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Keep the Public Trust on Health and Nutrition and the related
Education
Prof. Chandima Madhu Wickramatilake
President of NSSL
Achieving good health through better nutrition and safe
food is undoubtedly of paramount importance on
account of the intimate connectivity of food and nutrition with health. Appropriate
nutrition plays a key role in the prevention of communicable and non-communicable
diseases. The public trust placed on the healthcare professionals, scientists and the
experts in the field and their role in communication, education and dissemination of
knowledge play a pivotal role in nutritional health promotion.

However, in the

recent past there seems a potential risk of declining in the public confidence as a
result of multiple factors such as continuous change in available evidence, disparities
in opinion, erosion of the public trust on the experts and the increasingly available
poor quality information disseminated rapidly via mass media and social media.
When science is applied to politics, religion, ethnicity, economic interest and the
personal importance by the experts, scientists or healthcare professionals public
receives unreliable, biased information which could potentially make them confused
and skeptical. Provocative dissemination of inaccurate and intentionally altered or
misrepresentative information among public via mass media and social media may
create a huge loss of confidence among the public. This happens with or without the
direct involvement of healthcare professional or experts in the field.
We, as scientists, healthcare professionals or experts who work in the fields of
Health and Nutrition have the utmost responsibility to share appropriate
evidence-based, scientific literature and submit appropriate recommendations
which should not be motivated by personal, political and financial gains or academic
advancement. We must maintain the ethical standards in our practice such as equity,
transparency, accountability and should purely serve in the public interest, while
keeping the scientific and professional integrity.
Looking forward to a healthier nation blessed with accurate information!
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Editorial

Dr. Disna Kumari
Editor of NSSL

Dietician, Kings Hospital (Pvt) Ltd.,
Colombo 05

Diabetes the silent killer which kills part by part of our life
Diabetes mellitus is a heterogeneous metabolic disorder characterized by the presence
of hyperglycemia (high blood sugar level in blood) due to impairment of insulin
secretion, defective insulin action or both. Blood glucose is our main source of energy
and comes from our foods. Insulin is a hormone made by the pancreas that moves
glucose from your blood into the cells for energy and storage.
Over time, having too much glucose in your blood can cause problems such as heart
disease, stroke, kidney disease, eye problems, dental disease, nerve damage and foot
problems. Therefore, anyone who has symptoms of diabetes should be tested for the
disease. Some people will not have any symptoms but may have risk factors for
diabetes and need to be tested. Testing helps to health care professionals to find
diabetes sooner and work with their patients to manage diabetes and prevent
complications.
Self-monitoring of blood glucose should be part of a regular management plan for
patients with diabetes. Self-monitoring the fasting blood sugar and post prandial blood
sugar values for a same day as a series

(at least once a month) is a proper guidance

to have an appropriate and personalized plan for food, activity and medication. Other
than the self monitoring, analysis of glycated hemoglobin (HbA1c) in blood provides
evidence about your average blood glucose levels during the previous two to three
months. It will help to evaluate the efficacy of food, activity and medication plan.
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Although diabetes has no cure, you can take steps to manage your diabetes and stay
healthy.
 Have a regular time for your meals (3 major meals + 2 or 3 snacks)
can adjust according to your schedule, but there should be a regular time table to
practice daily
 Have your major three meals as follows;
Half of the plate – filled with vegetables prepared with less amount of added oils, and
coconut milk
One third of the plate – filled with meat, fish or egg prepared with less amount of
added oils
One third of the plate – filled with starchy foods
Important
Use nonfat/ low fat dairy options
Don’t skip your meals
Don’t wait until feel hungry/ adhere to your time table
Drink enough amount of water Exercises at least 30 minutes per day
Enjoy your meals with different ingredients / preparation methods and specially
with the variety of foods

4

5

6

7

8

9

10

11

12

13

Mr Rasika Roshan
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Answers

What do you know about fats and oil ?
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Important mineral for bone development
Rich source of dietary fibre
Element needed for the production of thyroid
hormone
Species cause oxidative stress in biological systems
Organ important for vision
A common bone disease among women
A cell in the immune system important for
inflammatory process
A hormone control blood glucose level
Organ where fetus develop and grows
disease caused by iodine deficiency
Important legume in vegan diet
Diet low in fruit and vegetable can cause cancer
mainly in this part of body
Last part of small intestine
Proteins need for food digestion
Essential B vitamin during pre & during pregnancy
Need for fat digestion and absorption
Proenzyme need for protein digestion
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Energy is measured in this unit
Sugar found in milk
Fermented soy product
Part of a cereal grain rich with fibre
High consumption can lead to
hypertension
Liquid part of the blood
Cellular membrane protrusion of
small intestine
A lymphoid organ
Nutrient need for growth and
development of body
Deficiency disease of iron
This environment is needed in the
stomach for digestion of food
Assay used to test mutagenic
potential of chemical compounds

