EDITORIAL

Dr. Leena Lokras

The happiest childhood memories are more often than not, of celebrating festivals with family and friends.

In today's world, there is so much of monotony and pressure in everyone's life that every once in a while we all want to
escape from it, and what better way to do so other than celebrating festivals?

Every festival not only has mythological value but has a social message too.

Ganesha Chaturthi, which is a very auspicious day celebrated to pray to the God so that every new activity that is started is
successtully completed without any obstacles. Adored by the children as the God of knowledge, Tilak started celebrating it
on a public platform to bring together the hindus to be united against the British Raj. Even today the tradition continues and
if the organisers have a vision, they can still motivate our people for a cause and give our youngsters a direction so they lead
a focused life and become better citizens.

Symbolizing victory of positivity over negativity, Navratri literally means 'nine nights' in Sanskrit; Nav - Nine and Ratri -
nights. During these nine nights and ten days, the goddess -Durga and Saraswati - are invoked which are symbols of power
and knowledge.

Dussehra has a great significance. People believe that this is the occasion when goddess Durga killed Mahisasura and
saved the people from the clutches of a great demon. This is also an occasion to fight against all that is evil and establish
truth.

Deepawali, the festival of lights that's marked by four days of celebration, literally illuminates the country with its
brilliance, and dazzles all with its joy.

Each day of Diwali has its own tale, legend and myth to tell. The first day of the festival Naraka Chaturdasi marks the
vanquishing of the demon Naraka by Lord Krishna and his wife Satyabhama. Amavasya, the second day of Deepawali,
marks the worship of Lakshmi, the goddess of wealth in her most benevolent mood, fulfilling the wishes of her devotees.

Whether one believes in mythological stories, or religious beliefs related to the festivals is a completely different story and
not debatable. But definitely, the festival celebrations teach a moral lesson to the people and unite them. People forget all
their differences and observe these festivals with a sense of togetherness. The festivals teach them how to forget their
enmity, narrowness and bitterness and join hands with each other for the sake of their society and for the sake of friendship
and universal brotherhood.

So this festive season, let us all resolve not only to illuminate our homes but our hearts as well. Let us move from darkness
into light — the light that empowers us to commit ourselves to good deeds, that which brings us closer to each other,
develop universal brotherhood and thus bring ourselves closer to divinity.

I wish Each one of you a very happy and Dusshera and a very prosperous Diwali.
See you soon

Dr. Leena Lokras Dr. Sangeeta Dandekar
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Academic

BARIATRIC OR METABOLIC SURGERY :
THE NEWER MODALITY OF TREATMENT FOR DM TYPE I1

Dr. Shashank Shah is the eminent
Bariatric Surgeon and is one of
the Pioneer bariatric surgeons of
India. He has performed more
than 35,000 successful surgeries
so far. He has done his fellowship
in bariatric surgery from USA,
Italy, France, Brazil and various
renowned centres of the world.
He has recently received “Vivian
Fonseca Scholar Award 2016’
from American Diabetes
Association (ADA)’s president
Desmond Schatz for his research
work in surgical cure of diabetes.
Other than bariatric surgery he
has developed his own technique
of Total Thoracoscopic
Thymectomy for the treatment of
myasthenia gravis. He has his
name in Limca Book of World
Records for performing 45
hernia surgeries in 10 hours.
Currently he is the director of his
Laparoscopic- Obeso centre,
Pune,

Dr. Shashank Shah

DIABETESTYPE 2(T2DM): INDIALEADING :

India, heading to be soon the diabetes capital of the world ', it is important to be
able to find useful options to treat the same, with successtul results. It is not only
important to control the glycaemic levels but also important to be able to
prevent or slow down the negative effects of Diabetes on various important
organs of the body, to improve the quality of life of the patients living with this
disease.

BARIATRIC TOMETABOLIC SURGERY:

Bariatric surgery was started as a weight loss surgery about 50 years ago, for the
morbidly obese.

It was seen to help resolution of the various obesity related comorbidities.” It
was also noticed that  the diabetes improved or resolved even without the use
of sugar lowering drugs. Interestingly it was observed that this effect was seen
even before substantial weight loss’." This encouraged more research to study
this particular effect of the surgeries on (T2DM) and metabolic syndrome.
Because of this effect on the metabolic syndrome Bariatric Surgery is also
called as Metabolic Surgery.

THE THIN FAT INDIANS: T2DM PRONE :

It has been observed that ethnically Indians (and Asians) are more prone to
T2DM at a much lower BMI than the Europeans. Studies show that Indians are
prone for T2DM even at a BMI as low as 25 kgs per/m2."*"" However, the
bariatric surgery guidelines by NIH 1992 recommends bariatric surgery for
people with BMI = 35 kgs/m2." In 2009, a panel of physicians, diabetologists,
and bariatric surgeons from India recommended a lower cut off for obesity
treatment and especially for bariatric surgery for Asians, making it 33.5 kgs /m2
with co morbidities. """ But yet these guidelines failed to cover the vast majority
of Indian diabetic patients with BMI between 25 to 33 kgs/m2. As it's the total
body fat % and presence of central obesity rather than the weight or BMI, which
is associated with diabetes in Indians and Asians,these two criteria should be
taken into consideration while treating /selecting a treatment option for the

patient.”™"

There are very few RCTs (Randomised Clinical trials) (which are the level one
evidence) which compare surgery with Medical and lifestyle interventions for
T2DM, of which there are no clinical studies for the lower BMI Asians patients,
till now.

TYPES OF PROCEDURES: (Figure 1)

These are procedures done laparoscopically on the stomach and /or the
intestines, which involve a partial gastrectomy and or a gastro-jejunostomy and
jejuno-ileal anastomosis, which leaves only a small part of the terminal ileum
for absorption of nutrients. Various Procedures have almost similar effects on
the improvement or resolution of T2DM and Metabolic syndrome.
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Sleeve Gastrectomy (SG)
Roux-n-Y Gastric Bypass (GBF)
Bilio- Pancreatic Diversion (BPD)
Duodenal Switch (DS)

Newer procedures with good resulis:

th ol sk

- Single anastomosis Gastric bypass/Mini Gastric
Bypass (MGB)

- Ileal transposition with diverted Sleeve
gastrectomy. (SGIT)

d3

Adjustable Roux-en-Y Vertical Sleeve Biliopancreatic
Gastric Band Castric Bypass ~ Gastrectomy ~ Diversion With a
(AGE) (RYGB) (V5G) Duodenal Switch
Image : Dr. Walter Pories i
MECHANISM OFACTION:

Studies on humans and animals have shown evidence for
resolution or remission in T2DM 14 —defined as HbA lcin
nondiabetic range without use of anti-diabetic medicines.

As the results are seen before substantial weight loss,
mechanisms other than weight loss with calorie
restriction, malabsorption, have been identified and
studied.

Multiple mechanisms for resolution/ improvement in the
glycemic status have been observed/ identified/
speculated — some have been studied, while others are
still being studied. There is some evidence for—

- Rapid stomach emptying and intestinal transit20 —
resulting in favourable changes in gut hormone
secretion- GLP 1, PYY. Incretino-mimetic effect2] -
where the source of the incretin remains

physiological.

Decrease in Ghrelin hormone secretion22 as the
fundus of the stomach secreting Ghrelin is removed as
in Sleeve gastrectomy/ MGB. Gives better hunger
control, satiety as well decreases Insulin resistance etc

Changes in Gut Microflora®,

Changes in Intestinal gluconeogenesis which
decreases insulin resistance.23

- Increase in Energy expenditure and lowering of set
point of highest weight.24

Changes in Bile acid and salts circulation etc.
LONGTERM RESULTS:

A systematic review and Metaanalysis by H. Buchwald
published in 200914, mentions 78.1% had complete
resolution and 86.6% improved or resolved . The results
were best for the most malabsorptive procedures like
BPD and BPD-DS, then for RnY GBP and least for the
Gastric band.

Various randomised control trials (RCTs) testing surgical
procedures versus Medical and life style interventions
have shown superior results of surgery for patients of
BMI > 35kgs/m2,

One of the longest duration follow up study SOS
(Swedish Obesity Subjects)25,26 is an ongoing,
nonrandomized, prospective, controlled study
conducted at 25 public surgical departments and 480
primary health care centers in Sweden of 2010 obese
participants who underwent bariatric surgery and 2037
contemporancously matched obese controls who
received usual care, recruited between Sep 1, 1987, and
Jan 31, 2001. (13.5 yrs). Results show that the diabetes
remission rate was increased several fold at 2 years and
10 years, whereas high insulin and/or high glucose at
baseline predicted favourable treatment effects, while
high baseline BMI did not, indicating that current
selection criteria for bariatric surgery need to be revised.

Few of the RCTs for patients with BMI <35kgs/m2 (25 to
35 kgs/m2) also show superior results.

This superiority persists in the mid-term results viz
STAMPEDE trial with its 3 year results27, MINGROVE
ctal study from Rome28,.

A review/ metaanlysis of the RCTs done for lower BMI,
conducted by Jane Buchwald 29, published in 2014,
suggests that lower-BMI patients may also be able to
experience the T2DM-reduction benefits of bariatric
surgery long observed in higher-BMI patients.

A pilot study was conducted in 2008 by Shah et al30 in
India, which included a small group of T2DM patients
between BMI 22 to 35kgs/m2 with severe T2DM,
HbAlc = = 10.1%, 80% on Insulin. Results show 80%
were off insulin during the first month postop and 100%
were euglycemic by 9 months without any antidiabetic
drugs.The group therefore has conducted a RCT -
COSMID, Comparision of Surgery v/s Medical/lifestyle
intervention for Indian Diabetes, the primary results of
which were presented at the ADA international




conference 2016. The study included patients with BMI
25 to 40 kgs/m2. It shows superior results in the lower
BMI patients too.(to be published).

In spite of proven superiority of surgery over medical and
lifestyle intervention, these procedures arehowever not
included by the physician world as an option for T2DM
care protocols. Long term results of the RCTs will
probably help change the algorithm of treatment.

PATIENT SELECTION: THE DSS GUIDELINES".

