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ROLE OF COLLEGE OF COMMUNITY MEDICINE

IN HEALTH FOR ALL BY THE
YEAR 2000

The College of Community Medicine would play a pivotal role
in the training of man power for undertaking health development
to achieve the goal of health for all by the year 2000. The College
of Community Medicine is training man power who would be the
future heads for carrying out the various strategies required for
attainments of targets laid down by the World Health Organisation
in its Alma Ata declaration of the year 1978. The College has
challenge. It has now launched upon the development of an urban
and rural health development areas with community involvement.
The field training of the students has commenced. Students will
now be oriented to community health development and primary
ﬁealth care by taking active part in various health development
activities in these areas. In addition Postgraduate students taking
the degree examination have started performing health services
research in these areas. The College Staff has been strengthened
and upgraded so as to provide adequate research guidance.
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L & BACTERIOLOGICAL EFFECTS () CIMIE A 20 1 ¢
CLINICA FASIGYN) IN GINGIVAL BLEFDING ARLULE

BY

PROFESSOR DR. M. A. SOOFI
CHAIRMAN DEPARTMENT OF DENTAL PUBLIC

HEALTH
COLLEGE OF COMMUNITY MEDICINE, LAHORE

TR WKW

342 men and women, with bacteriologically proven cases of chronic
periodontitis accompanied with gingival bleeding were managed with single
dose 4 tables of 500mg Tinidazole. The cure rate observed is excellent i.e.
98%. Clinical results evaluated in 61.70% males, 38.30% females are shown
in the tables: Side effects with this drug were insignificant j.e. 2% cases
reported bitterness and nausea. The drug shows improvement both clinically
and bacteriologically and proved effective against bleeding gums.

Gingival bleeding is an important disease of gums in acute and chronic
form. It is caused by wide variety of aerobic and anaerobic bacteria "bacterial
plaque". The fusiform bacilli and Spirochetes are the most importan
and colinical observation for causing bleeding gums,
in recent years,

agent to some hidden
hidden anearobes which

t in vitro

f fusiformis as causitive
anearobes which need further proper agent to some
need further proper investigations.

) The common complaints of the patient are pain, bleeding, purulent
discharge, odour and

malaise etc., the patients with acute and chronic inflam-
mation were included in this study with proper clinical examination and culture
test and radiographs.

but our repeated studies -
are changing the old hypothesis o
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GINGIVAL BLEEDING

BY
PROFESSOR DR. M. A. SOOFI
CHAIRMAN DEPARTMENT OF DENTAL PUBLIC HEALTH
COLLEGE OF COMUNITY MEDICINE, LAHORE

RS R R R A

PRESENTED IN THIRD PAKISTAN INTERNATIONAL
DENTAL CONFERENCE, 26th - 29th
NOVEMBER, 1987 KARACHL

INTRODUCTION

Gingival bleeding is a common complaint. It varies in severity, without
discrimination of sex or age.

The bleeding has been noticed in acute gingival infection (A.N.U.G.)
and in chronic inflammation. Bleeding is observed with tooth brushing, tooth
pick or biting on solid foods like apples. More bleeding and bad taste is the
an other complaint after getting out of bed, and therefore, its management
has become a challenge to the profession.

. BACK GROUND OF MANAGEMENT.

To control any problem, it is pertinent to find out acute exciting causative
agent of the disease and to have the knowledge of the host.

Soofi (1966) caried out a study in vitro, on a few acute ulcerative gingi-
vitis cases by taking bacterial smears from lesions in Acute Nectrozing Ulcer-
ative Gingivitis. These smears werc directly studied under electronic microscope
in which fusiform bacilli and spirochetes were predominently seen alongwith
some vibrio, streptococci and filamentous organisms. ' The fusiform bacilli
were cultured in special media called "Omata medium" and fusiforms bacilli
were tested for M.LC. (Minimum Inhibition Concentration) against met-rani-
dazole, benzyl penicillin, demethyl-oxytetracycline and cephaloridin. Meteroni-
dazole was found equally effective, like 3 other antibiotics against fusiform:

bacilli.

The discovery of Met-ranidazole in 1957 and further clinical trials b!
Duckworth et al (1968) for A.U.G. have proved its efficiency in control ©
bleeding of gums. Soofi (1978) made a study on 126 cases of Acute UlceratiV
Gingivitis. 79.80% of these trials cases had fusiform and Spirochetes, am
1.18% of gram - ve bacilli in direct smear examination. The cases were manageé
with 4 tablets of Tinidazole and its use has .98% proved effective agains
bleeding gums. Soofi (1978) made a further confirmatory study on 312 casé

-
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of bleeding gums in which 157 cases were without fusiforms and spirochetes

in direct smear, and again bleeding gums in these cases was managed by a
single dose of 4 tablets of 500mg of Tinidazole.

Soofi (1987) is making further this study in management of cases of
chronic nature. In this observation of the bacterial smears, he found more
cases without predominence of spirochetes and fusiforms bacilli. This proves
that gingival bleeding is caused by some hidden bacteria or protozoa or any
other bacilli. Because bleeding of gums has been controlled sufficiently for

about a week, with single dose therapy of 4 tablets of Tinidazole of 500 mg
each.

In all such cases, where gingival bleeding is being controlled by this
drug, it only reduces the inflammed condition and reduces the engorged blood
vessels and hence spontaneous bleeding stopped etc. It does not take away
the management by the dental surgeons, i.e. removal of bacterial plague,
talculus or the technique of curettage and root planning or gingival surgery.
The other antibiotics only help in reduction or resolution of chronic gingival

inflammation. The previous hypothesis of fusiforms against this disease is
“*changing its course.

REVIEW MECHANISM OF BLEEDING.

Carranza (1979) has observed that the gingival fluid which is formed
in the sulci of normal gingiva, if it increases it can form an inflamatory

exudate, which causes increased permeability of capillaries and bleeding of
gums.

It is observed that the amount of gingival fluid increases with inflam-
mation. Jacoby et al (1972) has observed gingival pocket exudate in normal
and inflamed gingiva, in quantitative measurement.’Oliver et al (1969) observed
it microscopically and evaluated inflammation in the gingiva as a correlation
between clinical scoring of exudate measurements and gingivitis. Further
more, the severity of the disease has been co-related with amount of gingival
fluid. Egelberg (1964) observed in the study gingival score exudate amount
for individual with rising degree of gingival inflammation and concluded that
the inflammatory changes of the gingiva are related to gingival exudate. Gingi-
val vessels get increased in permeability and flow of gingival fluid. With pro-
gesterone and estrogen increase or imbalance in animal, Lindhe et al (1968)

has observed more gingival exudate in dogs with chronic gingivitis due to
sex hormones changes. :

Soofi, et al (1969) made a study of Hyperplasia of gums on sheep during

pregnancy and found gingival inflammation and exudate as result of hormonal
changes.

THE COMPOSITION OF GINGIVAL FLUID

As explained in Glickmans clinical periodontology (fifth edition) 1. 1s



similar to that of blood serum except in the proportions of some of Its compg-
nents. There are electrolytes (K+, Na+ Ca++), amino .acnd plasma proteins,
fibrolytic factors, gamma globulin, Gamma M. Globulin (Immuno Glgbullm)
albumin and lysozyme, fibrinogen and a variety of enzymes 9[ bacterial and
lysosomal orgin. Brandzaeg (1964-65) has made a study on nrn.munoclwunc.n
and comparison of proteins in human gingival pocket, serum, saliva or on the

lysozyme activity of the human gingiva.

In inflammed gingiva, the sodium content of gingival fluiq equals the
serum level and calcium and phosphorus are more than three times higher,
The potassium sodium ratio is elevated and the acid phosphate content is

increased.

MATERIAL AND RESULTS

TABLE NO. | - 2

342 cases i.e. 211 males (61.70%) and 131 females (38.30%) have been
elected out of thousands of humans suffering from gingival bleeding. This
population has previously been treated with various methods by dental col-
leagues. Among the group of men 134 i.e. 63.05% individuals were detected
without fusiform bacilli and spirochete in direct smear, whereas 77 men i.e.
36.4% were observed with fusiforms bacilli in varying degrees. A similar obser-
vation has been experienced with 131 females in which, 84 females i.e. 64.12%
were observed without fusiform bacilli, whereas 47 females i.e. 35.80% were
detected with fusiform bacilli in direct smear test.

All these individuals had a complaint of gingival bleeding and clinically
they were found to suffer from chronic periodontal disease with radiographic
evidence. A single dose of Tinidazole to these patients has shown a major
progress, because it succeeded in arresting the chronic bleeding within 24
hours of its administration. All cases were from higher strata of the society,
619% were user of tooth brush in morning, 21% twice in a day and 16% thrice
in a day-2% were casual.

TABLE NO. 3

In our investigation and statistical analysis on 134 males (63.5%) of
population, 59.7% had G+ve Cocci, 2.9% had G-ve Cocci, 7.4% had the diplo-
cocci, 86.5% were observed with pus cells and 8.9% were noticed with epithelial
cells in the direct smear.

TABLE NO. &4

A different situation was observed in 77 males, under the direct exami-
nation. §urpnsmgly, we could not find G+ve and G-ve Cocci, only 32.4% were
found with pus cells, whereas 20.7% were detected with epethilial cells.




TABLE NO. 5

The culture sensitivity report of male population e, 36.8% reveals
as follows :-

36.3% popuia_ti_on was witnessed with growth of staphylococcus pyogenes,
7.7% Eschericia Coli (E. Coli), 1.2% Hazemolytic streptococcus, 6.5%

non-Haemolytic Streptococcus, 22.1% streptococcus aureus, 12.9% Strep-
tococci and 9.89% were found with normal flora.

TABLE NO. 6

In male group of .134 i.e. 63.5% population was observed without fusiforms
in culture and sensitivity as follows :-

21.6% Staphylococcus Pyogenes, 5.2% E. Coli, 16.4% Strepto Pneumonae,
1.4% Haemolytic Streptococcus. 1.4% Haemophilus influenzae 56.2%
streptococcus aureus, 2.2% non-Haemolytic Streptococcus, 2.2% candida
albic-ans, 27% streptococci and 2.2% were found with normal floca.

TABLE NO. 7

84 females individuals i.e. 64.12% in which 90.6% cases were ovserved
with pus cells. 48.8% with G+ve Cocci, 21.4% with diplococci and 9.5% were
observed with epithelial cells and this lot was noted without fusiform bacilli.

TABLE NO. 8

47 individual female i.e. 35.8% of the population with fusiforms bacilli
in direct smear were tested 31.9% of cases were noted with pus cells, 4.2%
with G+ve Cocci and 40.4% with epithelial cells.

TABLE NO. 9

In the culture and sensitivity report on 35.83% females 48.7% have shown
the presence of Staphylococcus Pyogenes. 12.7% of E. Coli, 8.5% Streptococcus,
8.9% normal flora and 21.2% Staphylococcus aureus. No growth of positive,
proteus, vulgaris, Pseudomonas, klebsiella, Haemophilus influenzae, Candida
albicans and non-Haemolytic Streptococcus was observed.

TABLE NO. 10

Whereas in females without fusiforms, 21.4% population had the Staphy-
lococcus Pyogenes, 2.3% E.Coli, 1.1% and Haemolytic, 29.7% Staph: aureus,
7.1% non-Haemolytic Streptococci, 22.6% Strepto pneumonae-Cocci, 1.1%
Candida Albicans, 8.3% Streptococci and 3.9% with normal flora. No Klebsiella
or Pneumonae are noted. Here again, is difference in the direct smear and
Culture sensitivity. Hence this study invites the intention of future work for
Causative agent for gingival bleeding. .



RESULTS FOR REVIEW

P -

This shows the difference, both in the direct smear and the cyjp...
and sensitivity report. It is evident, that the cases, who were found with fus.
forms bacilli and Spirochetes had negative results for G-ve Cocci, whérey,
59.7% of cases without fusiforms were found with G+ve Cocci, 2.9% G-\.
Cocci and 7.4% diplococci. Similar situation was of the pus cells i.e. 8g,53
of the cases were found to have pus cells but were without fusiforms unce:
the microscope. Only 32.4% of the cases of fusiforms were with pus ce|
and 20.7% were with epithelial cells.

In culture and sensitivity test, significant were staphylococcus pyogenes,
36.3% Streptococcus aureus 22.1% were found in the cases with fusiforms.
A higher position of Staphylococcus Pyogenes were seen, E.Coli were not
different statistically. Only the non-Haemolytics, 6.4% Streptococci were
observed in the fusiforms culture report. All this endeavour was the aerobic
study. The anaerobic study and special tests for other organisms is essential
for research, eventually to recognise the actual causative agent.

