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INTRODUCTION

In most developing countries, acceptance for atypically 
developing children in mainstream society is a matter of 
serious consequence1 causing emotional, financial and 
social hardships to their parents and caregivers. The key to 
a good society is to have natural acceptance and 
support for the development and progress of all its mem-
bers4. In this article we will be discussing the challenges 
and achievements of mainstream education2 for children 
with speech, language and hearing disorders in Pakistan.

METHODOLOGY

Five parents of children receiving speech language thera-
py at College of Speech Language and Hearing Sciences 
(CSLHS) were interviewed individually, one after another, 
and the information thus obtained was maintained under 
strict confidentiality. The child was not allowed to know 
about this process. These children had been selected for 
this study, because they had been enrolled into privately 
run, local, mainstream schools having English (L2) as the 
medium of instruction3,5, whilst they communicated in Urdu 
(L1) at home. The children had different speech and 
language disorders namely misarticulations, autism, 
specific language impairment and hearing impairment. 
This cross section of disorders was taken in order to deter-
mine the ease/difficulty of obtaining admission into the 
mainstream schools. Some of the common speech and 
language therapy goals amongst the children were 
enhancing lexical and morphosyntactic skills, improving 
auditory memory and sequencing, and teaching phonic 
skills.

There were 2 girls (G1, G2) and 3 boys (B1, B2, B3), all within 
the 3-6 years of ag. They presented with the disorders 
shown in Table 1:

Table 1: The varied speech language disorders, in the 
children of this study.

The Parent interview made the following queries :
1. Personal Identification (Name, age, sex, class of child)
2. Age of diagnosis of speech, language or hearing 
disorder.
3. Details of intervention at CSLHS (speech and language 
therapy)
4. Name/s of school/s enrolled in.
5. Challenges at the time of school admission.
6. Social, educational and financial challenges during 
child’s academic career, thus far.

7. Infrastructure, support provided by school to child.
8. Quality and quantity of teacher’s input in child’s 
academics.
9. Input of Speech, Language Therapist in facilitating 
successful inclusive education.

The information received from the parents, deduced the 
following parameters:
A. Ease of admission into school
B. School support in curricular needs of child
C. Trained support personnel/teachers at school
D. Peer relationships of child
E. Extra facilities provided by the school

The above parameters were graded, in ascending order, 
on a continuum of 1-5. A minimum of 3 was required on 
the continuum to be given a positive grade indicating 
good, comfort levels, whilst achieving 1 and 2 were 
regarded as negative indicating high degree of difficulty.

RESULTS

Findings revealed the following (as illustrated in Table 2):
- 80% of the children got admission with ease.
- 60 % of the children received support from the school 
authorities, in catering to their curricular needs.
- 60% of the children had no trained support person-
nel/teachers at school, and negligible other facilities. They 
even had difficulty establishing peer relationships.

The above results could be summarized as follows: 
although getting into the school was less of a problem for 
a majority of these children, most of their parents faced 
difficulties in fulfilling their curricular needs, which primarily 
consisted of letter-sound recognition, sight reading of 
words, coping with the fast rate of class work. Two of the 
children amongst the 5 selected, had been hopping 
schools till they finally got admission into their current 
school (where they were enrolled at the time of this study), 
because the authorities in the previous schools had 
refused to budge from their policies thereby providing little 
or no support to the child6. It must be noted here that the 
cause of the problems arising in the mainstreaming school 

setting, were not found to be disorder specific nor were 
they age or sex specific. However schools that had fewer 
children in each class provided more facilities, indicating 
that a larger teacher: child ratio was not conducive to 
admitting children with different abilities7.

DISCUSSION

There is a large socioeconomic divide in Pakistan. This 
study does not represent the larger group belonging to the 
middle/lower middle strata of society, who would not be 
able to access high tuition fee in the local schools follow-
ing the Cambridge system of education. A small segment 
of our society is gradually becoming sensitive towards 
children with different abilities. However the lack of trained 
personnel in the areas of rehabilitation, education and 
remedial education is yet to increase, so that school 
successfully enroll and support all children with different 
abilities. In view of this the CSLHS has initiated a training 
program for teachers and support personnel working in 
schools with children having different needs, aiming to 
provide better academic instruction within and outside 
class. Since all the children in this group were currently 
receiving speech and language therapy; the therapists 
liaised with the teachers of the children sharing informa-
tion as well as goals being targeted, to ensure enhanced 
learning and communicative development.

CONCLUSION

The greatest achievement of inclusive education is that 
children with different needs are all grouped together with 
typically developing children, who provide them with 
more stimulation, naturalistically, enhancing their        
self-esteem, and well-being.

RECOMMENDATIONS

All children regardless of their abilities have the right to 
education, and schools must provide a child with an 
environment favorable for all round development and 
learning8. Some recommendations for this are:
- In line with the principles of IE, our education system 
needs to be revamped with provision of flexible curricula 
in accordance with the child’s potential, preparing them 
to become competent adults with a strong identity9.
- The new methodologies in education must be 
introduced in schools across all provinces in Pakistan10. 
Learning must not be forced on to the child but must be 
made interesting enough to encourage the child to learn 
himself.
- School teachers must be trained to work with all children, 
specifically with those having special needs.
- There should be a speech language therapist, an educa-
tional psychologist, an occupational therapist, a physical 
therapist and a remedial educationist within the school to 
work with atypically developing children, during school 
hours.
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EFFECT OF MANUAL LYMPHATIC DRAINAGE 
AND EXERCISES IN POST-MASTECTOMY      

PATIENTS
ABSTRACT
 
In present world lymphedema is one of the side effects of mastectomy. 
When we talk about the treatment of lymphedema the standard treatment 
which comes into our mind is, complex decongestive physiotherapy (CDP). 
This treatment includes MLD (manual lymphatic drainage), short stretch 
bandaging, exercises program and also care of skin of the pectoral region 
and the surroundings as well as pneumatic compression (intermittent). 
Patient came with unilateral stage l lymphedema with a history of mastecto-
my. To treat the patient we used MLD, intermittent pneumatic compression 
and exercises. In the treatment of lymphedema manual lymphatic drainage 
is performed (MLD). The purpose of performing MLD was to find out the 
effectiveness in treating breast cancer related lymphedema and also 
prevent fluid formation in subcutaneous tissues.

METHOD 
We gave the 12-session of manual lymphatic drainage and exercise in every 
month.

