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PAST EVENTS

The AGM was chaired by the President Dr.Renuka Jayatissa.
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Teaching Hospitals OPD and clinic Ward Referrals ICU referrals
referrals

National Hospital of Sri Lanka

Lady Ridgeway Hospital for Children
Colombo South Teaching Hospital
Colombo North Teaching Hospital
Teaching Hospital Kandy

Teaching Hospital Peradeniya

Sirimavo Bandaranayake Specialized Children’s
Hospital- Peradeniya

Teaching Hospital Kurunegala

Teaching Hospital Anuradhapura

Teaching Hospital Batticaloa

Teaching Hospital Karapitiya
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Special Care Units OPD and clinic Ward Referrals ICU refer-
referrals rals

Apeksha Hospital

Castle Street Hospital for women

Sri Lanka Navy Hospital

De soyza Maternity Hospital for women

National Institute of Mental Health

Rheumatology and Rehabilitation Hospital Ragama

National Institute for Nephrology, Dialysis and

Transplantation

Other Hospitals OPD and clinic Ward Referrals ICU referrals
referrals

BH Panadura

DGH Mathale

DGH Hambanthota

GH Kalutara

DGH Matara

GH Nuwaraeliya

DGH Negambo

GH Sri Jayawardhanapura
BH Gampola
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FOOD OF THE MONTH

PUMPKIN

Cucurbita maxima

Dr. Udari Arunodika

MBBS,Post Graduate Trainee of Msc in Human Nutrition

Pumpkin is a cultivar of squash plant. It is a golden goose of nutrients. Pumpkin fruit, seed and greens
are a powerful nutritional pack.

female male
flower flower
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tendril

seed

Pumpkin belongs to Cucurbitaceae family. It is native to Central America.

Pumpkins range in weight from less than 0.5 kg to more than 50 Kg. It can be cultivated in dry as
well as intermediate zones. In Sri Lanka it is cultivated in two seasons “Yala” and “Maha’.
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Amazing Pumpkin

The most important part of the pumpkin is its low fat and protein rich seeds. The second most import-
ant part is its fruit. The immature fruit is cooked as a vegetable, while the mature fruit is sweet and use to make
confectionery and beverages, sometimes alcoholic.

Several varieties of pumpkin are cultivated in Sri Lanka, including local varieties such as Ash Pumpkin,
Malaysian, Batana, Villachchi, Moragollagama, Samson, Meemini, Ruhunu, Janani and there are imported
hybrid varieties such as Arjuna, Suprima, Abhishek, Lara, Pragathi.

Sri Lanka’s indigenous medical system uses parts of the pumpkin fruit as well as leaves in their treat-
ments for abscesses, ulcers, burns, urinary tract diseases, scalds and worm infestation.

The Nutritional value of pumpkin fruit is high and varies from one species or cultivar to another.
Pumpkin is rich in Vitamin C, B1, B6, K and in minerals such as potassium, sodium, chromium, phosphorus,
magnesium, zinc, copper, iron, molybdenum and selenium. It contains various biologically active components
such as polysaccharides, par-aminobenzoic acid, fixed oils, sterols, proteins and peptides. Pumpkin pulp has
large amounts of carotenoids such as p carotene, B cryptoxanthin and o carotene. Pumpkin seeds contain re-
markably high proportion of essential amino acids and useful amounts of essential fatty acid, linolenic acid.

Water soluble carbohydrate profile of pumpkin composed of glucose, fructose, sucrose, sorbitol, man-
nitol, stachyose, raffinose, verbascose, kestose and nystose. These are nutritionally important as prebiotic car-
bohydrates.

Safety

*Cut raw pumpkin should be
used by 3 - 5 days should other-
wise be and discarded.

*If pumpkin has soft spots or
black spots, or moldy inside
should be thrown away.

*Select pumpkin with an intact
rind and stem.

*If stem is missing or rind has
been punctured, it will not be

stored for long.

*should be hard and fully co-
loured and should feel solid.
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Storage

*Can be stored in a cool dark
place for 3 months or longer if the
rind and stem stay intact.

*Store all produce 3 - 6 inches off
the floor.