DISCUSSION ON PRESENT STUDY

From this study it is accepted fact that the micro-organism has got
leading role in the etiology of gingival bleeding and periodontal disease. In
our direct smear study we have discovered spirochetal forms of bacteria along-
with fusiform bacillus and in culture study we have recognised the presence

of streptococci, staphlococci and penumococci and others and various forms
of colonies.

In early studies of Soofi (1978) 126 cases, in which 27 were found without
spirochetal and fusiform bnacilli in direct smear test and similarly in second
phase of 312 cases 157 cases were found without these organisms whereas
the patients visited with major complaint of gingival bleeding. With the single
systemic dose of Tinidazole (Fasigyn) 4 tablets of 500mg) the bleeding
complaint both in chronic and acute cases has stopped. The bleeding, as the
chief complaint of the patient is being subsided his confidence in rest of the
regular treatment becomes handy and easy. Since the drug is antiprotozoal
in action, therefore, it is concided with Hartzell (1915) where, he suggested
the use of emetine in the treatment of periodontal disease, Noguchi (1912)
has  observed a Treponema mucosum, a mucous producing spirochete from

pyorrhea alveolaris grown in pure culture. Barett, (1914) and Bass (1915) have
worked on amoebic pyorrhea.

Therefore, 1 am convinced to accept the concept that in addition to
Microorganisms mentioned above there is some hidden parasite, or protozod
causing the inflammatory processes in the gingiva, and the introduction of
this drug systemically has stopped the cause of the bleedings designated with
fusiforms bacillus and spirochete. The drug in vitro in our study (1966) has
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In this respect we phave got many cases to quote,

however we quote
a few cases as under ;-

A young girl of 18 years noticed bleeding from her gingiva and blood
staining. in her saliva. She consulted a Dental Surgeon, who cleaned
the teeth without checking the inflammatory condition. Immediate after
polishing, bleeding started from the upper Anterior areaand thus patient
was hospitalized. To stop this bleeding she was given penbritin Capsules,
Erythromycin Tablets, Styptobioun Tablets, vitamin C, Calcium Gluconate
and Electricautery was applied to stop this mishap, but this situation
became worse and she was put on Griseofulvin Tablets, Hydrocortisone
Vioform, Cortisol Inj: then Flagyl Tablets, Vibramycin, Reptilase Inj:
Anaroxyl Inj: and later. on blood transfusion and Auto Haemo Therapy,
but nothing could stop the bleeding. Blood was tested many times and
no abnormality in bleeding or coagulation time was found and no blood
dyscrasia or any other infective disease was discovered. The patient
absolutely -was normal. The patient was seen by the undersigned as
a last hope. Her plaque and sub-gingivally specimen was taken for culture
test for specific antibiotic. This Laboratory test solved the whole problem.
She was given single dose of Tinidazole and later on Lincocin capsules
according to the reports of bacterial sensitivity, this method immediately
stopped the bleeding and it has added to our concept of bacterial etiology
for periodontal disease and gingival bleeding.

The other case of 45 years female with complaint of bleeding of gums
for the last 8 months visited our surgery. All blood tested were cgrr_ned
out by the previous physician and nothing could help with all the snm.nlar
medicine and nothing could relief her and she became a psychological
case and she thought that she had to give blood to stop the blood from

her gingiva, she had been to shrines and slaughtered many lambs and
cows for this cause.

We tested her oral flora for direct smear and culture sensitivity

and she was managed like any other case of bleeding of gums and we
stood successful.
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CONCLUSTON

Gingival bleeding is initiated by Micro organisms and it can be recognige,
with proper Investigation by applying perfect techniques for cultivation
Micro organisms and their existence in the Gingival Sulcus and the managemer,
of this bleeding is easy with the proper medicine initially and later on complete
curettage and surgery of the gums. !
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HEIGHT, WEIGHT AND SXINFOLD THICKNESS DATA

COLLECTED DURING A SURVEY OF PAKISTANI (PUNJAB) STUDENTS

SHAHADAT KHAN

DEPARTMENT OF NUTRITION AND DIETETICS
COLLEGE OF COMMUNITY MEDICINE, LAHORE.
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ABSTRA CT

Anthropometric measurements have been laken on

1589 subjects
between the ages of 17 and 30 yeurs (mean 21.3 years). In this population,
30.9% of the males and 41.2% of the females had weig

hts within *
105 of their ideal weight for heignt,

whereas that of 65.5% males

and 56.0% females fell below 90% of eslablished norms, The subjects

of either sex, belonging to high socioeconomic status, were significantly
taller and heavier than that of low-middle socioeconomic status. The

former group, both sexes, reached maximum height between the ages

of 17-20 years, while the corresponding age in the later group was

21 years or more. These results suggest that the greatest growth

potential is realized among members of better-off social classes and

that the extent of growth potential achieved by the subjects from

underprivileged families seems to be limited by envu-onmental, socioeconomic
or nutritional constramts.
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INTRDDUCTION

Physique as measured by height, weight and body fat, promises

to be valuable in assessing the nutritional status of population groups,

Anthropometric measurements provide less equivocal information thap

a superficial clinical examination (1). The consequence of undernutrition

¢ small structure and physique of adult populations
pPoor nutrition in young adult life

may account for th
in many parts of the world (2).

may con-tribute to the development of disease in later years (3).

Wide differences in economic status do influence growth achieved by
adolescent and adult males (4) and females (5) In 1962-64 survey

of rural and urban populations of Pakistan, heights of younger adults

showed secular increase (4). However, more recent data on Pakistani

adults are scanty and it remains to be determined whether the 1964
data are the maximum attainable heights, or whether the maximun
stature of Pakistanis is yet to be realized. This necessitates to have
a clear plcture of the existing situation. A survey of the nutritional
status of young active adults was therefore undertaken to obtain reference
data for comparison with other populations, and to provide information

for future secular comparisons commensurate with technical, economic

and cultural charige in Pakistan.
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MATERIALS AND METHODS

This study 1is based on measurements of height, weight and
(riceps skinfold thickness of 1589 students, 1002 males (63.1%) and
57 females (36.9%) of Allama Iqbal Medical College and College of
Community Medicine, Lahore. The subjects were 17 to 30 years old.

Entire data were divided into two socioeconomic status (SES) depending
upon per capita monthly income as follows:

SES Income (Rs.)/month/capita
Low-middle Up to 500
High : Above 500

Mean age along with age range and number of the subjects belonging
to different socioeconomic groups is given in Table I which also classifies
them according to sex.

The height was measuredAin cm to the nearest 5 mm with the
examiness shoeless using a calibrated steel pole with a steel horizontal
sliding crossbar which was brought down snugly on the examinee's
- head. The weight was measured to the nearest } kg with the subjects
shoeless and wearing light clothes using a high specification spring
balance. No adjustment for weight of clothing was made. Skinfold over
the triceps muscle was measured to the nearest mm with a large skinfold
caliper m 'Iaccordance with the technique recommended by the Committee
on Nutritioﬁal Anthropometry (6).

Results were expressed as the mean * s.d. and differences between
groups were assessed by Student's t-test.
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RESULTS AND DISCUSSION

Levels of nutrition have a strong bearing on the health statys

of a community. In the study population, 30.9% of the males and

41.2% of the females had weights within % 10% of their ideal weight

for height, whereas that of 65.5% males and 56.0% females fell below

903 of standard weights (7). Of women 2.8% of the high SESand 1.0%
of the low-middle SES measured 170 cm or more, while 3.6% of the
former and 22.1% of the ‘later group measured 150 em or less. Of
men, 7.9% of the high SES AND 2.3% of the low-middle SESmeasured
180 cm or more, while none measured 150 cm or less. In the average
American adult male population, 15% measure 180 cm or more and a
bout 1% measure less than 150 cm (8). The maximum mean weight-to-height
ratio for the males was 0.35 (Table I1) compared with 0.32 for East
Indian men (9) and 0.44 for Canadian and American men (10,8); however,
its value for the females studied was not different from the reported
value of 0.32 for Pakistani women (11). Mean triceps skinfold values
of populations which are more than 10 mm for adult men and 22 mm
for adult women are indicative of overnutrition: (12). Undernutrition
is indicated when arm skinfolds for the same age groups are less
than 5 mm for men and 8-10 mm for women. Using these criteria,

16.7% of the survey subjects were overnourished and 10.8% undernourished.

The agewise distribution of the data revealed that, in general,
the subjects of either sex belonging to high SES were age for age
significantly (P<0.001 to 0.01) taller and heavier than that of low-middle
SES (Table 11). Mean body weight, triceps skinfold thickness and
weight-to-height ratio increased with age in both males and females.
Furthermore, subjects from high SESreached maximum height (171.2
+ 6.6 cm for males and 158.6 * 5.2 cm for females) between the ages

of 17-20 years, while the corresponding age in the less economically

favoured ., group was 21 year or more (167.8 + 5.9 cm for males and
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155.3 ¢ 7.9 cm for females). This observation Suggesls that the greatest

growm potential is realized among members of affluent families. this
is in consonance with the finding of william et al (13).

The overall group of males as well as females from high SES

were both taller and heavier than that of low-middle SES and the
gifferences observed among their mean heights as well as
were statistically highly significant (P<0.001 to 0.01). In addition,
the mean triceps skinfold thickness of men belonging to high SES
was found to be significantly higher (P<0.02) than that of low-middle
SES men (Table II). It is well documented (14) that improved diet

resulting from higher income is reflected in-improved nutritional status.

weights

Mean heights of males from high SES were greater than those
of privileged college men of comparable age in Pakistan in 1964 (4).
This difference, 3.8 em for the 17-20 year olds, decreased to 1.8
cm for the group of 21 year or more. Similar, but not as large, differences
existed between the heights of the males from low-middle SES and
those of matched men reported some two decades ago. This reduction
PreSumably represents a secular increase in height of the younger
generation. thus selection of optimum heights and weights for use
8 a meacure of relative nutritional status in Pakistani individuals
is difficult because of the growth acceleration phenomenon and continuing

increase in height (4) as a consequence of the ever improving socioeconomic
status,
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TABLE |
DEMOGRAPHIC DATA OF STUDY SUNIECTS

s A, A o S et M S A i

e T

Economic Status HE!‘J‘ ll.nw -nm.hllv
Males

Number 737 205

Age range (yr) 17-26 17-30

Mean age (yr) (s.d) 219 (2.0) 22 (1.0)
Females

Number 3388 199

Age range (yr) 17-25 | 17-28

Mean age (yr) (s.d) 20.2 (1.6) 19.9 (2.4)
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TAbLL 2

AND TEMALLS BELONGING 10

DFTERENT SOCIO- ECONOMIC GROUPS (MEAN 4 SD)

? [ 7 <27 Yean 21 - 30 Yoars ortaL
:‘ " S l‘ . 1- » - -t '—wl‘—-\-m;v;.nu—sn.-‘
;"‘?’ / High L ow-middie High RLow-middle Huﬁ_n" . "w""‘iw?,l__
Pumber of subjacts 350 "o N 155 737 265
{ Ve 247 151 141 a8 san 199
; t smale
ineigr&, om
Nz 1712168 | 167.2:5.5 [+ [170.9:5.3] 162.8:59 [* [171.0e6.0 | 167,557 |»
Female 1586252 | 153.9:8.9 [* [158.6e%0] 155 3:2.9  [¢ [198.615.1 154,2:8,7 | »
Weight, kg
Male 57.7+B.4 | 548:7.4 [* | 99.9:8.5 59.0:8.4 58.848.5 97.2:8.2 | ¢
female 49.0:7.0 | 238.8:49 [+ | 50.9:6.4] S0.1:12.2 47.617.5 | *
Arm skinfold, mm
"He 7-83‘.}-5 7-333-2 80@1 30& 7.6* 309 a 8-1 t 3.6 7.5: 3:6 "
Female 16.0:5.7 15.815.2 16.5¢5.4 18.316.5 16.215.6 16,4157
Weight -to-height ra(ic:g
Male 0.33 0.33 0.35 0.35 0.34 . 0.34
Female o 0.30 0.32 0.32 0.31 0.31 ‘
|

*P < 0001 ¢ p<001;

m—mm

@P < 005 "P < 0.02 for comparison of high and low-middle
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INFLUENCE OF SOME MATERNAL FACTORS ON THE
NUTRITIONAL STATUS OF NEWBORN INFANTS

SHAHADAT KHAN
DEPARTMENT OF NUTRITION AND DIETETICS,
‘COLLEGE OF COMMUNITY MEDICINE,

LAHORE

ABSTRACT

Anthropometric measurements have been taken on 70 full term singleton
infants. Sixty-two subjects (88.6%) were of 2500 g or more (normal) while
8 newborns (11.4%) were below 2500 g (small-for-date). The mean birth weight
values for normal infants of either sex were below standard. Male infants
were larger than females. The mean birth weight of the normal infants was
directly related to maternal weight, height, parity, gestational age and fan |y
income. The incidence of small-for-date infants, however, was inversely related
10 maternal weight, height, gestational age and family income but increased
with family size.
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INTRODUCTION

There 1s evidence ol the importance of maternal nutrition as a determ.