RESULT AND CONCLUSION
Showing that therapy created has an excellent effect. The lymphedema 
reduced day by day and It could also be the options to do isometric exercise 
program instead of performing short stretch bandaging. It is also considered 
as another option to treat individuals who are contraindicated for pressure 
therapy. When treating breast cancer you may come across the arm lymph-
edema. Quality of life may get affected and may also impact long term 
recovery and survivorship. Early treatment and preventions always plays a 
significant role in minimizing the complications.
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Mastectomy , Lymph Nodes

Kazmi SAM et al. Effects of Manual Lymphatic Drainage and Exercises in Post Mastectomy Patients

PAKISTAN JOURNAL OF REHABILITATION 2014 VOLUME 3 (ISSUE 1)

McMillan HJ, Gregas M, Darras BT, Kang PB. Serum 
transaminase levels in boys with Duchenne and 
Becker muscular dystrophy. Pediatrics 2011; 
127:132-136.
Kohli R, Harris DC, Whitington PF. Relative elevations 
of serum alanine and aspartate aminotransferase in 
muscular dystrophy. J Pediatr Gastroenterol Nutr. 
2005;41(1):121–124.
Munsat TL, Baloh R, Pearson CM, Fowler W. Serum 
enzyme alterations in neuromuscular disorders. 
JAMA. 1973;226(13):1536 –1543.
Tay SK, Ong HT, Low PS. Transaminitis in Duchenne’s 
muscular dystrophy. Ann Acad Med Singapore. 2000; 
29(6):719–722.
Zamora S, Adams C, Butzner JD, Machida H, Scott RB. 
Elevated aminotransferase activity as an indicator of 
muscular dystrophy: case reports and review of 
literature. Can J Gastroenterol. 1996;10(6):389–393.
Wroblewski F. The clinical significance of transami-
nase activities of serum. Am J Med. 1959;27:911–923.
Pratt DS, Kaplan MM. Evaluation of abnormal 

[1]

[2]

[3]

[4]

[5]

[6]

[7]

[8]

[9]

[10]

[11]

[12]

[13]

[14]

liver-enzyme results in asymptomatic patients. N Engl 
J Med. 2000;342(17):1266–1271.
Tsung SH. Creatine kinase isoenzyme patterns in 
human tissue obtained at surgery. Clin Chem. 
1976;22(2):173–175.
Edge K, Chinoy H, Cooper RG. Serum alanine amino-
transferase elevations correlate with serum creatine 
phosphokinase levels in myositis. Rheumatology 
2006;45:487–488.
Morton BD III, Statland BE. Serum enzyme alterations 
in polymyositis. Possible pitfalls in diagnosis. Am J Clin 
Pathol 980;73:556–7.
Helfgott SM, Karlson E, Beckman E. Misinterpretation 
of serum transaminase elevation in ‘‘occult’’ myositis. 
Am J Med 1993;95:447–9.
Nathwani RA, Pais S, Reynolds TB, Kaplowitz N. Serum 
alanine aminotransferase in skeletal muscle diseases. 
Hepatology 2005;41:380–2.
Alam JM, Farooqui SI, Hussain A, Mahmood SR. 
Correlation of Creatine kinase and myoglobin 
concentrations in patients suffering from debilitated 
conditions related to myopathies. Pak. j. rehabil. 
2012;1(1):22-28.
Hoogendijk JE, Amato AA, Lecky BR, Choy EH, 
Lundberg IE, Rose MR, et al: 119th ENMC International 

Workshop: trial design in adult idiopathic inflammato-
ry myopathies, with the exception of inclusion body 
myositis, 10-12 October 2003, Naarden, The Nether-
lands. Neuromuscular Disord 2004;14:337-345.
Tolédano C, Gain M, Kettaneh A, Baudin B, Johanet 
C, Chérin P et al. Aldolase predicts subsequent 
myopathy occurrence in systemic sclerosis. Arthritis 
Research & Therapy 2012;14:2-9.
Heatwole C, Johnson N, Goldberg B, William BS, 
Martens, BA, Moxley III R. Laboratory Abnormalities in 
Patients with Myotonic Dystrophy Type 2. Arch Neurol. 
2011;68(9):1180–1184
Kamath BM, Dhawan A, Mieli-Vergani G. Raised 
serum transaminases: not always liver disease. Arch 
Dis Child. 2000;82:270–1.
Zamora S, Adams C, Butzner JD, Machida H, Scott RB. 
Elevated aminotransferase activity as an indication 
of muscular dystrophy: case reports and review of the 
literature. Can J Gastroenterol, 1996;10:389–93.
Janssen GM, Kuipers H, Willems GM, Does RJ, Janssen 
MP, Geurten P. Plasma activity of muscle enzymes: 
quantification of skeletal muscle damage and 
relationship with metabolic variables. Int J Sports Med 
1989; 10 (Suppl. 3):S160–S168.

[15]

[16]

[17]

[18]

[19]

CASE REPORT



Pakistan Journal of Rehabilitation 2013 Volume 2 (Issue 1)23

INTRODUCTION

The lymphatic system consists of lots of vessels that hold 
lymph liquid throughout the system. Lymph is often appar-
ent, without color liquid which has water and a few blood-
stream cellular materials. That starts in lots of parts as well 
as tissues. The lymphatic system is actually section of your 
defense mechanisms. It assists to protect and maintain the 
particular substance of your respective entire body by 
remove the waste products away from all body region 
and filtering and draining lymph. Clear, thin fluid that 
circulates throughout the body for elimination of wastes, 
bacteria and other substance from tissues, it called lymph. 
Edema could be the accumulation connected with 
excessive water so lymphedema arises while an excessive 
amount of lymph collects in a part of the body. 

When lymphedema grows inside individuals who’ve been 
handled regarding breast cancer, it generally takes place 
from arm and hand however often that impacts the 
particular breast, underarm, breasts, trunk, and/or back. 
Every time the normal drainage pattern within the lymph 
nodes is interrupted or even damaged (as frequently 
occurs while in surgical procedure to clear out the actual 
lymph nodes.); serious swelling in the supply might be 
occurring. Rays could also destruction lymph nodes as well 
as lead to inflammation/swelling of the arm. This kind of 
bloating, due to a great irregular assortment of excessive 
water/fluid, is called lymphedema. The actual irritation 
might be noticed in the arm, chest muscles, in addition to 
breast area quietly connected with medical procedures 
(surgery). 

For the rest of her life Woman is usually on greater risk 
connected with lymphedema if lymph node has been 
removed under the arm. Lymphedema can occur instant-
ly after surgical procedure, as well as month or perhaps a 
long time. Not necessary every woman will experience 
lymphedema after a mastectomy. There are lots of kinds 
regarding lymphedema. Current acute, chronic, in 
addition to type l associated with lymphedema present 
inside within a some days immediately after surgical 
procedure and also usually lasts the little phase connect-
ed with time. One mild and also extra sore stage regarding 
lymphedema will probably present between the 4 to 6 
weeks after the surgical procedure. However, ones almost 
all frequent stage of lymphedema is actually sluggish 
along with painless as well as it will occur 18 to be able to 
24 months or even additional following surgery. Lymph-
edema is a side effect after the breast surgery. After the 
surgical procedure and radiotherapy lymphedema will 
probably appear in a few people within months or may be 
a long time after treatment.

