
E-Journal
Of Science, Medicine And Education

INTERNATIONAL

JULY 2017  |  IeJSME 2017 VOL 11 (2) ISSN 2231-8194

NMR-Based Metabogram



i

Editorial Board

EDITORIAL 
INTERNATIONAL E-JOURNAL OF SCIENCE, MEDICINE AND EDUCATION (IEJSME) 

INTERNATIONAL ADVISORS 
PROFESSOR JAMES A DICKINSON 
Professor of Family Medicine and Community Health Sciences 
University of Calgary, Canada 

PROFESSOR RON HARDEN 
Director of Education 
The International Virtual Medical School, United Kingdom 

PROFESSOR DAVID WILKINSON 
Head 
School of Medicine, University of Queensland 

EDITOR-IN-CHIEF 
PROFESSOR DR PATRICIA LIM KIM CHOOI 

DEPUTY EDITOR-IN-CHIEF 
ASSOCIATE PROFESSOR DR MUNEER GOHAR BABAR 

EDITORIAL BOARD 
PROFESSOR DR MAK JOON WAH (IMU) 

PROFESSOR DATO’ DR JAI MOHAN (IMU) 

PROFESSOR DATO’ DR KANDASAMI PALAYAN (IMU) 

PROFESSOR DATO’ DR SIVALINGAM NALLIAH (IMU) 

PROFESSOR DR TENG CHEONG LIENG (IMU) 

ASSOCIATE PROFESSOR DR LIM KEAN GHEE (IMU)

PROFESSOR DR PAUL CHEN (MALAYSIA)

DATUK DR LOKMAN HAKIM BIN SULAIMAN 
(MINISTRY OF HEALTH MALAYSIA)

DR GOH PIK PIN (MINISTRY OF HEALTH MALAYSIA)

DR ROZITA HALINA TUN HUSSEIN 
(MINISTRY OF HEALTH MALAYSIA)

PROFESSOR DR RAY WILKS (AUSTRALIA) 

EDITORIAL ASSISTANT 
DR IVAN YAP KOK SENG 

EDITORIAL ADDRESS 
PROFESSOR DR PATRICIA LIM KIM CHOOI 
Editor-in-chief 
International e-Journal of Science, Medicine and Education 
126, Jln Jalil Perkasa 19, Bukit Jalil, 57000 Kuala Lumpur, MALAYSIA



ii

Contents

EDITORIAL

Metabonomics in translational research – Current status 1
Yulan Wang

REVIEW ARTICLE

Narrative Medicine: An unexplored perspective in the medical curriculum to enhance 4 
patient-centredness and empathy in medical students 
Chandramani Thuraisingham, Sivalingam Nalliah

ORIGINAL ARTICLE

Gender, citizenship and health-related quality of life: An overall perspective from 14 
Malaysia
Makmor Tumin, Ahmad Farid Osman, Nurhidayah Abdullah, Sook Lu Yong

CASE REPORT

Vigilance in detecting traumatic blunt neck injuries: A case report 24
Mohd Razaleigh Yusof, Tony Yong Yee Kong, Andee Dzulkarnaen Zakaria

Occult primary spontaneous pneumothorax 30
Yong-Ting Tai, Chin-Voon Tong



1

1Key Laboratory of Magnetic Resonance in Biological Systems, State Key Laboratory of Magnetic Resonance and Atomic and Molecular Physics, 
Wuhan Centre for Magnetic Resonance, Wuhan Institute of Physics and Mathematics, Chinese Academy of Sciences, Wuhan, 430071, PR CHINA 
2Collaborative Innovation Centre for Diagnosis and Treatment of Infectious Diseases, Hangzhou, PR CHINA

Address for Correspondence: 

Dr Yulan Wang, Key Laboratory of Magnetic Resonance in Biological Systems, State Key Laboratory of Magnetic Resonance and Atomic and Molecular 
Physics, Wuhan Centre for Magnetic Resonance, Wuhan Institute of Physics and Mathematics, Chinese Academy of Sciences, Wuhan, 430071, PR CHINA 
Email: yulan.wang@wipm.ac.cn

Metabonomics in translational research – Current status
Yulan Wang1,2

Editorial IeJSME 2017 11(2): 1-3

The move towards precision medicine requires an 
in-depth understanding of how both internal (e.g. 
genetics) and external (e.g. environment) factors 
impact the risk of disease development and treatment 
outcomes. Genetic information can provide rich 
information on disease classification and susceptibility, 
while environmental factors, such as drug exposure, 
lifestyle and gut microbiota can contribute to disease 
development and diverse responses to drug treatments. 
Disease phenotypes resulting from the interplay between 
genetic and environmental factors manifest through 
different perturbations of metabolic compositions 
that can be measured by various metabolic profiling 
techniques. In this editorial, advances in metabolic 
profiling techniques and their applications in 
translational medicines are summarised.

Advances in translational research in the field of 
precision medicine are expected to be facilitated by 
the development of new metabolic profiling platforms. 
Quantitatively detecting as many metabolites as 
possible with the highest sensitivity and throughput 
is the ultimate goal of metabolic profiling techniques. 
Currently, metabolite detection in biofluids is achieved 
by nuclear magnetic resonance spectroscopy and 
mass spectrometry, and the combination of these two 
techniques enable the detection of a broad range of 
metabolites with high sensitivity. To meet the demands 
of broad coverage with high sensitivity, derivatisation 
techniques are often employed. Recently, simultaneous 
quantification of over 100 metabolites containing 
the amide group was accomplished in 14 minutes 
with a detection limit of sub-femtomole using ultra-
performance liquid chromatography (UPLC)-Triple 
Quad mass spectrometry.1 These metabolites covered 
20 important metabolic pathways. Applications of 
chemical-derivatisation assisted methodology in the 
clinic is therefore likely to be beneficial for molecular 
diagnosis in precision medicine, particularly when it 
comes to surgeons making decisions in real-time instead 
of waiting for results of histological examinations. 
The coupling of rapid evaporative ionisation mass 

spectrometry with electrosurgery, known as intelligent 
knife (iKnife), allows near-real-time profiling from 
the aerosol released during electrosurgical dissection.2 
The aerosol carries biological information that 
differentiates whether the tissue is cancerous or benign, 
with the aid of multivariate data analysis. This tissue 
identification technique can be translated into routine 
operational procedures, allowing surgeons to make 
precise and fast decisions to remove cancerous sites 
while preventing the removal of healthy tissue. In recent 
years, important progress has been made in measuring 
metabolites from single cells, which is attributed to the 
development of a microfluidic platform.3 Translational 
medical research using single cell techniques is expected 
to advance the areas of cancer biology, stem cell 
research, and monitoring drug response. These newly 
developed metabolic profiling techniques provide 
innovative tools for translational clinical studies.

For biomarker discovery, metabolic profiling 
techniques in clinical medicine have generated a 
wide range of biomarkers for disease prediction and 
diagnosis. Increased levels of branched chain amino 
acids, sugars (glucose, mannose, fructose and hexose) 
and α–hydroxybutyrate, and decreased levels of 
Lyso-phosphatidylcholine (C18:2), which have been 
studied in numerous cohorts of patients, are predictive 
for early onset of diabetes.4 These metabolites also 
change in the same fashion for diabetes population.

Lipoprotein and lipids have also been found to be 
highly relevant to cardiovascular disease (CVD). 
The combination of NMR metabolic profiling and 
accurate targeted lipidomics assays are likely to generate 
biomarkers that could predict the onset of CVD. 
This approach has been applied to a population study, 
in which biomarkers were generated from 7256 
individuals in the CVD free FINRISK population, 
and 800 CVD cases during a 15-year follow-up. 
The candidate biomarkers were validated in two 
population studies with a total of 6185 healthy 
individuals and 941 CVD cases during a period of 
12-23 years. This type of large population metabolic 
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profiling study identified that high levels of phenylalanine 
and increased proportion of monounsaturated fatty acids 
are predictive of CVD.5 

Recent studies found that trimethylamine N-oxide 
(TMAO), generated from choline metabolism through 
action of gut microbiota, is also associated with 
cardiovascular disease in the clinic.6 This biomarker 
was identified when investigating the relationship 
between fasting plasma levels of TMAO and major 
cardiovascular incidents in 4007 patients during a 3-year 
follow-up study, which highlighted the important role 
of gut microbes in cardiovascular disease. Modulation 
of enzymatic activities for trimethylamine (TMA) 
formation by inhibiting trimethylamine lyases through 
low levels of 3,3-dimethyl-1-butanol exposure showed 
great potential in preventing cardiovascular disease.7