Foetal growth may also be intluenced

nant Of th‘ outcome 0‘ oeaenanc (1,2)-
(%]
thalen ||||I tl“l', l“"!'.hl. Wl‘i}:hl. ')!ll.‘ty| SO -

by numerous lactors including
actors and smoking during pregnancy

economic factors, ethnic group, genctic: |

(3). Although several studies (4,5) have shown that the nutritional status

of Pakistani women of child bearing age is generally substandard resulting

in anaemia and malnutrition which strongly aftect the health of women and

their progeny but pertinent data on the relationship between some maternal

factors and the nutritional status of the newborn is lacking. The present
study was therefore undertaken to examine the possible effects of maternal
stature, age, parity, gestational age, family size and income on the nutritional

status of their newborns as measured by anthropometric parameters at delivery.



SUBJECTS AND METHODS
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recommended by Jelliffe

Crown-heel lengih was measured with the infact
nead touching the crib end, o0th Knees straight and Pressed to the mattress
and feet at right angles. Head and chest measurements were made with light
oressure using a ébposab;e paper 1ape. The head was measured around the
largest occipitofrontal circumference while the chest circumference was

the smallest measuwrement passing through the nipple line. Data accumulated
on each newborn is presented in Table |. .

flat on his back,

A questionnaire including information on parity, age, weight, height,
gestational age, family size and income was completed for each mother.
Cases with the history and signs of nypertension, diabetes, other chronic

or pre-partum diseases were excluded. Statistical analysis was by Students
t—tat-

RESULTS AND DISCUSSION

The mean maternal age was 23.4:5.5 year, ranging from 16 to 40 years.
Fifty-one percent of the women included in this study were aged between
20 and 29 year, 23% above .30 years, and 26% below 20 year. Thirty-four
percent of the women were primiparas, 30% were secondi - and terciparas,
and 36% were multiparas with four and more pregnancies (Table III). The
overall mean birth weight was 2917:383 g, ranging from 2043 to 3813 g.
On the basis of the birth weight, the subjects were divided into two groups:
small-for-date infants (weighing less than 2.5 kg) and normal weight newl.:orqs
(weighing 2.5 kg or more). The normal infants (88.6%) were of 37 to 42 u.eeks)
(average 39.0 weeks) gestational age and of 2712 to 3813 g (average 3016 8
birth weight. The small-for-date newborns (11.4%) were of 37 to “22"6‘;‘?5)
(af"’,efage 38.9 weeks) gestational age and of 2043 to 2497 g (average g
birth weight. :

) For the newborns, birth weight as a measure of g‘rowth a‘llcti“devfelﬁglal}:‘;:;
15 well accepted. As shown in Table II, the mean birth weig rg il
Infants (sexes combined) was 3016 g as compared with the Harva(9) and Los
7) of 3400 g at birth. Infants born in Canada (8), Birmingham




x

24

~ Angles (10) were also heavier at birth than babies born at Karacy,

Pakistan. However, neonates born in India (11) and Gambia (12) were lighte,
at birth than local infants. Low birth weight is a disadvantage carried ulj
through the first year and such infants remained continously inff:rior in Weigh,
as compared to the babies of high birth weight (13). Low birth weight of
local infants may be attributed to maternal malnutrition, lack of educatigy,
and health facilities, low socio-economic status and inadequate diet durip
pregnancy, partially due to poverty and partially because of ignorance and
toboos (14).

For birth weight, this study has confirmed the important influence
of maternal factors such as parity, age, height, weight, gestational age,
family size and income as reported by Barron (19 and others (6,16). The
mean birth weight of normal newborns (sexes combined) increased in a positive
fashion with parity, maternal weight, height, gestational - age and income
(Table 11). The differences in mean birth weights were significant between
the extreme weight, height and gestational age groups (P < 0.05 to 0.01).
However, the mean birth weight was inconsistently related to family size;
it also varied with maternal age from 2945 + 225 g in the. youngest group
(less than 20 year) to 3008 + 327 g in the group of 30 year and older, being
highest (3042 + 313g) in the mothers aged 20 to 29 years. |

Body length of newborn is a better guide of gestational age and maturity
(17). Head circumference is related to the intracranial volume and gives
an idea of the brain growth (18). The mean values of length, head circum-
ference and weight - length ratio for the .normal group (sexes combined)
were comparable with the data of Shariff (19) but were lower than the average
values for infants born at Los Angeles (10). Rate of foetal development has
been reported to be reduced due to chronically malnourished mothers (20).

In agreement with Lubchenco ct ul (21) and others (17) sex differences
in anthropometric mean values of newborn infants were observed in the present
study. Male infants had higher mean values for weight (by 121g), crown-heel
length (by 0.72cm), head circumference (P < 0.05), chest circumference
(P < 0.001) and weight-length ratio (P < 0.05) than females (Table ).

A low birth weight at term reflects intrauterine growth retardation.
The small-for-date infants (Table 1) were much smaller in all dimensions
than normal babies (P < 0.001) except for the higher head-length ratio (P < 0.0!
Moreover, the incidence of small-for-date infants (Table III) decreased with
increasing maternal weight, height, gestational age and family income but
increased with increasing family size; nevertheless it bore no relationship
to parity and maternal age, being lowest in the women with two or three
deliveries (4.8%) and in the mothers aged 20 to 29 years (5.5%). These findings
agree with those of others (22).

Small-for-date infants often suffer from permanent physical and mental
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TABLE |

DATA ON EACH NEWBORN

Sex

Gestational age (from last menstrual period)
Birth weight

Birth length

Head circumference

Chest circumference

Weight/length

Chest/head

- Head/length.
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TABLL 0
MUASUREMINTS ON L0 NCWOORN wa ANTS
IMEAN (5.0))
e NORMAL ) T wmall-1o1 date
Male Fomalo Total
(n = 41) (n = 21) (n = 62) (n = 8)
o
ights g 3057 (315) | 2936 (242) 3016 (296) 2207 (1%8)
Birthwelgnt,
| a
. y ‘ 42.51(1.76)
; 46.61(2.75) | 4589 (219) | 46.37(2.58)
Crown-heal length, cm
a
d clrcumference, cm | 34.26(1.92) | 33.54(0.60)% | 34.02(1.63) 32.39(0.36)
Head ¢
a
9.05(0.88)
Chest circumference, cm | 33.84(0.84) | 33.22(0.56)4#+ | 33.63(0.80) 29.05(
a
‘ - 6.47(0.41) 5.19(0.33)
! 6.53(0.20) 6.37(0.31)
Weight /length
a
¢ 1,90(0.04)
Chest/head 0.99(0.01) 0.99(0.01) 0.99(0.01) 0.90(
S a . .
b
0.76(0.03)
Head/length 074(0.03) | 073(0.03) | 0.73(0.03)
n .

Ditferences f rom maless

Difference from total;

*P < 0.05 H#P < 0.001

b



50

FAISEE 1)

MEAN B WEIGHT (8 HORMAL 18 WIROINEG AN THE T IGUENCY OF
BMALL TOI-DATE INEANT S ACCORDIG 10 MATERNAL _FACTORS

P ——— A

‘ Hmh'v.nlrlw (0) unall-for -dat e .
lﬂulpuml el " i o <
uiity
| (34) 7 2970 1466 4y 16.7
29 (30) /0 3040 421 1 f*-ﬂ
fH (36) 27 ey 452 3 12.0
Agey yoin
< 20 (26) 145 2946 22% 3 16.7
2029 (51) 3 042 515 2 9.9
30 (23) 13 000 577 5 18.7
Melght, kg
= a0 (26) 14 2003 ' 1M , 4 22,2
150 (47) 29 29179 206 4 12.1
9N (27) 19 31604 334 Nil Nil
Hﬂl"ml om
< 150 (26) 14 266 213 4 22.2
150=15% (%4) 34 3 506¢ 512 4 10.5
156 (20) 14 3085 S0 Mil Nil
soational 'um, wk
3730 (33) 19 2920 197 4 17.4
3940 (46) .20 3007 285 4 12.5
41 4 (21) 1% JU()# 383 Nil Nil
Por_copita Incomo, Ra
= 125 (34) 20 2965 295 4 16.7
126-150 (26) 16 3022 321 2 11.1
151 « (40) 26 5045 287 2 7.1
Lamily size
3 (23) 15 2944 2%9 1 6.2

: b=t (38) 24 3046 339 3 11.1
7 & (39) 23 5032 277 4 14.8

TR

® > than the shortest group (P < 0.05) ** > than the lightest group (P < 0.01);
B> than 38 wk group (P < 0,05). Figures in parentheses are percentages of mothers.
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COMPOSITION OF RAW PROCESSED AND COOKED FOOD

e Dr. Waheed Baig Mirza, Professor of Physiology, Quaid-i-Azam Medical
Medical College, Bahawalpur.

2. Hr. Shafi Ahmad, Medical Technologist, Quaid-i-Azam Medical College,
Bahawalpur.

ABSTRACT

It has been observed that garlic and other vegetables contain a fair
amount of crude fibre and high content of water. They are poor source of
fat but a fair amcunt of minerals like sodium, calcium and phosphorous.
However the presence of some minerals in a certain preportion in garlic
make it useful from the medical point of view.

INTRODUCTION:

Literature replete with reports on nutritive value of food stuffs eaten
in different parts ¢f the world. From the stand-point of practical dietetics
nutritive value of Zood eaten by man and avilability of dietary constituents
in the cooked state is more imporiant than the evolution of food in the fresh
state. No work on these lines has yet been carried out in Pakistan.

Vegetables are almost an integral part of our diet and are quite exten-
sively used in our daily meals. Vegetable due to their being an important
source of vitamins and minerals has special importance for the health of
a, man. Some of the vegetable can be eaten raw but most of them require
cooking in order to improve their digestibility and acceptibility.

Garlic which is largely used as an article of food is also known for
its medicinal qualities. It has been recommended as treatment for high blood
pressure. No systematic and complete analytical data is available on garlic
in processed and cooked state. The present study was undertaken to evaluate
the nutritive value of vegetables and to determine the proximate principles
and minerals in raw, processed and cooked state.

MATERIAL AND METHODS

Samples of vegetables were obtained from the local Market, Pealed
off and the edible portion were used. Vegetables were analysed in raw, pealed
of condition for the following :-

I.  Moisture; 2. Crude Protein;

3. Ether Extract (Fat) 4. Crude fibre;

3. Ash; | 6. Calcium;

7. Phosphorous; 8. Sodium; and 9. Iron.
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A pact of the edible portion of pealed v«:gf,r:luhlc:su ;msrft t{;f)qu:f-ltll by by,
in water in an open china dish. Boiling were gons Jor 1o ”1““1”'}%- W the eqyy,
portion became catable and rest ol water almost ldrmf. ien  the COokey
vegetables were analysed for the above mentioned nutrients.

METHOD OF ANALYSIS

I. Moisture, crudclportcin, crude fibre, fat and ash were (lvwrrunneq
by AOAC (1970)

2. Minerals: For the estimation of sodium and iron samples wee,
“dried at 100 to 105 C* in an oven for 5-6 hours and dricd matery
was then ashed in muffled furnace at 550-580 C° for 6-8 houyrs,
The ash was dissolved in 2 ml of Conc HCI transferred to a 100
flask and volume was made up with sodium pptassium free rcc}ntilled
water. Sodium was estimated by flame photometerically®. [rqp
was estimésed by 2, 4, 6 triphridyl-5-triazine (TPTZ) method using
Photometer~.

For the estimation of calcium, solution of sample was obtained by
digesting with 50% HCI for two hours. Calcium in the filtrate was estimated
volumetrically against standard EDTA solution using cal red as indicator’,

Phosphorous was estimated colorimetrically by yellow colour methods.