Recently, a Joint Statement has been issued by variouss
International Diabetes Organizations: “Metabolic
Surgery in the treatment Algorithm of Type 2 Diabetes’,
at the Diabetes Surgery Summit (DSS), published in
Diabetes care June 2016. It mentions that metabolic
surgery should be recommended to treat T2D in patients
with class IIT obesity (BMI $40 kg/m2) and in those with
class II obesity (BMI 35.0-39.9 kg/m2) when
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hyperglycemia is inadequately controlled by lifestyle
and optimal medical therapy.

Surgery should also be considered for patients with T2D
and BMI 30.0-34.9 kg/m2 if hyperglycemia is
inadequately controlled despite optimal treatment with
either oral or injectable medications.

These BMI thresholds should be reduced by 2.5 kg/im2
for Asian patients.

It concludes that * Although additional studies are needed
to further demonstrate long-term benefits, there is
sufficient clinical and mechanistic evidence to support
inclusion of metabolic surgery among anti diabetes
interventions for people with T2DM and obesity”.

IMA Dombivli : EDUCATIONAL INSTITUTE
CONTACT PROGRAM (7th July 2016)

Inaugural Session:
"How to Communicate with Today's Teens”

ryerieft arRR TR ?
T ach : 81, 37HG Peravlf

Speaker: Renowned Psychiatrist & Founder Member
of IPH, Dr. Anand Nadkarni

Date & Venue: Tth July 2016 at Shubh Mangal Hall

Dr. Anand Nadkarni enlightened the audience on how
to tackle psycho-social problems of Adolescents.
Beneficiaries: 236 People including Teachers &
Parents of Teenagers whom we had invited attended
the Program.-




Medico Social

INFERTILITY - SOCIAL PROBLEM (for doctors)

Dr. Sushil Shinde

M.S. Obst. & Gyn,

Fertility Consultant,

Eva Women’s Clinic & Lab
Dombivli

Dr. Sushil Shinde

Human being a social animal needs to stay with people around. Procreation
being one of the basic need of humans, so that their progeny continues and their
legacy gets carry forward in next generation. This has brought up the human
civilization to today's era. But when this basic functioning of individual gets
disturbed, the individual or couple gets under tremendous pressure as they are
called ‘Infertile’.

We avoid the word Infertile patients, as they are usually not suffering any
physical or mental disease. They are only passing through a period in life called
as Infertile. This tough period in life can be shortened or ended by proper
counseling and treatment so as to enjoy the parenthood.

These couples who have fertility problem are not comfortable enough to come
to doctor for consultation directly. Many of the times the couple doesn't even
share their problem with each other or in family. The first person to consult is
friend, not a doctor. Many patients take advice from a married friend or do
Internet search and get all incomplete knowledge and waste their time in this
way. Suppose a couple decides to go to a doctor they first find a quack who can
give some magical medicine and again waste their precious time. By this way,
couple wastes many years in wrong direction, and then finally decides to visita
proper qualified doctor,

Doctor needs to give proper counseling to such couples and after going through
history and investigations, advice should be given accordingly. Only few of
these couples, are referred to a fertility specialist for advise. In short, due to this
relay race, what the couple looses is nothing but most important thing- '"Time".

In fertility treatment, lot of time needs to be given to couple to understand the
basic problem of them. The sexual history along with other investigations help
the doctor to do proper management of the couple. But during this
management, doctor needs to follow certain rules and regulations as per
medical ethics and government.

As in everyday news, PCPNDT laws are being challenged daily to make them
suitable for doctors so as to serve the people in harmony. Every doctor follows
the PCPNDT rules, but still get harassed by few incidence the reaction, which
indirectly will harm the service to people. To add into this, ART Bill which is
still pending to be passed in parliament has many clauses which are very
stringent criteria to be met during treatment to a couple. e.g. It mentions no
ART treatment for women < or > 50 years, so a patient with bilateral tubal
block at age of 20 should years to be eligible for taking treatment ? There are
many clauses which are very vague and need to be redefined. One of the clause
also says that No ART (Assisted Reproductive Technology) clinic should
accept the sperm or egg donor by a relative or known friend of either parties.
This clause is fine, but to contradict this new Surrogacy Bill which was
recently formed has created lot of fuzz among INFERTILITY specialist. The
surrogacy Bill, mentions ban on commercial surrogacy and only a "close
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relative' surrogate, that too only in altruistic form. This
altruistic surrogacy shall be allowed to only Indian
nationals married couple who have been certified as
Infertile for atleast 5 years. In altruistic surrogacy, the
commissioning couple needs to be dependent on
sympathy of relative, it's not a transaction of equals. Also
in country like India, the thought of having the woman
who carries the child in her for relative, might bring
emotional complications within the family and also in
child's future. The close relative not necessarily blood
relative, this term will give scope for forging documents
of relationship with couple, which again will increase the
scrutiny of documents by doctors, indirectly increasing
work load. What if in a family, daughter in law is forced to
carry child for another daughter in law by family
pressure. The time period years is not necessary, suppose
a married women with congenital absent uterus of heart
disease seeking for child, why should these couples wait
for 5 years to go for surrogacy treatment. The single
parent also cant go for surrogacy according to the Bill,
The surrogacy treatment for foreign couples, or
homosexual couple has already been stopped this has

3rd CME : Dr. Poornima Mhatre
“Advanced Treatment for Anti-aging”™
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4th CME : Dr. Sameer Parekh
“Management of Fatty Liver Disease”
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caused decline in medical tourism for surrogacy. The
medical tourism is boon to the government, as the
foreigners not only take treatment in hospital. they stay at
hotels, do sight seeing, eat Indian cuisine, travel using
transport. So benefits to the Indian image of "Incredible
India".

The laws should be made for the people and not forfeit
people. The person is from birth, it's like right or lefi
handedness. Gay couples h have their own child using
ART. Also if a single person who is fulfill the
responsibility of being a parent should have right to ART.

To beget a child is no luxury to the infertile couple, but
one of the basic instinct of human being. All such
stringent laws are depriving this right of humans, and
might even force them to commit something wrong rA
illegal which will do more harm then help to both the
parties. The world is moving forward, and we are taking
step back. Hope that, after only altruistic surrogacy,
traditional surrogacy should not be the only, option left
for couples, as were in pre ART era.

3rd CME : Dr. Raghunandan Torsekar

“Common Dermatological Problems in Office Practice”

T T i
4th CME : Dr. Chetan Kantharia
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Corporate v/s Individual Nursing Home : A Survey
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Dr. Sangeeta Dandekar
Editor : Dialogue
Co-ordinator : Corporate v/s

Fadividual Nursing Home : L T g Udheda T R @1 ST AT araoht gt anfly oft watge

. OIS U@ questionnaire TOR delt ot HaAT uregd @l wd Awfde.
Questionnaire 372t geft.

With the emergence of big corporate hospitals in recent days it has become a debate as
to smaller nursing homes belonging to single doctor are preferred or the corporate
hospitals like fortis are preferred. Want to review the opinions of important lot of society.
1. In your opinion do you get better care when under individual doctor or when in a
corporate hospital? 2. Is the personal touch lost when you are getting treated at bigger
set up? 3.0o you feel you are safer under the roof of corporate set up or do you feel you
are equally safe in the hands of individual doctor ? 4. Given a choice what would you
prefer for your own treatment or for treatment of your near and dear ones. 5. What are
the reasons which will drive you to corporate hospitals and what are the reasons which

make you feel old is gold and individual doctor is better. 93 TUTHT T HAT Hee.
qT 3 Dl & sample size GE BICT MM 30T b1 RN socio-economic
category HEAE HHIfAE g4, gor &t GiAféE, gewsd anfr fan ang. <me
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1. MNo one has doubts regarding competency of doctors

whether individual or working at big setups

Mo one says that doctors working under Corporate set ups
are more competent than individually working doctors.

What they want is the services of the same doctors under
professional infrastructure.
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Aao Gaon Chale, 3rd Camp on Sunday, 28th August 2016 at Village Mhaskal, Tal Kalyan.
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Corporate v/s Individual Nursing Home : A Survey

CORPORATE HOSPITALS IS THE BEST CHOICE

Dr. Sandhya Kulkarni
Practicing chest physician since
last 20 years. After M.D. she was
working in Shastri nagar
municipal hospital for some time
and afterwards was professor at
Rajiv Gandhi Medical College,
Thane. Currently along with her
own practice she is attached to
Fortis Hospital, Kalyan.

Dr. Sandhya Kulkarni

Attachment to a corporate world is always advantageous whether you are a full
timer or a visiting consultant. They provide the best infrastructural and
ancillary services and qualified assistance which makes your job easier and
enables you to give best results. Though the type of work is target oriented, the
targets depend on the area of your practice. Corporate hospitals fulfill brand
consciousness, providing best services at the same time. The multidisciplinary
approach in certain cases can be maintained at its best under one roof.
Qualified assistance of intensivists and RMOs is available as and when
required resulting in reduced stress and good sleep. Sometimes doctors can get
exploited in monetary terms as a huge share of consultation fees is diverted
towards hospital administration.

You have to be very careful and updated with your knowledge to be able to
answer the series of questions prepared with easily available information over
internet by health conscious patients.

The faith in the doctor in a small setup leads to less FAQs as against corporate
hospitals where doctors are considered service providers. Though the setup is
small in private clinics, genuinely poor and needy are benefitted in all areas.
Hence one has to have a combination of corporate attachment, a teaching
attachment as well as a private clinic to cater to different economic strata of
patients which provides you knowledge, experience and job satisfaction.
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Corporate v/s Individual Nursing Home : A Survey

CORPORATE HOSPITALS IS THE FUTURE

Dr. Sandeep Patil

MD, IDCCM.

Physician & Intensivist

Fortis Hospitals Kalyan

Orion Multispeciality Hospital
Dombivli.

Education: MBES

Seth G S Medical College
Mumbai, Year 2000,

MD ( Medicine) - Dr VM
Medical College Solapur Year
2005.

Indian Diploma in Critical care
medicine from Jaslok hospital
Mumbai. Year 2007.