Niemann-Pick disease type C (NPC) is a rare 
progressive neuro-degenerative and cholesterol storage 
disorder. By using metabolic profiling of plasma, an 
unusual bile acid, 3β,5α,6β-trihydroxycholanic acid 
and its glycine conjugate, were identified and validated 
to be specific bile acids for distinguishing NPC disease 
from other causes of cholestasis. A high-throughput 
mass spectrometry method for detecting the glycine 
conjugate was further developed and validated with 
100% sensitivity and specificity from dried blood spots of 
4992 controls, 134 NPC carriers and 44 NPC patients. 
This newly developed diagnostic method provides a fast 
and robust NPC screening tool for newborns, allowing 
the possibility of drug interventions to be implemented 
during the early stages of life.8

Drug resistance is common in anti-microbial and 
cancer treatment patients, and new drug development 
is slow compared to the speed of development of drug 
resistance. Finding the cause of drug resistance and 
making drugs with resistance become sensitive again 
appear to be a cost effective strategy in combatting drug 
resistance. Metabolic profiling technique has been used 
to identify metabolites associated with epidermal growth 
factor receptor (EGFR) inhibitor-resistance in the 

treatment of non-small cell lung cancer. Reduction in 
the levels of glutathione was discovered to be associated 
with EGFR inhibitor-resistance, which was found in 
two independent pairs of erlotinib-sensitive/resistant 
cells. Down-regulation of glutathione anabolic enzymes 
and up-regulation of glutathione catabolic enzymes 
in resistant cells contributed to the reduced levels of 
glutathione. Ethacrynic acid, a diuretic agent, is known 
to have the ability to increase the levels of glutathione 
in cells, and by using ethacrynic acid, the resistant 
cells became re-sensitised to erlotinib treatment. 
In vivo studies have also proved the effectiveness of 
ethacrynic acid and erlotinib combination treatment.9 
This investigation highlighted an innovative approach 
to drug-resistance issues and benefits of combinational 
drug therapies.

In conclusion, enhancing diagnosis, prognosis and 
therapeutics is the overarching goal of translational 
research. Innovative analytical methods that enable 
robust, quick and cost-effective measurements are 
mandatory in ensuring biomarker discovery. A range of 
biomarkers have been discovered to predict the onset 
of diabetes, CVD, inborn errors of metabolism, and to 
tackle drug resistance issues; however, implementing 
these discoveries in the clinic requires approval from 
regulatory bodies. Therefore, biomarker discoveries and 
translation of these biomarkers into clinical medicine 
still require concerted efforts from clinical doctors, 
biomedical research scientists and regulatory bodies.

Key words: Translational research, biomarkers, metabolic diseases, drug 
resistant.
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Abstract : A medical narrative is a physician-patient 
dialogue, where the physician listens carefully to 
fragments of the patient’s story, while interpreting their 
hidden messages and word sequences, as well as observing 
their gestures and body language. This aspect of the 
therapeutic relationship contributes to deciphering 
symptoms which are not apparent in the conventional 
interview and contributes to a much broader perspective 
of illness and health. 

The arts and the humanities have always been 
inseparable from each other in medical education. 
In this biomedical revolution, the humanities are needed 
now more than ever before to bridge the divides that 
separate the physician from the patient, from self, from 
colleagues, and society.

Narrative Medicine (NM) which aims to treat the 
whole person, and not just the illness, is an emerging 
patient-centred discipline in medical schools that can 
humanise medical care and promote empathy.  

NM helps medical students cope with the suffering 
of their patients as well as their own emotions by 
reducing the anxiety and threat that come with illness, 
thereby providing a psychologically-sound foundation 
for the development of self-reflection and empathy. 
NM facilitates medical students’ adoption of patients’ 
perspectives with the hope of ultimately leading to more 
humane, ethical and empathetic healthcare for their 
patients. The discipline of NM is critically examined in 
this review paper from the perspective of external and 
internal stakeholders.

IeJSME 2017 11(2): 4-13

Key words: Narrative medicine, curriculum, patient-
centredness, empathy, medical students

Introduction 

Narrative Medicine (NM), which deals with how 
patients build and tell their stories to their physicians 

is an important emerging discipline in medicine. 
Its incorporation in medical schools would aim at 
treating the whole person and not just their illness1.  
A medical narrative is a physician-patient dialogue; the 
narrator who is the patient, expresses his or her views 
of illness in his or her own words leaving the listener, 
the physician or health carer, listening carefully to 
fragments of this story, interpreting hidden messages and 
word sequences as well as observing gestures and body 
language, and being moved by these stories of illness2. 
This aspect of the therapeutic relationship contributes 
to deciphering symptoms which are not apparent in 
the conventional interview and contributes to a much 
broader perspective of illness and health, and, is a 
reminder that medicine is an innately human practice. 

With rapid changes in technology and the impact 
of extensive invasive and non-invasive investigations, 
medicine, which was a profession of traditional 
personalised care has changed to the systematic 
involvement of processes involving many stakeholders 
in the care of the patient. The healthcare needs of today 
cannot be seen in isolation. Medical schools have to 
look beyond their campuses for supportive evidence so 
that the quality of their graduating doctors would be 
responsive to the demands of various stakeholders3.

This review seeks to explore if the inclusion of NM 
in undergraduate medical curriculum would help to 
enhance empathy4 in medical students and contribute to 
the improvement of medical education and healthcare.

Method

A search of the medical literature published 
in the English language that included PubMed, 
Cochrane Library, EBSCO Host, Google Scholar and 
bibliographies of retrieved articles using the search 
terms “narrative medicine”, “curriculum”, “patient-
centredness”, “empathy”, and “medical students”, 
was carried out for scientific papers that discussed the 
subject of NM, ensuring that the views of medical 
educationists, medical students, patients and physicians 
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were included.  Literature relating to NM between 1927 
and 2016 was then reviewed, and the impact of NM on 
internal and external stakeholders in the healthcare 
system namely, medical educationists, medical students, 
physicians, patients and healthcare administrators, 
examined critically for supportive evidence, as seen 
below. 

Results

i. Influence of Medical Educationists on Narrative 
Medicine

The Flexner’s Report of 1910 by the Carnegie 
Foundation for the Advancement of Teaching, 
attempted to redefine medical educational practices 
arguing that the proper goal of medicine was simply 
“to attempt to fight the battle against disease”. 
Critics soon opposed Flexner’s Report alleging that 
medical schools were training physicians to treat 
medical problems purely on symptoms alone, without 
taking into consideration psychosocial issues and the 
personal history of the patient. 

In 1927, Francis Peabody5 emphasised the need to 
listen to patients and to care about what happens to 
them, quoting “the treatment of a disease may be entirely 
impersonal; the care of a patient must be completely 
personal”. 

Much later in 1977 George Engel6 shared the same 
sentiment, and expressed concern that the Western 
culture had dichotomised the science and art of 
medicine. He propounded the biopsychosocial model 
of medicine which he said was merely applying medical 
knowledge to the needs of the patient to give them 
a sense of being understood. He said clinicians must 
attend not only to the biological, but also simultaneously 
to the psychological and social dimensions of a patient’s 
illness.

Rita Charon of Columbia University Medical Centre 
has, in recent times, been one of the pioneer physicians 
to focus on NM recognising it as being integral to 

empathetic medicine7. Since then, other teaching 
institutes of medicine have also included NM in their 
curriculum.

There is increasing attention from medical educators 
and healthcare administrators to focus on interpersonal 
and communications skills for effective information 
exchange with patients and their families, and also 
other healthcare professionals. This has generated an 
increased interest in physician-patient communication 
research to help teach and measure this specific clinical 
skill. Clearly, the era of paternalistic medicine has been 
replaced with consumerism and shared decision-making 
where patients’ cultural traditions, their personal 
preferences and values, their family situations and their 
lifestyles, must also be considered. Physician-patient 
discussions play a central role in how successfully this 
transition is accomplished8. 