RESULT AND DISCUSSION

The amount of moisture, protein, crude fibre, ash and fat etc. contained
in vegetables in raw and cooked state is given in Table - I & II.
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TABLE - |

COMPOSITION OF RAW VEGETABLES

Sk Mois- Crude Fat Crude | Ash Cal- Phospho- Sodium | lton
No.| Vegetables Gl Ptotein gm/100 fiore gm/100| cium rous mg/100| mg/100
“ gm/100 gmn/100| gm mg/100| mg/100 [gm gm
® | gm il gm gm gm

1. |Bitter gourd 92.7 | 2.2 0.23 2.67 0.5 20.0 62.2 X 1.2

2. |Tumip yellow | 88.9 2.2 0.22 1.27 0.67 46,7 33.0 65.0 0.26

3. |Pea green 74,2 5.3 0.3 0.4 0.8 36.8 79.7 8.9 1.45

4. [Cauliflower 89.0 2.4 0.21 1.3 0.94 34.0 49.0 21.0 0.8

5. |Colacasia (Arvi)| 78.0 1.68 0.208 | 2.19 1.80 25.8 62.8 - 1.38

6. |Onion 84.1 | 0.74 0.26 0.64 0.52 10.2 27.0 16.9 0.37

7. |Garlic Green 92,0 4,5 0.2 23.1 1.2 42.0 1350 [17.0 1.0

8. |Garlic Mature | 89.0 4.3 0.2 268 | 1.18 40,0 1363 [16.7 1.0

TABLE |Ii
COMPOSITION OF COOKED VEGETABLES
sl, Mpja- g:zf’:m v ﬁ’::gc :r:‘/'lﬂﬂ ((-_-:.er; ;F:::spho- i"?‘i& ::mmo
No Vegetables tt;‘re gm/100 3::/1UU gin/100| gm mg/100| mg/100 grg gﬁl
gm gm gm gm

I |Bitter gourd | 922 | 159 (0497 | 196 | 032 | 136 | 494 2.2 [ 119

2. [Tumip Yellow | 88.0 | 2.12 0.22 1.19 0.67 46.69 | 33.0 65.0 0.26

3. [Peas green 728 | 5.25 0.29 0.49 0.88 36.8 79.0 8.8 1.45

4 |Cauliflower -. | 88.2 | 2.42 0.2 1.3 0.9 3476 | 49.2 20,9 0.81

5 |Colocasia (Arvi)| 78.4 « 1.62 [0.198 | 217 145 | 260 | 560 " 1,38

6. | Onion 83.2 | 0.738 [0.252 |0.639 0.51 1019 | 26.9 16.89 | 0.367

7. | Garlic green 93.2 | 4.45 0.2 22.89 | 1.6 41.2 | 134.8 16.5 1.0
: L_B; .Eejic Mature | 89.9 | 4.26 0.2 24.2 1.15 39.6 | 134.0 16.1 1.0
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TABLE I

COMPOSITION OF PROCESSED (DRIED) VBEGETABLES

Crude

Ash

Cal-

Phospho-{ Sodium

Sl. Mdie " Crude fat Iron
No.| Vegetables N .| Protein m/ 100 fibre gm/100| cium rous mg/100| mg/q(
Te gm/100 9 gn/100| gm mg/100f mg/100 |gm gm
® gm am gm gm gm
1. | Bitter gourd 55.4 2.06 0.203 3.54 1.18 26.0 80.6 2.86 1.56
y R Tuu_'ﬁp Yellow 58.0 2.75 -0.28 2.45 (.87 68.0 42.9 84.5 0.33
3. | Peas green 43.4 6.62 0.36 0.64 1.04 97.8 62.0 11.5 .88
4. | Cauliflower 52.9 3.4 0.26 1.89 1,22 44,2 [03.0 27.3 1.04
5. | Processed Garlic| B0.0 2.5 0.3 . 1.5 | 420 [138.0 18,0 1.3
(Garlic Pearls)
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vegetables _in raw state contained above 7# gm/100 gm moisture, the
patter gourd having the maximum amount. Moisture content of vegetables
in cooked state ranged .from 22.8 to 93.2 percent. Maximum percentage 93.2
was found to be present in garlic green.

The protein content of onion (raw) was 0.741 gm/100 gms and the
maximum being in the garlic green (raw) having 4.5 gm/100 gm. The protein
content of vegetables in cooked state ranged from 0.738 to 5.25 gm/100 gm.
Maximum protein (5.25%) was found to be present in Peas green.

Fat content of vegetables in raw and cooked state ranged from 0.2 to
0.3 gms/100gm and 0.197 to 0.2 gms/100 gms respectively. The amount of
crude fibre was present in amount from 0.4 to 22.8 and from 0.49 to 24.8
gm/100 in vegetables in raw and cooked state respectively. The ash content
of vegetables varied from 0.5 to 1.8 gm/100 gm in raw state and from 0.51
to 1.45 gm/100 gm in cooked state.

MINERALS

The amounts of various minerals estimated in the vegetables (raw and
cooked) is given in Table-l & 1I.

The calcium and phosphorous contents vegetables in raw state varied
from 10.2 to 46.7 mg/l00 gm and 27 to 135 mg/100 gm respectively where
in cooked state, the calcium and phosphrus contents ranged from 10.19 to
46.69 mg/100 gm and 26.9 to 134 mg/100 gm respectively.- sodium content
of vegetables varied from 2.2 to 65.0 mg/100 gm in raw and cooked state
where the iron was found to be present in traces i.e. 0.26 to l.45 mg/100
gm in raw and cooked state.

The amount of moisture, proteins, fat and ash and minerals i.e. calcium,
phosphorous, sodium and iron contained in processed vegetables and garlic
pearls are given in Table - III.

From the results obtained it is concluded that garlic and other vegetables
contain a fair amount of fibre and high content of water, They are poor
source of fat but a fair amount of minerals like sodium, calcium and phos-
phorous. However the presence of some minerals in a certain proportion
in garlic make it useful from the medical point of view.
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HEALTH FOR ALL BY THE YEAR 2000 IN NIGERIA
POLICY ISSUES, AND STRATEHIES FOR IMPLEMENTATION
BY F.E. IYOHA

1 INTRODUCTION

Health as we are aware is a very nebulous concept and can be
classified as "good" or "bad”. In 1946, the World Health Organisatigy
in the preamble to its charter defined health as "a state of complete
physical, mental, and social well-being and not merely the absence
of disease or infirmity"'. This definition is utopian and therefore
unattainable. Perhaps, we can find solace in the World Health Assemb-
ly's definition of "Health for All" "as the attainment by all the people
of the world of a level of health that will permit them to lead a socially
and economically productive life".2 Good health is needed in order
to lead a socially and economically productive life. How do we attain
good health? Is the accessibility to efficient, effective, affordable,
acceptable health care delivery system synonymous with good health?
Or, is good medical care synonymous with good health?

In Nigeria health care delivery is organized in three categories:
Primary Health care, Secondary Health care, and Tertiary health

3
care.

Although the above systems are relevant to the effective and
efficient implementation of health programmes, the 1978 International
Conference on Primary Health care held in Alma-Ata, USSR in an

end of conference declaration specified Primary Health Care (PHC)

as the key to the attainment of health for all by the Year 2000.4

The declaration indentified the following essential elements of Primary
Health Care:

- Education of the citizenry on the prevailing health problems
and methods of controlling and preventing them.

- Promotion of food supply and proper nutrition.

- Adequate supply of clean and safe water and basic sanitation.
- Maternal and child health care, including family planning.

- Immunization against the major diseases.

~ Prevention and control of locally endemic diseases.

- Appropriate treatment of common diseases and injuries.

- Provision of essential drugs

This paper holds the view that good medical care is not necessarily
synonymous with good health. Thus the paper argues that !\ealth
for all by the Year 2000 will remain elusive until we take cognizance



influencing health  which are ¢
.1als such as smoking, nutrition, exercj \
ho:é); disposal, and clean water in additjop tose’ WOTTY, sanitation
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ble, es’ it is pert.lnent to state, ap initio,
Pe’,’,‘:fristic perception of the probmea]th care
pmposing holistic strategies for the implementatio,
ol by the year 200.
; the paper reviews existj iti X -
n section II, 1Sng  conditions apg
i Nigeria's health care system. In Section I, an outline of si):z;)tt;leiﬂ;:
implementation 1s provided. The paper concludes, j :
for . 1mp , ) » In  Section
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11. THE NATURE AND CHARACTER OF HEALTH SERVICE IN NIGERIA

The nature of health care is often revealed, among other things
by statistics of health establishments, health manpower and facilities:
health manpower and hospital beds per Population, and financial allo-
cations to the health sector.In Nigeria the number of medical practitioners
rose from 2,878 in 1971 to 6,584 in 1979, while the number of phar-

macist rose from 910 in 1971 to 2,780 in 1979.6 It is also on record
that between 1971 and 1979 the number of Dentist increased from
120 to 269; nurses from 14,086 to 24,607; midwives from 8,145 to
19,652 while there was a total of 9,270 health establishments (hospitals

and clinics) with a total of 69,750 beds in 1979.7 These figures
can be related to population- estimates. In 1971, there was one doctor
to every 23,450 people and one hospital bed per 1,940. By 1979,
there was one doctor for every 12,550 Nigerians, a dentist per 307,140,
a8 pharmacist per 29,720; a nurse per 3,360; and a midwife per 4,200
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It is pertinent to note that while the doctor/population ratio of
1:12,550 is close to the World Health Organizations recommended ratio
O one doctor to 1000 people for developing countries, this figure
:ends to ignore the fact at in the rural areas, the ratio may range
rom 1:40,000 to 1:200,000.” This phenomenon is true of other health
gersopnel. Thus one key problem is the shortage of health workers
.“8Pecially in pypg) Nigeria.
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Y 1.52% of hep G.N.P. on health services while the WO
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The data presented so  far tends  to distort, Lo some extent,

the true position in Nigerin's health care system, ‘The situation report
on health care in Nigerin ls that the right to life guurm.ltccd by section
30 of the 1979 Constitution lu only a right to the extent that an indj-
vidual can afford health care In times of llI-health.  Consequently,
the access (o health care has become the exclusive preserve of the
rich, or those who have access to borrow from the rich. Hence the
gap in J.A. Omene's words between the "health "haves" and the
health "have nots" has over the years further widened into a gulf". .12
In Nigeria, only 35% of our population have access to modern health
gervices, while 90% of the medical practitioners are concentrated in

the urban centres where only 20% of the Nigerian populace inhabil.la
On further analysis we find that only 10% of the medical practitioners
are available to the 80% Nigerians who reside in the rural areas.
Another problem is the unequal distribution of health facilities and
the general neglect of the rural communities. Where health facilities
are established in rural areas, they are usually far from the target
population and lack adequate drugs and personnel. The reasons
for this include: governments emphasis, since political independence,
on the socio-economic and infrastructural development of the urban
area to the detriment of the rural communities; and the present econo-
mic recession. Thus it has been almost impossible to attract
health personnel to the rural areas.

At this juncture, we will discuss specific managerial and imple-
mentation problems in health service delivery.

MANAGERIAL AND IMPLEMENTATION PROBLEMS

(i) job and Service Scheduling:

The lack of regard for client convenience menifested in
the way service is scheduled in Nigeria has rendered it
difficult for clients to obtain maximum benefit from the
health institutions. For instance, the 7.30 a.m. to 3.30 p.m,
outpatient scheduling, especially in the rurual areas, keeps
patients who can "manage" out of the clinics until their
condition worsens. But can a man with chest pains, a
wound on the leg, a sprained ankle, fever or toothache,
be said to be healthy? No. But in the rural areas formers
and traders, for economic reasons, drag themselves to
the farm or market during the day and pop unprescribed
drugs (procured from local patent medicine dealers) in
the evening because the dispensaries and helath centres
are closed at the time they can afford to present themselves
for treatment. In other cases, the people on account of
distances, age, apathy, and reticence are unable to visit
the health centres. In order to reach our rural majority,
community health workers and trained community health
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volunteers should as a matter of routine carry curative, promotive
and prentive health care to the doorsteps of the people. The mobile
clinics have not been able to play this role effectively, especially
in parts of the country where roads, at best, constitute death traps.

It is instructive to note that community participation through
community health volunteers (not community financing) has helped
a great deal to enhance the realisation of health for all in some .coun-
tries. In Costa Rica, Oman, and the north Indian village of Hasanpur,
community health workers provide health care for the people during

their routine rounds to homes within their jurisdiction.14

In Hasanpur, India, the community Health volunteer {(selected
by the community) is given a three-month training on promotive
and preventive health care, and the treatment of simple injuries
and ailments, chlorination of well, some elements of health education,
blood sampling and preparation of slides for malaria detection. Where
there is no relief or in serious cases, the community health workers

refer patients to the Primary Health Centre.15

In Costa Rica, the primary method of health care utilizes health
posts, manned in most cases by an auxilliary with one year training,
and an assistant with four months training. Normally, a man and
a woman are assigned to each post. The woman visits houses within

one mile of the post while the man visits up to ten miles on a motorbike.

The auxilliaries visit each home every two ‘months and tries to cover

about twelve to sixteen houses every dzaly.16 This system takes
health care to patients homes and solves the problem of lack of time
and apathy which debars patients from treatment and routine checks.
The auxilliary performs the following functions:

= preventive and surveillance functions.

