to
have counseling services and anonymous support groups
to share their experiences with each other in specialized
cancer hospitals as they required long term treatment
and life long follow-up.

Cancer is a multi-factorial disease. For this reason, its
treatment should take into consideration all factors, and
not just the physical one. Research proves that a more
holistic approach to cancer is more effective than the
medical approach alone.
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INTRODUCTION

Journal of Nepal Health Research Council (JNHRC)
an official, peer reviewed, biomedical journal of the
Nepal Health Research Council (NHRC) since 2003. It
is published biannually and publishes articles on the
following category: Original Article, Review Article, Case
Report, Viewpoint and Letter to the Editor.

The aim of JNHRC is to increase the visibility and ease
of use of open access scientific and scholarly articles
thereby promoting their increased usage and impact.
Hence, JNHRC grant the permission to read, download,
copy, distribute, print, search or link to the full texts
of articles available online at www.jnhrc.com.np freely.
Authors do not have to pay for submission, processing or
publication of articles in JNHRC.

SCOPE OF THE JOURNAL

The journal publishes articles related to researches done
in the field of biomedical sciences related to all the
discipline of the medical sciences, public health, health
care management, including ethical and social issues
pertaining to health. The journal gives preference to
clinically oriented studies over experimental and animal
studies. The Journal would publish peer-reviewed original
research papers, case reports, systematic reviews and
meta-analysis. Editorial, Guest Editorial, Viewpoint and
letter to the editor are solicited by the editorial board.

THE EDITORIAL PROCESS

The manuscripts will be reviewed for possible publication
with the understanding that they are being submitted
to one journal at a time and have not been published,
simultaneously submitted, or already accepted for
publication elsewhere. On an average, 25-30% of the
manuscripts are rejected by the editors before a formal
peer-review starts.

The Editors review all submitted manuscripts initially.
Manuscripts  with insufficient originality, serious
scientific and technical flaws, or lack of a significant
message are rejected or if good article are written
poorly then author are requested to re-submit after the
revision according to JNHRC format. All manuscripts
received are duly acknowledged. Manuscripts are sent
to two expert reviewers without revealing the identity
of the contributors to the reviewers. Each manuscript is

meticulously reviewed by the JNHRC editor based on the
comments from the reviewers and takes a final decision
on the manuscript. The contributors will be informed

about the

reviewers' comments and acceptance/

rejection of manuscript.

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

INSTRUCTIONS TO AUTHORS

Manuscripts must be prepared in accordance with
"Uniform requirements for Manuscripts submitted to
Biomedical Journals” developed by the International
Committee of Medical Journal Editors (October 2006).
The uniform requirements and specific requirement
of JNHRC are summarized below. Before sending a
manuscript authors are requested to check for the latest
instructions available. Instructions are also available
from the website of the journal (www.jnhrc.com.np).

Types of manuscript and word limits

Article: Randomised controlled trials,
interventional studied, studies of screening and
diagnostic test, outcome studies, cost effectiveness
analyses, case-control series and surveys with
high response rate. Up to 2500 words excluding
references (up to 30) and abstract (up to 250).

Review Article: Systemic critical assessments
of literature and data sources. Up to 3000 words
excluding references (up to >50 but <100) and
abstract (250).

Case Report: new/interesting/very rare cases with
clinical significance or implications can be reported.
Up to 1000 words excluding references (up to 10)
and abstract (up to 100), up to three photographs.

Viewpoint: These articles are personal views and
allow you to express your own point of view on any
issues relevant to health. We like these to include
controversial subjects. Up to 800 words excluding
reference (up to 5-8).

Letter to the Editor: Should be short, decisive
observation. They should not be preliminary
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observations that need a later paper for
validation. Up to 400 words and 5 references.

Limits for number of images and tables: for all the
above-mentioned categories the number of images and
tables should not be more than one per 500 words.