In women, this can be almost all prevalent for the arms 
and hand following mastectomy along with dissection of 
lymph node, in the arm taking place to the affected area 
where the surgical procedure is essentially perform. In 
western countries secondary lymphedema is most 
common as compare to other due to melanoma 
management. Due to axillary lymph node dissection 
and/or radiation therapy, patients suffer from lymphede-
ma between 38 to 89% of breast cancer patients. Up to 
41% unilateral lymphedema occurs in patients after the 
history of gynecologic cancer. with regard to men, 
incidence associated with lymphedema has become 
reported 5-66% inside patients take care of within frequen-
cy depending upon whether radical/ staging of lymph 
glands were done in addition to radical therapy.

Incidence and prevalence 
The rate of breast cancer–related lymphedema differs 
enormously in the research going from 2% to 83%, depend-
ing on the measurement tool used.1-5. In 2008 Hayes et al2 
research that, compared with bio impedance spectrosco-
py, circumferential or self-report apparatuses went unde-
tected in 40% to 60% of patients who measured. Further, a 
false conclusion of lymphedema was given to 12% of 
those analyzed utilizing circumferential instruments and 
40% of those utilizing self-report instruments. Different 
articles reported frequency rates of 33% to 48% after 
axillary lymph hub analyzation and radiation treatment 
(RT) and 5% to 14% after sentinel hub biopsy and RT)2,3. In a 
Canadian study, they reported rate was pretty nearly 12%. 
As a rule, the predominance of reported lymphedema 
ranges from 0.6% to 54%.4,5 Auxiliary lymphedema was 
more common in patients who had radical mastectomy 
(20%) than in the individuals who had bosom saving 
surgery (8%).6Furthermore, higher prevalence reported 
about 27% patients who had a history of axillary lymph 
node dissection as compare to those who had sentinel 
lymph node biopsy that is 3%.7 This article support and 
provides a review of the recent researches on the 
treatment of breast cancer related lymphedema. The 
family physicians have a fundamental role as front-line 
health care providers, in educating patients about the risk 
of lymphedema who had history of breast cancer’s 
surgery; in that way that reduces the incidence and sever-
ity of chronic condition.

CASE REPORT 

A 63-year-old female, known case of ovarian carcinoma 
and Swelling of right breast. Complete examination was 
done including ultra sound, CT scan, mammogram and 
MRI, all examinations revealed chronic inflammation in 
right breast. Later her biopsy was done that showed 
HER-2/neu (C-erb-B2) Oncoprotien 2+ that is complete 
membrane staining which is non-uniform or weak but with 
obvious circumferential distribution in at least 10% of cells, 
or intense complete membrane staining in 30% or less of 
tumor cells. Gross description of the biopsy stated that it 
consists of multiple white to brown linear tissue cores 
ranging in size from 0.4 to 1.3cm. Section of biopsy of the 
right breast also showed multiple cores of breast tissue 
focally presenting a neoplasm with prominent crush 
artifacts; diagnosis features are consistent with infiltrating 
ductal carcinoma of the breast. Reliable grading is not 
possible due to crush artifacts.

She had past medical history of ovarian carcinoma later 
diagnosed with right breast cancer in May 2013. She 
refused to take surgical intervention and received 
alternate chemotherapy from June 2013 - Nov 2013. 
During the chemotherapy sessions she lost 2kg weight 
approximately. After chemotherapy, a CT scan was 
repeated which was compared to the previous examina-
tions, it was seen that there is improvement in the disease 
with significant reduction in the size of the right breast 
lesion as well as right axillary lymphadenopathy. Right 
axillary lymph nodes also significantly decreased from 2.0 
x 1.4cm to 1.0 x 0.7cm. The other subcutaneous soft tissue 
nodules in the right breast have also resolved.

In Nov. 2013, she was admitted at a tertiary care hospital 
for right Modified Radical Mastectomy. Pre-operative 
diagnosis was right intra ductal carcinoma, Estrogen 
receptor (ER) +ve, progesterone receptor (PR) -ve, Her 

2neu +ve and Fluorescence in situ hybridization (FISH) -ve. 
The operative findings revealed extensively fibrosed axilla 
causing difficulty in dissection, Axillary vein checked for 
flow via inter Doppler. During the same month, mastecto-
my was done after which she developed lymphedema on 
her right arm. She had 13 sessions of radio therapy after 
mastectomy after which she started treatment for lymph-
edema in Dec 2013.

She visited different tertiary care hospitals in Pakistan as 
well as Dubai for the management of lymphedema and 
took multiple sessions of manual lymphatic drainage since 
the past 1 year. In 2014 she came in outpatient depart-
ment; with complain of right arm edema since for month 
as compared to the left arm that decreased her daily 
living activities.

Physical examination showing stage I lymphedema in the 
right forearm, arm, hand and axillary. Complex deconges-
tive physiotherapy (CDP) is termed as current standard 
treatment to cure lymphedema. This treatment is a combi-
nation of manual lymphatic drainage (MLD), compression 
therapy, exercise therapy, and care of skin8. To decongest 
lymphedenomatous tissues of the body patient is daily 
given the course of intensive CPD. After each treatment 
session there is requirement of multiple layer of short 
stretch bandaging, as we know that fluid re-accumulation 
is always a chance. Multiple layer of short stretch bandag-
ing is also found helpful in creating counter force to 
muscle contraction. This may assist to promote normal 
lymph flow9,10,11. While we were treating our patient we 
arranged 3 therapy sessions for her every week to coordi-
nate with her schedule. 12 sessions were given every 
month. Each sessions MLD was for 45 min, intermittent with 
pneumatic pressure and isometric exercises were also the 
part of treatment from the right axillary area all the way up 
to right wrist, Remedial exercise to facilitate venous and 
lymphatic flow, and instructions for skin and nail care. 
(Table: 2).

Throughout the study measurement of lymphedema is 
required. for this purpose we used circumferential 
measurement method, which is supported by Twari et al 
(2008) Taylor et al (2006).In the literature there was not 
mentioned any other effective method to measure 
edema. This is affecting head, neck, breast, trunk and 
genital region. There are fluctuations observed in the 
reporting of lymphedema incidence and prevalence. The 
inconsistencies in the measurement might be the reason 
and this may also affect clinical practice.12 13

CONCLUSION

Through the studies it is proved that exercise and benzopy-
rones which is a drug to reduces fluid formation in subcu-
taneous tissues, reduces pain and discomfort combined 
with CPT can play a significant role. It is found to be highly 
effective during the course of treatment of an individual, 
also beneficial after the treatment for further reduction in 
complications. Post mastectomy lymphedema is a known 
complication, to overcome this and many other compli-
cations it is better for patients to receive treatments earlier. 
It shows that in patients who received earlier treatment 
are towards better prognosis, improved quality of life.