- Checks blood pressure.
- Maintains files containing the following information on each
family:

(i) Height and weight. ‘
(il) Vacination records for «ni'dren.
(iii) Cards for each contraceptive user.

The front page of each file provides social-e.onomic information on
each fl5"“i1y;'-indicating the type of floor, walls and roofs in a house.
Other information include lighting and ventilation, method of sewage
8N4 refyge disposal, animals kept, and whether or not there is a

radj P .
 Tadig o television in the house.)'
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Supervision, Attitude to Work and The Retrenchment Phenomenon.

Acrucial variable in implementation is the (.)ffi‘ciunt and effectiyg
management of human and material resources within the health capg
unit. Thus health administrators must formulate adequate policies
with regards to:scheduling of clinics, Scheduling of patients, the

sequencing of tasks,18 the scheduling and ut.ili'_z,ation of health pepr-
sonnel, and the eradication of dissipatory, belligerent and at timeg
pugilistic attitude of some health personnel.

For effective implementation policy makers and administrators
cannot afford to allow, in Ibrahim Babangida's words, "the machinery

. > . . . . "19 )

of policy implementation to Jog along at its leisurely pace. Hence,
there is the need to adopt a strategy of close supervision and evaluation
in our health institutions.

In order to ensure adherence to professional ethics, the acceptance
of government work as the workers business, reduce the dissipation
of energies on self-serving goals and to ensure that health personnel
do not scare patients away from health centres and maternity homes
(through belligerent and pugillistic acts) adequate and continuous
supervision should be adopted.

Furthermore, the effectiveness of prescriptions and treatments
should be closely monitored in order to avoid a situation where patients
continue to receive anti-malaria drugs when in fact they are suffering
from hepatitis or even jaundice. In operating theatres somebody
ought to be designated a supervisor in order to avoid a situatior
where two sanitary towels are forgotten in a womans abdomen after

a caesarian operation.20 In our opinion, close monitoring and adequatt
supervision of health personnel is lacking in Nigeria's health institution:
However, supervisors and government must recognize the need !

enhance morale and motivation &l especially in an era of economi
turbulence. Apart from providing financial incentives, the worke
must be loved and respected by government, the community and th
supervisor.

This paper contends that some government decisions such 8§
the ban on the National Association of Resident Doctors (NARD)
the Neigerian Medical Association (NMA) during the Buhari/ldiagbo

administration (now lifted by president Baba\ngida)z2 .and the recerl
retrenchment of 800 nurses in Bendel State are belligerent acts whic
like coup d'etats demoralizes workers and reduces the level of commil
ment. The Panel that recommended the retrenchment of nurses !
Bendel State, probably, did so in an attempt to obtain maximum utilizé
tion of health personnel in the wake of a  reduction in patrondb
of government health institutions after the introduction of fec®
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it was a productivity improvement exercise. But they forgot that
diseases and illnesses still persist, and that the lack of patronage
is a direct corollary of the cost of health care. We are reliably in-
formed that a "stitch" attracts a fee of N 1.00 while drugs are sold
at 50k and above in rural dispensaries and health centres in Bendel

gtate. This is obviously not the type of health system that will
be affordable and accessible to everybody.

The retrenchment of nurses especially in the rural communities
makes one wonder whether government has not really blindfolded
itself because of one enemy and in the process lose sight of the teeming
friends. The existence of a nation is dependent on the existence
of a healthy citizenry. Government should strive to-provide adequate
health service for the poor, the unemployed, and the old.

The strategic implication of this categorical decision: is the de-
moralization of serving nurses, through the obliteration of the security,

belongingness and love needs of the nurses. This creates motivational
problems for health administrators.

(iii) Food, Nutrition and Other \SociaJ—Environmental Conditions:

Inadequate flow of nutrients due to food shortage or low quality
food and energy from the environment to the body cells can result
in malnutrition. Any interference with the quantity and quality of
of available foods, health and physiological status, and psycho-social
state can result in malnutrition. However, malnutrition in the developing
countries occurs as a result of marginal food intake and high frequency

and duration of illne8823 Social, political and economic vicissitudes

can also have devastating effects on family health and nutritional
status.

In Nigeria, the rising cost of food imports since 1968 is a reflection
of our inability to feed the teeming population. Food import bill

rose from N28 million in 1968 to N1.3 billion in 1977.24 In 1983 alone,
Nigeria spent N148 million on rice imports. And between January
and June 1984, we spent N308 million on food mports,

representing
158 percent of the N2.83 billion spent on importation during the
period.25 In 1970, Nigeria produced 345.000 tons of rice, imported

1,700 tons while our self-sufficiency ratio stood at 99.5%. By 1978
our domestic production had risen to 695,000 tons, while 770,000
tons of rice was imported. Our self-sufficiency ratio had tumbled

from 99.5% in 1970 to 47.4% in 1978.26, The implication of this is
that the agricultural sector produces far less food than the nation

requires, If improvement is delayed we will be unable to ensure
8dequate nutritional status for the nation

. Flowing from this precarious situation is a depletion in the per
({ap‘t& energy or calorie consumed. The average Nigerian consumed
'987 keal and 45.1g of crude proteing in 1976, while the FAO recom-

;
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mended minimum are 2,191k cal and 53.8g of crude proteins.27 In

order to avoid malnutrition and to enhance resistance ¢,
diseases, government must ensure abundant food production.

Another problem area is the provision of pipeborne water. Fqp
proper alimentation and adult needs 2.5 litres of water daily whije

homes with "inside sanitation" requires 115 litr'es.28 In 1974, only
20.7 million out of 76 million Nigerians were served with improveg

water supply, representing 27% of the Population.29 The water consumeq
by the ‘ural majority is in most cases polluted and thus capable of
transmitting dysentery, typhoid, cholera, and gastro-enteritis.

In addition, Nigeria lacks a properly organised and equiped
sanitation system. An organized house to house collection of refuse
ought to be instituted. Besides, no Nigerian city possesses a centrg
sewerage system, while strom water drainage is inadequate. Government
‘should emphasize clean and pollution free environment in order to

promote healthy living.
" (iv) The Population Problem in Health care:
In 1911 there were 16 million Nigerians. By 1979 the population

of Nigeria had risen to and estimated 83 million people.31 Others
have projected a population size of 100 million or more. However,
the truth is that our population is growing faster than our economy

30

can sustain.32 Efforts at improving health care in Nigeria have been
dwarfed by our ever increasing population. Rapid population growth
have meant a sky rocketing demand for health services and consequentl
an increase in the cost of providing health care. .

Over population poses high risk to the health of both mother
and child, especially the very young and old mothers. As Paul Harriso
observed. "overpopuiation begets poverty, which begets hunder.

Hunger leads to sickness and sickness to malnutrition, in a spira

that can end in death or permanent disablement."33 In Nigeria,

the uncontrolled competition for the accumulation of human capital,
espécially in poor polygamous homes has aggravated our health problems
- One corollary of our unrestrained population growth is poverty.
Poverty creates hunger, ill-health, worry and a reduction in the

standard of living. As Paul Harrison rightly observed,
\ Large families have an adverse effect on the welfare of

all their members. Parents have been found to have
worse physical and mental health than those with fewer
children. They are subject to greater stress, are more
likely to be undernourished, and fall ill more frequently.
This, in turn, affects the productivity of the bread-winners

and reduces their earning power.34
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Some of the factors highlighted so far are not controllable by
Doctors, no matter their quantity and quality. Thus, in order to
improve living standards, reduce the high rates of sickness, death
and worry, we must engage ina sustained population control strategy.

Other problems that characterized Nigeria's health care system.
include, th2 lack of drugs, the increasing cost of drugs, medical
and communication's equipment, and inability to educdte the citizenry
on the dangers of smoking. Government ought to ensure that cigarette
packets carry warning inscriptions such as “cigarette smoking is
herzardous to your health.

111 STRATEGIES FOR AN EFFECTIVE HEALTH SERVICE DELIVERY
SYSTEM -

Having analyzed some characteristics of health service in Nigeria,
we now propose strategies for the implementation of health for all.
The strategies should include, inter alia, the following:

- An emphasis on Preventive Health care, the eradication of environ-
mental, socio-economic conditions such as: pollution, malnutrition,
alcoholism, poor conditions of work. and worry which causes illhealth.

- In order to enhance health care delivery, job and service schedul-
in should take cognisance of clients convenience. Moreover, sustained
administrative controls through better supervision of medical personnel
is highly imperative. A situation where two sanitary towels are forgotten
in a woman's abdomen after a ceasarian operation can be controlled
through adequate supervision. [Lffective administrative control should
serve to reduce or eliminate the dissipation of energies on self-serving
goals and the diversion of scarce resources.

- There is the need for governments to increase financial allocation
to the health sector. In 1980 Nigeria spent only 1.52% of her GNP
on health care while the World Health Organisation recommends 5%.

¥ As a result of the current exphasis on primary health care,
ambulances should be provided for the timely transfer of patients
from these centres to the Secondary, Tertiary or Super-specialty
health institutions for specialists attention when the need arises.

= Government should ensure the provision of health services in
the rural areas at an affordable rate. In fact, the unemPIOyed, the
poor, the aged, and childred should have free access to medical care.

3 In order to reach our rural majority, community health workers
and community health volunteers should as a matter of routine carry
curative, promotive and preventive health care to the- doorsteps of
the people.

4 Government must strive to provide free or subsidi‘zed essen_tial
fooq items to poor expectant mothers, and infants during the first
few Months in the world. .



- Moreover, an

" For easy accessibility government should ensure the proyisi,
|

‘of a tertiary health centre In every state.

improvement in the doctor, pharmacist, nurseg
dispensers, midwives, hospital, and hospital bed/population, rati,
is vital for an effective health care. Thus, there 1S the need fq,
our doctor/population ratio to meet the WHO target of 1:1000 in every
nook or cranny in Nigeria before the year 2000.

- The demoralizing retrenchment of health personnel no matte
the financial position of government, except on grounds of professiong
misconduct, negligence and malpractice must stop.

- The establishment of two labour management committes: Conferencee
Committees and Nursing or Medical Practice Committe in hospitalg
will serve to enhance health care. The Conference Committee can
play an advisory role and provide a useful channel of communication
about employer employee relations. For example if the Health Manage-
ment Board forewarns nurses of possible retrenchment, the Committee
may indicate that a cut in pay is preferable to widespread retrenchment,
The Nursing or Medical Practice Committee can introduce techniques
and new devices or treatment methods in order to facilitate a patients
recovery, keep them comfortable, and make treatment more effective.

- In order to improve standard of living, we must engage in a
sustained population control strategy. This must include the quanti-
fication of policy objectives, such as: reducing the 1980 estimated

population growth rate of 2.5%35 to 2.00% in 1990; the establishment
of family planning clinics and distribution points in the urban and
rural communities, and the integration of family planning with other
community development activities.

~ Government should eliminate problems tha. causes WOrry, and
uncertainty such as: retrenchment, irregular salaries, insufficiant
food supply, water shortage increased crime wave and unem;loyment.
Perhaps, where a reduction in work force is inevitable governmen!
must be seen to have made efforts to reduce the crudities of th
decision. Even then, the decennial retrenchment exercise, that i
fast becoming an annual exercise, must be stopped.

- Government should increase the manufacturing capacity ol
pharmaceutical companies; and ensure the timely importation an
equitable distribution of drugs manufactured overseas.

- Finally. there is the need to appoint more sanitary inspector
in each Local Government Area in order to promote healthy condition$

IV CONCLUSION

From the foregoing discussion of the characteristics of healt
care delivery and the proposed strategies for implementation, it !
clear that while government must provide the necessary compleme!
of manpower, hospitals, drugs equipment and other releva’
infrastructure in the right proportion the emphasis must be on th
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oradieation of factors which  couse d honlt Good heslth 16 not

necossarilly synonymoun with good medical care Good health correlates
best with factors Influencing health  which ure not controllable by
doctors and hospitals, wuch as: smoking, nutreition, exercise, worry ,
sanitation or sewage disposal, nnd clonn wnter,  As Thomas K. Dye
has rightly observoed:

".oo. dn the long run, infant mortality, sickness and
dlscase, and lfe span are affected very little by the
quality of medical care Il you want a long heslthy life,
covvsndo all the things your mother nlways told you
to do: don't smoke, don't drink, pet oty of exercise

and rest, don't overent, relux, and don't wurry.'”

The right to life guaranteed by the 1979 Constitution, should
Include the right to survive through neeessible, efficient, and afford-
able health care for all, rich, unemployed, old or poor. Moreover,

a dynamlc population control policy is imperative In an era of economic
turbulence.

Finally, a healthy citizenry builds a

healthy and wealthy society
and thus a healthy and strong nation.




48

NOTES:

|

10.

11.
12.
13.
14

15.
16.