මධුෂි සිරිවර
පෝෂණවපදී (පුහ)
රරපෝෂෂ පෝෂලෝ, මීගර
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Nutritional status of patients with chronic kidney disease in Sri
Lanka
E. H. Silva
Lecturer
Department of Medical Laboratory Science
University of Ruhuna
Galle

Chronic kidney disease (CKD) has become a serious global public health problem.
According to the Global Burden of Disease Study, conducted using all available data
from 187 countries worldwide, CKD was ranked as the 27th cause responsible for
global deaths in 1990, whereas in 2010 the position has risen up to 18th, revealing the
increase of deaths due to CKD from 1990 to 2010.
The increase in major non-communicable diseases especially diabetes and
hypertension has contributed to the increase in CKD incidence in Sri Lanka. Diabetes
is yet the leading cause of CKD among Sri Lankans.

Three decades ago in 1990, a

novel form of CKD, with no certainly identified cause was reported in North Central
Province of Sri Lanka and it was named as CKD of uncertain origin or unknown
etiology (CKDu). Prevalence of CKDu was reported as 15, 20.6 and 22.9%,
respectively in a large community based study conducted in Anuradhapura,
Polonnaruwa and Badulla in 2010. It was revealed that 12% of the population had
eGFR<60. Athuraliya et al, in their cross sectional survey, reported an overall CKDu
prevalence of 7.3% in Anuradhapura district. Despite the discrepancies in the reported
prevalence according to various studies, the number of CKD patients in Sri Lanka is
increasing at an alarming rate.
Management of nutritional status of CKD patients is one of the key challenges faced
by the health care providers. Protein energy wasting (PEW) is a common associated
feature in CKD of any origin and is one of the strongest predictors of mortality and
adverse outcomes. About 18-75% of patients on routine haemodialysis are suffering
from PEW. Patients with end stage renal failure who are on routine dialysis tend to
die prematurely due to PEW. It is evident that interventions aiming to improve the
nutritional status can save their lives more than the conventional interventions to
control hypertension, hypercholesterolaemia and obesity.

23

Limited numbers of studies were carried out in Sri Lankan setting to assess the
nutritional status of the patients with CKD. In 2016, a study done on 29 patients with
CKD at Sri Jayewardenepura Teaching Hospital revealed that 21% of them had a
BMI less than 18.5 indicating they are undernourished. The mean dietary intake of
energy, protein, potassium, sodium was 29.46 + 7.65 kcal/kg BW/day, 0.77 + 0.19
g/kg BW/day, 1.14 + 0.26 g/day, 0.91 + 0.32 g/day respectively. Twenty out of 29
patients had not met the required energy intake. Mean energy intake was less than the
recommended daily allowance of 30-35 kcal/kgBW/day and mean protein intake was
within the range of recommended daily allowance of 0.6-0.8 g/kgBW/day.

Another study carried out in Nephrology Clinics of the Kidney Disease Treatment and
Research Centre at Teaching Hospital, Anuradhapura showed that out of 670 study
participants, 24.6% were underweight (BMI less than 18.5kgm-2), 95.1% had low
muscle mass (according to mid arm circumference) and 87.6% had low subcutaneous
fat mass (according to triceps skin fold thickness). Further, almost half of the
participants were restricting the dietary consumption of protein due to ignorance.
We conducted a study to assess the dietary intake of patients with CKD attending
Teaching Hospital, Karapitiya for routine haemodialysis. Forty two patients were
interviewed using the food frequency questionnaire developed for Sri Lankans.
Average energy intake was 1650.2 (SD+591.8) Kcal/day and 28 (66.7%) were
consuming less than the recommended energy (35kcal/kg/day). Protein intake was
below the recommended daily intake (≥ 1.1 g/kg/day) in 35 (83%).

Mean BMI of

the group was 21.6(SD+4.0) kgm-2 and there were nine patients (21.4%) out of 42
with BMI below 18.5 kgm-2 (19.1%.
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All of the above studies have revealed that PEM is an attention drawing health
concern among the CKD patient population in Sri Lanka.

Adequate attention to the

nutritional wellbeing of these patients would improve the survival reducing the
morbidity and mortality. Nutritional education and counselling would be helpful to
get rid of wrong beliefs and to improve the dietary behavior. Further, it is important to
provide the financial assistance to these disadvantaged individuals to uplift their
health and nutrition.
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