REFERENCES INTRODUCTION

In most developing countries, acceptance for atypically 
developing children in mainstream society is a matter of 
serious consequence1 causing emotional, financial and 
social hardships to their parents and caregivers. The key to 
a good society is to have natural acceptance and 
support for the development and progress of all its mem-
bers4. In this article we will be discussing the challenges 
and achievements of mainstream education2 for children 
with speech, language and hearing disorders in Pakistan.

METHODOLOGY

Five parents of children receiving speech language thera-
py at College of Speech Language and Hearing Sciences 
(CSLHS) were interviewed individually, one after another, 
and the information thus obtained was maintained under 
strict confidentiality. The child was not allowed to know 
about this process. These children had been selected for 
this study, because they had been enrolled into privately 
run, local, mainstream schools having English (L2) as the 
medium of instruction3,5, whilst they communicated in Urdu 
(L1) at home. The children had different speech and 
language disorders namely misarticulations, autism, 
specific language impairment and hearing impairment. 
This cross section of disorders was taken in order to deter-
mine the ease/difficulty of obtaining admission into the 
mainstream schools. Some of the common speech and 
language therapy goals amongst the children were 
enhancing lexical and morphosyntactic skills, improving 
auditory memory and sequencing, and teaching phonic 
skills.

There were 2 girls (G1, G2) and 3 boys (B1, B2, B3), all within 
the 3-6 years of ag. They presented with the disorders 
shown in Table 1:

Table 1: The varied speech language disorders, in the 
children of this study.

The Parent interview made the following queries :
1. Personal Identification (Name, age, sex, class of child)
2. Age of diagnosis of speech, language or hearing 
disorder.
3. Details of intervention at CSLHS (speech and language 
therapy)
4. Name/s of school/s enrolled in.
5. Challenges at the time of school admission.
6. Social, educational and financial challenges during 
child’s academic career, thus far.

7. Infrastructure, support provided by school to child.
8. Quality and quantity of teacher’s input in child’s 
academics.
9. Input of Speech, Language Therapist in facilitating 
successful inclusive education.

The information received from the parents, deduced the 
following parameters:
A. Ease of admission into school
B. School support in curricular needs of child
C. Trained support personnel/teachers at school
D. Peer relationships of child
E. Extra facilities provided by the school

The above parameters were graded, in ascending order, 
on a continuum of 1-5. A minimum of 3 was required on 
the continuum to be given a positive grade indicating 
good, comfort levels, whilst achieving 1 and 2 were 
regarded as negative indicating high degree of difficulty.

RESULTS

Findings revealed the following (as illustrated in Table 2):
- 80% of the children got admission with ease.
- 60 % of the children received support from the school 
authorities, in catering to their curricular needs.
- 60% of the children had no trained support person-
nel/teachers at school, and negligible other facilities. They 
even had difficulty establishing peer relationships.

The above results could be summarized as follows: 
although getting into the school was less of a problem for 
a majority of these children, most of their parents faced 
difficulties in fulfilling their curricular needs, which primarily 
consisted of letter-sound recognition, sight reading of 
words, coping with the fast rate of class work. Two of the 
children amongst the 5 selected, had been hopping 
schools till they finally got admission into their current 
school (where they were enrolled at the time of this study), 
because the authorities in the previous schools had 
refused to budge from their policies thereby providing little 
or no support to the child6. It must be noted here that the 
cause of the problems arising in the mainstreaming school 

setting, were not found to be disorder specific nor were 
they age or sex specific. However schools that had fewer 
children in each class provided more facilities, indicating 
that a larger teacher: child ratio was not conducive to 
admitting children with different abilities7.

DISCUSSION

There is a large socioeconomic divide in Pakistan. This 
study does not represent the larger group belonging to the 
middle/lower middle strata of society, who would not be 
able to access high tuition fee in the local schools follow-
ing the Cambridge system of education. A small segment 
of our society is gradually becoming sensitive towards 
children with different abilities. However the lack of trained 
personnel in the areas of rehabilitation, education and 
remedial education is yet to increase, so that school 
successfully enroll and support all children with different 
abilities. In view of this the CSLHS has initiated a training 
program for teachers and support personnel working in 
schools with children having different needs, aiming to 
provide better academic instruction within and outside 
class. Since all the children in this group were currently 
receiving speech and language therapy; the therapists 
liaised with the teachers of the children sharing informa-
tion as well as goals being targeted, to ensure enhanced 
learning and communicative development.

CONCLUSION

The greatest achievement of inclusive education is that 
children with different needs are all grouped together with 
typically developing children, who provide them with 
more stimulation, naturalistically, enhancing their        
self-esteem, and well-being.

RECOMMENDATIONS

All children regardless of their abilities have the right to 
education, and schools must provide a child with an 
environment favorable for all round development and 
learning8. Some recommendations for this are:
- In line with the principles of IE, our education system 
needs to be revamped with provision of flexible curricula 
in accordance with the child’s potential, preparing them 
to become competent adults with a strong identity9.
- The new methodologies in education must be 
introduced in schools across all provinces in Pakistan10. 
Learning must not be forced on to the child but must be 
made interesting enough to encourage the child to learn 
himself.
- School teachers must be trained to work with all children, 
specifically with those having special needs.
- There should be a speech language therapist, an educa-
tional psychologist, an occupational therapist, a physical 
therapist and a remedial educationist within the school to 
work with atypically developing children, during school 
hours.
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INTRODUCTION

The lymphatic system consists of lots of vessels that hold 
lymph liquid throughout the system. Lymph is often appar-
ent, without color liquid which has water and a few blood-
stream cellular materials. That starts in lots of parts as well 
as tissues. The lymphatic system is actually section of your 
defense mechanisms. It assists to protect and maintain the 
particular substance of your respective entire body by 
remove the waste products away from all body region 
and filtering and draining lymph. Clear, thin fluid that 
circulates throughout the body for elimination of wastes, 
bacteria and other substance from tissues, it called lymph. 
Edema could be the accumulation connected with 
excessive water so lymphedema arises while an excessive 
amount of lymph collects in a part of the body. 

When lymphedema grows inside individuals who’ve been 
handled regarding breast cancer, it generally takes place 
from arm and hand however often that impacts the 
particular breast, underarm, breasts, trunk, and/or back. 
Every time the normal drainage pattern within the lymph 
nodes is interrupted or even damaged (as frequently 
occurs while in surgical procedure to clear out the actual 
lymph nodes.); serious swelling in the supply might be 
occurring. Rays could also destruction lymph nodes as well 
as lead to inflammation/swelling of the arm. This kind of 
bloating, due to a great irregular assortment of excessive 
water/fluid, is called lymphedema. The actual irritation 
might be noticed in the arm, chest muscles, in addition to 
breast area quietly connected with medical procedures 
(surgery). 