PUMPKING FRUIT Per 100g

VITAMINS

Per 100g

VITAMINS
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Pumpkin and Health

Protective from chronic
diseases

Antioxidant property of
vitamins and minerals give the
protection from chronic diseases
including degenerative diseases,
cardiovascular diseases and cater-
act. Antioxidant property delays
aging. Phenolic compounds are
associated with the antioxidant
activity and play an important
role in the stabilization of the lipid

peroxidation.
{ / |

Anti carcinogenic

effect

Diets high in pumpkin
seeds lower the risk of gastric,
breast, lung and colorectal can-
cers, to be gained from the vari-
ous carotenoid pigments found
in pumpkin seed oil. The carot-
enoids from pumpkin fruits have
been linked to the prevention of
prostate cancer.

Boosts the immunity

Vitamins including vita-
min A and vitamin C, boost the
immunity.

Antimicrobial Activity
Various broad spectrum
anti microbial components have
been isolated from pumpkins. It
has been reported that exudates
of pumpkin fruits possess anti
fungal activities via inhibition of
pathogenic fungal proteases.

Protects the eye sight

Vitamin A, Lutein and
Zeaczanthin in pumpkin will help
to provide a good vision.

Promotes weight loss

Low calory density of
pumpkin helps in weight reduc-
tion,

Makes heart healthy

Sterols and fibers in pump-
kin reduce the absorption of cho-
lesterol.

Make skin healthy

Antioxidants in pumkin
provides a glowing healthy skin.

Helps to maintain
healthy bones

Pumpkin seeds are a rich
source of Magniseum, which
helps to maintain healthy bones.

Anti Diabetic Activity

These effect might be due
to either increased pancreatic in-
sulin secretion from the existing
B cells or insulin release from the
bound form. Phenolic phyto-
chemicals of pumpkin have anti
diabetic effects in terms of p glu-
cosidase and a amylase inhibition.
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Treatment of Genito

-urinary tract diseases

Pumpkin seed oil has also

been reported to be an effective
treatment for symptomatic Be-
nign Prostatic Hyperplasia. Its
actions have been suggested to
be due to phytosterols, which are
known to inhibit 5 a reductase.
It was reported that the oil prepa-
ration could reduce bladder pres-
sure, increase bladder compliance
and reduce urethral pressure.

Hypotensive Activity

Pumpkin has hypotensive
effects in terms of Angiotensin 1
converting enzyme inhibitory ac-
tivities.

Anthelminthic action
Pumpkin seed extracts

may be used to control of Gastro-

intestinal nematode infections.

Anti-inflammatory

substances

Pumpkin considered as a
good source of anti inflammato-
ry substances, which can help in
many diseases such as Arthritis.

Anti-depressant
Activity

Pumpkin may ease depres-
sion, as seeds contain L-trypto-
phan, which raises the levels of
serotonin in brain.




scrummy Pumpkin

Pumpkin smoothie Pumpkin Pan cake

- ol < d II . 4: l‘
Roasted pumpkin seed Pumpkin pudding
snack mix
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‘“Alone we can do so little;
together we can do so much”
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ARTICLE OF THE MONTH

ANEMIA IN PREGNANCY

Dr.Shashika Liyanage

MBBS,MS¢ (Human Nutrition)

Iron deficiency is the most
common deficiency in the world,
more than 2 billion people global-
ly affected by it. According to the
National Nutrition and Micronu-
trient Survey of Pregnant Women
in Sri Lanka 2015,

. Prevalence of anemia
among pregnant women is 31.8
percent.

. 9.9% due to iron deficiency
Several studies done in Sri Lanka
have concluded that anemia in
pregnancy is still a public health
problem in Sri Lanka, in spite of
the interventions have been car-
ried out to prevent anemia in
pregnant women.

Definition:

Anemia is defined as a he-
moglobin level of less than 11g/dl,
irrespective of the period of gesta-
tion. It is subdivided according to
severity.

Severity Hemoglobin

Mild 10- 10.9 g/dl
Moderate 7-9.9 g/dl
Severe <7 g/dl

Physiological changes
In pregnancy
Plasma volume expansion
and Red cell mass expan-
sion

During pregnancy the
plasma volume increases by
40-50% andthe red blood cell
volume increases only by 20-

30%. Ultimately, marked in-
crease in total blood volume.