Stewart M9 an epidemiologist and researcher in 
Family Medicine, in her reflections on the physician-
patient relationship and the training of future doctors 
asked, “What can we do in education to counter 
the imbalance and to model the middle way?” 
Her recommendations were, “First, we will resist 
teaching the science of medicine separate from the 
art of medicine and the disease as separate from the 
person. We will stress that each patient is surrounded by 
a web of caring (or uncaring) relationships that 
matter to a patient’s health, healing and wholeness”, 
and recommended that “the use of art, poetry and prose 
can serve such an integrative function.”

ii. Desired Impact of Narrative Medicine on Medical 
Students 

NM supports the skill of ‘observation’ and ‘listening’ 
in the makings of a good doctor following the dictum 
“Listen to the patient: he is telling you the diagnosis”! 
NM enhances reflective and analytical skills in medical 
students’ clinical engagement with the patient, allowing 
them to respond better to the patient’s plights and 
their stories. Most importantly, NM helps to bring the 
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patient as a subject back into medicine, honing students’ 
ability to show expressed feelings and empathy with 
more patient-centredness. NM inculcates a quest to 
understand the cultures and beliefs of patients better, 
enlarging understanding of the human experience, 
as well as enhancing self-reflection and professional 
development in medical students in training. Teaching 
NM through a mentor-mentee system in the curriculum 
would also allow several attributes of the student to be 
assessed.

The physical, emotional, and social impact of patients’ 
problems on both themselves and their families is better 
understood and elicited through Narrative Medicine. 
In a diagnostic encounter, narratives, which are the 
phenomenal form10 in which patients experience 
ill-health, allow for construction of meaning and supply 
useful analytical clues. In research, narratives serve as 
a tool in qualitative research. In the management of 
patients, narratives are intrinsically therapeutic and 
palliative. 

Strengthening medical students’ ‘narrative 
competence’ helps them in their development of  
intangible goals like humanism and professionalism by 
providing them with graduated skills in better adopting 
patients’ points of view, visualising what patients endure, 
and comprehending what they need. NM also helps 
medical students reflect on what physicians themselves 
undergo in caring for patients. 

A third-year medical student once said “… it is a good 
reminder that as physicians, we may not always be able 
to fix patient problems but we can certainly be caring 
and supportive. It reminded me that good medicine 
takes into account the whole person including body, 
mind, and spirit and not just the sum of its parts”11.

While disease is the clinical perspective of patients’ 
problems, ‘illness’ relates to the innate human experience 
of patients’ symptoms and suffering. Medical education 
should go beyond just taking a comprehensive history, 
performing a physical examination, a diagnostic work-
up or discussion about a plan for action. The desired 

therapeutic relationship requires the student to establish 
deeper connections through which he can delve more 
meaningfully into the human experience, the hidden 
aspects of which are best understood and vocalised by 
the sick person.

iii. Enhanced Physician Engagement with Patient

NM allows physicians to imaginatively enter into 
other peoples’ worlds through their patients’ stories, 
shift their viewpoints, change their perspectives about 
their patients and become more humane in their 
response to patients’ experiences12. NM may be 
the remedy to Western medicine which arises from 
modernistic philosophy, and which has long been 
associated with paternalistic ‘doctor-centred’ care13. 
Competency in narrative interpretation helps 
physicians become more effective carers as it contributes 
to the development of empathy and acknowledgment 
of the plight of the patient.  Over the last decade or 
so, communication skills were incorporated into the 
curriculum of medical schools because doctors of today 
are expected to deal with psychosocial issues concerning 
their patients and adopt a more negotiating and 
partnership style with them. Exploring the social and 
emotional impact of patients’ problems helps to further 
strengthen the physician- patient relationship. Fear of 
increase in consultation time and fear of transference 
of emotive factors, as well as the purported increase 
in patients’ distress, have all been given as reasons for 
some doctors’ reluctance. This ‘blocking behaviour’ by 
attending physicians, dismissing distress associated with 
illness as normal, and quickly moving on to establishing 
a diagnosis as core to the physician-patient relationship, 
contributes to non-disclosure of vital aspects of illness 
by patients and to the detriment of the therapeutic 
relationship between physicians and patients. 

NM helps to pave a deeper relationship in which 
physicians can reach and join their patients in illness, 
as well as recognise their own personal journeys through 
medicine14. Listening to patients and documenting their 
stories confers on medical practice a new understanding 
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of patients15, 16. Clearly, the inclusion of NM in the 
therapeutic relationship improves the physician’s own 
well-being and contributes to greater mutual satisfaction 
of both patients and their attending physicians. 

Viktor von Weizsäcker, a German physician 
and physiologist opines that the physician-patient 
relationship should be an example of ‘inclusive therapy’ 
where the doctor allows himself to be changed by the 
patient, and allows the feelings of the patient to affect 
him to bring the “I and the Thou” more effectively 
together, aligning with NM17. 

Joseph Levenstein18 conducted an audit on his 
practice in South Africa by listening to 1000 audiotaped 
physician-patient interviews to determine which 
elements of his consultations went well. He opined 
that patients’ feelings, especially fear and expectations, 
needed to be attended to and that patient-centredness 
was central to the discipline of family medicine. He also 
proposed that the clinician should follow the patient’s 
cues and interests, uncovering important psychosocial 
issues relevant to their care, and that interruption and 
the use of open-ended and non-directive questions 
should be avoided. He opined that the most common 
reason for an unsuccessful consultation was the doctor’s 
failure to find out why the patient came!

Planning the clinical consultation improves physician 
engagement by being inclusive and patient-centred. 
In many consults involving uro-gynaecology and 
infertility treatment, planned approaches are often in 
place where counselling and the collection of relevant 
information precedes specific treatment and often 
involves a healthcare team consisting of incontinence 
nurse, professional counsellors, physiotherapist 
and ultrasonographers. This model allows for the 
establishment of a therapeutic relationship with several 
members of the healthcare team stretched over several 
consultations.    

iii. Patients’ perspectives

A patient-centred inclusive ‘therapeutic alliance’19 

is often associated with better physician-patient 
relationship, where further anxiety is markedly 
reduced, adherence to therapy is enhanced and fewer 
investigations done, with ultimate benefit to all parties 
as patient complaints and litigation are also seen to 
be reduced20. However, some patients prefer skilled 
techniques to a good bedside manner. The preference for 
technical skills and the ‘fix-it model’ of a no-nonsense 
physician is frequently seen in consultations that 
involve purposive diagnosis and treatment approaches, 
such as in both invasive and non-invasive cardiology 
and intrusive procedures like ambulatory endoscopy.  
Current practice trends in medical care require serial 
investigations pushing the ‘art of medicine to the fringes 
of medical care. 

Serial investigations have also become a norm with 
less reliance on the art of medicine. Such approaches 
are not necessarily considered inappropriate in busy 
set-ups, if patients have been primed on the purpose of 
such procedures.

Beckman and Frankel21 studied 74 office visits in 
which in only 17 (23%) visits were patients allowed 
to complete their opening statements of concern. 
In 51 (69%) visits the physician interrupted the 
patient’s statement and directed questions toward a 
specific concern; in only one of these 51 visits was the 
patient allowed to complete the opening statement. 
In six (8%) return visits, no solicitation whatsoever 
was made. The study also revealed that physicians listen 
to patients’ concerns for an average of 18 seconds before 
interrupting. Physicians play an active role in regulating 
the quantity of information elicited at the beginning 
of the clinical encounter. However today, many 
physicians unfortunately use closed-ended questions 
with premature interruption of the patient disclosure 
resulting in potential loss of relevant information. 

Patients desire a personal relationship from their 
physicians, with communication and empathy. In one of 
the largest observational studies to date by Little et al22 to 
assess patients’ preferences and specifically preferences 



8

Review Article – Chandramani Thuraisingham, Sivalingam Nalliah IeJSME 2017 11(2): 4-13

for patient-centredness, 865 patients in waiting 
rooms of three General Practice consults in the 
United Kingdom were given a pre-consultation 
questionnaire. Results showed that from the patients’ 
perspectives there are three distinct domains of 
patient-centredness, viz. communication, partnership 
and health promotion, and that patient-centredness was 
best measured in primary care by an assessment made 
by patients themselves. The Commonwealth Fund, 
2003 National Survey of Physicians and Quality of 
Care23 has also put forth a set of attributes of patient-
centred care for all primary care physicians to improve 
their responsiveness to patients’ preferences.  

In a study on the effect of physician solicitation 
approaches on the ability to identify patient concerns 
by Dyche et al24, solicitation was seen to carry more 
weight than interruption in the exchange necessary for 
effective bilateral communication between physician 
and patient. However, the study leaves unanswered 
the question of how interruption might affect patient 
satisfaction. Both Dyche et al24 and Marvel et al25 also 
found that a considerable number of patient visits 
contained no physician inquiry about current patient 
concerns in either physician-initiated or patient-
initiated encounters. It was also noted that prior 
studies have shown that when physicians understand 
patient concerns, there is improvement in patient 
satisfaction and patient adherence, and that failure to 
solicit patients’ agendas result in significant reduction of 
physician database. 

iv. Humanising Healthcare 

Patient-centered care has renewed prominence in 
the work of healthcare administrators. In 2001, the 
Institute of Medicine reported a distinct difference 
between the kind of care that patients receive and the 
kind of care they should get26, calling for a change in 
the American Healthcare System which has grown 
more complex and fragmented. As providers feel more 
pressured to see more patients in less time, care has 
become centred not on the needs of patients, but around 

the needs of the system itself.  Therefore, a redesign of 
the system with the six “Aims for Improvement” viz. 
safety, effectiveness, patient-centredness, timeliness, 
efficiency and equity, were recommended.  Donald M. 
Berwick, former President and CEO of the Institute for 
Healthcare Improvement in the United States so rightly 
reminded healthcare professionals in 2001 that they are 
“guests in their patients’ lives instead of hosts in health 
care organisations27.” 