For the rest of her life Woman is usually on greater risk 
connected with lymphedema if lymph node has been 
removed under the arm. Lymphedema can occur instant-
ly after surgical procedure, as well as month or perhaps a 
long time. Not necessary every woman will experience 
lymphedema after a mastectomy. There are lots of kinds 
regarding lymphedema. Current acute, chronic, in 
addition to type l associated with lymphedema present 
inside within a some days immediately after surgical 
procedure and also usually lasts the little phase connect-
ed with time. One mild and also extra sore stage regarding 
lymphedema will probably present between the 4 to 6 
weeks after the surgical procedure. However, ones almost 
all frequent stage of lymphedema is actually sluggish 
along with painless as well as it will occur 18 to be able to 
24 months or even additional following surgery. Lymph-
edema is a side effect after the breast surgery. After the 
surgical procedure and radiotherapy lymphedema will 
probably appear in a few people within months or may be 
a long time after treatment.

In women, this can be almost all prevalent for the arms 
and hand following mastectomy along with dissection of 
lymph node, in the arm taking place to the affected area 
where the surgical procedure is essentially perform. In 
western countries secondary lymphedema is most 
common as compare to other due to melanoma 
management. Due to axillary lymph node dissection 
and/or radiation therapy, patients suffer from lymphede-
ma between 38 to 89% of breast cancer patients. Up to 
41% unilateral lymphedema occurs in patients after the 
history of gynecologic cancer. with regard to men, 
incidence associated with lymphedema has become 
reported 5-66% inside patients take care of within frequen-
cy depending upon whether radical/ staging of lymph 
glands were done in addition to radical therapy.

Incidence and prevalence 
The rate of breast cancer–related lymphedema differs 
enormously in the research going from 2% to 83%, depend-
ing on the measurement tool used.1-5. In 2008 Hayes et al2 
research that, compared with bio impedance spectrosco-
py, circumferential or self-report apparatuses went unde-
tected in 40% to 60% of patients who measured. Further, a 
false conclusion of lymphedema was given to 12% of 
those analyzed utilizing circumferential instruments and 
40% of those utilizing self-report instruments. Different 
articles reported frequency rates of 33% to 48% after 
axillary lymph hub analyzation and radiation treatment 
(RT) and 5% to 14% after sentinel hub biopsy and RT)2,3. In a 
Canadian study, they reported rate was pretty nearly 12%. 
As a rule, the predominance of reported lymphedema 
ranges from 0.6% to 54%.4,5 Auxiliary lymphedema was 
more common in patients who had radical mastectomy 
(20%) than in the individuals who had bosom saving 
surgery (8%).6Furthermore, higher prevalence reported 
about 27% patients who had a history of axillary lymph 
node dissection as compare to those who had sentinel 
lymph node biopsy that is 3%.7 This article support and 
provides a review of the recent researches on the 
treatment of breast cancer related lymphedema. The 
family physicians have a fundamental role as front-line 
health care providers, in educating patients about the risk 
of lymphedema who had history of breast cancer’s 
surgery; in that way that reduces the incidence and sever-
ity of chronic condition.

CASE REPORT 

A 63-year-old female, known case of ovarian carcinoma 
and Swelling of right breast. Complete examination was 
done including ultra sound, CT scan, mammogram and 
MRI, all examinations revealed chronic inflammation in 
right breast. Later her biopsy was done that showed 
HER-2/neu (C-erb-B2) Oncoprotien 2+ that is complete 
membrane staining which is non-uniform or weak but with 
obvious circumferential distribution in at least 10% of cells, 
or intense complete membrane staining in 30% or less of 
tumor cells. Gross description of the biopsy stated that it 
consists of multiple white to brown linear tissue cores 
ranging in size from 0.4 to 1.3cm. Section of biopsy of the 
right breast also showed multiple cores of breast tissue 
focally presenting a neoplasm with prominent crush 
artifacts; diagnosis features are consistent with infiltrating 
ductal carcinoma of the breast. Reliable grading is not 
possible due to crush artifacts.

She had past medical history of ovarian carcinoma later 
diagnosed with right breast cancer in May 2013. She 
refused to take surgical intervention and received 
alternate chemotherapy from June 2013 - Nov 2013. 
During the chemotherapy sessions she lost 2kg weight 
approximately. After chemotherapy, a CT scan was 
repeated which was compared to the previous examina-
tions, it was seen that there is improvement in the disease 
with significant reduction in the size of the right breast 
lesion as well as right axillary lymphadenopathy. Right 
axillary lymph nodes also significantly decreased from 2.0 
x 1.4cm to 1.0 x 0.7cm. The other subcutaneous soft tissue 
nodules in the right breast have also resolved.

In Nov. 2013, she was admitted at a tertiary care hospital 
for right Modified Radical Mastectomy. Pre-operative 
diagnosis was right intra ductal carcinoma, Estrogen 
receptor (ER) +ve, progesterone receptor (PR) -ve, Her 

2neu +ve and Fluorescence in situ hybridization (FISH) -ve. 
The operative findings revealed extensively fibrosed axilla 
causing difficulty in dissection, Axillary vein checked for 
flow via inter Doppler. During the same month, mastecto-
my was done after which she developed lymphedema on 
her right arm. She had 13 sessions of radio therapy after 
mastectomy after which she started treatment for lymph-
edema in Dec 2013.

She visited different tertiary care hospitals in Pakistan as 
well as Dubai for the management of lymphedema and 
took multiple sessions of manual lymphatic drainage since 
the past 1 year. In 2014 she came in outpatient depart-
ment; with complain of right arm edema since for month 
as compared to the left arm that decreased her daily 
living activities.

Physical examination showing stage I lymphedema in the 
right forearm, arm, hand and axillary. Complex deconges-
tive physiotherapy (CDP) is termed as current standard 
treatment to cure lymphedema. This treatment is a combi-
nation of manual lymphatic drainage (MLD), compression 
therapy, exercise therapy, and care of skin8. To decongest 
lymphedenomatous tissues of the body patient is daily 
given the course of intensive CPD. After each treatment 
session there is requirement of multiple layer of short 
stretch bandaging, as we know that fluid re-accumulation 
is always a chance. Multiple layer of short stretch bandag-
ing is also found helpful in creating counter force to 
muscle contraction. This may assist to promote normal 
lymph flow9,10,11. While we were treating our patient we 
arranged 3 therapy sessions for her every week to coordi-
nate with her schedule. 12 sessions were given every 
month. Each sessions MLD was for 45 min, intermittent with 
pneumatic pressure and isometric exercises were also the 
part of treatment from the right axillary area all the way up 
to right wrist, Remedial exercise to facilitate venous and 
lymphatic flow, and instructions for skin and nail care. 
(Table: 2).