MANUSCRIPT SUBMISSION

Manuscripts must be submitted in clear, concise English
language. Please submit one original and two photocopies
of the manuscript and three sets of the original figures
along with a Forwarding, Authorship and Declaration
letter, sample is available in the JNHRC Forum. Authors
also have to include a diskette (preferably CD) along
with hard copies. All authors must give signed consent to
publication in a letter sent with the manuscript. Note:
An electronic copy of the article is mandatory through
email. Authors should send their manuscripts to:

The Chief Editor

Journal of Nepal Health Research Council

NHRC Building, P.O. Box 7626

Ramshah Path, Kathmandu, Nepal.

Email: editor@jnhrc.com.np

Web: www.jnhrc.com.np

JNHRC Forum www.xenomed.com/forums/jnhrc

MANUSCRIPT PREPARATION

The manuscript must be typed double-spaced on one
side only on A4 size white paper with Arial Font, size
of 12 points. Margins should be a minimum of 25 mm.
Number each page at top right. The pages should be
numbered consecutively, beginning with the title page.
Each section of the manuscript should commence
on a new page in the following sequence: title page
and running head, structured abstract, key words,
introduction, materials and methods, result, discussion,
conclusion, acknowledgement, references, tables and
figures with caption list. Particular attention should be
taken to ensure the manuscript adheres to the style of
the journal in all respects. Please do not use any signs
for e.g. “&” for “and” or “@” signs for “at the rate” and
related signs; however, you can use abbreviations used
in standard text books, provided the full form has been
given when it first appears in the text.

The text of original articles should be divided into
sections with the headings: Abstract, Key words,
Introduction, Methods, Results, Discussion, References,
Tables and Figure legends. For case report: Abstract, Key
words, Introduction, Case Report, Discussion, Reference,
Tables and Figure Legends.
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TITLE PAGE
The title page should carry

1. Type of manuscript (e.g. Original article, Case
Report, Review Article etc)

2. The title of the article, which should be concise,
but informative;

3. Running title or short title not more than 50
characters;

4. The name by which each contributor is known (
First name, Middle name and Last name), with his
or her highest academic degree(s) for record and
institutional affiliation;

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

6. The name, address, phone numbers, facsimile
numbers and e-mail address of the contributor
responsible  for correspondence about the
manuscript;

7. The total number of pages, total number of
photographs and word counts separately for
abstract and for the text (excluding the references
and abstract);

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

9. Acknowledgement, if any; one or more statements
should specify

i.  contributions that need acknowledging but do
not justify authorship, such as general support
by a departmental chair;

ii. acknowledgments of technical help; and

iii. acknowledgments of financial and material
support, which should specify the nature of the
support. This should be included in the title
page of the manuscript and not in the main
article file.

10. If the manuscript was presented as part at a
meeting, the organization, place, and exact date
on which it was read.

11. Registration number of clinical trials.

Conflict of Interest Notification Page

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



ABSTRACT

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

INTRODUCTION

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

METHODS

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

Selection and Description of Participants: Describe
your selection of the observational or experimental
participants (patients or laboratory animals, including
controls) clearly, including eligibility and exclusion
criteria and a description of the source population.
Because the relevance of such variables as age and sex
to the object of research is not always clear, authors
should explain their use when they are included in
a study report; for example, authors should explain
why only subjects of certain ages were included or
why women were excluded. The guiding principle

should be clarity about how and why a study was
done in a particular way. When authors use variables
such as race or ethnicity, they should define how they
measured the variables and justify their relevance.

Technical information: Identify the methods, apparatus
(give the manufacturer's name and address in
parentheses), and procedures in sufficient detail to allow
other workers to reproduce the results. Give references
to established methods, including statistical methods
(see below); provide references and brief descriptions
for methods that have been published but are not well
known; describe new or substantially modified methods,
give reasons for using them, and evaluate their
limitations. Identify precisely all drugs and chemicals
used, including generic name(s), dose(s), and route(s)
of administration.