Indo Australian fellowship in

critical care medicine from Jaslok

Hospital, Mumbai. Year 2007.
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experience in critical care from
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currently as Cheif Intensivist and
Physician Fortis Hospitals
Kalyan.

Dr. Sandeep Patil

Ilike my individual practice though corporate hospitals is the future:

Iam Dr Sandeep Patil attached to Fortis hospitals Kalyan as Chief Intensivist &
Physician and practicing as Physician at Orion Hospital Dombivli. These are
my personal views about corporate hospitals and private hospitals.

I had joined wockhardt hospitals mulund as intensivist then shifted to Fortis
kalyan. Later was allowed to practice as physician at Fortis. Private practice
started later.

In corporate hospitals , as long as you can provide good business to them, you
would be entertained.

Remuneration is less in corporate hospitals, but work satisfaction is more
important as critical patients can be better managed in corporate setup.

I like my private hospital as | have freedom to practice & manage as per my
Casec.

In corporate hospitals you are dependent on hospital administration for
resources and manpower.

It is always safer to work in a corporate set up because multidisciplinary team
of expertise is available, infrastructure & equipments are available under one
roof required for managing critical patients.

Now most patients / corporate company patients ask for cashless facility,
infrastructure (CT/MRI), Multidisciplinary expertise in one place.

Corporate hospitals have NABH/JCI accreditations, maintain patient quality
care by internal quality training programs for staff and doctors for TPA and
corporate attachments.

Marketing as a Brand to attract patients.

Treatment in corporate hospitals is expensive relatives expectation are more
for money spent.

Still patients approach to nursing homes first then are shifted to higher centres.
Small nursing homes to survive , will have to provide

» multidisciplinary team of expertise.

+ NABH Accreditation

* TPAattachments.

* Training of staffand resident doctors.

* Training of resident doctors.
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Corporate v/s Individual Nursing Home : A Survey

INDIVIDUAL NURSING HOME : THE BEST SERVICE PROVIDER

Dr. Niteen Dandekar

Practicing Urologist

Having done his MLS.(surgery)
and. M.Ch. (urology) and
fellowship in onco urology he has
been in individual practice till
date, His aim is to acquire newer
and advanced techniques and
utilize them for better treatment
of patients. He believes that
learning is ongoing process and
one should constantly update
oneself in his fields.

Dr. Niteen Dandekar

Tam happier in my individual set up:

You feel so much independent when you work in your own set up. You are in
one to one touch with your patients. You can decide your own policies and
protocols. In a small set up you can monitor everything by yourself. Patients
come to you for your treatment and not driven by the so called professional
infrastructure. In my opinion these are the most comfortable circumstances.
You can deliver the best medical treatment in such scenario.

As far as training of staff is concerned, it is actually one to one teaching and you
know the capability and limitations of your own staff and accordingly you can
hand over the responsibilities to them. The patient grievances can be resolved
then and there. They don’t have to run from department to department for the
same.

Hi tech diagnostics you don’t need it in all the patients and you can arrange for
it whenever required. You can seck opinion of other specialists whenever
needed. One thing is that you should always keep yourself updated with
the newer advances. You should be futuristic and always learn and adapt
cutting edge technology.

For that you may have to keep on investing in newer machinery. You
should never go into ‘old timers® category. Also try and abide by the
contemporary laws and regulations. Good communication with the patients is
one more key factor which you must learn. Day by day the government policies
are tightening and trying to wipe out individual practice. But you should be
ready to fight it out. If we succeed to retain the nursing home practice nothing
likeit.
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Corporate v/s Individual Nursing Home : A Survey

OUR VIEWS ABOUT INDIAN HEALTH CARE SYSTEM

[ prefer Corporate set up

I prefer Individual Nursing Home

Mr. Shivaji Dange

Joint commissioner, Kolkata.
Now-a-days medical procedures
involve many technologically
advanced requirements which are
available in corporate hospitals.
' Expt.rt.s of various branches are on
1 call in such hospital. Emergency
cnndllmns can be handled better way. Insurance etc.
looked after by separate sections..so corporate hospitals
are my choice between two. But I will prefer a corporate
hospital where a doctor who I know also works as
consultant,so that | get best of both streams.

Srijit Poothen

Automobile Engineer, Dombivali.
For smaller ailments, individual
doctor,

For major procedures, corporate
care.

Corporates are better equipped with
a team of doctors and para medics at
their disposal for emergencies, so much safer there
Holistic treatment available at corporates. Facilities and
further documentation much better and the concept of
family doctor and individual care slowly dying.

Today a super specialist doctor feels safer to attach
himself with a corporate, rather than undergo the
pressures and risks of running a set up himself.

Mrs. Swati Kulkarni

M. Com., House wife.

1) We will get better care under

individual doctor.

2) Yes 1 feel so. We lost personal

touch in bigger setup.

| 3) Safeinhand ofindividual doctor.
: 1 4y 1 will prefer our family doctor

instead of going to biggur setup.

5) individual doctor is better because he knows all our

problems and bondings are strong with our family

doctor. We feel safe secure in his hand. so generally we

avoid bigger corporate hospitals.

Mrs. Smriti Gulwadi
Director, Shyamrao Vitthal Bank,
Thane.

1) Individual doctor is preferred

2) Yes. personal touch lost in bigger
setups

3) Safe under individual doctor

4) Corporate hospitals have required
infrastructure in case of emergency, Individual docs, you
will not be fleeced as in corporate n personal attention
given.

Mr. Bharat Sachdev

C.A.Thane

17 Yesindividual is better,

2) Yes,

3) Equally safe with individual doctor,

4) Individual,

5) Reasons which will drive me to corporate hospitals is
only advanced facility for now but if some dose of human
touch and empathy is added will go to corporate hospital.
Secondly I visual doctors who r senior will try basic
medicine first and not directly jump to advanced
medicines which instead of curing 1 feel suppress illness
only.
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[ prefer Corporate set up

I prefer Individual Nursing Home

Mr. Vinay Bhole
Professor., Model College,
Dombivali.

1). Better care depends upon
individual Doctor. For professional
services patients prefer corporate
hospitals.

2) Patients are concerned about
better treatment. Personal touch is not important for them.
3) Corporate set up has a team of doctors. In case of
individual doctor people always complaint that no doctor
comes to clinic or hospital in time. They don’t have any
value for patients time. They are more interested in so
called social activities.

4) It depends upon the treatment required, how the doctor
has earmmed the qualification, his expertise, greed about
money, name or fame, social responsibility and
dedication.

5. Knoweledge of doctor is important, it may be corporate
or individual. People scared of money making tendency
and irresponsible behaviour,

Mr. Sangram Joshi

Pharma Distributor, Thane.

1) Individual Doctor always gives better care. But a
better infrastructure is available at a corporate hospital.
All facilities under one roof. Other speciality doctors are
available. Not on call or as per conveniences:

2) Ease in Insurance claim being processed. No
malpractice of extending stay.

3) Corporate hospital is preferred by me.

Mr. Atul Desai

Businessman, Dombivali.

[ shall always prefer smaller setups,
for obvious reasons.

Personal touch.

Easy access to directly the doctor
concerned.

Safer with individual doctors.

Given a choice I shall always go to smaller setup.
Affordable and trust worthy ness are the biggest factors.

Mr. Sanjay Tembe

IIT Graduate, Dombivali.

1) Individual doctor gives better care. He is more
responsible, attached and answerable

2) In corporate run hospitals personal touch is lost

3) You are equal safe or at equal danger in either setup

4) I will prefer individual doctor

5) Only when the treatment needs equipment which cost
s0 high that an individual doctor can’t afford to invest or
the treatment is such that too many specialists from
multiple areas of specialisation are needed to be involved
then corporate hospital is ok. Even in such case I would
prefer government hospital over corporate hospital.

In all other cases, for most of usual complications 1 feel
individual doctor is better

Mrs. Kirty Wadalkar

Civil Software Trainer, Dombivali.

1) Better care under in both, depends upon the doctor

2) Yes, personal touch is lost at bigger setup

3) Equally safe with individual doctor

4) Small nursing home is preferred by me

5) Old is gold, doctors individually take proper care,
become family friends. consistency makes them
understand the patient better

The big hospitals are like big malls, running only for
money

Mr. Niteen Shembekar

Electrical Engineer, Dombivali.

1) Inmy opinion | get better care in individual

2) Of course lost

3) Differs from illness to illness but feel safer under
individual hands.

4) Again depends on the situation but Upton limited
diseases individual is better but for critical situations
corporate is advisable.

5) Corporate is good for casuality and critical conditions
and especially if you are covered under mediclaim, But
in case of malaria, dengue, typhoid etc individual seems
to be better.
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SPECTRUM

DIAGNOSTIC EXCELLENCE

SONOGRAPHY | DIGITAL X-RAY | 2D ECHO | PATH | ECG

D/1-153, Kasturi Plaza, Manpada Road, Dombivli (East) - 421 201.
Phone : 2861999 Mobile : 9222243967, 9222243976

Dr. Rajesh Y. Mulay
M.D. Radiology
Managing Director &
Consultant Radiologist

rajesh.mulay@gmail.com
Mobile : 9221304954
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WOMEN’S CLINIC & LAB

lhe case you deserwe

Shop No. 4, Om Neelkanth krupa CHS., Gopal Nagar Lane No.1, Kalyan Road, Dombivli (East).
Contact : 7709809774, 9920920926 email id : evaclinlab@gmail.com, www.ewawomenscliniclab.com
Clinic Timing : 11am to 1pm by appointment Lab Timing : 8:30am to 8:30pm (Sunday 9am to 2pm)

Eva Women's Clinic

» |nfertility counselling and consulting
* General women's health screening

* Hormonal disorders, PCOD clinic

* Menopause counselling & consulting
Eva General Clinic

» General examination of patients

= Screening of common illness.