The Affordable Care Act of the United States, in its 
emphasis that collaborative, patient-centered healthcare 
improves outcomes while reducing costs, has since 2007 
established ‘patient-centered medical homes (PCMH)’ 
in an effort to improve the quality of primary care. Such 
general practice which is supported by a practice team, 
is chosen by a person to be responsible for the ongoing, 
comprehensive, whole-person medical care, for himself/ 
herself and family. It is well known that hospitalist 
care of patients is notorious for missing the patient’s 
emotional input due to the rushed and ritualistic care 
afforded in routine business ward rounds, bureaucratic 
rules governing ward work, and the so called ‘passivity 
of the health care system where third party involvement 
through healthcare insurance and commodification 
prevail28. 

Analysis and Discussion

Narrative ethics29 is not unlike ‘virtue ethics’ where the 
patient’s story and events engages the physician /carer 
and forms the basis for reflective practice. It paves the 
way for physicians to adopt new means of understanding 
that leads to meaningful and patient-centred care. 
Narrative ethics forms the basis for NM where patients’ 
bio-psychosocial factors are considered; care is patient-
centred with the patient playing a dominant role. 
The power imbalance in the patient-physician 
relationship is blurred in NM, and the authority to 
conclude the consultation is renounced by the physician.

The promotion of trust between patient and physician, 
and the establishment of a more meaningful bondage 
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and patient-centredness that contributes to care beyond 
what is generally perceived as the biomedical care of 
disease, should be inculcated early in medical schools.

Clinical empathy is an essential skill that can be 
taught and improved, producing changes in physician 
behaviour and patient outcomes. Empathy and 
physician’s expertise lead to value added narrative 
competence. Empathic responsiveness, which conveys 
the understanding of another person’s perspective 
through the integration of knowledge, skills and 
attitudes, can be improved and successfully taught during 
medical school especially if it is embedded in students’ 
actual experiences with patients30. This is closely aligned 
with NM. 

In most medical schools the teaching of clinical 
empathy is only briefly covered in communication skills, 
and not in depth. Teaching of clinical empathy needs 
to be incorporated into clinical practice at all levels, 
and may need to be assessed as early as the selection 
interview of candidates for medical school. 

Guided formative assessment of such responses 
through a mentor-mentee system is a good way of making 
empathetic responsiveness an integral part of becoming 
a competent physician. Clinical sessions comprising 
brief didactic presentations and followed by supervised 
role-play using standardised patients, and, DVDs or 
movies to help integrate the skills into clinical practice 
will also be useful.

Physicians’ work load and often technology override 
adequate clinical enquiry because a diagnosis is 
commonly established by ‘processing’ the patient 
through a variety of medical investigations, leaving little 
time for narration and listening to the patient. Today, 
unfortunately paternalistic approaches still exist in 
many a therapeutic relationship and is readily accepted 
by patients if the focus is on diagnosis and appropriate 
treatment. 

In order to listen to the patient,  medical students need 
to be culturally competent without being judgmental, 

as well as, competent in communication skills. 
A patient-centered approach which is altruistic in 
nature is also essential. ‘Telling of illness stories’ impacts 
on medical students and carers to develop skills required 
of holistic medicine, lending to the dignity the patient 
deserves. Students’ awareness of patients’ sufferings 
should be factored into the patient care pathway. 
This aspect of the healing process will consider virtue 
ethics and the trustworthiness that the patient desires, 
focusing on the character of the moral agent rather than 
the rightness of an action, while taking into account 
the importance of the emotional element of the human 
experience31. Empathy can be one such virtue that 
encourages patient autonomy.

NM is a good example of how to engage clinical-
phase students to act on others’ suffering. The broader 
perspectives of NM would include observation, 
skills in active listening and analytical skills with 
reflection, together with the ability to tell patients’ 
stories. Skills go beyond listening as the actions that are 
to be taken need to be aligned to personal convictions 
and ethical practice.  Undeniably, for better experience 
of the processes that are induced through NM, 
the listener should also be wary of patients’ cultural and 
social perspectives. Herein lies the link between NM 
and professional ethics.

Professional ethics is a complex domain for students, 
teachers and practitioners alike. Today, as part of 
ethics education in medical schools there is a need to 
enhance moral sensitivity and reduce the objectification 
of patients. Additionally, the principles of ‘ethical 
analysis’32 should also be taught in medical school, 
so that students’ and physicians’ ethical capacities in 
dealing with ethically-troubling situations throughout 
their clinical careers are enhanced. 

It is generally agreed that being a competent 
physician and making the right diagnosis or sorting out 
appropriate management does not completely treat the 
illness in value based healthcare. The reality of each 
patient as a person is actually created and recreated 
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through dialogue. A physician should come to a shared 
understanding of the patient’s narrative with the patient, 
where illness and health should be interpreted from 
an inter-subjective perspective by giving the patient 
space to articulate his or her concerns and by finding 
out about patients’ expectations. Physicians have a duty 
to extend the help patients need beyond scientifically-
based treatment, so that patients find meaning in illness. 

Can patient-centredness and empathy be taught? 

There is now abundant evidence that empathic 
communication is an essential medical skill that can be 
taught33. Even though physicians differ in their innate 
capacities, as with any other skills in medicine, clinical 
empathy can be taught and acquired. Improvements 
have to be seen at every level of training and practice. 

The focus in learning NM is to enable students to 
experience their ideations and feelings, and in the 
process empathise. As most physicians become involved 
in the stories of their patients’ lives they often become 
players in these stories too. This process involves a 
conscious effort to transform the primary biomedical 
focus on disease to the broader model of incorporating 
the elements of reflective learning. This is well illustrated 
in analysis of narratives written by medical residents 
where internal personal conflicts and struggles at each 
stage of the engagement or their personal development, 
surfaces34.

Empathetic responsiveness may not always be 
determined by the formal curriculum but by the subtle 
hidden curriculum35 encompassing the organisational 
culture and role-modelling of teachers, and has to 
become a seamless part of the training process. 

In a study to determine whether vicarious empathy 
(versus role-playing empathy) decreases during the 
course of medical school, and whether students choosing 
specialties with greater patient contact maintain 
vicarious empathy better than students choosing 
specialties with less patient contact, Newton B W et al36 
opined that undergraduate medical education greatly 

affects the vicarious empathy of students on the basis 
of gender and/or specialty choice, more men choosing 
non-core specialties.

Behaviour of practising physicians has been shown to 
improve after video-recorded encounters and feedback37, 
and students’ behaviour is commonly assessed using 
objective structured clinical examination (OSCE) 
stations38. Recently, valid and reliable measures to 
assess clinical empathy, such as the Consultation and 
Relational Empathy (CARE)39 measures have been 
developed to facilitate the teaching and evaluation of 
these skills. 

Between September 2013 and June 2014 an online 
questionnaire survey was administered to 15 UK, and 
two international medical schools40. Participating 
schools provided both five to six- year standard 
courses and 4-year accelerated graduate entry courses. 
The survey incorporated the Jefferson Scale of 
Empathy-Student Version (JSE-S) and Davis’s 
Interpersonal Reactivity Index (IRI), which are widely 
used to measure medical student empathy. Participation 
was voluntary. Interestingly, no differences in scores 
of empathy were recorded between students in the 
first/second and final year, amongst either graduate or 
standard-entry course students. However, graduate-
entry course students recorded significantly higher 
scores for all measures of empathy as compared to 
standard-entry course students. Since they start medical 
education having completed a first degree, graduate-
entry course students tend to be older and many have 
more relevant life experiences than standard-course 
students. Participant male and female medical students 
approaching the end of their undergraduate education, 
whether on standard or graduate- entry courses, did not 
record lower levels of empathy, compared to those at the 
beginning of their course. This finding of no reduction 
in empathy during medical studies before qualification 
is encouraging. Nevertheless, concerns remain as the 
trajectory of empathy after qualification appears to be 
preset when starting out in medical school. 
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 In NM, doctors take their lead from what patients 
want to tell them, and the way in which they want 
to tell it41. Consideration of narratives in the medical 
consult has shown new directions paving the way for 
the conception of the ‘Database of Individual Patient 
Experience’ (DIPEX)42. 