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

Note: Authors submitting review article should include
a section describing the methods used for locating,
selecting, extracting, and synthesizing data. These
methods should also be summarized in the abstract

Ethics

When reporting studies on human, indicate whether
the procedures followed were in accordance with the
ethical standards of the responsible committee on
human experimentation (institutional or regional) and
with the Helsinki Declaration of 1975, as revised in
2000 (available at http://www.wma.net/e/policy/17-c_
e.html). Do not use patients’ names, initials, or hospital
numbers, especially in illustrative material. When
reporting experiments on animals, indicate whether the
institution’s or a national research council’s guide for,

Reporting Guidelines for Specific Study Designs

Initiative  Type of study Source

CONSORT  randomized controlled trials www.consort-statement.org

STARD studies of diagnostic accuracy www.consort-statement.org/stardstatement.htm

QUOROM  systematic reviews and meta-analyses = www.consort-statement.org/Initiatives/MOOSE/moose.pdf

STROBE observational studies in epidemiology =~ www.strobe-statement.org

MOOSE meta-analyses of observational studies www.consort-statement.org/Initiatives/MOOSE/moose.pdf
in epidemiology
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or any national law on the care and use of laboratory
animals was followed.

Evidence for approval by a local Ethics Committee (for
both human as well as animal studies) must be supplied
by the authors on demand. Animal experimental
procedures should be as humane as possible and the
details of anesthetics and analgesics used should be
clearly stated. The ethical standards of experiments
must be in accordance with the guidelines provided by
the CPCSEA (animal) and ICMR (human). The journal will
not consider any paper which is ethically unacceptable.
A statement on ethics committee permission and
ethical practices must be included in all research
articles under the ‘Materials and Methods’ section.

Statistics

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

RESULTS

Present your results in logical sequence in the text,
tables, and illustrations, giving the main or most
important findings first. Do not repeat all the data in
the tables or illustrations in the text; emphasize or
summarize only the most important observations. Extra
or supplementary materials and technical detail can
be placed in an appendix where they will be accessible
but will not interrupt the flow of the text, or they can
be published solely in the electronic version of the
journal.

When data are summarized in the Results section, give
numeric results not only as derivatives (for example,
percentages) but also as the absolute numbers from
which the derivatives were calculated, and specify the
statistical methods used to analyze them. Restrict tables
and figures to those needed to explain the argument of
the paper and to assess supporting data. Use graphs as an
alternative to tables with many entries; do not duplicate
data in graphs and tables. Avoid nontechnical uses of
technical terms in statistics, such as “random” (which
implies a randomizing device), “normal,” “significant,”
“correlations,” and “sample.”

I \\RC Vol. 7 No. 1 Issue 14 Apr 2009

Where scientifically appropriate, analyses of the data by
such variables as age and sex should be included.

DISCUSSION

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

Link the conclusions with the goals of the study but avoid
unqualified statements and conclusions not adequately
supported by the data. In particular, avoid making
statements on economic benefits and costs unless the
manuscript includes the appropriate economic data and
analyses. Avoid claiming priority or alluding to work that
has not been completed. State new hypotheses when
warranted, but label them clearly as such.

REFERENCES

References should be numbered consecutively in the
order in which they are first mentioned in the text (not
in alphabetic order). Identify references in text, tables,
and legends by Arabic numerals in superscript with
square bracket after the punctuation marks. References
cited only in tables or figure legends should be numbered
in accordance with the sequence established by the first
identification in the text of the particular table or figure.
Use the style of the examples below, which are based on
the Citation Medicine formats used by the NLM in Index
Medicus. The titles of journals should be abbreviated
according to the style used in Index Medicus. Use
complete name of the journal for non-indexed journals.
Avoid using abstracts as references. Information from
manuscripts submitted but not accepted should be cited
in the text as "unpublished observations” with written
permission from the source. Avoid citing a "personal
communication” unless it provides essential information
not available from a public source, in which case the
name of the person and date of communication should
be cited in parentheses in the text. Include the last
names and initials of the authors, title of article,
name of publications, year published, volume number,
and inclusive pages. The style and punctuation of the
references should conform to the following examples.
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The commonly cited types of references are shown here,
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bsd/uniform_requirements.html or http://www.ncbi.
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Tables

Tables should be self-explanatory and should not duplicate
textual material. Tables with more than 10 columns and
25 rows are not acceptable. Number tables, in Arabic
numerals, consecutively in the order of their first citation
in the text and supply a brief title for each. Type or print
each table with double spacing on a separate sheet of
paper. Number tables consecutively in the order of their
first citation in the text and supply a brief title for each.
Do not use internal horizontal or vertical lines. Give
each column a short or an abbreviated heading. Authors
should place explanatory matter in footnotes, not in
the heading. Explain all nonstandard abbreviations in
footnotes, and use the following symbols, in sequence:
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Identify statistical measures of variations, such as
standard deviation and standard error of the mean.