EvaClinical Lab

s Specialised services in Diagnostic clinical
Microbiology

» Bacteriology : Microscopy, culture and
antibiotic susceptibility testing

= BACTEC Blood and Fluid cultures

» Mycobacteriology: Microscopy cultures,
AFB cultures, DST, TB PCR, Genexpert

Mycology: Culture and Microscopy
» Parasitology

= Serology & Immunology

Hospital Infection Control Services:

» Operation theatre and critical area
Surveillance testing

* Hospital Infection control Screening
» Training of Healthcare workers

« Infection control Surveillance activities
Others:

= Pathology and biochemistry services also
provided.
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LIVER TRANSPLANT AND ITS CURRENT STATUS IN INDIA

Dr. Chetan Kantharia

Professor and Head of the
Department of Surgical Gastro
enterology at Seth G. 5. Medical
College and KEM hospital, parel,
Mumbai. He is in-charge of Liver
Transplant Department at KEM
hospital. He is also a consultant
at Global Hospital Mumbai in
liver transplant, HPB and liver
surgery. He has a rich experience
of 20 years in surgical
gastroenterology.

Dr. Chetan Kantharia

Liver transplantation is a panacea and the only available curative treatment for
patients suffering from end-stage liver disease. Liver Transplantation was
introduced as a clinical procedure over 40 years ago in USA and other
developed parts of the world. The first attempt at clinical liver transplant was
made in 1963, The first human liver transplant was performed in 1963 by a
surgical team led by Dr. Thomas Starzl "' of Denver, Colorado, United States.
Dr. Starzl performed several additional transplants over the next few years
before the first short-term success was achieved in 1967 with the first one-year
survival post transplantation. Despite the development of viable surgical
techniques, liver transplantation remained experimental through the 1970s,
with one year patient survival in the vicinity of 25%. The introduction of
cyclosporin by Sir Roy Calne markedly improved patient outcomes, and the
1980s saw recognition of liver transplantation as a standard clinical treatment
for both adult and pediatric patients with appropriate indications.[2] By 1983
the expertise in liver transplantation finally reached a point where it was
widely accepted as a suitable clinical option for patients. All over deceased
donor Liver Transplant was being performed. There remained a perpetual
paucity of the organ, with ever increasing gap between the need and
availability of the organ. This paved the way for Live Donor Liver Transplant.

After initial unsuccessful attempts in Brazil, the first successful living donor
liver transplantation (LDLT) was performed in Australia from parent to child
using the left lobe in 1989. This was followed by similar successful attempts in
the United States. This gave a hope for children suffering from end-stage liver
disease, who no longer had to wait for a reduced deceased donor liver to
become available and the procedure was adopted with fervor all over the
world. With the success of left lobe transplants and their expertise in liver
resections, Japanese surgeons pioneered adult-to-adult LDLT (AALDLT)
using the right lobe in 1993, This to some extent helped to bridge the gap of
demand-availability of organs. With increasing experience, innovations like
the modified right lobe graft, the extended right lobe graft, the right posterior
sector graft, the left lobe (including the caudate lobe) graft and the dual graft
have made it possible to provide adequate functional hepatic mass in any
situation including high-urgency situations with a high degree of success and
donor safety. Since 1985 there has been a rapid increase in the number of
centers performing liver transplants. Liver transplantation is now performed at
over one hundred centers in the USA, as well as numerous centers in Europe
and elsewhere. One-year patient survival is 80-85%, and outcomes continue to
improve, although liver transplantation remains a formidable procedure with
frequent complications.

Types of Liver Transplant:

1) Deceased Donor Liver Transplant (DDLT) (Cadaveric Liver
Transplant)

In this procedure the entire liver is implanted from a brain dead patient
belonging to the same blood group.
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This is the desired option, as the whole liver is
transplanted, besides there is no question of risk to
the donor, as the liver is being obtained from a brain

dead patient
2) Live Donor Liver Transplant (LDLT)

In this procedure a part of the liver is implanted from
a first degree relative belonging to the same blood

group.

The ability of the Liver to regenerate to its near
normal size is the basis of the Live Donor Liver
Transplant.

Indications of Liver Transplant:

Any progressive and irreversible diseases leading to end
stage liver disease need transplant. The conditions
requiring transplant are:

1) Viral Hepatitis induced cirrhosis-
Hepatitis B

Hepatitis C

2)

3)

Aleohol induced cirrhosis
Inborn errors of metabolism
Hemochromatosis
Alpha-Antitrypsin deficiency
Wilson's disease

Glycogen storage disease type /111
4) Cholestatic diseases
Biliary atresia

Primary biliary cirrhosis

Familial cholestasis Byler's syndrome,
arteriohepatic dysplasia

Cystic fibrosis Insipissated bile syndrome leading to
cirrhosis

Primary sclerosing cholangitis
Secondary biliary cirrhosis
5) Congenital abnormalities
Urea cycle enzyme deficiency
Homozygous hypercholesterolemia
Primary hyperoxaluria type

Familial amyloidotic polyneuropathy

6) Developmental abnormalities
Polycystic liver disease
Caroli's disease

7) Tumours-
Hepatocellular carcinoma
Metastasis to liver

8) Acute fulminant hepatic failure-
Drug induced- paracetamol poisoning
Fulminant Hepatitis Aor E

9) Vascular-

Budd Chiari Syndrome
Complications of transplant surgery

Liver transplantation is a major surgical and medical
undertaking and can be associated with significant
complications and risks. The risks vary for individual
patients depending on a number of factors such as age
and general health and the type of liver disease you have.
The complications can be encountered either

During the operation
Immediately after the operation
First three months

Long term

During the operation

Throughout the surgery, the heart is stressed and its
ability to pump blood around the body may be impaired.
This can cause a heart attack or a stroke during the
operation. This is why as a rule, careful assessment of the
heart function is done.

Given the complexity of the procedure, bleeding is alsoa
major concern,

Immediately after the operation
Bleeding, Infection ora leak from a suture.
Pulmonary Complications

Reversible kidney damage can occur as a result of the
operation. The kidneys will gradually recover but
dialysis may be necessary for up to six weeks.

Ablock in brain arteries or veins may develop which can
lead to hemi paresis or Para paresis due to clotting
abnormality.




Hepatic artery Thrombosis: Part of the blood supply to
the new liver may be cut off (clot) and this may prevent it
from working properly. A second transplant at times may
be necessary.

Very occasionally the transplanted liver does not work at
all following the whole process of transplantation. This is
known as a Primary graft Non function. The only
treatment for this condition is an emergency
retransplantation.

First three months

Acute rejection is a result of the immune system's
response to the transplanted liver. If suspected, a liver
biopsy will be needed. It is very common and is treated
with high dose steroids.

The patient may remain susceptible to infection which
may require drug treatment as an in-patient.

Loss of appetite and nausea are common.
Bile leak

Emotional ups and downs can affect the patient and the
family throughout the recovery.

Patient may become diabetic following transplantation,
partially because of the new medication-
immunosuppression.

Long term-

Chronic rejection of the transplanted liver can occur
gradually over a long period of time although it is not
common. Unlike acute rejection it does not respond to
steroids but there are other drugs available that may be
helpful. A second transplant is often the best treatment.

There may occur, narrowing of the bile duct joint/
anastomosis causing jaundice. This will require further
treatment.

Certain liver diseases can recur in the transplanted liver
especially wviral hepatitis. This will require further
treatment and sometimes a second transplant.

Immunosuppression drugs

These drugs suppress resistance power of recipient's body
to prevent rejection of liver graft from other person. They
are essential for sustaining liver graft and are to be taken
for life long.

Why are they needed?

One's body doesn't accept other's organ. It is body's
defence system to try to attack and destroy other's organ.

Anti rejection drugs makes defence mechanism weak
against donor's organ and allow liver graft to sustain and
work normally.

How do they work?

The immune system is our body's natural defense
mechanism. It is programmed to recognize and destroy
anything unfamiliar. This includes the cells of a
transplanted liver as well as the bacteria and organisms
that cause infection. Following a liver transplant,
specific drugs are needed to prevent the immune system
from rejecting the new liver. These are called
Immunosuppression drugs, and you will have to take
them every day for the rest of your life. A combination of
the following immunosuppressant medications is
prescribed

Cyclosporine

Prednisolone

Azathioprine

Tracrolimus

Mycophenolate Mofetil
Sirolimus

Life after Liver Transplant:

Liver transplant offers better quality of life and extends
life expectancy. About 85-90% patients survive after one
year and 75-80% survives till five years. Patients have to
visit hospital at intervals and take Immunosuppression
drugs lifelong. One can do physical activities as a normal
person can do, after 3 months. Survival after liver
transplant depends on many factors like patient's initial
condition, disease for which transplant is being done,
other associated diseases and so on. Longest survivor of
liver transplant at present is of 27 years. However it
varies from patient to patient. Family support is very
crucial to live active and productive life.

Evolution of liver Transplant in India:

Liver Transplant was introduced in India about 15 years
ago. Still less than 1000 liver transplants in India are
performed as required to more than 20,000 needing
transplant. After 2 unsuccessful attempts in 1995 and
1996, the first successful deceased donor liver transplant
(DDLT) was performed in 1998, However, due to the
sporadic availability of deceased donor organs, a patient
requiring liver transplant would almost certainly die
before an organ could become available. Liver
transplantation remained a realistic option only for the
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few who could afford the astronomical costs of travelling
overseas for the procedure.

The success of LDLT world over, particularly in Asian
centers like Korea and Japan, prompted Indian centers to
adopt LDLT. The first successful LDLT in India was
performed from an adult donor to a pediatric recipient in
1998. This was the prelude to establishing LDLT in India.
It was followed by several procedures at select centers
that met with mixed success. At present a total of 25
centers are performing liver transplants in this country, of
which 14 have performed at least one LDLT procedure
with success ranging from 0-92%, according to a survey.
The success story of Liver Transplant in Asia, has if not
surpassed, definitely equaled to that in west. Thus it can
be said without doubt that, though Liver transplant
originated in Western countries, its future direction is
being and will be guided by Asian countries.