There is a general feeling that medical care has 
become technically oriented and purpose- built, 
adopting paternalism as a convenient approach. Human 
aspects should be factored in through narratives so as to 
narrow the gap between the physician’s remedy and the 
patient’s expectations43. Fragmentation of medical care 
with rapid resort to technology, medical informatics 
and earnestness to diagnose, has eroded the autonomy 
of patient- physician relationships44. Patient load in 
busy clinics and sub-specialisation have contributed 
to a platonic relationship with the physician with less 
time for direct consultations and the need to evaluate 
psychological and cultural perspectives of the illness. 
The nuances of managed care and litigation contributes 
to over-investigation and medicalisation of healthcare, 
leaving doctors to take a technical approach to treatment 
of illness. “Every person is a story and every patient is 
a story” says Klass, a pediatrician novelist45. Johna S 
went on to say that patients are not just ‘bodies, organs 
and tissues’43. Narratives assist physicians to learn more 
from patients so that decision-making is more holistic. 
‘We understand our own lives in terms of narratives…’ 
says MacIntyre, a philosopher46. 

NM contributes to another perspective of 
conventional medical teaching as it provides a platform 
for doctors to listen to their patients, relate it to their 
own lives, and understand the inner feelings of patients. 
Narratives extend to management of the patient beyond 
illness as one would have access to hidden messages in 
the story the patient shares with the physician.

Table 1: Educational tools for developing skills of 
Narrative Medicine

1 Clinical encounters and simulated patients47

2 Literature, poetry, drama48

3 Non-fictional and fictional feature films49

4 UNESCO Core curriculum in Bioethics

5 Portfolios, reflective writing50, 51

6 Books on humanism52

7 Creative writing53, 54, 55

  Conclusion

The arts and the humanities have always been 
inseparable from each other in medical education. 
In this current biomedical revolution and technology 
enhanced medical care, the humanities are needed 
now more than ever before to bridge the divides that 
separate the physician from the patient, from self, 
from colleagues and society. The use of medical 
humanities in medical education softens total reliance 
on technology and treatment of the acute disease, 
enhancing the need to work on the art of medical 
practice and incorporate humanism so that the 
physician-patient relationship becomes more patient-
centreed and empathetic.

Many physicians are beginning to believe that NM 
can provide the ‘basic science’ to honour patients who 
endure illness, and nourish physicians who care for them. 

NM has been introduced into the curricula of only some 
medical schools in developed countries to strengthen 
reflection and self-awareness, and also to facilitate 
medical students’ adoption of patients’ perspectives with 
the hope of ultimately leading to more humane, ethical 
and empathetic healthcare56. Modern medicine and the 
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field of medical robotics could contribute to an increased 
decline of empathy in medical students in future, and 
therefore, it is important that more awareness about this 
meaningful and emerging discipline in medicine needs 
to be raised amongst medical academics. 

Patients find words very helpful to contain the 
chaos of illness and enable them to endure it better57. 
Physicians, on the other hand, find writing about 
patients and themselves confers on medical practice a 
new understanding that is otherwise unobtainable58.  
NM humanises medical care and promotes empathy, 
and may indeed prove to be the remedy for low levels 
of empathy among doctors. NM enhances medical 
students’ ability to empathise with the suffering of their 
patients as well as their own emotions by reducing the 
anxiety and threat that accompanies illness; thereby 
providing a psychologically-sound foundation for the 
development of self-reflection, inquiry and empathy59. 

NM promises to hold the answer to the current crisis 
in the physician-patient relationship. Its impact extends 
beyond empathy and compassion to patients; it also 
extends into physicians’ own wellness. Medical educators 
should consider incorporating narrative writings not 
only in medical school but also in internship and post-
graduate education, so that doctors learn to write about 
their patients in non-technical language. This would not 
only help them uncover knowledge about their patients, 
but also understand their own implicit feelings towards 
them and relieve stress and burn-out. 

The teaching of NM in medical schools may indeed 
bridge the gap in empathy.
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Objectives: Health-related quality of life (HRQoL) is 
an essential dimension of overall human quality of life, 
in which disparities have been hypothesised between 
women and men, as well as between citizens and 
non-citizens of a country in past literatures. This study 
is to evaluate and compare the HRQoL of citizens and 
non-citizens living in greater Kuala Lumpur and Johor 
Bahru, as well as comparing HRQoL between genders. 

Materials and Methods: The SF-8 questionnaire was 
used to collect information from 1,708 respondents 
(1,032 Malaysian citizens and 676 non-citizens), 
via face-to-face interview between October and 
December 2015. 

Results: Overall, respondents reported moderate 
HRQoL. Non-citizens reported better HRQoL than the 
Malaysian citizens, while men reported better HRQoL 
compared to women (for both citizens and non-citizens). 

Conclusions: The HRQoL of both citizens and non-
citizens’ in Malaysia could be improved. Measures should 
be taken to remove the disparity in HRQoL between 
men and women, aiming to achieve equal health status 
for both genders.

IeJSME 2017 11(2): 14-23

Keywords: accessibility; gender; health; Malaysia; quality of 
life 

Introduction 

The modern quality of life (QoL) concept, once 
confined to measures of morbidity and mortality, 
now includes vital dimensions of human life, such as 
physical and mental health, social ties, economic status, 
personal beliefs, and interaction with the surrounding 
environment. One crucial dimension of QoL is health-
related quality of life (HRQoL), which refers to the 
self-rated health status of individuals, covering broad 
physical, psychological, and social functions.1

Malaysia is a multiracial country, with a population 

comprising citizens of many different ethnic groups, 
including Malays, Chinese, Indians, and others. 
A number of non-citizens also live in Malaysia, most 
of whom move to Malaysia to seek employment or 
educational opportunities. One factor which might 
attract migrants, is the Malaysian health policy and 
regulations, which offer better facilities compared 
to the home countries of certain non-citizens. Since 
independence, the Malaysian health policy and 
regulations have successfully made healthcare available 
to the vast majority of the population, including non-
citizens, who are covered by insurance that assures them 
access to an extensive network of government and 
private health centres.

Several studies in various countries have explored 
HRQoL among non-citizens, with some comparing 
non-citizens’ HRQoL with citizens living in the same 
respective areas. Most of these studies have found 
evidence that citizens have better HRQoL than non-
citizens,2-6 though some studies have found no differences 
in some aspects of HRQoL between citizens and non-
citizens.7,8 A study in Spain found that non-citizens have 
a lower HRQoL than the native Spanish population 
due to financial stress, absence of proper social support, 
and psychological distress.5 By comparison with Swedish 
citizens, Iranian migrants were reported to have lower 
HRQoL.6 In Germany, women’s quality of sleep was 
reportedly worse among non-citizens compared to 
citizens.9 On the other hand, a study surveying the 
HRQoL of 253 Iraqi migrants living in Malaysia found a 
moderate HRQoL, similar to the HRQoL of Malaysian 
citizens.8 Similarly, a study in the United States found 
that the mental component of HRQoL for a group of 
Mexicans was similar to that for native population.7

Gender disparities in HRQoL have received much 
attention in past literature, with women mostly reported 
as having lower HRQoL than men.10 A study in Brazil 
investigating the HRQoL of 2,052 respondents aged 
60 years and older found gendered differences in QoL.11 
A recent study in Italy regarding 200 non-citizens’ 
HRQoL concluded that different factors determine 
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HRQoL for men and women.12 Lower HRQoL among 
women compared to men has been reported by several 
studies of the Malaysian,13 Lebanese,14 Iraqi,8 Iranian,15 
and Turkish16 populations.

Few studies have investigated the HRQoL of non-
citizens in Malaysia. To fill this gap in knowledge, 
this study aims to assess and compare the HRQoL of 
citizens and non-citizens living in Malaysia. Moreover, 
due to the importance of gender-based assessment of 
HRQoL reported in the previous literature, this study 
will also compare HRQoL between men and women 
for both citizens and non-citizens. The existence of 
disparity in HRQoL means that improvement for a 
better HRQoL through intervention or policy measures 
for any targeted sub groups of population is something 
possible and achievable. 