These changes occur most-
ly in the second trimester and pri-
or to 32 weeks gestation. Due to
hemodilution, the net result is a
decrease in hematocrit or hemo-
globin. The rise in plasma volume
is more marked in multiple gesta-
tions, already reduced iron stores,
restrict elevations in the red cell
mass, an effect that becomes more
evident later in the pregnancy.
Erythropoietin, which stimu-
lates red blood cell production,
increases throughout pregnancy
and reaches approximately 150
percent of their pregnancy levels
at term.

Iron requirement in preg-

nancy

In the first trimester, daily
needs decrease due to the absence
of menstruation. This represents a
saving of approximately 0.56 mg
of iron per day, or 160 mg for the
pregnancy. Ongoing losses from
the gut, skin and urine (which
continue throughout the pregnan-
cy) are calculated at approximate-
ly 14 mg/kg/day (about 230 mg
for the pregnancy).

Causes of anemia in

pregnancy

. The main cause is
nutritional anemia. Out of all nu-
tritional anemia’s iron deficiency
is the commonest. The absorption
of iron is less in the first trimester
and increases from the second tri-
mester onwards. Anemia is the
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end-point of iron deficiency and
indicates depletion of iron stores
in the body. Therefore a non-ane-
mic woman could be deficient in
iron. Additionally, there may be
multiple nutritional deficiencies
co-exist. (e.g. folate, vitamin B12)
. Hereditary: Thalassemia,
hemolytic anemias (spherocyto-
sis & G6 PD deficiency)

. Chronic conditions - TB
/ Rheumatoid Arthritis / Bone
marrow depression, malignancies,
chronic renal disease

Causes of anemia in
pregnancy

1. The main cause is nutrition-
al anemia. Out of all nutritional
anemias iron deficiency is the
commonest. The absorption of
iron is less in the first trimester
and increases from the second
trimester onwards. Anemia is the
end-point of iron deficiency and
indicates depletion of iron stores
in the body. Therefore a non-ane-
mic woman could be deficient in
iron. Additionally, there may be
multiple nutritional deficiencies
co-exist. (e.g. folate, vitamin B12)
2. Hereditary: Thalassemia, he-
molytic anemias (spherocytosis
& G6 PD deficiency)

3. Chronic conditions - TB /
Rheumatoid Arthritis / Bone
marrow depression, malignan-
cies, chronic renal disease.

4. Poor dietary habits- Inad-
equate intake of iron rich foods
and poor absorption of iron( In-
testinal disorders, Bad dietary
habits that prevent iron absorp-
tion ex: Drinking tea after main

meals).




5. Chronic blood loss due to
helminthiasis, Heavy menstrual
periods before pregnancy, Anti

partum  hemorrhage, hemor-
rhoids.
6. Poor compliance to iron,

folic acid supplements during
pregnancy.

Risk factors for
anemia in pregnancy

Teenage pregnancy
Multiple pregnancies
High parity

Short birth interval

Complications of iron
deficiency anemia in
pregnancy

A. Maternal

tions:

L. General health problems
such as, headache, lethargy, fa-
tigue. Poor work capacity and
performance and disturbances of
postpartum cognition and emo-
tions. In severe cases associated
with cardiac failure

complica-

2. Spontaneous abortions

3. Peripartum blood loss and
placental abruption

4. Post-partum hemorrhage

B.  Fetal complications:

1. Pre mature delivery

2. increases the risk of iron
deficiency in the first 3 months of
life,

3. Low birth weight

4. Fetal death

Screening of anemia

in pregnancy

Full Blood count should
be assessed at booking visit and
28 weeks of gestation to see He-
moglobin levels in each and ev-
ery pregnant mother. Women
with high risk for anemia another
full blood count should be done
around 20-22 weeks of gestation.