17/
18.

"Human Health" in Encyclopeadia Britannical
Volume 8, p 687

Dr. Halfden Mahler, "Health For All By The Year 2000",
World Health, February- March, 1981, p.3. Sece alue

Paul Harrison, "Success Story World Health, Februar
March, 1981, pp. 14 19. y

'Tayo Lambo, "Health Services Delivery in Nigeria and the role
of Local Governments" in Proceedings of the Worksho
on Leadership and Development in Local Governmen(
University consultancy Services Unit (Social Science?;

Division), University of Ibadan, November 29-December
3, 1982, p 44.

Dr. Halfden Mahler, op cit, p.5.
Ibid., p.5.

Federal Republic of Negeria, Fourth National Development plan,

1981-1985, Vol. 1, Federal Government Printer, Lagos,
pp. 286-287. .

Ibid., p. 289.
Ibid., p. 287.

J.A. Omene, "Chullenges of Primary Health care in Nigeria:
problems and Prospects", Clarion Vol. 2, No. 1, p.4.

Fourth National Development plan, 1981-1985,

p. 284
J.A. Omene, op cit., p.4.
Ibid., p.4.
Ibid , p.4.
See Jitendra Tuli. "Small Beginnigs", Paul Harrison, "Success

Story" and Liesl Graz, "Rural Health Team", World
Health, February-March 1981 pp 7-9, p.14, p.22 respectively.
Jitendra Tuli, op cit., p.7.

Paul Harrison, "success Story", pp.14-19. See also E. Lambo,
"Health Planning in Nigeria. An Appraisal" in Iz
Osayimwense, ed., Developmcat Economics and Planning,
(Ibadan: Dept. of Economics, University of Ibadan,
1983), p.196.

Paul Hafrison, op cit., p. 17

E. Lambo, Health Planning in Nigeria, p. 201




22.
23/

24.

26.
21.
28.

29.
30.

31.

32,
33.

34,
35/
36.

37

Daily Sketch, Wedrnesds,

January 1, 1888 o 3

Don Mcwarra, "Wonmar > Wilh lowel in Ger lummy' Senday
Vanguard. Aprii 20, 193§, ¢ ianmd p 2I

For detzils, See Fred [Lyuinane Urganization Eetrewomr. (New
York: Mcgraw-Hill Boos COMDAny T T &7, or
abraham Maslow's Hierzron, of needs and pp. 409411
on Federick Herzbergs two-facios tazory of motivation

The Guardian, Wednesday. January 15 1%88, £.13

Alberto Pradilla, "Nutrition: Fzcts zn4 Hogpes". Worid Health
October 1984, pp.2-3

Chukudum Uche, "An Analysis of our Socizl znz Zzonomic Problems
and Achievements since 1380" in the higerizn Qbserver,
Wednesday, Ortober, 6, 1352 p-3

F.E. lyoha "the impact of population Growth“on Public Mznzzement
in Nigeriz”, Pzper presented at the MNzucornzl Conference
on the Role of Administrators in Nztic-az) Development
held at the University of Benin, Februsry 2337,

1985, p.16 )
The punch, Wednesday, April 16, p.7.
Ibid., p.5.

J.0. Ayoade and B.L. Oyebande, "Water resources” in J.S.
Oguntoyinbo, et ai, Georgraphy of Nigerian Development
(Ibadan: Heinemann Educational Books. 1873), p.43.

Ibid., p. 50

I.I. Ekanem, The 1963 Nigerian Census: A Critical Apprissl,
(Benin City: Ehiope Publishing corporstion. 1912).
p.32.

National Populatuon Bureau (projections) in the Guaridian,
Thursday, July 28, 1983. p.24.

F.E. lIyoha, op cit.

Paul Harrison, Inside the Third World, (New York: Penguin
~ Books, 1982), p.213.

Ibid., pp.251-252.
d.A. Omene op cit, p.5.

Thomas R. Dye, Understanding Public Policy., (Englewood Cliffs,

N.J., Prentice-Hall, Inc., 1981), p.14l.
Ibid., Pp. 141-142.



50
EFFECT OF ORAL AND INJECTABLE CONTRACEPTIVES
ON WEIGHT, BLOOD PRESSURE AND SERUM LIPIDS.
M. SHAFIQUE.
Biochemistry Department, Quaid-e-Azam Medical College, Bahawalpyp

ABSTRACT.

The weight, blood pressure and serum lipids were measureq
in 57 women taking oral contraceptives and 45 ‘women taking injectable
contraceptives. Compared with age-matched control group of 30 normg
women, oral contraceptive users showed significantly increascd valueg
of blood pressure, cholesterol and triglycerides, but the values of
weight and total lipids were not significant. The difference in the
mean values of all these paramenters in group of women on injectable
contraceptives, was almost comparable with the normal controls,
It is suggested that oral contraceptive drugs should be used with
particular care and with proper investigations of the females before
and during the therapy. ‘

INTRODUCTION.

Oral contraceptives (0.Cs), being the most effective and quickly
reversible form of contraception, are widely used by a large section
of apparently healthy female population even in uder-developed
countries like Pakistan. However, long-term use of these drugs
has been found to be associated with certain diverse morbid events
and metabolic side effects. Various studies carried out in England
and U.S.A. documented that certain women developed hypertension

while taking oral cnntraceptivesl’2’3’. Some clinical studies
suggested that the use of oral contraceptives, raised serum cholesterol

and triglyceride levels 4’5. Others found that the mean values of
serum triglycerides and cholesterol were upto 48% apd 5% higher respec-
tively in white female users than in non-users". But cholesterol

level's have also been reported to be unchanged7 or lower-ed8 with
the use of oral contraceptives,

Because of the widespread use of oral contraceptives and the
known association of raised blood pressure and serum lipids with
atherosclerotic . coronary heart disease, | report here studies of weight,
blood pressure and serum lipids in Pakistani Women receiving oral
and injectable contraceptives by comparing the effects induced by
these two different group of drugs administered by two different
routes.

Materials and Methods.

The females were randomly selected from family Planning Unit
of Model Clinic, 34-Lawrence road, Lahore and comprised of 57 women
receiving oral contraceptives (group A) and 45 women receiving



injectable contraceplive  (proup |y lov o period vieryiag lrom 2 1)

months. Oral contraceptive tuking proup was further categorised
as group A-1 (22 women), Broup A-2 (20 women) and group A-3
(‘15 women) . Groups A1 ang A2 received "Oral (ethinylestradiol

0.05mg with nuruthi.‘ilc'l‘mu-‘ bmg)  pilly respectively  for s period of
2-6 months. GPOUP‘ A-3 used either of these preparations for a period
of 6-12 months. — The tablets were taken i dosage one tablet u day
from 5Sth to 2l1st day during  cach merstrual cycle, Injectable
contraceptive group was furthep divided into group B-1 & B-2) received
medroxyprogesterone‘acetmc 150mg [ m) intrumusculurly at 3 months
interval for the period of 2-g months and 6-12 months respectively
All the subjects were married

. and multipara, age-ranged 23-45 years,
Control group included 30 age-matched normal healthy married women.

Blood samples were collected from all the cases
3-5 hours after breakfast. The Serum was use

of total lipids by Sulphol)hos[)hovunilline
by Leibermann-Burchard reaction!?

. 11 . .
Giegel”". . Blood pressure ang weight  were also recorded. Blood
pressure ‘was measured with

. N conventional mercury sphygmomonometer
after the subject had been sitting at rest for 10 minutes.

approximately
d for the determination

(
r'cactionJ » total cholesterol

» triglyceride by the method of

RESULTS.

Table 1 indicates that there was significant increase in systolic
blood pressure (p 0.02), cholesterol (p

0.02) and triglycerides
(p 0.01) in group of women on oral cont

raceptives (group A),
while no significant difference in the values of weight, diastolic blood
pressure and total lipids, was observed in

this group as compared
with the control subjects.  Mean values of all these parameters were
alsg not significantly different in women on

injectable contraceptive
(group B) as compared to the normal healthy control group.

Table I: Weight, blood pressure and serum lipids in
controls and in women on oral contraceptives (group
A) and injectable contraceptive (group B). Values

represent mean * s.e.m. Number of cases are given
in parenthesis.

Groups Duration Weight Blood Pressure Total Choles—Trigly—
of drug (Kg) (mm Hg) lipids terol ceride
——_ (months) Systolic Diastolic  (mq/dl) (mg/dl) (mg/dl)
Contro)g - 62.30 120.60 67.97 733.33 206.03 143.96
(30) £1 01 +1.21 +0 97 +23.14  35.57 6,11
I %%
Sroup g5 14 63.88 124.33" 70.63 777.12 229 03" 168.68
BN 10’35 s 71 10 92 +1 00 £21.52  +5.48  $5.78
’ *0. + +
ro(qusB 6.16 63.67 122.49 69 07 750.69 200 44 156.60
cecot MR 000 80078 20,99 +22 .97  +5 89  +5.41
\ '
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. . * *
The difference is statistically significant, P 0.02 p 0.0]
as compared with the normal control group.

Table I shows the weight bood pressure and serum lipidg

alterations associated with the use of different oral contraceptiveg

for a variable periods of time. The group of women on ovpa)

pills (group A-1) revealed no any significant chage in weight,

blood pressure and serum lipid fractions. '

- Table II: various parmeters of weight, blood pressure uang
serum lipids in different groups of women taking different
oral contraceptives for variable periods. Values represent
as mean * s.e.m Number of cases are shown in parenthesis:

"Groups Duration Weight Bolld Pressure Total Cholesterol
“ —
Duration Weight' Blood Pressure Total Choles- Trigly-
Group of drug (Kg) (mm Hg) lipids terol ceride
(months) Systolic Diastolic (mg/dl) (mg/dl)
Controls - 62.30 120.60 67.97 733 33 206 03 143 96
(30) - ¥1.01  #1.21  $0.97 +23.24 +5.57  +7.11
Group A-1 3.89 63.73 123.32 69.00 750.50 223.50 162 14
(22)  $0.28 $1.13  +1.48 #1.72 +36.00 +9.88 9.10
(On Ovral)} .
Group A-2 3 85 63.30 124.20 70.25 756.45 223.80 171.50
*0.30 +1.27 +1.48 *1.59 +33.51 #7.46 +10.39
(On Noriday) x  wwx ok *%
Group A-3  8.85  64.87 126 00 73 53 R e Ul
+0.55 +1.35 +1.82 +1 83 x T -
e . Bar il , . ST —
The difference is statistically significant, P 0.05, P 0.02

¥ Kk
and P 0.01 as compared with the non-users.

The women on noriday pills (group A-2) were found to have
significantly higher levels of triglycerides (p 0.05) but other
parameters have not been changed significantly as compared with
the control group. Long-term use of these pills (group A-3), however,
has resulted in a significant elevations of both systolic blood pressure,
serum cholesterol and triglycerides but the values of weight and
total lipids were almost similar as compared with the controls. Results
shown in Table IIl indicate no significant changes in weight, blood
pressure and serum lipids in both the groups of women (groups B-i
and B-2) receiving injectable contraceptive for variable duration as
compared with normal controls.

Table 1II: Effect of short-term (group B-1) and long-term (group
B-2) injectable contraceptive on weight, blood pressure -and serum
lipids. Values gre expressed as mean *s.e.m. Number of cases are
shown in parenthesis: '



H%
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Duration Weight Blood Pressype | i)

Chioleys Trigly

Groups of drug (Ky) (mm Hy) Hpids  torol  capiges

(month) . _-'?Ay__fi;l“()_l‘l__(.'ﬁ_”_l!_lﬁl})”f,f Lmg1a1) (my /o) (mg/d )

Control - 62 30 120,60 67.97 138,53 206,04 145 96

(30) . 1.01 1 21 t0.97 25 14 5,47 th.11

Group B-1 4.92 62.7'6 121.84 68,56 T62.00 211,60 152,44

(15) 10.25 X0 93 10.89 1,19 230,92 sy,60 $8.13

Group B-2 8.8 64.80 123. 30 69.70 136 55 206,15 161,430

(20) 10 41 1103 1,98 t1.5] 3.9 119 gy
The difference

in these paramenters s not slgnificant

StﬂtiSliCﬂ“y a5 compared with the normal health control
group.

Discussion.

A mild rise in blood pressure
traceptives has been obse

amor.gst the users of opal con-

rved by g lurge number of workcrs“' 13,

while others have established 1t (o pe hyp«:rtmmiunl'd"’, The
present study also showed ap increase of blood pressure in  women
on oral contraceptives (Table-1), specifically in  thoge taking pilly
for a longer period (Table-11),  Thjs SUggests that blood pressyre

is affected by the duration of oral Pills used and not the type of
the drug.