Materials and Methods

Data was collected for this study through a survey, with 
respondents asked to answer a set of questions through 

face-to-face interviews by enumerators. Of a total of 
1,708 respondents, 1,032 were Malaysian citizens, 
while the remaining 676 were non-citizens residing in 
Malaysia. The majority of the non-citizen respondents 
were Indonesian and Bangladeshi while the rest were 
individuals from 18 different countries. The survey was 
conducted between October and December 2015 in the 
Greater Kuala Lumpur area (i.e., Kuala Lumpur and its 
suburbs) and Johor Bahru, where prospective participants 
were approached randomly at workplaces and in housing 
areas using convenience sampling. A questionnaire was 
prepared in two languages, i.e., in English and Malay but 
most of the respondents chose to answer the questions 
in Malay. 

As shown in Table I, 61.4% of the Malaysian 
respondents were female, while most non-citizens 
respondents were male (65.4%). Distribution by age 
was quite similar for both citizens and non-citizens, 
as summarised in Table II. About 75% of Malaysian 
respondents were younger than 40, while 83.3% of the 
non-citizens were younger than 40.

Table I: Respondents’ gender by citizenship

Citizenship
Male Female Total

No. % No. % No. %

Citizen 398 (38.6) 634 (61.4) 1032 (100)

Non-citizen 442 (65.4) 234 (34.6) 676 (100)

TOTAL 840 (49.2) 868 (50.8) 1708 (100)

Table II: Respondents’ age by citizenship

Citizenship
< 30 30 – 39 40 – 49 ≥ 50 Total

No. % No. % No. % No. % No. %

Citizen 422 (40.9) 351 (34.0) 161 (15.6) 98 (9.5) 1032 (100)

Non-citizen 274 (40.5) 289 (42.8) 78 (11.5) 35 (5.2) 676 (100)

TOTAL 696 (40.7) 640 (37.5) 239 (14.0) 133 (7.8) 1708 (100)
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Table III presents information on respondents’ 
employment sectors by gender. Less than 3% of the 
male respondents were not working. Almost 15% of 
the female respondents were those that are not working 
or are housewives. More than 10% of the female 
respondents worked in the public sector, which is higher 
compared to men (4.4%). Similarly, Table IV presents 

information on the respondents’ employment sectors by 
citizenship. The data indicates that more than 60% of 
both citizen and non-citizen respondents were working 
in the private sector. A small percentage of non-citizen 
respondents were not working, as compared to about 
13% citizen respondents.

Table III: Respondents’ employment sector by gender

Employment sector
Male Female Total

No. % No. % No. %
Unemployed / housewife 24 (2.9) 128 (14.7) 152 (8.9)

Self employed 144 (17.1) 130 (15.0) 274 (16.0)

Government sector 37 (4.4) 93 (10.7) 130 (7.6)

Private sector 596 (71.0) 473 (54.5) 1069 (62.6)

Retired 5 (0.6) 7 (0.8) 12 (0.7)

Part time workers 12 (1.4) 17 (2.0) 29 (1.7)

Others 22 (2.6) 20 (2.3) 42 (2.5)

TOTAL 840 (100) 868 (100) 1708 (100)

Table IV: Respondents’ employment sector by citizenship

Employment sector
Citizen Non-citizen Total

No. % No. % No. %

Unemployed / housewife 133 (12.9) 19 (2.8) 152 (8.9)

Self employed 102 (9.9) 172 (25.4) 274 (16.0)

Government sector 125 (12.1) 5 (0.7) 130 (7.6)

Private sector 640 (62.0) 429 (63.5) 1069 (62.6)

Retired 11 (1.1) 1 (0.1) 12 (0.7)

Part time workers 13 (1.3) 16 (2.4) 29 (1.7)

Others 8 (0.8) 34 (5.0) 42 (2.5)

TOTAL 1032 (100) 676 (100) 1708 (100)
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Respondent’s quality of life was assessed using SF-
8, a short-form of the SF-36 questionnaire comprising 
eight domains (questions) assessing respondent’s: (a) 
general health; (b) physical function; (c) physical-role 
function; (d) bodily pain; (e) vitality; (f) social function; 
(g) mental health; and (h) emotional-role function. 
Questions were answered on a Likert scale, with points 
representing respondents’ HRQoL level for each 
domain. Average scores for each HRQoL category were 
then converted to percentages, with higher percentages 
indicating higher HRQoL. HRQoL percentages were 
calculated separately for male and female, as well as for 
citizen and non-citizen respondents, in accordance with 
the study’s aims.

Statistical analyses were performed using SPSS 21.0 
(IBM SPSS Statistics for Windows, Version 21.0, 
Armonk, NY: IBM Corp.). Descriptive statistics of 

respondents’ HRQoL were calculated, and the Mann-
Whitney test was used to determine whether the 
scores of two groups of responses came from the same 
population (i.e., whether the two groups of scores have 
the same population medians). 

All human studies were reviewed and approved by 
the Universiti Malaya Research Ethics Committee 
(Reference Number: UM.TNC2/RC/H&E/UMREC-76)

Results

Figure I shows Malaysian respondents’ HRQoL by 
gender. In general, women reported lower HRQoL 
compared to men for all domains, with differences 
ranging between two and five percent. The domain 
with the smallest HRQoL was bodily pain, while 
the emotional-role function domain had the highest 
percentage of HRQoL.

Figure I: Malaysian respondents’ HRQoL by gender.
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Table V and Figure II show Malaysian respondents’ 
HRQoL by gender. As Figure II clearly shows, HRQoL for 
all domains was higher for male respondents compared 
to female respondents. In this radar chart, lines that are 
further from the centre of the chart represent better 
HRQoL. Table V shows that men reported HRQoL 
greater than 50% for six domains, all except bodily 
pain and vitality. Women, however, reported HRQoL 
greater than 50% in only three domains: (a) physical-
role function; (b) mental health; and (c) emotional-
role function. Mann-Whitney tests showed that these 
differences in HRQoL between men and women were 
statistically significant for all domains at 5% significance 

level (p-value < 0.05), except for emotional-role 
function, which was only significant at 10% significance 
level (p-value < 0.10).

Meanwhile, Table VI and Figure III show non-citizens’ 
HRQoL by gender. As with Malaysian citizens, the 
HRQoL of male respondents was always higher than for 
women in all eight domains. Statistically, among non-
citizens, women had significantly lower HRQoL scores 
than men for all domains, except for general health and 
vitality. Unlike Malaysian citizens, non-citizens reported 
HRQoL greater than 50% for all domains regardless of 
gender, suggesting that non-citizens have better HRQoL 
as compared to Malaysian citizens. 

Table V: Malaysian respondents’ HRQoL by gender (%)

Domain Male Female
p-value from 

Mann-Whitney 
test

All citizen 
respondents

General health 52.50 47.50 0.000 49.50

Physical function 51.60 47.40 0.000 49.00

Physical-role function 52.80 50.20 0.012 51.20

Bodily pain 44.60 40.60 0.001 42.20

Vitality 48.60 44.60 0.000 46.20

Social function 51.20 47.80 0.000 49.00

Mental health 56.60 54.20 0.014 55.20

Emotional-role function 58.20 56.40 0.096 57.20
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Figure II: Malaysian respondents’ HRQoL by gender (%).

Table VI: Non-citizens’ HRQoL by gender (%)

Domain Male Female
p-value from 

Mann-Whitney test
All non-citizen 
respondents

General health 64.50 63.33 0.249 64.00

Physical function 55.80 52.80 0.035 54.80

Physical-role function 58.20 54.60 0.006 56.80

Bodily pain 58.40 53.60 0.000 56.80

Vitality 62.40 60.20 0.089 61.60

Social function 58.40 52.80 0.000 56.60

Mental health 61.60 55.80 0.000 59.60

Emotional-role function 60.80 54.20 0.000 58.60
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Figure III: Non-citizens’ HRQoL by gender (%).

Figure IV: All respondents’ HRQoL by citizenship (%).

Likewise, Figure IV shows that non-citizens have 
higher HRQoL than do Malaysian citizens in all eight 
domains, and in three domains, namely general health, 
bodily pain, and vitality, non-citizens reported much 

higher HRQoL than citizens. Mann-Whitney tests, the 
p-values for which are listed in Table VII, suggested that 
the differences in HRQoL between citizens and non-
citizens were strongly significant for all eight domains.
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Table VII: Comparing citizens and non-citizens’ HRQoL scores.