At the present time the centers offering Liver Transplant
in India are:

1) AllIndia Institute of Medical Science: New Delhi
2}  Amrita Institute of Medical Science: Kochi

3) Apollo Indraprastha-New Delhi

4)  Apollo Hospital-Chennai

5) Army Hospital-Research and Referral-New Delhi
6) BL Kapur Hospital-New Delhi

7y Christian Medical college-Vellore

8) Fortis Hospital-Mumbai

9) Fortis Hospital-New Delhi

10) Global Hospital-Chennai/Hyderabad

11) Hinduja Hospital-Mumbai

12) Institue of Liver and Biliary Science (ILBS)-New
Delhi

13) Jaslok Hospital-Mumbai

14) Jupiter Hospital-Mumbai

15) KEM Hospital-Mumbai

16) Kokilabhen Dhirubhai Ambani Hospital-Mumbai
17) KG Hospital-Coimbatore

18) Lakeshore Hospital-Kochi

19) Madras Mission Hospital-Chennai

20) Medanata-Medicity Hospital-New Delhi

21) Narayan Hrudayalaya-Bengalaru

22) Sanjay Gandhi Post Graduate Institute-Lucknow
23) SirGangaram Hospital-New delhi

24) Stanely Medical College-Chennai

25) StJohns Hospital-Bengalaru

Liver Transplant at KEM Hospital:

In the year 2010, KEM became the first public hospital in
Western India to start the Liver Transplant program. It
has a well equipped state of art modular theatre and ICU,
with all relevant equipments necessary for the Transplant
surgery.

It has a dedicated team of Surgeons, Hepatologist,
Anesthetist, Intensivist, Transfusin medicine,
Pathologist, Biochemist and Trained staff nurse.

To date we have performed 9 liver transplant, including
two LDLT. At present we have 11 patients registered with
ZTCC who are completely worked up and awaiting
DDLT.

We offer a package of 9 Lakhs Rupees which includes the
operative procedure and immunosupression for one
month.
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IS0 9001:2008 CERTIFIED
Hospital Reg. No. KDMC/HD/BNHRA/02/148

Multispeciality Hospital & I.C.C.U.

1st Floor, Sudama Arcade,

Dr. R. P Road, Tilak Nagar,

Dombivli (E) 421 201

Tel.: 0251 - 2445044, 2448044
Email : sparshhospital 1 2@gmail.com

FACILITIES
35 Bedded Hospital General Surgery

10 Bedded ICU Endoscopy
2 Ventiletor / 2 Bipap  Laproscopic Surgery

24 Hrs. Emergency Onco Surgery

Critical Care Urosurgery
Cardiology Neuro Surgery

2D ECHO, Stress Test ~ ENT Surgery

Xray, ECG Orthopedic Surgery
Neurology Plastic Surgery

Acute Stroke Centre  Obstetric & Gyanecology

Diabetes Care (Normal Delivery)

24 Hours Pathology Pap Smear

MEDICLAIM FACILITIES CASHLESS

Mediassist India

DHS (Dedicated Healthcare)

Bajaj Allianz General Insurance Co.
Paramount Health Care

Apollo Munich

Religare

Star Health

ICICI Lombard (OPD)

Dr. Hemant S. Wahane

M.D. (Medicine)

Consultant Physician, Cardiologist & Diabetalogist
(Special Interest Echocardiography)

M. 9820272722

Timing : 10 am. to 1 p.m. & 6 p.m. to 10 p.m.

Dr. Amol U. Sonawane

M.S. (General Surgery)
Consultant Laproscopic, Endoscopic, General Surgeon

M. 9820957970
Timing : 10 a.m. to 1 p.m. & 6 p.m. to 10 p.m.

Dr. Charusheela H. Wahane Dr. Shalaka A. Sonawane (Mungekar)

D.A.
Anaesthesiologist

M.D., D.G.O., FCPS.
Consultant Obstetrics & Gynaecologist
M. 9322825637

Timing : 1 a.m. to 1.00 p.m.
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T Hf AP ORI . Uv FUiiasl Fece Mg A1 i A EEl H & U@
g 9R g 8. gofiadt et e v Yaaidd FrEiod guage e A
%G1S UegTT T0MES aTaehiea ST 3Tt Rierd. o) Hl 7 gotd1 awfiasal g
qodbge HISAT EITd 3G JRGIRTT g1 Fece!, 28 iR g daaftay 2

STTUST B 0 HISAT g |ieqd °d gFel g Siig at Fgume,
TSl AR AR, dayaRaTsl SRidh Refifarst aifga sned g agg
snegdafed sel. # sifte afha gvaren smtita &) wgoen, w6 &9,
31fOT reter Siiaead ATe! FEUnad, g ST SaafiaR STel It STRISYuTa,

ff ST geeTTa FEc, JTst G Seial ar] T 3 Nl BId Wb gsdid
7 FTEten Jt Tgee Ted, SaTd I TR ? ST angdudia gilk gt el
urat gt “Excuse Me" /et a1 Seflerean Heugar el “Hell aread, g
AR A, ATETd 1 T8 2" “Exactly, thatis what | want to say” 571 Ht &, Hefl
& 3R g = ufermeet Selter 3 @ SRagH FEUTTall, Helld! &9 Feunged, AT
HI AR 7 FBUN g Iy ey e H A uHig Fguel B, 1 WRE
Uedl ? FEU TR A1 iR H Al Arerdt wiftaeft. de @ il

T IFEIIR FEUITEAT, T AT H1Sf ATed =T AEEs B
el &t A1E 2 gt ft Sefter @ Wit gt qraad v, “wraeT dar, qur
@oft A AlCH BURET TR 31, d9¢! BRI Hamlet  ATCered
QRTBIER eidel FEUT HIsT AdTH] 9g) Sdhaet!.”

“quT et 3meft g i, gaforrEr AreR g Y 2- off frawe.

HTEATY Tl FeTEe dRd al FEoE, "9oT Sl o 3 @ 6, & Hed g
TGN T D1 gSer 2 ror Jt Sfiaerdt i Srearrr g S ol @
AT IET FENT ATET X el .
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'S q9, T MO U 318 2. o ATERTel W I9Hs
TfOTe HiSarIe GTad. ATFEle Piel bedl o e el bl
TR TRUTIE!, TR | A S WIsard o. degl o iagur

ORI firepad a1 gg et =t el sFEd R gEf. q

qur 3ETE fEHeaT EEER RTeied] daerRe He
B Wad, ue ot 5wl e, @
el & IR SUMATIE AR 0T ATl e} M
weufiad U farer Tlid. e $eie Au ge
wefa ugd AR # ¥, ueA uf¥ded gh wed faEne
feseean AgaRa femeat sewrHE! ?

“Hell gt o Hifgd ATgl, U Teh |, HISATd ACHeR
R & U@ 7l B aicdel anre. 7 AEid e &t s
wgurerd ot duell. H A S SgeuuH e
faraet ‘@ ¥, LR ATediqd TH0d N fRaRd a9,
AT 1 AR, S & 7R1d 819 WeH ang, 39 faefiad.
G Hell 91 § aiFaidferds SavTdiaR Afga AT, 9o
T gegedn Hifedear sUR PoureRel qeH YR 2
fRcdlaven Aeradadiegs #t T Tgm  Reat
TR 71 We Hi e 3R 3eR9T: FReprae.

T FAT AATE! I} Polt I ? A IR AR HERIE
T SE.” HY TS did HJ1en i fadre wed e
HICPHRYUT HAMIE R clegl TR IHT HERTE 1T ug
HIR el Eidl. gur a1 NeAT dFafierdt gigt 1e g
afor &t aMuean S Ul gdgd, HTH gdel 8o
T @ g i Fgumerd & &, g, ot &1t faeR ava
gl degr faieRul gwd a1 o, ‘Hg W) I el
I W e way forRT gadem Sleee F9
37 &1 SO S WIS 3RTetedl IS Sdie
ARG edTd Hedr s Jell H-ard! Idhad! Hea, ol
IHB S H RI HHTEH el

quT HTIST IUT T ALAR HIHAT ATG A BN
TE T FeT @ gl ST H T e de Aed
& TR T Y AT drel s ATd. s 32 9w,
TF @A, GavuEE sfd e A9 tww smg A
faraTaR RaTE FewT AV Sicaatiie Fetd aRv 3%

e, AT T e A 7 erepur=an 4t A
STl A1 e A1t HEHE! Meiaedrd AU esadr
A, 719 TG D el AT FENEH 0T UG et qredt
WAl Id. AEEH TR ATael 6 agval 2

“TaTd B ATE ?
AATaTd W 3MTe.
Y Treftae SdiaRE w2 Al gHsad g, 3qd
R UehT AT alcied e Hell SNl §H alal.

w1l IoRrHl A% AieATw SeaiiER SR . S
AT ST 7 T HeT UM, “HISA S @ie &6
SRIGR AU B TTEHYT HelTd. WYeR qea1 Yasi! Tamy
RO HIVMTET ¥ el STal oY @rd
fargemaof ==t @ aneft aradt. I oR wede alerT Asft
qiequ] el @M Hell Hedhes Fgecdrdl Hell G9 GJ
R SATEAT. T H T IGR HAT &7 et HROT Fofiat
TRUISt dgq) Hie FEULT ey &Y ST T Al 47T BN
gd1. AT G 81 ST Yo BIGUITAId] SaafiaRal |q
e &Rgd Fgoe Grgl dgeld Huserd a)
qNTeld YoiTs dval Agel, B & W Teded e
I S ST

“qUl Ul giEdld g9 MR AFEE STed.  gEedn
dFafiawd (TR A5E) Wt sfadd F9 g
Thiad Fel. AT mRie BT g AfEEE e
g, “qor e o e I dive geRM I Feee
T U gH AR, FRU R de g amed.
SafiaRedT SR Fad:9 Diqd Fo- g1 Aei St
Uhel APFEEF Grell. Al el st Arel avareft
HedTe Hell SgHrar g1 arerd 6t s ar e
TS Hell IJAAT TS hell gl Fleal TF oA
iR Siace wgunter, 3 tdaexman, #t A aE
ATETER el
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CONQUERING THE THIRD SPACE

(Third space endoscopy - new horizons in Therapeutic Endoscopy)

Dr. Rahul Mahadar
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Dr. Rahul Mahadar

Gastrointestinal Endoscopy has had a spectacular run in Last Few decades with
advances in technology that have redefined both Gastroenterology &
Gastrointestinal Surgery. Going forward, its contributions are likely to be even
more meaningful as new procedures expand both the indications as well as the
user base &contribute to bending the curve of healthcare costs.