Some earlier studies have shown g hypolipidemic e

ffect of estrogen
in women15 and this led to the therapeutic

use of estrogens in patients
with coronary heart disease with resultant hypocholesterolemic ef('cctl6

In later studies,‘l’5’]7 the use of combined oral contraceptives, has
been shown to be associated with increased levels of serum cholesterol
and triglycerides. In my study also the mean values of cholesterol
and triglycerides were found to be significantly higher in women
On oral contraceptives (Table-1).  The results shown in Table 11,

are also wel) aqreed with the findings of other workers® who showed
that cholesterol gng triglycerides increased as the duration of the
pills elongated. | contrast, the difference in the valyes of blood
Pressure and serum lipids in women on injectable contraceptive (group B)

and alsg Eroup B-1, B-2), was almost indentical as compared to control
group (Tables I, 1I1)

Raiseq lipid levels associated with oral «ontraceptives (0.C)
use, are relevant to their association with incrcased rate of coronary

?}fart diseage (CHD) in 0.C. usepsw’w. During lhe.lust few years
“re has been any appreciable increase in the incidence of CHD




S5&

in our country, not only amongslt males but also n f-omales High
lipid levels and raised blood pressure are among the major established
risk factors for CHD. The use of 0.C. for 2-12 months by women
in my study has led to signilicant elevations in blood pressure ung
serum lipids (Tables 1, 11), although there Wwas no clinical evidence
of hypertension or CHD. However, oral contraceptive drugs chould
be used with particular care especially in older women of higher weigh:
and parity and in those with preexisting hypertension or hyperlipidemia.
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COMPARISON IN VITRO, OF PENCILLIN, LEDRAMYCINE,
CEPHALORIDIN, NEOMYCIN AND FLAGYL: ISOLATED
COLONIES OF FUSIFORMIS BACILLI: FROM ACUTE
NECROTIZING ULCERATIVE GINGIVITIS CASES *

Prof. Dr. M. A. Soofi
BDS, (PB) DPD (UK) MICD (HON)
Postgraduate (London)
Department of Dental Public Health

_ College of Community Medicine Lahore
INTRODUCTION

Acute Necrotizing Ulcerative Ginvigitis has a long history in Pakistan.
In recent years, mu_ch attention has been focused on anaerobic bacteria, in
particular Fusobacteria and bacteroides etc. as being, major causes of morbidity.
We observed this disease in acute form in children, .& in convalescing mothers,
who had poor oral hygiene. The cases of mild form, with persistent bleeding
characters, have been noticed in younger population. The virulence of such
organisms resulted into cancrum oris (Fig-1 Fig-ll). The recognition of the
disease either in acute or mild form was easy, as the presence of punched
out interdental papillae; and grey paseundomembranous slough on the gums

was accompanied with bleeding. Painful gingivae were characteristic observation
as well.

A direct microscopic smear examination revealed an abundance of
motile spirochetes and fusiform bacilli associated with epithelial cells. There

is a necessity for an effective therapy against the oral habitat anaerobic
bacteria. |

Antibiotics are the bedrock of such condition but the efficacy and
antimicrobicidal effects of different drugs were needed to evaluate for the
choice of treatment. Hence, it was decided to try the above named four
drugs in vitro against fusiformis bacilli with serial dilution method (M.1.C).

Metronidazole has been included in this study for its bacteriocidal
effect against obligate anaerobic organisms. There arises a need for further
continuity of study for the properties of the family of metronhxdazolei against

th Di i bic bacteria in the oral cavity.
_he fusospirochetal and other hidden anaero

*Read in the 3rd Meeting of International Academy of Periodontology,
April 14-16, 1988, Kyoto, Japan.
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OBJECTIVES OF THE STUDY

1) To find out the excellent therapeutic agent, against the Predomiy,,
oral pathogenic anaerobes, observed in acute and in chronijc g'mgw"
. 5 i)
infections. 1

i)  To know the advantage of one drug, over the other in vitr

L. Wy Sy . 0 an
to analyse degree of activity, sensitivity or resistance agajn;:
Fusiformis bacilli.

iii) To recognize the bacterial strain for this dise

ase involving Bingivae
of the population.

iv) To provide chance for

further discovery and other opening fo
family of Metronidazole.

MATERIAL AND METHODS

10 young sufferers of Acute Necrotizing Ulcerative Gingivitis aged
20-25 years, of sound socio-economic background are included in this study,
as they presented for treatment having complaints of soreness, painful gingivae,
bleeding, fever etc. in acute state. The history and clinical examination con-
firmed their disease (ANUG). Prior to this visit they were not administered
with any drug or did not undertake any therapy.

Clinical examination. On examination, punched out
ulcerated gingiva was observed. Tenderness foul smellj
gums were also seen and more salivation was noticed.

Laboratory examination. A bacterial sample was taken from gum crevice
of the clinically judged patients with sterilized platinum loop. A smear, about
I cm. in diameter, was prepared by spreading thé sample in a drop of distilled
water on a glass slide, and was covered by a glass slip. The smear was assessed
for presence of increased number of spirochaetes and fusiformis bacilli under
the microscope. The smear was typical of the Vincent disease. Accordingly
blood agar plates were inoculated with smear taken from the ulcer of the
papilla and were kept in the incubator at 37°C both aerobically and anaer¢
bically for twelve hours. Next day, the colonies of fusiformis thus obtained
were isolated with a platinum loop under the dissecting microscope and weré
re-cultured on blood agar plates for confirmation. After the confirmation

- . . . . a
was made pure colonies of fusiformis were transferred to a liquid 'Omal
Medium',

interdental papillae and
ng, sloughy and bleeding

Serial dilution tube technique. The experiment was performed in serial dllut.lﬂmn
test in 58 (1.6 cm) test tube, 15 cm long each containing 10 ml of medlﬂve
omata and were’ placed in a stand. The serial dilution (ug/ml) of the respecuric
medicine was made. The antimicrobial agents were weighed in an elect B
balance which were diluted with the help of a pippete accordingly. A stopp
was used for inoculating the organisms (fulsiformis) from omata medium
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he test tubes. The inoculated 1oyt tubes were o}
t

o 18 - 2 'hour'S,. " prlor“tq examination for turbidity of the rmedium.
The tube \At'lth ,u!’,-‘j?t.;l ulmn‘ ‘mecd no  visible turbidity of the medium
and this was ‘—O“g‘ ""l'"( _M-L(--- 1€ Minimum  inhibitary concentration. To
confirm this a sub-culture from such test tybe was taken, in which there
was no visible growth, and on the agar plates too, we could not find any

icrobial growth. The medium, 50 Prepared had a pH 7.4 whi i
;nhlrcoughom the experiment. p which did not change

aced in an incubator at 37°C

Staphylococcus was kept as a control.

; A , Nr.-omycin sulphate has got no
effect against fusiformis but it acted against sta 4 .

phylococcus aureus.
RESULTS

The results obtained by various drugs according to the above procedure
were as follows :-

Metronidazole. In thi5'cxperiment, staphylococcus control was not effected

by this drug. The growth started in three cases at 0.125 ug/ml (one with
a t result). At 0.15 ug/ml there was no growth in 2 cases and in 3 cases
growth was + and 5 cases were with +ve growth and at 0.07 ug/ml no growth
was observed in 2 cases and 8 were with +ve growth. Two cases were noted
as negative/positive at concentration of 0.0035 ug/ml and after this the growth

was observed positively at 0.0017 ug/ml. The average inhibitory or turbidity
was considered at 0.015 ug/ml concentration (Table No. ).

Benzyl Pencillin. Only one case was +ve at 0.125 and 0.06 ug/ml whereas
at 0.03 ug/ml, three cases (with one i) showed turbidity. Four cases were
positive growth at 0.15 ug/ml concentration with one t). No growth was seen
after 0.007 and 0.0035 ug/ml except for one case that was found negative.
The drug has shown the efficacy at 0.007 ug/ml concentration for fusiformis
and efficacy for staphylococcus has been confirmed (Table No. 2).

Ledramycin (Demethyle Oxy Tetracyclin). Three cases of turbidity were observed
at 0.03 ug/ml concentration. Five were observed with positive growth and
2 were observed with a negative/+ve growth. Three cases were observed with
negative growth at 0.0035 ug/ml concentration and even two cases growth
at 0.0035 ug/ml concentration ‘and even two cases were found negative at
the last test tube i.e. 0.0017 and 0.0008 ug/ml of the concentration. The

Stc';phylococcus control was reported positive growth at concentration 0.0035
ug/ml,

Cephoron (Cephaloridin). At 0.05, 0.125 and 0.25 ug/ml concentration, two
Cases were found with growth. Four cases were positive at 0.006 ug/ml concen-
tration (with 24 cases). All cases were observed positive at 0.015 ug/ml concen-
tration €xcept one case was found negative. Similarly Staphylococcus control
¥as also found positive at 0.15 ug/ml.

. QJ-_.iS\C-lLSLJ.QN

. IM=this study the M.LC. of metronidazole was observed effective at
0.1% .-.Jg?ml wherea{s ledermycin has shown more potency and efficacy both
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DISCUSSION

the M.LC. of metronidazole was observed effective 4
0.15 ug/ml whereas Ledramycin has shown more potency and efficacy bot

to the fusiformis and to the Staphyl trol trial, more than pencilliy
and cephaloridin. The metronidazole has no effect on staphylococcus control,
The pencillin is the second drug which has concentration than the cephaloridip
and metronidazole. The ledramycin however, has proved to be more effectiye

as compared to the other broad spectrum antibiotics. Metronidazole in case
of fusiformis has shown reasonable efficacy for this bacterla.

-In this study

Discovery of metronidazole in (1957) and its efficacy In clinical trials
by Davies et al (1964) and Shin et al (1965), Duckworth et al (1966) has invited
our attention for involvement of this drug into this experiment. Lefrock (1962)
describes that metronidazole diffuses readily into both aerobic and anaerobic
bacteria. The sensitive organism contains low-redox-potential electron transport
proteins capable for reducing the nitrogen group of the compound, and it
generates toxic transitory compounds which bind to D.N.A. and inhibit its

synthesis, resulting in the cell death.

-

For this reason the drug is being used as alternative clinical choice
for the treatment of anerobic infection on the basis of this experiment.

Soofi (1978) made a clinical trial on 120 cases for treating acute ulcera
tive gingivitis and bleeding gums with tinidazole, a member of the famil
of metronidazole compound. He further made a confirmatory study on 3l
cases with the same drug for the same complaint and achieved successiu

results.

~ Soofi (1987) made a third study on 342 subjects of gingival bleedin
with bacteriologically proven cases having fusiformis with a single dose ¢
4 tablets of 500 mg. tinidazole and found excellent cure rate.

CONCLUSION

A detailed study of oral fusibacteria was carried out and antimicrobl
drugs were tested against fusiformis bacilli grown in a special 'Omata’ mediu’
Metronidazole has proved effective drug against fusiformis and tinidazo
has been administered successfully in 3 consecutive studies by the author.
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TABLE_NO. 1

RESULTS OF SERIAL DILUTION Of ANTIBIOTIC (METRONIDAZOLE)

IN ug/ml IN VITRO AGAINST FUSIFORMIS

oid p“:{;; Ol os | 025 | 0425 | 006 | 003 | 0015 | 0.007 | 0.0035 | o001y ;:;
I
1. Hankin - - » - t * * * *+ +
2. Pesticho - - - - - + + + * .
3. Kutner - - 1 + + ¥ ¥ * * +
a4, Mecwem - - - - - % + + + T
5. Earl - - - - - t + + + +
6. Bone - - + + + + + + + +
7. Neat - - o = - - = ¥ + +
8. Davis - - - = = - N 3 + +
% Zimamin - - + + + + + + + +
10. Scenterby - - - - + + + + + +
Staph. Controls No effect - - + + + + + +
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AL NG 2

RUESULTS O SURINC OIUTION OF ANTIVOTIC (1% NECILIND

IN vg/ml O EXPLRIMENT IN VITIRO AGAING T 1S OIMEG

e | Peme 8 a0y [ o2y | oazs | 006 [ ooy | oo | onor] 000 | ooz | esoon

1. Hankin - - - - - - ) ' + .

2. Pesticho - - - - - 4 - a “ ‘.k ) ; - m-womh ’ ‘

L e e R R R

SSI PRRINIS, (S M) SIS SRS

4, Mecwem - - - - - - - - ' N

s | tan BN I I I e

& Bone - - - - - - T— . ® o—.