Domain Citizens Non-citizens
p-value from 

Mann-Whitney test
All respondents

General health 49.50 64.00 0.000 55.17

Physical function 49.00 54.80 0.000 51.20

Physical-role function 51.20 56.80 0.000 53.40

Bodily pain 42.20 56.80 0.000 48.00

Vitality 46.20 61.60 0.000 52.20

Social function 49.00 56.60 0.000 52.00

Mental health 55.20 59.60 0.000 57.00

Emotional-role function 57.20 58.60 0.048 57.60

Discussion

One obvious finding from the above analysis is that 
women have lower HRQoL compared to men in all 
eight domains, suggesting that men enjoy better HRQoL 
than their female counterparts. These findings match 
those of many studies around the world conducted on 
Malaysian13, Lebanese14, Iraqi8, Iranian15, and Turkish16 
populations. Women are subject to more health problems 
than men and thus have lower HRQoL.10 Research 
indicates that this is attributed to several factors centring 
on the way women react to surrounding conditions, 
which are psychologically, behaviorally, and materially 
different from men.17 In addition, women experience 
regular hormonal variations, pregnancy, and childbirth, 
all of which men do not experience and which can be 
associated with specific health problems.18,19

Enhancing women’s HRQoL to at least the level of 
their male counterparts is imperative, part of a broader 
goal to achieve equal health status for both genders 
and universal health coverage for all people living in 
Malaysia. Women’s HRQoL could perhaps be raised 
by improving the quantity and quality of accessible 

healthcare services targeting women. Empowering 
and educating women about their health-related 
rights, especially reproductive-related rights, are also 
essential to improving women’s health status. Moreover, 
removing the social and financial barriers that might 
hinder women’s access to adequate healthcare services 
are also vital in this regard.20-22 

These efforts should be made for both citizens and 
non-citizens, since everyone has the right to access 
healthcare services, regardless of their nationality, race, 
or beliefs. Moreover, we recommend further studies 
focusing on the reasons underlying the disparities in 
HRQoL between men and women, for both citizens and 
non-citizens.

Interestingly, our results showed that non-citizens 
have better reported HRQoL than Malaysian citizens, 
contrary to the most of past literature. However, some 
prior work has found evidence that non-citizens may 
have similar HRQoL to that of the native population. 
For instance, a study of non-citizens living in Malaysia 
suggested that their HRQoL is similar to that of the 
broader Malaysian population.8 Another study in the 
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United States showed that non-citizen Mexicans living 
in the colonies on the Texas-Mexico border have a 
similar quality of mental health to their native, local 
citizen counterparts.7 Therefore, our results provide 
new evidence that non-citizens might have similar, or 
even better HRQoL compared to citizens. In the case of 
Malaysia, this could be related to the fact that immigrant 
workers and foreign students undergo a required health 
examination process before being allowed to enter 
Malaysia, meaning that non-citizens have generally 
better health than the population of Malaysian citizens. 
This statement however, is just a conjecture, and further 
study is needed to prove it.

Conclusion

A number of policy implications can be derived from 
this study. First, HRQoL levels for the eight domains are 
rather moderate on the whole, and we believe they could 
be lifted higher through relevant measures that could 
be taken or implemented by the Ministry of Health 
Malaysia. In implementing these relevant measures, focus 
should be placed on improving HRQoL in the aspect 
of bodily pain and vitality. Second, the better reported 
HRQoL of non-citizens over citizens might suggest that 
health screening process that they have gone through 
before being allowed to work or study in Malaysia leads 
to better HRQoL among non-citizens. Thus, it might 
be a good policy to conduct periodic health screening 
of citizens, providing them with appropriate medical 
treatment when necessary. Moreover, measures should 
be taken to eliminate the disparity in HRQoL between 
genders for both citizens and non-citizens. Taking an 
example of inactive lifestyle, a new working policy that 
encourages more active lifestyle among female workers 
can be achieved through diversification of tasks and 
duties. Other measures including encouragement and 
incentive for involvement in physical activities could 
also be considered.

It is important to mention that the findings of this 
study come with limitations. Since the goal of the study 
is to assess the average HRQoL of four different groups, 

i.e., males, females, citizens and non-citizens, the results 
should not be used to say that gender or citizenship is a 
factor determining the level of HRQoL. There must be 
other factors associated with the outcomes of this study 
that require further investigation for a more conclusive 
explanation. It is also important to remind readers that 
HRQoL is a self-rated health status by the respondents. 
It might not be able to accurately measure the actual 
health status of the respondents.
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Abstract

There has been an increase in the number of Motor 
Vehicle Accidents (MVA) in Malaysia throughout 
the years. Although blunt neck injury is uncommon, 
it is associated with severe, permanent neurological 
deficit with risk of mortality. This case is a classical 
presentation of a young male involved in a MVA who 
sustained head and neck injuries of varying severity. 
After a short symptom free interval, the patient 
started to develop neurological signs. Presenting signs 
and symptoms include Horner’s syndrome, dysphasia, 
hemiparesis, obtundation or monoparesis. A computed 
tomography (CT) scan of brain must be done and if the 
findings showed that there is no intracranial bleeding 
(ICB), high suspicions with further evaluation should 
be done. Confirmation can be obtained by Doppler 
ultrasonography, magnetic resonance imaging, magnetic 
resonance angiography (MRA), CT angiography (CTA) 
or catheter angiography to rule out carotid artery injury. 

IeJSME 2017 11(2): 24-29
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Case Report 

The patient is a 21-year old Malay male post-MVA 
at 7am while riding his motorcycle to work. Directly 
after the accident he went to the nearest hospital for a 

checkup. He was well with Glasgow Coma Scale (GCS) 
of 15/15. He was discharged and went home after being 
given head injury advice. Later in the afternoon he 
became aphasic with jerky movement of his right hand. 
At 8pm his mother found him unconscious at home. 
He was brought to the hospital with GCS of 11/15 
(E4V1M6) with equal pupils. Physical examinations 
were unremarkable. There were no obvious external 
injuries and no carotid bruit heard. A CT scan of the 
brain was done and showed no intracranial bleeding. 
He was admitted to the ward for observation. 
The following morning his GCS worsened [10/15 
(E4V1M5)] and he developed right hemiparesis with 
Babinski reflex over his right foot which was equivocal. 
A CT scan of his brain was repeated and it showed acute 
left middle cranial artery (MCA) infarct. The following 
day CT angiography showed evolving left MCA infarct 
with new acute left anterior cranial artery (ACA) 
infarcted with increased mass effect, cerebral edema and 
obstructive hydrocephalus. These features are likely to 
represent left internal carotid artery dissection (ICD) 
and are possibly complicated by thromboembolism. 
Antithrombotic medication, tablet aspirin 150mg daily 
with tablet clopidogrel 75mg daily was commenced and 
the patient was referred to a neurosurgical centre and a 
left decompressive craniectomy was done. Conventional 
angiogram showed dissection of left internal carotid 
artery. Unfortunately, the patient died after a few days. 
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Figure 1: Initial CT Brain showing no ICB
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Figure 2: Subsequent CT Brain showing left MCA Infarct
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Discussion

Dissection implies a tear in the wall of a major artery 
with intrusion of blood within the layers of an arterial 
wall causing intramural hematoma. This causes stenosis 
of the lumen when blood collects between the intima 
and media or an aneurysmal dilatation of the artery 
when the hematoma predominantly involves the media 
and adventitia1. Three basic mechanisms of injury are 
by extreme hyperextension and rotation, direct blow 
to the vessel and vessel laceration by adjacent bone 
fracture2. ICD can be further classified into intracranial 
and extracranial, where extracranial is more common. 
Commonly ICD occurs 2cm distally to ICA. Only 

6-10% have immediate symptoms within the first 
hour whereas most of them occur within 24 hours 
(57-73%); a lower percentage of 17-35% will present 
after 24 hours3. General examination would be beneficial 
if carotid bruit is present with external injury. However 
injury might be occult. Once neurological findings have 
been detected such as Horner’s syndrome, dysphasia or 
hemiparesis, we should be more vigilant about other 
possible injuries. The common cause of stroke is arterial 
thrombosis resulting in permanent neurological deficits. 
The grading scale by Biffl et.al.4 holds prognostic value 
for future risk of stroke. The stroke risk and mortality 
(%/%) for each grade are as shown in Table 1. 

Early detections are very important and to avoid 
further delay, a screening protocol can be used such 
as the Memphis or Denver criteria as shown in the 

Table 2. Patients with these criteria should be further 
investigated. 