In this article, I hope to extract some lessons I have learned during this period
from recent innovations as well as from observing the brilliance and
entrepreneurship of the many talented colleagues from whom gastrointestinal
specialty has been so fortunate to benefit.

Before embarking on a journey into the future, it may be instructive to examine
where we were 20 vyears ago. In 1992, the first video endoscopes were
beginning to be introduced and widely hailed as one of the most important
breakthroughs in the field of Gastroenterology. At the same time, surgeons
were adopting the revolution in this field, Laparoscopic surgery. Endoscopic
ultrasound was an exotic tool whose utility had vet to be established. And
capsule endoscopy would have been dismissed as science fiction. On
therapeutic side, varieceal band ligation was introduced as safer alternative to
sclerotherapy & considered a major advance; endoscopic ablation of Barrett's
esophagus had not yet caught anyone's imagination. Since then much progress
has been made on many fronts but some developments have truly let the stage
for transformative change.

Third Space endoscopy

The development of Tunnel endoscopic surgery is inspiring for both
Gastroenterologists and Gl surgeons. The future of flexible endoscopy is not
only operating in natural orifice but also within & outside the gastrointestinal
wall. If the lumen was Historically the first & peritoneal cavity the second then
intramural space has come to represent the * Third Space *. Gl Endoscopy has
finally entered the (Third space age!)

Until very recently, the use of endoscopes was confined to either the lumen or
peritoneal space. However, there are other spaces amenable for endoscopic
intervention, the most notable of which is the sub mucosal space. The technique
involves making a nick in the mucosa, then lifting it away from the layer
beneath, and inserting the endoscope into the space in between. Once the
endoscope is withdrawn, the initial mucosal entry site is closed, sealing off the
space once again. The creation of this “third” space and its recognition as a
novel arena for endoscopic intervention have opened up a slew of
opportunities, as exemplified by the procedure known as peroral endoscopic
Myotomy (POEM) for achalasia. Modifications of this approach in other
regions of the gut can be used for removal of either mucosal or intramural
tumors as well as for drug delivery among other applications.

Peroral Endoscopic Myotomy (POEM) has been developed as a non-incision,
minimal invasive endoscopic treatment becoming the most effective option for

\» )



@ Removal of

mucosal lesions

Removal of - :“-q
intramural ZisT.@)
Harvesting tissue
Biopsy of nerve @ {eg, stem cells)

and muscle

monitoring devices

Placement of

stimulating or FasIapng

anatomy

(eg, myotomy)
@

achalasia, may be the primary and permanent one. This
procedure incorporates concepts of Natural orifice trans
luminal endoscopic surgery & achieves endoscopic
myotomy by using the sub mucosal tunnel as an operative
space.

The emerging of POEM marked the rising of a new
branch of therapeutic endoscopy — tunnel endoscopic
surgery (TES), which includes several novel procedures
utilizing a sub mucosal tunnel as an operating space. In
2010, Chinese surgeon innovated a new method by
tunneling technique for treating upper Gastrointestinal
(GI) sub mucosal tumors. (SMTs) originating from the
muscularis propria layer & coined the anonym STER
(Sub mucosal tunneling endoscopic resection). Other
applications of tunneling technique inside peroral
endoscopic submucosal pyloromyotomy for pyloric
stenosis, endoscopic sub mucosal tunnel dissection for
large esophageal neoplastic lessons etc.

It has never ceased to surprise me that although the
gastrointestinal diseases are treated systemically and not
topically. This is particularly true for regionally localized
inflammatory bowel disease (with the exception of
proctitis ); in the near future, we should see most of these
conditions treated with specially formulated long lasting
drug preparations or perhaps drug- device combinations
applied directly to the lesions during endoscopy. This will

result in less side effects, cost savings & probably
improved efficacy. Implantation of drug delivery devices
in the Sub mucosal space can also provide novel ways to
treat diseases in organs that are in the portal stream such
as the liver. Furthermore, augmentation of satiety and
metabolic path ways to treat obesity and diabetes is
probably more effective ifthe signals originate in the gut.

Finally, we will also see widespread use of endoscopes in
primary care and general medical settings for basic
procedures such as insertion of gastric or jejunal tubes,
anal & prostate examinations and a variety of other
procedures that are currently being done “blindly™. Cheap
battery powered endoscopes with LED technology will
wirelessly transmit images that will be displayed and
captured on smart screens (or phones) held in the other
hand. Such procedures will eventually pave the way to
broader and more widespread bedside use of diagnostic
gastrointestinal endoscopy by non-gastroenterologists
especially in developing countries.

However [ believe the biggest impact of the “discovery”
of the third space will be on disorders of motility,
syndromes that until now had not been considered
amenable to Endoscopic therapy.
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What is ‘moral’?

It"s difficult to define. One can say it is the principle of right or wrong things.
Morality is relative to personal, social or cultural standards.

Ethics is the set of moral principles.

The theory of morality proposed by German philosopher Immanuel Kant is
relevant to professional behavior and appeals to rational minds. He says

1. Treatothers as you would like them to treat you.

2. Never treat another human being simply as means but always as an
end.

3. The rightness or wrongness doesn’t depend on the consequences but

depend on whether they fulfill their duty or not,

Kant believed that there was a supreme principle of morality and he referred to
it as The Categorical Imperative. Now what’s meant by “categorical
imperative”?

To know this see these examples.
1. Don’tkill animals... is an imperative.

2. Study biology if you want to go to medical school... is also an imperative,
but doesn’t apply to you if you don’t want to go to medical school.

3. “ Don’t cheat on paying taxes”. This is unconditional imperative. Even if
not paying taxes may be more beneficial, you should not cheaton it.

Third one is a Categorical Imperative.

Morality is Categorical Imperative because vou can’t opt out of it or claim
that it is not applicable to you. Breach of this makes you ethically
accountable.

This implied duty of medical professionals towards the patients and
towards the society is the foundation of * Indian Medical Council
(Professional Conduct, Etiquette and Ethics) Regulation.

The Indian Medical Council Act under section 20A empowers Medical
Council of India to prescribe standards of professional conduets and to
make rules there under.

Professional Conduct 20A

1. The Council may prescribe standards of professional conduct and etiquetie
and a code of ethics for medical practitioners.

2. Regulations made by the Council under sub section (1) may specify which
violations shall constitute infamous professional conduct that is
professional misconduct and such provisions shall have effect
notwithstanding anything contained in any law for the time being in force.
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The important features of The Indian Medical Council
(Professional Conduct, etiquette and Ethics)
Regulations,2002 ( Amended upto 1st February2016) are
produced as under.

CHAPTERI
1. CODEOFMEDICALETHICS

A. Declaration: Each applicant, at the time of making
an application for registration under the provisions of
the Act shall submit a duly signed Declaration as
provided in Appendix 1.

B. Duties and responsibilities of the Physician in
general:

1. Touphold the dignity and honour of his profession.

2. The prime object of the medical profession is to
render service to humanity; reward or financial gain
is a subordinate consideration.

3. Maintaining good medical practice
a) Toimprove medical knowledge and skills

b) Membership in Medical Society for the
advancement ofhis profession

¢) To participate in professional meetings as part of
Continuing Medical

Education programmes, for at least 30 hours every five
years,

4. Maintenance of medical records:

a) To maintain the medical records pertaining to his /
her indoor patients for a period of 3 years.

b) On any request is made for medical records either
by the patients / authorised attendant or legal
authorities involved documents shall be issued
within the period of 72 hours.

¢) Tomaintain a Register of Medical certificates ete

5. Display of registration numbers and suffix to their
names only recognized medical degrees / certificates
/ diplomas and memberships / honours.

Use of Generic names of drugs
Highest Quality Assurance in patient care

Exposure of Unethical Conduct

N

Payment of Professional Services: to announce his
fees before rendering service and not after the
operation or treatment is under way. It is unethical to
enter into a contract of "no cure no payment"”.

10. To observe the laws of the country in regulating the

practice of medicine and shall also not assist others
to evade such laws. He should be cooperative in
observance and enforcement of sanitary laws and
regulations in the interest of public health. A
physician should observe the provisions of the State
Acts like Drugs and Cosmetics Act, 1940; Pharmacy
Act, 1948; Narcotic Drugs and Psychotropic
substances Act, 1985; Medical Termination of
Pregnancy Act, 1971; Transplantation of Human
Organ Act,1994; Mental Health Act, 1987;
Environmental Protection Act, 1986; Pre-natal Sex
Determination Test Act, 1994; Drugs and Magic
Remedies (Objectionable Advertisement) Act, 1954,
Persons with Disabilities (Equal Opportunities and
Full Participation) Act, 1995 and Bio-Medical Waste
(Management and Handling) Rules, 1998 and such
other Acts, Rules, Regulations made by the
Central/State Governments or local Administrative
Bodies or any other relevant Act relating to the
protection and promotion of public health.

CHAPTER2

2,
1.

DUTIES OF PHYSICIANS TO THEIR PATIENTS
Obligations to the Sick

Though a physician is not bound to treat each and
every person asking his services, he should not only
be ever ready to respond to the calls of the sick and
the injured, but should be mindful of the high
character of his mission and the responsibility he
discharges in the course of his professional duties. In
his treatment, he should never forget that the health
and the lives of those entrusted to his care depend on
his skill and attention. A physician sh ould
endeavour to add to the comfort of the sick by
making his visits at the hour indicated to the patients.
A physician advising a patient to seek service of
another physician is acceptable, however, in case of
emergency a physician must treat the patient. No
physician shall arbitrarily refuse treatment to a
patient. However for good reason, when a patient is
suffering from an ailment which is not within the
range of experience of the treating physician, the
physician may refuse treatment and refer the patient
to another physician.