Throughout the study measurement of lymphedema is 
required. for this purpose we used circumferential 
measurement method, which is supported by Twari et al 
(2008) Taylor et al (2006).In the literature there was not 
mentioned any other effective method to measure 
edema. This is affecting head, neck, breast, trunk and 
genital region. There are fluctuations observed in the 
reporting of lymphedema incidence and prevalence. The 
inconsistencies in the measurement might be the reason 
and this may also affect clinical practice.12 13

CONCLUSION

Through the studies it is proved that exercise and benzopy-
rones which is a drug to reduces fluid formation in subcu-
taneous tissues, reduces pain and discomfort combined 
with CPT can play a significant role. It is found to be highly 
effective during the course of treatment of an individual, 
also beneficial after the treatment for further reduction in 
complications. Post mastectomy lymphedema is a known 
complication, to overcome this and many other compli-
cations it is better for patients to receive treatments earlier. 
It shows that in patients who received earlier treatment 
are towards better prognosis, improved quality of life.

REFERENCES INTRODUCTION

In most developing countries, acceptance for atypically 
developing children in mainstream society is a matter of 
serious consequence1 causing emotional, financial and 
social hardships to their parents and caregivers. The key to 
a good society is to have natural acceptance and 
support for the development and progress of all its mem-
bers4. In this article we will be discussing the challenges 
and achievements of mainstream education2 for children 
with speech, language and hearing disorders in Pakistan.

METHODOLOGY

Five parents of children receiving speech language thera-
py at College of Speech Language and Hearing Sciences 
(CSLHS) were interviewed individually, one after another, 
and the information thus obtained was maintained under 
strict confidentiality. The child was not allowed to know 
about this process. These children had been selected for 
this study, because they had been enrolled into privately 
run, local, mainstream schools having English (L2) as the 
medium of instruction3,5, whilst they communicated in Urdu 
(L1) at home. The children had different speech and 
language disorders namely misarticulations, autism, 
specific language impairment and hearing impairment. 
This cross section of disorders was taken in order to deter-
mine the ease/difficulty of obtaining admission into the 
mainstream schools. Some of the common speech and 
language therapy goals amongst the children were 
enhancing lexical and morphosyntactic skills, improving 
auditory memory and sequencing, and teaching phonic 
skills.

There were 2 girls (G1, G2) and 3 boys (B1, B2, B3), all within 
the 3-6 years of ag. They presented with the disorders 
shown in Table 1:

Table 1: The varied speech language disorders, in the 
children of this study.

The Parent interview made the following queries :
1. Personal Identification (Name, age, sex, class of child)
2. Age of diagnosis of speech, language or hearing 
disorder.
3. Details of intervention at CSLHS (speech and language 
therapy)
4. Name/s of school/s enrolled in.
5. Challenges at the time of school admission.
6. Social, educational and financial challenges during 
child’s academic career, thus far.

7. Infrastructure, support provided by school to child.
8. Quality and quantity of teacher’s input in child’s 
academics.
9. Input of Speech, Language Therapist in facilitating 
successful inclusive education.

The information received from the parents, deduced the 
following parameters:
A. Ease of admission into school
B. School support in curricular needs of child
C. Trained support personnel/teachers at school
D. Peer relationships of child
E. Extra facilities provided by the school

The above parameters were graded, in ascending order, 
on a continuum of 1-5. A minimum of 3 was required on 
the continuum to be given a positive grade indicating 
good, comfort levels, whilst achieving 1 and 2 were 
regarded as negative indicating high degree of difficulty.

RESULTS

Findings revealed the following (as illustrated in Table 2):
- 80% of the children got admission with ease.
- 60 % of the children received support from the school 
authorities, in catering to their curricular needs.
- 60% of the children had no trained support person-
nel/teachers at school, and negligible other facilities. They 
even had difficulty establishing peer relationships.

The above results could be summarized as follows: 
although getting into the school was less of a problem for 
a majority of these children, most of their parents faced 
difficulties in fulfilling their curricular needs, which primarily 
consisted of letter-sound recognition, sight reading of 
words, coping with the fast rate of class work. Two of the 
children amongst the 5 selected, had been hopping 
schools till they finally got admission into their current 
school (where they were enrolled at the time of this study), 
because the authorities in the previous schools had 
refused to budge from their policies thereby providing little 
or no support to the child6. It must be noted here that the 
cause of the problems arising in the mainstreaming school 

setting, were not found to be disorder specific nor were 
they age or sex specific. However schools that had fewer 
children in each class provided more facilities, indicating 
that a larger teacher: child ratio was not conducive to 
admitting children with different abilities7.

DISCUSSION

There is a large socioeconomic divide in Pakistan. This 
study does not represent the larger group belonging to the 
middle/lower middle strata of society, who would not be 
able to access high tuition fee in the local schools follow-
ing the Cambridge system of education. A small segment 
of our society is gradually becoming sensitive towards 
children with different abilities. However the lack of trained 
personnel in the areas of rehabilitation, education and 
remedial education is yet to increase, so that school 
successfully enroll and support all children with different 
abilities. In view of this the CSLHS has initiated a training 
program for teachers and support personnel working in 
schools with children having different needs, aiming to 
provide better academic instruction within and outside 
class. Since all the children in this group were currently 
receiving speech and language therapy; the therapists 
liaised with the teachers of the children sharing informa-
tion as well as goals being targeted, to ensure enhanced 
learning and communicative development.

CONCLUSION

The greatest achievement of inclusive education is that 
children with different needs are all grouped together with 
typically developing children, who provide them with 
more stimulation, naturalistically, enhancing their        
self-esteem, and well-being.

RECOMMENDATIONS

All children regardless of their abilities have the right to 
education, and schools must provide a child with an 
environment favorable for all round development and 
learning8. Some recommendations for this are:
- In line with the principles of IE, our education system 
needs to be revamped with provision of flexible curricula 
in accordance with the child’s potential, preparing them 
to become competent adults with a strong identity9.
- The new methodologies in education must be 
introduced in schools across all provinces in Pakistan10. 
Learning must not be forced on to the child but must be 
made interesting enough to encourage the child to learn 
himself.
- School teachers must be trained to work with all children, 
specifically with those having special needs.
- There should be a speech language therapist, an educa-
tional psychologist, an occupational therapist, a physical 
therapist and a remedial educationist within the school to 
work with atypically developing children, during school 
hours.
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INTRODUCTION

The lymphatic system consists of lots of vessels that hold 
lymph liquid throughout the system. Lymph is often appar-
ent, without color liquid which has water and a few blood-
stream cellular materials. That starts in lots of parts as well 
as tissues. The lymphatic system is actually section of your 
defense mechanisms. It assists to protect and maintain the 
particular substance of your respective entire body by 
remove the waste products away from all body region 
and filtering and draining lymph. Clear, thin fluid that 
circulates throughout the body for elimination of wastes, 
bacteria and other substance from tissues, it called lymph. 
Edema could be the accumulation connected with 
excessive water so lymphedema arises while an excessive 
amount of lymph collects in a part of the body. 

