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To the Editors:

Reducing abortions is a public health issue
We read with interest the letter (1) written in response
to our article with the above heading in the Ceylon Medical Journal (2). Jayasuriya has stated the pro-life view
and claims that human life starts at conception, and that
emergency contraception (EC) which prevents implantation is tantamount to an abortion. The recent judgment by
the United Kingdom High Court (3) on EC is here pertinent.
In this case the Society for the Protection of Unborn
Children claimed that EC was a method of early abortion.
They further suggested that supply of EC was a criminal
offence under the 1861 Offences Against the Person Act,
which prohibits the supply of any “poison or any other
noxious thing” with intent to cause miscarriage.
The UK high court rejecting these claims argued:
“Up until the attachment stage, the embryo is not attached
in any way to the woman herself” and added: “Current

medical definitions support the view that pregnancy begins
once the blastocyst has implanted in the endometrium and,
more particularly, that miscarriage is the termination of such
a post-implantation pregnancy”.
In terms of how EC works, the judge pointed out that
once an embryo had implanted, or had begun to implant
“the morning after pill cannot act to cause it to de-implant”.
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To the Editors:

Psychological distress among university students
We write in response to the paper titled “Psychological distress among students from five universities” (1).
It has weaknesses in its design, statistics, analysis and
interpretation.

questionnaire, higher the GHQ scores, higher the probability of underlying distress or common mental disorder.
Therefore, mean scores and difference between the means
with their
-

Design
The study population of 350 comes from 5 universities, but the selection of the sample is not adequately
described. Were the random sample stratified according to
the university or the year of entry, and did they calculate
the desirable sample size?
Selection of the control sample is also unclear. Does
the “respective communities” (mentioned only in the
abstract) mean that each student was matched for the area
they hail from? This is important as the authors use a
variable rural, sub-urban and urban sample in their analysis and conclusions.
Analysis of General Health Questionnaire (GHQ) scores
Analysis of GHQ scores only by dichotomising them
to psychologically distressed and non-distressed by a cutoff score is misleading, because the GHQ is a screening
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essed in both
samples). It is wrong to pool psychologically distressed
in two groups that are being compared. The correct comparison of distressed males would have been 69.2% (71/
104) vs 64.1% (43/67) [distressed males/total distressed in
the university sample vs distressed males/total distressed
in the community sample) and the difference, 5.1% is not
significant. SE of the difference is 7.07 and therefore 95%
CI would be 8.65 to 18.95. As CI includes 0 the difference is
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not significant. One reason for this wide confidence
intervals and non-significance (type II error) may be due
to low power resulting from inadequate sample size
because it had not been calculated in advance (4).
Had they used the same principle for calculating
females’ percentages, the figures given in the paper are
completely wrong (32/171 shold be 18.7% and 24/171 is
14%). Correct comparison should be 30.8% (32/104) vs
35.8% (24/76). Had they correctly applied Chi-square to
the Table 1, the value would be 0.47, which is not
significant.
The word limitation for correspondence prevents us
from critically evaluating this paper any further.
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To the Editors:

Evidence based medicine
Evidence based medicine is not hard to practice. The
argument that evidence based medicine can be practised
only in armchairs and conference tables is frivolous. So is
the argument that it is time consuming. Recently our units
saw several patients with Bell's palsy. During our evening
clinical forum questions were raised about the best treatment of Bell’s palsy and supporting evidence. We decided
to do our own systematic review of the literature on medical management of Bell’s palsy. We searched Medline (1966December 2000), UpToDate 8.4 and the Cochrane library
(issue 4, 2000) for randomised trials comparing different
drug treatments for Bell’s palsy.
We searched for answers to the following questions
in each study: the best drug, the optimal dose and duration, when to start treatment, effectiveness and time taken
for recovery.
We excluded the studies which lacked drug comparison and others because abstracts lacked relevant information. Our search strategy identified one meta-analysis of
47 trials comparing prednisolone and placebo, and a
randomised study which compared prednisolone plus
acyclovir with prednisolone plus placebo.
Treating with prednisolone was statistically more
favourable than placebo according to the meta-analysis.
Prednisolone therapy gave a 17% enhancement in complete facial recovery compared with no corticosteroid
therapy (1). The double-blind study of 99 patients
with Bell’s palsy who were treated with acyclovir plus
prednisolone or placebo plus prednisolone was reviewed
next (2). Doses used in this study were acyclovir 400 mg
five times daily and prednisolone 60 mg a day. The out-
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come in acyclovir-prednisolone treated patients was statistically better in returning volitional muscle motion (p=0.02).
Patients were treated for 10 days before the analysis, and
treatment was started within 3 days of onset of paralysis.
We found conclusive evidence concerning the
efficacy of prednisolone for treatment of Bell’s palsy and
convincing evidence to support acyclovir and prednisolone combination as the treatment of choice at present.
Until further studies comparing different dosing schedules are available acyclovir 400 mg five times daily and
prednisolone 60 mg daily should be considered as optimal.
Treatment should be started within 3 days of onset of
paralysis and should be continued for at least 10 days.
We were not in a position to inspect all the references
of all identified studies, nor did we find any consensus
statement from any international body. We did not contact
authors for relevant complementary information. Obviously
our systematic review did not comply with all the rigorous
criteria or the statistical analysis that is usually employed.
Evidence based medicine is the conscientious,
explicit and judicious use of current best evidence in making decisions about care of individual patients. By best
evidence is meant clinically relevant research, often from
patient centred clinical research (3). This evidence comes
from meta-analyses and randomised trials. However, search
was not restricted randomised trials and meta-analysis.
When necessary evidence is not forthcoming in randomised trials or meta-analysis we should track down the
next best evidence (3). Our attempt served its purpose. It
encourages us to do more.
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