Medical practitioner having any incapacity
detrimental to the patient or which can affect his
performance vis-a-vis the patient is not permitted to
practice his profession

Patience, Delicacy and Secrecy : the defects in the
disposition or character of patients observed during
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medical attendance should never be revealed unless
their revelation is required by the laws of the State.
Sometimes, however, a physician must determine
whether his duty to society requires him to employ
knowledge, obtained through confidence as a
physician, to protect a healthy person against a
communicable disease to which he is about to be
exposed. In such instance, the physician should act as
he would wish another to act toward one of his own
family in like circumstances.

4. Prognosis: The physician should neither exaggerate
nor minimize the gravity of a patient’s condition. He
should ensure himself that the patient, his relatives or
his responsible friends havesuch knowledge of the
patient’s condition as will serve the best interests of
the patient and the family.

5. The Patient must not be neglected: A physician is
free to choose whom he will serve. He should,
however, respond to any request for his assistance in
an emergency. Once having undertaken a case, the
physician should not neglect the patient, nor should
he withdraw from the case without giving adequate
notice to the patient and his family. Provisionally or
fully registered medical practitioner shall not
willfully commit an act of negligence that may
deprive his patient or patients from necessary
medical care.

6. Engagement for an Obstetric case: When a
physician who has been engaged to attend an
obstetric case is absent and another is sent for and
delivery accomplished, the acting physician is
entitled to his professional fees, but should secure the
patient’s consent to resign on the arrival of the
physician engaged.

CHAPTER 3

DUTIES OF PHYSICIAN IN CONSULTATION
1.  Unnecessary consultations should be avoided:
2. Consultation for Patient’s Benefit

3. Punctuality in Consultation
4

Statement to Patient after Consultation : All
statements to the patient or his representatives should
take place in the presence of the consulting
physicians, except as otherwise agreed. The
disclosure of the opinion to the patient or his relatives
or friends shall rest with the medical attendant.
Differences of opinion should not be divulged
unnecessarily but when there is irreconcilable

difference of opinion the circumstances should be
frankly and impartially explained to the patient or his
relatives or friends. It would be opened to them to
seck further advice as they so desire.

Treatment after Consultation : No decision should
restrain the attending physician from making such
subsequent wvariations in the treatment if any
unexpected change occurs, but at the next
consultation, reasons for the variations should be
discussed/ explained. The same privilege, with its
obligations, belongs to the consultant when sent for
in an emergency during the absence of attending
physician. The attending physician may prescribe
medicine at any time for the patient, whereas the
consultant may prescribe only in case of emergency
oras an expert when called for,

Patients Referred to Specialists: When a patient is
referred to a specialist by the attending physician, a
case summary of the patient should be given to the
specialist, who should communicate his opinion in
writing to the attending physician.

Fees and other charges : A physician shall clearly
display his fees and other charges on the board of his
chamber and/or the hospitals he is visiting.
Prescription should also make clear if the Physician
himself dispensed any medicine. A physician shall
write his name and designation in full along with
registration particulars in his prescription letter
head. Note: In Government hospital where the
patient—load is heavy, the name of the prescribing
doctor must be written below his/'her signature.

CHAPTER4

RESPONSIBILITIES OF PHYSICIANS TO EACH
OTHER

Dependence of Physicians on each other : A
physician should consider it as a pleasure and
privilege to render gratuitous service to all
physicians and their immediate family dependants,

Conduct in consultation : In consultations, no
insincerity, rivalry or envy should be indulged in. All
due respect should be observed towards the
physician in-charge of the case and no statement or
remark be made, which would impair the confidence
reposed in him. For this purpose no discussion
should be carried on in the presence of the patient or
his representatives.

Consultant not to take charge of the case: Whena
physician has been called for consultation, the
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Consultant should normally not take charge of the
case, especially on the solicitation of the patient or
friends. The Consultant shall not criticize the
referring physician. He /she shall discuss the
diagnosis treatment plan with the referring physician.

4. Appointment of Substitute: Whenever a physician
requests another physician to attend his patients
during his temporary absence from his practice,
professional courtesy requires the acceptance of such
appointment only when he has the capacity to
discharge the additional responsibility along with his
{ her other duties. The physician acting under such an
appointment should give the utmost consideration to
the interests and reputation of the absent physician
and all such patients should be restored to the care of
the latter upon his/her returmn.

5. Visiting another Physician’s Case: When it
becomes the duty of a physician occupying an
official position to see and report upon an illness or
injury, he should communicate to the physician in
attendance so as to give him an option of being
present. The medical officer /physician occupying an
official position should avoid remarks upon the
diagnosis or the treatment that has been adopted.

CHAPTERS

DUTIES OF PHYSICIAN TO THE PUBLIC AND
TOTHE PARAMEDICAL PROFESSION

1. Physicians as Citizens: Physicians, as good citizens,
possessed of special training should disseminate
advice on public health issues. They should play their
part in enforcing the laws of the community and in
sustaining the institutions that advance the interests
of humanity. They should particularly co-operate
with the authorities in the administration of
sanitary/public health laws and regulations.

2. Public and Community Health: Physicians,
especially those engaged in public health
work,should enlighten the public concerning
guarantine regulations and measures for the
prevention of epidemic and communicable diseases.
At all times the physician should notify the
constituted public health authorities of every case of
communicable disease under his care, in accordance
with the laws, rules and regulations of the health
authorities. When an epidemic occurs a physician
should not abandon his duty for fear of contracting
the disease himself.

3. Pharmacists / Nurses: Physicians should recognize

and promote the practice of different paramedical
services such as, pharmacy and nursing as
professions and should seek their cooperation
wherever required.

CHAPTER6

UNETHICAL ACTS : A physician shall not aid or abet
or commit any of the following acts which shall be
construed as unethical -

1. Advertising:

A medical practitioner is however permitted to make
a formal announcement in press regarding the
following:

(1) Onstarting practice.

(2) Onchange oftype of practice.

(3) Onchanging address.

(4) Ontemporary absence from duty.
(5) Onresumption ofanother practice.
(6) Onsucceeding to another practice.
{7) Public declaration of charges.

Printing of self photograph, or any such material of
publicity in the letter head or on sign board of the
consulting room or any such clinical establishment shall
be regarded as acts of self advertisement and unethical
conduct on the part of the physician. However, printing
of sketches,diagrams, picture of human system shall not
be treated as unethical.

2. Patent and Copy rights: A physician may patent
surgical instruments, appliances and medicine or
Copyright applications, methods and procedures.
However, it shall be unethical if the benefits of such
patents or copyrights are not made available in
situations where the interest of large population is
involved.

3. Running an open shop (Dispensing of Drugs and
Appliances by Physicians) : - A physician should
not run an open shop for sale of medicine for
dispensing prescriptions prescribed by doctors other
than himself or for sale of medical or surgical
appliances. It is not unethical for a physician to
prescribe or supply drugs, remedies or appliances as
long as there is no exploitation of the patient. Drugs
prescribed by a physician or brought from the market
for a patient should explicitly state the proprietary
formulae as well as generic name of the drug.

4. Rebates and Commission : A physician shall not
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give, solicit, or receive nor shall he offer to give
solicit or receive, any gift, gratuity, commission or
bonus in consideration of or return for the referring,
recommending or procuring of any patient for
medical, surgical or other treatment. A physician
shall not directly or indirectly, participate in or be a
party to act of division, transference, assignment,
subordination, rebating, splitting or refunding of any
fee for medical, surgical or other treatment These
Provisions shall apply with equal force to the
referring, recommending or procuring by a physician
or any person, specimen or material for diagnostic
purposes or other study / work. Nothing in this
section, however, shall prohibit payment of salaries
by a qualified physician to other duly qualified
person rendering medical care under his supervision.,

Secret Remedies: The prescribing or dispensing by a
physician of secret remedial agents of which he does
not know the composition, or the manufacture or
promotion of their use is unethical and as such
prohibited. All the drugs prescribed by a physician
should always carry a proprietary formula and clear
name.

Human Rights: The physician shall not aid or abet
torture nor shall he be a party to either infliction of
mental or physical trauma or concealment of torture
inflicted by some other person or agency in clear
violation of human rights.

Euthanasia: Practicing euthanasia shall constitute
unethical conduct. However on specific occasion, the
question of withdrawing supporting devices to
sustain cardio-pulmonary function even after brain
death, shall be decided only by a team of doctors and
not merely by the treating physician alone. A team of
doctors shall declare withdrawal of support system.
Such team shall consist of the doctor in charge of the
patient, Chief Medical Officer / Medical Officer in
charge of the hospital and a doctor nominated by the
in-charge of the hospital from the hospital staff or in
accordance with the provisions of the
Transplantation of Human Organ Act, 1994,

CHAPTER?7
7. MISCONDUCT :

The following acts of
commission or omission on the part of a physician
shall constitute professional misconduct rendering
him/her liable for disciplinary action

7.1 Violation of the Regulations: If he/she commits any

violation of these Regulations.

Tod

7.3

7.4

1.3

7.6

7.7

If he/she does not maintain the medical records of
his/her indoor patients for a period of three years as
per regulation 1.3 and refuses to provide the same
within 72 hours when the patient or his/her
authorised representative makes a request for it as
per the regulation 1.3.2.

If he/she does not display the registration number
accorded to him/her by the State Medical Council or
the Medical Council of India in his clinic,
prescriptions and certificates etc. issued by him or
violates the provisions of regulation 1.4.2.

Adultery or Improper Conduct: Abuse of
professional position by committing adultery
orimproper conduct with a patient or by maintaining
an improper association with a patient willrender a
Physician liable for disciplinary action as provided
under the Indian Medical Council Act, 1956 or the
concerned State Medical Council Act.

Conviction by Court of Law: Conviction by a
Court of Law for offences involving moral turpitude
{ Criminal acts.

Sex Determination Tests: On no account sex
determination test shall be undertaken with the
intent to terminate the life of a female foetus
developing in her mother’s womb, unless there are
other absolute indications for termination of
pregnancy as specified in the Medical Termination
of Pregnancy Act, 1971. Any act of termination of
pregnancy of normal female foetus amounting to
female foeticide shall be regarded as professional
misconduct on the part of the physician leading to
penal erasure besides rendering him liable to
criminal proceedings as per the provisions of this
Act.