When lymphedema grows inside individuals who’ve been 
handled regarding breast cancer, it generally takes place 
from arm and hand however often that impacts the 
particular breast, underarm, breasts, trunk, and/or back. 
Every time the normal drainage pattern within the lymph 
nodes is interrupted or even damaged (as frequently 
occurs while in surgical procedure to clear out the actual 
lymph nodes.); serious swelling in the supply might be 
occurring. Rays could also destruction lymph nodes as well 
as lead to inflammation/swelling of the arm. This kind of 
bloating, due to a great irregular assortment of excessive 
water/fluid, is called lymphedema. The actual irritation 
might be noticed in the arm, chest muscles, in addition to 
breast area quietly connected with medical procedures 
(surgery). 

For the rest of her life Woman is usually on greater risk 
connected with lymphedema if lymph node has been 
removed under the arm. Lymphedema can occur instant-
ly after surgical procedure, as well as month or perhaps a 
long time. Not necessary every woman will experience 
lymphedema after a mastectomy. There are lots of kinds 
regarding lymphedema. Current acute, chronic, in 
addition to type l associated with lymphedema present 
inside within a some days immediately after surgical 
procedure and also usually lasts the little phase connect-
ed with time. One mild and also extra sore stage regarding 
lymphedema will probably present between the 4 to 6 
weeks after the surgical procedure. However, ones almost 
all frequent stage of lymphedema is actually sluggish 
along with painless as well as it will occur 18 to be able to 
24 months or even additional following surgery. Lymph-
edema is a side effect after the breast surgery. After the 
surgical procedure and radiotherapy lymphedema will 
probably appear in a few people within months or may be 
a long time after treatment.

In women, this can be almost all prevalent for the arms 
and hand following mastectomy along with dissection of 
lymph node, in the arm taking place to the affected area 
where the surgical procedure is essentially perform. In 
western countries secondary lymphedema is most 
common as compare to other due to melanoma 
management. Due to axillary lymph node dissection 
and/or radiation therapy, patients suffer from lymphede-
ma between 38 to 89% of breast cancer patients. Up to 
41% unilateral lymphedema occurs in patients after the 
history of gynecologic cancer. with regard to men, 
incidence associated with lymphedema has become 
reported 5-66% inside patients take care of within frequen-
cy depending upon whether radical/ staging of lymph 
glands were done in addition to radical therapy.

Incidence and prevalence 
The rate of breast cancer–related lymphedema differs 
enormously in the research going from 2% to 83%, depend-
ing on the measurement tool used.1-5. In 2008 Hayes et al2 
research that, compared with bio impedance spectrosco-
py, circumferential or self-report apparatuses went unde-
tected in 40% to 60% of patients who measured. Further, a 
false conclusion of lymphedema was given to 12% of 
those analyzed utilizing circumferential instruments and 
40% of those utilizing self-report instruments. Different 
articles reported frequency rates of 33% to 48% after 
axillary lymph hub analyzation and radiation treatment 
(RT) and 5% to 14% after sentinel hub biopsy and RT)2,3. In a 
Canadian study, they reported rate was pretty nearly 12%. 
As a rule, the predominance of reported lymphedema 
ranges from 0.6% to 54%.4,5 Auxiliary lymphedema was 
more common in patients who had radical mastectomy 
(20%) than in the individuals who had bosom saving 
surgery (8%).6Furthermore, higher prevalence reported 
about 27% patients who had a history of axillary lymph 
node dissection as compare to those who had sentinel 
lymph node biopsy that is 3%.7 This article support and 
provides a review of the recent researches on the 
treatment of breast cancer related lymphedema. The 
family physicians have a fundamental role as front-line 
health care providers, in educating patients about the risk 
of lymphedema who had history of breast cancer’s 
surgery; in that way that reduces the incidence and sever-
ity of chronic condition.

CASE REPORT 

A 63-year-old female, known case of ovarian carcinoma 
and Swelling of right breast. Complete examination was 
done including ultra sound, CT scan, mammogram and 
MRI, all examinations revealed chronic inflammation in 
right breast. Later her biopsy was done that showed 
HER-2/neu (C-erb-B2) Oncoprotien 2+ that is complete 
membrane staining which is non-uniform or weak but with 
obvious circumferential distribution in at least 10% of cells, 
or intense complete membrane staining in 30% or less of 
tumor cells. Gross description of the biopsy stated that it 
consists of multiple white to brown linear tissue cores 
ranging in size from 0.4 to 1.3cm. Section of biopsy of the 
right breast also showed multiple cores of breast tissue 
focally presenting a neoplasm with prominent crush 
artifacts; diagnosis features are consistent with infiltrating 
ductal carcinoma of the breast. Reliable grading is not 
possible due to crush artifacts.

She had past medical history of ovarian carcinoma later 
diagnosed with right breast cancer in May 2013. She 
refused to take surgical intervention and received 
alternate chemotherapy from June 2013 - Nov 2013. 
During the chemotherapy sessions she lost 2kg weight 
approximately. After chemotherapy, a CT scan was 
repeated which was compared to the previous examina-
tions, it was seen that there is improvement in the disease 
with significant reduction in the size of the right breast 
lesion as well as right axillary lymphadenopathy. Right 
axillary lymph nodes also significantly decreased from 2.0 
x 1.4cm to 1.0 x 0.7cm. The other subcutaneous soft tissue 
nodules in the right breast have also resolved.

In Nov. 2013, she was admitted at a tertiary care hospital 
for right Modified Radical Mastectomy. Pre-operative 
diagnosis was right intra ductal carcinoma, Estrogen 
receptor (ER) +ve, progesterone receptor (PR) -ve, Her 

2neu +ve and Fluorescence in situ hybridization (FISH) -ve. 
The operative findings revealed extensively fibrosed axilla 
causing difficulty in dissection, Axillary vein checked for 
flow via inter Doppler. During the same month, mastecto-
my was done after which she developed lymphedema on 
her right arm. She had 13 sessions of radio therapy after 
mastectomy after which she started treatment for lymph-
edema in Dec 2013.

She visited different tertiary care hospitals in Pakistan as 
well as Dubai for the management of lymphedema and 
took multiple sessions of manual lymphatic drainage since 
the past 1 year. In 2014 she came in outpatient depart-
ment; with complain of right arm edema since for month 
as compared to the left arm that decreased her daily 
living activities.

Physical examination showing stage I lymphedema in the 
right forearm, arm, hand and axillary. Complex deconges-
tive physiotherapy (CDP) is termed as current standard 
treatment to cure lymphedema. This treatment is a combi-
nation of manual lymphatic drainage (MLD), compression 
therapy, exercise therapy, and care of skin8. To decongest 
lymphedenomatous tissues of the body patient is daily 
given the course of intensive CPD. After each treatment 
session there is requirement of multiple layer of short 
stretch bandaging, as we know that fluid re-accumulation 
is always a chance. Multiple layer of short stretch bandag-
ing is also found helpful in creating counter force to 
muscle contraction. This may assist to promote normal 
lymph flow9,10,11. While we were treating our patient we 
arranged 3 therapy sessions for her every week to coordi-
nate with her schedule. 12 sessions were given every 
month. Each sessions MLD was for 45 min, intermittent with 
pneumatic pressure and isometric exercises were also the 
part of treatment from the right axillary area all the way up 
to right wrist, Remedial exercise to facilitate venous and 
lymphatic flow, and instructions for skin and nail care. 
(Table: 2).