Biochemical parame-
ters used to diagnose
iron deficiency ane-
mia in pregnancy

1. Full Blood Count

Low Hemoglbin, Low
MCV, MCH, and MCHC.
High RDW (red cell distri-

bution width)
2. Blood picture
Hypochromic microcytic
with pencil shaped cells and tar-
get cells
3. A serum ferritin concentration
<15 micrograms /L
4. Transferrin saturation <15%
5. Serum iron<60 micrograms/dl
6. Total iron-binding capaci-
ty<15%
7. Zinc protoporphyrin (ZPP).
ZPP increases when iron avail-
ability decreases, as zinc, rather
than iron, is incorporated into
the protoporphyrin ring.
This gives an indication of avail-
ability of iron to the tissues.

8. Trial of therapeutic iron thera-
py for 2 weeks

A trial of iron therapy is
simultaneously diagnostic and
therapeutic. Ferritin should be
checked first if the patient is
known to have a haemoglob-
inopathy. But otherwise micro-
cytic or normocytic anemia can
be assumed to be caused by iron
deficiency until proven other-
wise. A rise in Hb> 0.5g/dl should
be demonstrable by 2 weeks and
confirms iron deficiency.
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Management of iron
deficiency anemia in

pregnancy

The aim of management
is to achieve a hemoglobin level
>10g/dl by the time of delivery.

All women should be giv-
en advice regarding diet in preg-
nancy with details of foods rich
in iron along with factors that
may promote or inhibit the ab-
sorption of iron. Dietary chang-
es alone are not sufficient to cor-
rect an existing iron deficiency
in pregnancy and iron supple-
ments are necessary.

+ Women with mild ane-
mia should receive 60 mg ele-
mental iron daily with reinforce-
ment of advice regarding
compliance and diet

+ The therapeutic dose of
oral iron for women with mod-
erate to severe anemia is 120 mg
elemental iron per day (taken as
two separate doses of 60 mg).

sAntihelminthic  treat-
ment and dietary advice should
be given

Women should be adequately
counselled to how to take oral

iron supplements correctly. This
should be on an empty stomach,
1 h before meals, with a source
of vitamin C (ascorbic acid) to
maximize absorption. Other
medications like calcium supple-
ments or antacids, tea or coffee
should not be taken at the same
time. Repeat HB 2 to 4 weeks af-

ter treatment.



Response to oral iron

The hemoglobin concen-
tration should rise by approxi-
mately 20 g/l over 3-4 weeks. A
repeat Hb at 2 weeks is required to
assess response to treatment. The
timing of further checks will de-
pend upon the degree of anemia
and period of gestation. Once the
Hb is in the normal range, treat-
ment should be continued for a
further 3 months and at least until
6 weeks postpartum to replenish
iron stores.

Parenteral iron therapy

Parenteral iron can be con-
sidered from the second trimes-
ter onwards and during the third
trimester for women with con-
firmed iron deficiency who fail
to respond to or are intolerant of
oral iron. Intravenous iron is the
appropriate treatment for those
patients with active inflammatory
bowel disease where oral prepara-
tions are not tolerated or contra-
indicated.

» DParenteral iron ther-
apy is indicated when there is
absolute non-compliance with,
or intolerance to, oral iron ther-
apy or proven malabsorption.

+ Parenteral iron thera-
py for iron deficiency anemia in
pregnancy, causes faster increases
in Hb and better replenishment of
iron stores in comparison with oral
therapy. Facilities for management
of anaphylaxis must be available.

o The dose is calculated
based on the hemoglobin defi-
cit and body weight, according to
manufacturer's recommendation.

+ Total iron deficit= Body
weight(kg) x  (TargetHb-Ac-
tual Hb)g/l x 2.4+Iron stores.

+ 500mg of iron stores rec-
ommended if body weight above
35 kg.

« The maximum recom-
mended daily and weekly doses
must not be exceeded.

Contraindications to
IV iron therapy.

1. First trimester of pregnancy.

2. Previous hypersensitivity to IV
iron.

3. Acute infection/inflammation.

4, Clinical or biomedical evidence
of liver damage.

5. Asthma
6. Acute renal failure

7. Active Rheumatoid Arthritis

Parenteral iron prepa-
rations available:

1. Iron Sucrose

2. Iron Sorbitol- Efficacy same as
the Iron Sucrose. Adverse events
such as pain, swelling and black-
ening at the site of injection were
common with Iron Sorbitol.