Table 1: Grading scale (Biffl et. al., 1999)4

Injury Grade Description

I Luminal irregularity or dissection with <25% luminal narrowing

II Dissection or intramural haematoma with ≥25% luminal narrowing

III Pseudoaneurysm

IV Occlusion

V Transection with free extravasation

Table 2: Screening protocols using Denver and Memphis criteria (Arthurs et al., 2008)2

Denver Criteria Memphis criteria

Signs/symptoms Cervical spine fracture

 Arterial hemorrhage or expanding hematoma Neurological exam not explained by brain imaging

 Cervical bruit Horner’s syndrome

 Focal neurological deficit Le Forte II or III fracture pattern

 Neurological exam inconsistent with head CT findings Basilar skull fracture with involvement of the carotid canal

 Stroke on follow-up head CT Neck soft tissue injury (seatbelt sign or hanging or hematoma)
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Selective digital subtraction angiography (DSA) is 
the gold standard for screening patients with suspected 
blunt neck injury2. The limitations of this procedure are 
that it is invasive with technical limitations and it carries 
a small risk of stroke. Alternative modalities include 
Duplex scanning which was compared against cerebral 
angiography by Guzman5. Evaluation of carotid artery 
stenosis is limited when evaluating lesions with <60% 
stenosis and when small intimal tears or non-occlusive 
dissections cannot be identified. MRA is an option as 
a noninvasive modality as it can show images in this 
anatomic region, projections of vessel, and is able to 
assess intracranial for signs of stroke. The main limitation 
of this modality is that it is time consuming and thus 
is not suitable in trauma cases. CTA offers advantages 
over DSA. It is noninvasive and results can be obtained 
within 5 minutes. It also captures 3-dimensional images 
of the vessel wall and has a sensitivity of 95% and 
specificity of 93% for detecting carotid artery stenosis 
>50%. Several observational and retrospective studies 
(Denver and Memphis) have compared CTA and 
MRA to conventional angiography2. Using DSA as the 
“gold standard,” CTA has a sensitivity of 47–68% and 
specificity of 67–99%. MRA sensitivity is 50–75% and 
specificity is 67–100%6. Both study groups concluded 
that CTA and MRA are appealing but should only be 
used when angiography is not available.

The treatment of ICD can either be by medication or 
surgical intervention. Treatment is to prevent thrombus 
formation of injured endothelial surface and avoid artery 
to artery embolism. Anticoagulants and antiplatelet 
agents are commonly used in the treatment of ICD. 
Fabian et.al. reported improved neurological outcome 
with early use of antithrombotic therapy7. Analysis 
revealed the benefits of heparin in decreasing rate of 
neurological deterioration after symptoms developed and 
decreasing the rate of new neurological events. Heparin 
therapy showed a dramatic reduction in neurological 
morbidity and mortality as compared to previously 
reported rates, as high as 58% and 31% reduction 
respectively. However, by using anticoagulation, 

Biffl et al. reported the outcome in eight patients with 
grade IV injuries whereby four of the patients who did 
not commence with anticoagulation suffered severe 
neurological deficit while the remaining four patients 
treated with heparin immediately upon diagnosis 
survived without deficit4. There have been no data 
to establish the optimal duration of anticoagulation. 
However, 3 – 6 months is probably suitable in most cases. 
Antiplatelet agents can be considered as an acceptable 
alternative when anticoagulation is contraindicated.

For surgical intervention, its requirement is 
determined by the thrombogenicity of injured carotid 
artery, state of collateral circulation to brain, presence 
of expanding haematoma or worsening neurological 
symptoms despite anticoagulation. Extracranial-
intracranial bypass is useful for re-vascularisation. 
The preferred method is excision of the damaged arterial 
segment with reconstruction of the ICA to preserve 
flow. Another intervention is endovascular stenting. 
Current indications for stent placement include 
enlarging pseudoaneurysms and dissections that progress 
and threaten to limit flow despite full anticoagulation. 
It also prevents late complications. Two important issues 
for consideration are firstly, acute injured ICA should 
not be manipulated within 48 – 72 hours due to the risk 
of stroke from manipulation of catheters in acute injured 
vessel. The recommendation is to wait 7 days before 
attempting to stent. Secondly, endovascular stents in 
traumatised arteries should be treated with full systemic 
anticoagulation to prevent stent occlusion resulting 
in stroke. Recent evidence suggests that anti-platelet 
therapy alone may be adequate to prevent thrombotic 
complications for carotid artery stents (Singh et al 
2004)8.

Long-term follow up demonstrates that anti-
thrombotic therapy prevents cerebral infarction; 
antiplatelet therapy and anticoagulation are equally 
effective; and carotid stents appear to be safe and effective 
for lesions that develop pseudoaneurysms or extensive 
dissections. Edward et.al. followed up patients treated 
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with antithrombotic, antiplatelet and anticoagulation 
with mean of 34.4 months and endovascular stenting 
with mean of 29.7 months9.

Conclusion

Blunt neck injury is a rare complication of trauma 
but associated with high morbidity and mortality. 
ICD should be considered in patients after severe 
trauma presenting with localising signs and normal 
CT scan. The heterogeneous clinical pictures associated 
with ICD often leads to delay in diagnosis and 
treatment. The condition may be asymptomatic or 
result in minor symptoms, stroke, or even death. 
It would be beneficial if a screening protocol is followed 
as it gives a guide towards highly suspicious patients 
for further evaluation. Early treatment should be started 
once diagnosis is established.
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Abstract

We report a case of occult primary spontaneous 
pneumothorax in a 30 years-old woman. She 
developed symptoms and signs that were suggestive of 
pneumothorax. However, chest radiograph failed to 
reveal pneumothorax. Therefore, we proceeded with 
computed tomography (CT) thorax which revealed 
significantly moderate right pneumothorax. The 
diagnostic approach and the management of this case 
are discussed.

IeJSME 2017 11(2): 30-33
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Introduction

Primary spontaneous pneumothorax (PSP) is a 
pneumothorax occurring in patients without underlying 
lung disease and in the absence of provoking factors 
such as trauma, surgery or mechanical ventilation. 
In reality, most individuals with PSP have unrecognised 
lung disease, with the pneumothorax resulting from 
rupture of a subpleural bleb.1

Chest radiograph is a standard first line imaging 
modality to confirm pneumothorax. However, chest 
radiograph may fail to detect an occult pneumothorax.2

Case report

The patient is a para one, 30 years-old woman, 
who underwent emergency lower segment caesarean 
section under spinal anaesthesia, one week prior to 
current admission. She presented with fever and 
abdominal pain. She was diagnosed with puerperal 
sepsis and given intravenous ceftriaxone, metronidazole 
and gentamicin. Her urine culture came back 4 days 
later, showing growth of Escherichia coli (ESBL positive). 
Her antibiotics were then changed to intravenous 
meropenem. She improved with the treatment. 

One week after admission, she developed sudden 
onset of breathlessness, associated with right sided 
pleuritic chest pain. On examination, she was mildly 
tachypnoeic. Her breath sounds were reduced over the 
right lower zone with increased resonance on percussion. 
She was hypoxic on room air. A pneumothorax was 
suspected.
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Figure 1: Chest radiograph was surprisingly unremarkable.

Therefore, we proceeded with a CT thorax on the same day, which revealed moderate right pneumothorax in upper, 
mid and lower zones (Figure 2).
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The patient was offered an ultrasound guided chest 
tube insertion. However, she was not keen. Therefore, 
she was observed in the ward with supplemental oxygen 
and taught deep breathing exercises. She improved 
clinically with oxygen supplement. She was discharged 
after completing the antibiotic course. A follow up CT 
thorax 2 weeks after discharge showed resolution of 
pneumothorax.

Discussion

A primary spontaneous pneumothorax is a 
pneumothorax that occurs without a precipitating cause 
in a person who does not have known lung disease. 
The incidence in women ranges from 1.2 per 100,000 
populations per year in the United States to 15.4 per 
100,000 populations per year in the United Kingdom.1

Figure 2: CT thorax revealing moderate right pneumothorax in upper, mid and lower zones.
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Chest radiograph remain the first line imaging 
modality used to diagnose pnuemothorax. However, 
chest radiograph may fail to detect pneumothorax in 
an occult pneumothorax which is not visible on a plain 
chest radiograph but seen on CT scan.2 

CT scan is the most accurate imaging modality for the 
detection of pneumothorax. Even minimal amounts of 
intrapleural gas, atypical collections of pleural gas, and 
loculated pneumothoraces can be identified by CT.3 

The patient in this case had clinical features that are 
highly suggestive of pneumothorax. However, the chest 
radiograph is not consistent with the clinical findings. 

Therefore, the treating physician decided for a more 
superior imaging modality to confirm the diagnosis. 
Studies had proven that CT scan is a superior method to 
detect pnuemothorax. Therefore, in cases where clinical 
suspicion of pneumothorax is high, but not shown on 
chest radiograph, CT scan should be considered.
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