Be sure that each table is cited in the text.

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

Figures (lllustrations)

Graphs, charts, diagrams or pen drawings must be drawn
by professional hands in Indian ink (black) on white

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

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

Photomicrographs should have internal scale markers.
Symbols, arrows, or letters used in photomicrographs
should contrast with the background.

Photographs of potentially identifiable people must
be accompanied by written permission to use the
photograph.

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

Legends for Figures (lllustrations)

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

Units of Measurement

Measurements of length, height, weight, and volume
should be reported in metric units (meter, kilogram, or
liter) or their decimal multiples.
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Temperatures should be in degrees Celsius. Blood
pressures should be in millimeters of mercury, unless
other units are specifically required by the journal.

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

Abbreviations and Symbols

Use only standard abbreviations; use of nonstandard
abbreviations can be confusing to readers. Avoid
abbreviations in the title of the manuscript. The
spelled-out abbreviation followed by the abbreviation in
parenthesis should be used on first mention unless the
abbreviation is a standard unit of measurement.
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work shall not be published elsewhere in any language
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intellectual content and on (c) final approval of the
version to be published. Authors may include explanation
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informed. If the same paper appears simultaneously
elsewhere or has previously been published or appears in
a future publication, then the author will be black-listed
for the JNHRC and future articles of the author will be
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Forwarding letter: The covering letter accompanying
the article should contain the name and complete postal
address of one author as correspondent and must be
signed by all authors. The correspondent author should
notify change of address, if any, on time.

Declaration: A declaration should be submitted stating
that the manuscript represents valid work and that
neither this manuscript nor one with substantially similar
content under the present authorship has been published
or is being considered for publication elsewhere and the
authorship of this article will not be contested by anyone
whose name(s) is/are not listed here, and that the order
of authorship as placed in the manuscript is final and
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Electronic version of manuscripts

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

Sending a revised manuscript

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

If the manuscript is submitted online, the contributors’
form and copyright transfer form has to be submitted
in original with the signatures of all the contributors
within two weeks from submission. Hard copies of the
images, for articles submitted online, should be sent to
the journal office at the time of submission of a revised
manuscript.
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Forwarding letter
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Previous publication / presentations mentioned
Source of funding mentioned

Conflicts of interest disclosed

Authors

Complete author information

Author for correspondence, with e-mail and

telephone numbers

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

Presentation and format

Manuscript with Double spacing
Margins 2.5 cm from all four sides

Title page contains all the desired information (vide
supra)

Running title provided (not more than 50
characters)
Abstract page contains the full title of the

manuscript

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

Structured abstract provided for an original article
Key words provided (three or more)
Introduction of 75-100 words

Headings in title case (not ALL CAPITALS,
underlined)

not

References cited in superscript in the text without
brackets

References according to the journal’s instructions.

Grammar

Use correct grammar, and word

synthesis

punctuation

Abbreviations spelt out in full for the first time
Spell out - single-digit numbers (1-9) except when
beginning a sentence and use numerals for all
others

Numerals at the beginning of the sentence spelt out

Tables and figures

Number within specified limits.

No repetition of data in tables/graphs and in text
Actual numbers from which graphs drawn, provided
Figures necessary and of good quality (colour)

Table and figure numbers in Arabic letters (not
Roman)

Labels pasted on back of the photographs (no names
written)

Figure legends provided (not more than 40 words)

Patients’ privacy maintained written

permission enclosed)

(if not,

Credit note for borrowed figures/tables provided

Manuscript provided on a floppy
spacing)

(with single
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