Throughout the study measurement of lymphedema is 
required. for this purpose we used circumferential 
measurement method, which is supported by Twari et al 
(2008) Taylor et al (2006).In the literature there was not 
mentioned any other effective method to measure 
edema. This is affecting head, neck, breast, trunk and 
genital region. There are fluctuations observed in the 
reporting of lymphedema incidence and prevalence. The 
inconsistencies in the measurement might be the reason 
and this may also affect clinical practice.12 13

CONCLUSION

Through the studies it is proved that exercise and benzopy-
rones which is a drug to reduces fluid formation in subcu-
taneous tissues, reduces pain and discomfort combined 
with CPT can play a significant role. It is found to be highly 
effective during the course of treatment of an individual, 
also beneficial after the treatment for further reduction in 
complications. Post mastectomy lymphedema is a known 
complication, to overcome this and many other compli-
cations it is better for patients to receive treatments earlier. 
It shows that in patients who received earlier treatment 
are towards better prognosis, improved quality of life.

REFERENCES INTRODUCTION

In most developing countries, acceptance for atypically 
developing children in mainstream society is a matter of 
serious consequence1 causing emotional, financial and 
social hardships to their parents and caregivers. The key to 
a good society is to have natural acceptance and 
support for the development and progress of all its mem-
bers4. In this article we will be discussing the challenges 
and achievements of mainstream education2 for children 
with speech, language and hearing disorders in Pakistan.

METHODOLOGY

Five parents of children receiving speech language thera-
py at College of Speech Language and Hearing Sciences 
(CSLHS) were interviewed individually, one after another, 
and the information thus obtained was maintained under 
strict confidentiality. The child was not allowed to know 
about this process. These children had been selected for 
this study, because they had been enrolled into privately 
run, local, mainstream schools having English (L2) as the 
medium of instruction3,5, whilst they communicated in Urdu 
(L1) at home. The children had different speech and 
language disorders namely misarticulations, autism, 
specific language impairment and hearing impairment. 
This cross section of disorders was taken in order to deter-
mine the ease/difficulty of obtaining admission into the 
mainstream schools. Some of the common speech and 
language therapy goals amongst the children were 
enhancing lexical and morphosyntactic skills, improving 
auditory memory and sequencing, and teaching phonic 
skills.

There were 2 girls (G1, G2) and 3 boys (B1, B2, B3), all within 
the 3-6 years of ag. They presented with the disorders 
shown in Table 1:

Table 1: The varied speech language disorders, in the 
children of this study.

The Parent interview made the following queries :
1. Personal Identification (Name, age, sex, class of child)
2. Age of diagnosis of speech, language or hearing 
disorder.
3. Details of intervention at CSLHS (speech and language 
therapy)
4. Name/s of school/s enrolled in.
5. Challenges at the time of school admission.
6. Social, educational and financial challenges during 
child’s academic career, thus far.

7. Infrastructure, support provided by school to child.
8. Quality and quantity of teacher’s input in child’s 
academics.
9. Input of Speech, Language Therapist in facilitating 
successful inclusive education.

The information received from the parents, deduced the 
following parameters:
A. Ease of admission into school
B. School support in curricular needs of child
C. Trained support personnel/teachers at school
D. Peer relationships of child
E. Extra facilities provided by the school

The above parameters were graded, in ascending order, 
on a continuum of 1-5. A minimum of 3 was required on 
the continuum to be given a positive grade indicating 
good, comfort levels, whilst achieving 1 and 2 were 
regarded as negative indicating high degree of difficulty.

RESULTS

Findings revealed the following (as illustrated in Table 2):
- 80% of the children got admission with ease.
- 60 % of the children received support from the school 
authorities, in catering to their curricular needs.
- 60% of the children had no trained support person-
nel/teachers at school, and negligible other facilities. They 
even had difficulty establishing peer relationships.

The above results could be summarized as follows: 
although getting into the school was less of a problem for 
a majority of these children, most of their parents faced 
difficulties in fulfilling their curricular needs, which primarily 
consisted of letter-sound recognition, sight reading of 
words, coping with the fast rate of class work. Two of the 
children amongst the 5 selected, had been hopping 
schools till they finally got admission into their current 
school (where they were enrolled at the time of this study), 
because the authorities in the previous schools had 
refused to budge from their policies thereby providing little 
or no support to the child6. It must be noted here that the 
cause of the problems arising in the mainstreaming school 

setting, were not found to be disorder specific nor were 
they age or sex specific. However schools that had fewer 
children in each class provided more facilities, indicating 
that a larger teacher: child ratio was not conducive to 
admitting children with different abilities7.

DISCUSSION

There is a large socioeconomic divide in Pakistan. This 
study does not represent the larger group belonging to the 
middle/lower middle strata of society, who would not be 
able to access high tuition fee in the local schools follow-
ing the Cambridge system of education. A small segment 
of our society is gradually becoming sensitive towards 
children with different abilities. However the lack of trained 
personnel in the areas of rehabilitation, education and 
remedial education is yet to increase, so that school 
successfully enroll and support all children with different 
abilities. In view of this the CSLHS has initiated a training 
program for teachers and support personnel working in 
schools with children having different needs, aiming to 
provide better academic instruction within and outside 
class. Since all the children in this group were currently 
receiving speech and language therapy; the therapists 
liaised with the teachers of the children sharing informa-
tion as well as goals being targeted, to ensure enhanced 
learning and communicative development.

CONCLUSION

The greatest achievement of inclusive education is that 
children with different needs are all grouped together with 
typically developing children, who provide them with 
more stimulation, naturalistically, enhancing their        
self-esteem, and well-being.

RECOMMENDATIONS

All children regardless of their abilities have the right to 
education, and schools must provide a child with an 
environment favorable for all round development and 
learning8. Some recommendations for this are:
- In line with the principles of IE, our education system 
needs to be revamped with provision of flexible curricula 
in accordance with the child’s potential, preparing them 
to become competent adults with a strong identity9.
- The new methodologies in education must be 
introduced in schools across all provinces in Pakistan10. 
Learning must not be forced on to the child but must be 
made interesting enough to encourage the child to learn 
himself.
- School teachers must be trained to work with all children, 
specifically with those having special needs.
- There should be a speech language therapist, an educa-
tional psychologist, an occupational therapist, a physical 
therapist and a remedial educationist within the school to 
work with atypically developing children, during school 
hours.
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