7. Neat - - - - t 4 4 * " +

a. Davis - - - - + . . . ¢ +

9. Zimamin - - + + + + + . - +

10 Scanterby | - - - - - - + + +
#

Steph. Control o - - - - - + + + +
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TABLE NO. 3

RESULTS OF SERIAL DILUTION OF ANTIBIOTICS (LEDERMYCIN)

IN ug/ml IN VITRO AGAINST FUSIF ORMIS

. | Neof | as | 025 | 0425 | 006 | 0.03 | 0015 0.007 | 0.0035 | 0.0017
1. Hankin - - = - - _“ - - =
2, Pesticho - - - - + + + + +
3. Kutner - - - - - = - + +
4, Mecwem - = - = = = - = =
5. Earl - - - - - - - - +
6 | Bone 2|~ = e 2 - |« 1
1. Neat - - - - - t + + +
8. Davis - - - - - % & i &
9. Zimamin - - - - + + + + +
10. Scanterby = - - + + + + + +
Staph. Conirol - - - t + + + + +
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1ABLL NO, 4
‘-._*_-_._

Fg,, Name of [ ¢ 0.25 0.125 0.06 0.03 0015 ™ s -
No. Patient 0.00
—t] | 0.00 0.0008
1. Hankin + + + + + N . . .
D s e NN
2 Pesticho - - - - s Y . . i
N s N SR '
3. Kutner - - -~ - + N . . s
4, Mecwem - - = - " . . . .
5. | Earl & = - - - " . 2 .
=l |
6. Bone + 4 + * - . . . .
7. Neat - - - 1 + - " - .
a Davis - - - = - . R . .
9. Zimamin - - = = N _ . ] .
10, Scanterby | - - 3 § % . R N .
Steph. Control = -
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PILOT STUDY FOR SMOKERS & NON-SMOKERS

SUMMARY

A pilot study was conducted on 2389 people, in wihuch 22,55 wer
and 294 female, with the help of the preparec quesuonnaire, sent 12
various undergracduate institulions and professional circles i o proy o
of Pakistan. The total smokers were found 78% and nOn-smokers were 2%
However, number of smckers among the labourers was more than 75,14
whereas the senior doctors were found smokers 20%. Girls smokers wers
found 21.62%. The other high range of smokers were the patients who uﬁ;
suffering from the bleeding of gums and they were 65.55%. Medical stugens
and students of undergraduate colleges including girls students were observas
having this habit in similarity.
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INTRODUCTION

Populations's trend towards smoking has invited my attention to forme-
late and acquire a clear position regarding the smoking behaviour in Pakis-
tan, in a pilot study without any relationship with cancer, respiratory diseases,
and cardiovascular problems or any other manifestation, except oral tissues.

Neither the research has been made for providing scientific evidence
for initiation of habit of the smoking, nor attempt has been made to stop
smoking in our proposed questionnaire. This has been done intentionally to
get proper information about frequency of smoking and cigarette or prevailing
habit; with the result the younger smokers honestly had expressed their aptitude,
because the name or identification of any person in the questionsheet has
not been included. The population in experiment was intelligent and well
responded to our information. Furthermore, in our questionnaire there was
no association, which provides the information for damaging any part of the
abody. No person was asked for any connection like routine smokers symptoms,
as cough, phlegm, fainting, sinuses, respiratory shortness of breath, midday
fatigue etc. Neither the population was subjected to psychological warfare
against the smoking. In the question no attempt was expressed to convince
the patients for quitting the smoking.

We observed that the people do not realize the ill-effects of smokind
and are spending hard earned money on the defective and damaging av.:ity
and there is shortage of energy out of the money spent in this game. Wheﬂ
the symptoms appear after the continous and excessive smoking, in oral cavity
or elsewhere, the costs of visits to clinics of the doctors, value of the time
spent is evaluated and counted by the patients. However, after appearing
karatirization in mucosa, ulceration in oral cavity - it appeared a loss has
been carried out.
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- W.H.O. (1980) has mentioned Many diseases which has got association
with cigarette smoking, as lung cancer, bronchitis and emphysema, ischamic
heart diseases and other diseases of the vascular system. Between them they

acount for 80% of the excess mortality. Other diseases that are significantly
more common in smokers, are Cancer of the lip,

. : . ulated that in countires where
smolasmgfhasygge:” fa b‘:‘_”des}ff"?ad habit, it is responsible for 90% of lung cancer
deaths, for 0 onchitis deaths, and for 25 i i i

deaths under 65 years of age T rne’n. e % of ischaemic heart disease

OBJECTIVES OF THE STUDY

l.

to check and anticipate oral manifestations.

and its hazard.

MATERIAL AND METHODS

~ A simple questionnaire was prepared which was €asy to be filled up
by the concerned population and it was given to the following categories :-

l.  Students of Allama Igbal Medical College, Lahore . 149
2. Students of Women College, Lahore. 185
3, Senior Doctors from various Districts. 111
4 Students of King Edward Medical College, Lahore. 61
3.  Students of D.P.H. of College of Community Medicine. 50
6. Students of Sanitary Inspectors = K " 74
7. Students of Govt. College, Abbottabad. 68
8. Khyber Textile Mills (Industrial Labourers) 1750
9. Patients of Bleeding Gums 1or
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RESULTS

TABLE |

STUbENTS OF ALLAMA IQBAL MEDICAL COLLEGE
(Female)

TOTAL CASES

64

Smokers Non-Smokers

\L | - 16%%

Nil
(Male)
Smokers Non-Smokers
J
11 74
12.l94% | 87.05%
TABLE 2
STUDENTS OF WOMEN COLLEGE
Total Cases
185
Smokers Non-Smokers
N \
40 145

|
21.62% 73.37%
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TABLY )

SENIOR DOCTORS OF PUNJAD

L

mokers —.Non-Smokers
22 89

19.81% 80.18%

s e e o —————— .

TABLE 4

————————

STUDENTS OF KING EDWARD MEDICAL COLLEGE,

LAHORE
(M\.l(‘)
61
Smokers e - Non-Smokers
12 q’
19.67% 80.32%
TABLE 5
STUDENTS OF D.P.H.
50
Smokers L Non-Smokers
Il;) 40

20% %
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TABLE 6

STUDENTS OF SANITARY INSPECTORS CLASS

74
Smokers Non-f:fomers
.17 57
22.66% 77.33%
TABLE 7
STUDENTS OF GOVERNMENT COLLEGE,
ABBOTABAD
(Male)
638
Smokers _ Non-Smokers
10 ' 58
14.70% 85.29%
TABLE 8

KHYBER TEXTILE MILLS (INDUSTRIAL LABOURERS)

1750

Smc]l:ers Non-Smokers
1315 ' A(s

75.14% : - 24.88%
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JABLE 9

PATIENTS OF BLEEDING GUMS

126
Smokers

e NOD-SmOKer s

Male Female

Mile Female
80.55% 19.449

bh.829%  99.17%

-



who were non-smokers.

DISCUSSION

Soofi (1980) observed in his study that smokers (65.5%) h’ad the 'aleecmg
gums as compared 10 NON-simokars. During s studcyc, the smokers had [8.]%
gram Negative Bacilli, 10.2% Spirocheates & 69'.5'0 Fusiform Bacilli in the
direct smears, and it has been observed that the smoking encouraged the
growth of anarobes in gums crevice v/hica leads to acute nectronizing ging;.
vitis and bleeding gums. He further ooszrved In pllot, study that high range
of smoking was available among the labourers (75.19%) and in this category,
they had the specific type of gingivitis and distortion of the gingiva underlying
the Sones. Soofi (1982) (unpublished) further examined patients of Fountain
House, and found 90% having the advanced disease of the gingiva and they
were found addicted to smoking. In the cases of the Fountain House there
has been a change in colour of gingiva and buccal mucosa and chronic ulcera-
tive gingivitis has been noticed in addition to the severity of the periodental
disease, becasue of the punched out inter-dental papilla.

The snuff (grounded tobacoo) has been found, as chewing the habit
by the labourers and others not included in this study. In such situation, Soofi

observed keratizination in gingiva, in the cheek inucosa and in the many other
cases having the habit of smoking.

The senior doctors, post-graduate and medical students and labour
were having the equal range of smoking about 20%. In these cases the plaque
accumulation has been noticed increasing and tendency to formation the cal-
culus. In chain smokers - a special hazard has been observed, brownish dis-
coloration deposits and it too was observed Greenish discoloration and leuko-
plakia in pattern of gingiva and buccle oral mucosa. In some of the mouths
blisters has been observed. The palate of such smokers has been observed
inflamatory near the orifice of salivary glands. Arno et. al (1959) has observed
that alveolar bone loss is a function of tobacco consumption. Similarly, Frandsen
el. al. (1949) has observed relation of tobacco and gingivitis, and he has made
further study of difference of the action of cigarette and pipe smoking on
gingiva. Similarly, Pindborg (1947) has observed development of ulceromembra-
nous gingivitis and formation of the calculus as the result of smoking and
use of tobacco. Similar study of Pindborg (1949) was made. In our observation
the smokers were having more periodontal problems as compared to non-smokers,
and discoloration of the teeth has been found less as compared to those

Cust (1980) observed the risk of the smoking in relation to cancer.
He is of the opinion that about 20 physical and chemical agents, recognized
as causing agent for cancer and smoking has been considered a normal way
of life as a carcinogenic. Dull (1981) observed that the smoking was responsible

- of 13% death cases from cancer and hestoo observed that smoking is causitive

factor not only for cancer of lung but also that of oral cavity, bladder and
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kidney. He observed that the risk of cancer can be recuced dy giving up the
smoking. According to him, byccal Cavity cancer due to smoking is signi-
ficant. According to the information provided by Richard Boll's study (1978)

that 615 men and 167 women died of cancer of oral cavity (Larnyx). He referr-
ed this to Surgeon General's report USA (1979).

_ It was also reported that
the pipe and cigar smokers has got similar diseases. Alchal and Cigarette
have got the synerigistic effects, and Smokers who are in the habit of drink-
ing alchal can have the more risk of cancer of the Larynx, to those who
do not expose themselves to this task. 927 men and 591 women in 1978 were
died due to cancer of buccal Cavity and same year 2087 men and 1622 women
died of cancer of Oesophagus. The Surgeon General of United States of Ameri-
ca in 1979 suggests that the

re is much assciation of the cigarette smoking
with the cancer of bladder, kidney and pPancreas whereas non-smokers get
less chance to face such diseases. This has been suggested by to prevent

such diseases due to cancer of buccal cavity, and cancer of the lung, in the
same report of Boll's study.

Kenney et.al. (1977) pave observed the effect of cigarette on human
oral polymorchonuclear Leukocyte. He observed that the changes are observed
in the tissue due to the smoking. Salley et.al. (1958) is of the

ing his 30 years of experience, he too has ob

has been much ob served in the areas of NWFP and Baluchistan where the

people are habitual to smoking and snuffing and Soofi (1969) observed oral
neoplasm have got association with use of tobacco.
Soofi quote in daily clinic's observation smoker
type of smell - discoloration of teeth, ulceration at the
and in the gingiva, keraternization of cheek mucosa ,
nervousness. It is difficult job for a dentist to clear the
is heavy deposits of calculus on the smoker's teeth
the staining have been observed. Gingiva too has been fou
and swelling has been observed. Tasteless mouth has b
smokers. Wearing of the Cusps of teeth has been seen.

S possess a specific
lips - buccal mucosa

couraged by publishing a booklet and by lectures and se
l.e. carcinoma of cheek, tounge and lips has been observe
in high number with the smokers of any nature. Snuffland b
(chewing habit) has given us evidence to be carcinogenic. Pre-cancerous stages
has been noticed among the smokers and warning has been issued, the lesion
disappeared after the smoking has been stopped. The co-relatio
and smoking is our hyphothetical observation.

etal with tobacoo

n of carcinoma
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CONCLUSION

Stopping of smoking is essential 10 overcome ofal-diasws, Tre g,
ledge regarding the death and causation should be dissermnated s o g .,
as widely as possible 1o the public 50 that the risk of Snaang Avrila we .
evident to the smokers in ',anjr,ulur and 1o the miasses i gf'w-.n:l.

There is a trend of more smoking in youth, in labotrers B0 Listienss

of bleeding of gums for which oral cancer risk due to bugh stnoking, aod i,
ing has been noted. This can be reduced with mass Health Education Camya.gs
i,

How smoking starts? Subject relates to, perhaps 10 paychologiats, oy
to stop ? It relates 10 social reformer, PBut as a dentist & bigger role ca
be played to overcome the ulceration or carcinoma by pleading the harmiy,
effects on the oral tissues to the patients in a clinic, in a meetng, xecuse
it also cause bleeding of the gums due 1o anarobic growth of microles sid
in my pursuance of this cause.

| advise 'not to smoke or stop simoking at once - No decrease.' To satisty
the querry of my patients, how to stop, in my tactful hehaviour the smoking
has been stopped immediately in many Cases and, thus | have the opportunity
of being satisfied with my profession, skill and mission.
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