3. Iron Dextran- severe anaphy-
lactic reactions were reported
with intravenous iron dextran.
Low molecular weight Iron Dex-
tran can be given intramuscular-
ly. However injections tend to be
painful and there is significant
risk of permanent skin staining.
Therefore its use is discouraged.
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Importance of nutrition in Tuberculosis

By Dr.Pearl Mallawaarachchi MBBS, MSc(Human Nutrition)

Introduction

Tuberculosis (TB) is one of the major causes that result in illness and death all over the world mainly
in developing countries. In Sri Lanka according the epidemiology unit data 2015, the estimated prevalence of
all forms of TB was 103 per 100, 000 population. Most cases of TB reported at the patients’ economically pro-
ductive period. The infection can affect lungs, central nervous system, bones, and joints lymphatic, circulatory
and genitourinary systems.

Tuberculosis meningitis is a critical illness having a fatal outcome and can lead to permanent damage.
Therefore the disease needs rapid diagnosis and treatment. Amidst all the treatment nutrition also play a ma-
jor role, Nutritional deficiencies can inhibit the effort to treat TB by interfering with the action of medication
by reducing the pharmacodynamics effectiveness.

There is both fat and lean mass loss which persists for several months after initiation of anti TB treat-
ment. Though treatment leads to increase in body weight it is mostly due to fat mass. Anaerobic and resistant
exercises also important to increase the fat free mass when the patient is recovering.

Depending on the nutritional status of the patient 35-40kcal/kg/d of energy and 1.2-1.5g/kg/d of pro-
teins should be delivered. Adequate energy helps in weight gain during TB treatment.

Determination of whether malnutrition leads to the TB or TB leads to malnutrition is difficult. Mal-
nutrition leads to impairment of cell mediated immunity, phagocytic function, antibody concentration and
cytokine activity. In regards to micronutrients, patients present with reduced retinol levels, vitamin C, E, zinc,
iron and selenium compared to healthy person. Reduced levels of above micronutrients are associated with
impaired immunity. Isoniazid is an antagonist of vitamin B6 and rifampicin may interfere with folate and vi-
tamin B 12. These both drugs are associated with reduced vitamin D levels in the blood. Vitamin D deficiancy
is associoated with ,past and latent tuberculosis infection.

For metabolic pathways, cellular immune function vitamin A, C, D, E, B6, folic acid, zinc, copper, iron
and selenium needed. Deficiency of one or many micronutrients can decrease the resistance to infection. Vi-
tamin B6 supplemented in recently infected patients, to patients who have high risk of disease progression or
to patients who are with low B6 levels.

Case history

31y old female admitted to NHSL with fever, headache, vomiting and joint pains for 1 week duration.
She was diagnosed to have TB meningitis and anti-tuberculosis treatment (ATT) started.

She was emaciated with BMI of 18kgm-2 and MUAC of 23.5cm. Her food intake was markedly reduced ini-
tially during the illness.

According to her 24h recall her calorie intake was 25% of requirement and protein intake was around
0.5g/kg/d.

On third day following admission she was given a nutritional plan to deliver 40kcal/d of energy 1.5g/
kg/d of protein with high quality proteins. Standard polymeric formula added to supplement the calorie and
protein deficit. Added vitamin B6 25mg/d, vitamin A, D, E, C, folic acid, zinc, copper and selenium.

She gradually improved with medication. Prescribed food and supplements continued. Appetite was
improved following AT T and she was willing to take prescribed nutrition plan following counselling. After 10
days she had 2kg weight gain and BMI was18.9kgm-2. MUAC was 24.2cm. She was clinically well, happy and
had a well-nourished appearance with comparison to the admission.

Discussion

The importance of nutrition for TB treatment is not well understood in our health system. Micro-
nutrient supplementation not considered as important. Especially ATT can cause micronutrient deficiency.
Nutritional deficiencies reduce the drug effectiveness in a patient with TB.
Proper nutrition plan, counselling and correction of malnutrition play a major role in recovery of the patients.
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