Signing Professional Certificates, Reports and
other Documents: Registered medical
practitioners are in certain cases bound by law to
give, or may from time to time be called upon or
requested to give certificates, notification, reports
and other documents of similar character signed by
them in their professional capacity for subsequent
use in the courts or for administrative purposes etc.
Such documents, among others, include the ones
given at Appendix — 4. Any registered practitioner
who is shown to have signed or given under his
name and authority any such certificate,
notification, report or document of a similar
character which is untrue, misleading or improper,
is liable to have his name deleted from the Register.




7.8 A registered medical practitioner shall not
contravene the provisions of the Drugs and
Cosmetics Act and regulations made there under.
Accordingly,

a) Prescribing steroids/ psychotropic drugs when there
15 no absolute medical indication;

b)  Selling Schedule *H" & L’ drugs and poisons to the
public except to his patient; in contravention of the
above provisions shall constitute gross professional
misconduct on the part of the physician.

7.9 Performing or enabling unqualified person to
perform an abortion or any illegal operation for
which there is no medical, surgical or psychological
indication.

7.10 A registered medical practitioner shall not issue
certificates of efficiency in modern medicine to
unqualified or non-medical person. (Note: The
foregoing does not restrict the proper training and
instruction of bonafide students, midwives,
dispensers, surgical attendants, or skilled
mechanical and technical assistants and therapy
assistants under the personal supervision of
physicians.)

7.11 A physician should not contribute to the lay press
articles and give interviews regarding diseases and
treatments which may have the effect of advertising
himself or soliciting practices; but is open to write to
the lay press under his own name on matters of
public health, hygienic living or to deliver public
lectures, give talks on the radio/TV/internet chat for
the same purpose and send announcement of the
same to lay press.

7.12 An institution run by a physician for a particular
purpose such as a maternity home, nursing home,
private hospital, rehabilitation centre or any type of
training institution etc. may be advertised in the lay
press, but such advertisements should not contain
anything more than the name of the institution, type
of patients admitted, type of training and other
facilities offered and the fees.

7.13 1t is improper for a physician to use an unusually
large sign board and write on it anything other than
his name, qualifications obtained from a University
or a statutory body, titles and name of his speciality,
registration number including the name of the State
Medical Council under which registered. The same
should be the contents of his prescription papers. Itis
improper to affix a sign-board on a chemist’s shop or
in places where he does not reside or work.

7.14The registered medical practitioner shall not
disclose the secrets of a patient that have been learnt
in the exercise ofhis / her profession except—

i) in a court of law under orders of the Presiding
Judge;
ii) in circumstances where there is a serious and

identified risk to a specific person and / or
community; and

iii) notifiable diseases.

In case of communicable / notifiable diseases,
concerned public health authorities should be
informed immediately.

7.15 The registered medical practitioner shall not refuse
on religious grounds alone to give assistance in or
conduct of sterility, birth control, circumcision and
medical termination of Pregnancy when there is
medical indication, unless the medical practitioner
feels himself/herself incompetent to do so.

7.16 Before performing an operation the physician
should obtain in writing the consent from the
husband or wife, parent or guardian in the case of
minor, or the patient himself as the case may be. In
an operation which may result in sterility the
consent of both husband and wife is needed.

7.17 A registered medical practitioner shall not publish
photographs or case reports of his / her patients
without their permission, in any medical or other
journal in a manner by which their identity could be
made out. If the identity is not to be disclosed, the
consent is not needed.

7.18In the case of running of a nursing home by a
physician and employing assistants to help him /
her, the ultimate responsibility rests on the
physician.

7.19 A Physician shall not use touts or agents for
procuring patients.

7.20 A Physician shall not claim to be specialist unless he
has a special qualification in that branch.

7.21 No act of invitro fertilization or artificial
insemination shall be undertaken without the
informed consent of the female patient and her
spouse as well as the donor. Such consent shall be
obtained in writing only after the patient is
provided, at her own level of comprehension, with
sufficient information about the purpose, methods,
risks, inconveniences, disappointments of the
procedure and possible risks and hazards.
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7.22 Research: Clinical drug trials or other research

involving patients or volunteers as per the guidelines
of ICMR can be undertaken, provided ethical
considerations are borne in mind. Violation of
existing ICMR guidelines in this regard shall
constitute misconduct. Consent taken from the
patient for trial of drug or therapy which is not as per
the guidelines shall also be construed as misconduct.

The following Clause No. 7.23 & 7.24 are deleted in
terms of Notification published on 22.02.2003 in
Gazette of India.

7.23 If a physician posted in rural area is found absent on

more than two occasions during inspection by the
Head of the District Health Authority or the
Chairman, Zila Parishad, the same shall be
construed as a misconduct if it is recommended to
the Medical Council of India/State Medical Council
by the State Government for action under these
Regulations.

7.24 If a physician posted in a medical college/institution

both as teaching faculty or otherwise shall remain in
hospital/college during the assigned duty hours. If
they are found absent on more than two occasions
during this period, the same shall be construed as a
misconduct if it is certified by the Principal/Medical
Superintendent and forwarded through the State
Government to Medical Council of India/State
Medical Council for action under these Regulations.

CHAPTERS

8.
8.1

PUNISHMENTAND DISCIPLINARY ACTION

It must be clearly understood that the instances of
offences and of Professional misconduct which are
given above do not constitute and are not intended to
constitute a complete list of the infamous acts which
calls for disciplinary action, and that by issuing this
notice the Medical Council of India and or State
Medical Councils are in no way precluded from
considering and dealing with any other form of
professional misconduct on the part of a registered
practitioner. Circumstances may and do arise from
time to time in relation to which there may occur
questions of professional misconduct which do not
come within any of these categories. Every care
should be taken that the code is not violated in letter
or spirit. In such instances as in all others, the
Medical Council of India and/or State Medical
Councils have to consider and decide upon the facts
brought before the Medical Council of India and/or
State Medical Councils.

8.2

8.3

8.4

8.5

8.6

It is made clear that any complaint with regard to
professional misconduct can be brought before the
appropriate  Medical Council for Disciplinary
action. Upon receipt of any complaint of
professional misconduct, the appropriate Medical
Council would hold an enquiry and give
opportunity to the registered medical practitioner to
be heard in person or by pleader. If the medical
practitioner is found to be guilty of committing
professional misconduct, the appropriate Medical
Council may award such punishment as deemed
necessary or may direct the removal altogether or
for a specified period, from the register of the name
of the delinquent registered practitioner. Deletion
from the Register shall be widely publicized in local
press as well as in the publications of different
Medical Associations/ Societies/Bodies.

In case the punishment of removal from the register
is for a limited period, the appropriate Council may
also direct that the name so removed shall be
restored in the register after the expiry of the period
for which the name was ordered to be removed.

Decision on complaint against delinquent physician
shall be taken within a time limit of 6 months.

During the pendency of the complaint the
appropriate Council may restrain the physician
from performing the procedure or practice which is
under scrutiny.

Professional incompetence shall be judged by peer
group as per guidelines prescribed by Medical
Council of India.

APPENDIX-1

A.

1)
2)
3)

4

DECLARATION

At the time of registration, each applicant shall be
given a copy of the following declaration by the
Registrar concerned and the applicant shall read and
agree to abide by the same:

[ solemnly pledge myself to consecrate my life to
service of humanity.

Even under threat, I will not use my medical
knowledge contrary to the laws of Humanity.

I will maintain the utmost respect for human life
from the time of conception.

I will not permit considerations of religion,
nationality, race, party politics or social standing to
intervene between my duty and my patient.
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5) I will practice my profession with conscience and ~ : (Professional Conduct, Etiquette and Ethics)

dignity. : Regulations 2002,
6) The health of my patient will be my first I make these promises solemnly, freely and upon my
consideration. : honour.
7)  Lwillrespect the secrets which are confined in me. SIENALUTE oo s
8) I will give to my teachers the respect and gratitude N
which is thﬂirdue_ : amc ------------------------------------------------------------------------------
9)  I'will maintain by all means in my power, the honour TP LRI it i 4 A A VoS R
and noble traditions of medical profession. :
AAress .o
10) I will treat my colleagues with all respect and :
dignity. D e
11) I shall abide by the code of medical ethics 88 |  .......icciiiissiessmimsmsaisnis it
enunciated in the Indian Medical Council :
DA . oieiimiss misssumsis
APPENDIX -2

1. FORM OF CERTIFICATE RECOMMENDED FOR LEAVE OR EXTENSION OR
COMMUNICATION OF LEAVE AND FOR FITNESS

Signature of patient or thimb I PEEESI0N ..o iriesssie s iis s saem s estessais s mbns eses s bassmsanbe s sata s msans sbbes s bansmmints sasss s asnnsantes

To be filled in by the applicant in the presence of the Government Medical Attendant or Medical Practitioner.

Identification marks:-

N i i e A S VA SR

A A AL S SR AR

LoD cnsipisniisaiiiiiinuininniie st e i e i s e e after careful examination of the case certify
herebiy that v iiieambiimn i e e i whose signature is given above is suffering from
............................................................................................................... and [ consider that a period of absence from duty of
................................................................ with effect from .o eeennn. 18 @bsolutely necessary for the
restoration of his health.

e TIEOT: ccm cims si H SE E s after careful examination of the case certify hereby that
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, on restoration of health is now fit to join service.

B e b e e L R L Signature of Medical attendant.

EXARE <. ccsiaicinsaitiston o Registration NO. .....occcevvcecinnnricccnenennnn
(Medical Council of India / State Medical
CoNCIL OF ... s veivmesion i sesns v samia s State)

Note :- The nature and probable duration of the illness should also be specified . This certificate must be accompanied
by a brief resume of the case giving the nature of the illness, its symptoms, causes and duration.
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APPENDIX-3
FORMAT FOR MEDICAL RECORD

(see regulation 3.1)

MNAME OF TS PALIENL I oot rrs s ee s e sras s ean e rras s e m s ere e s b4 s E £ e ree s e R s eae £ h e e e n e e e e s b e mn e e raannes
Age T e

Sex B e i L i S A S B e S
Address D s i o e S 4 5 S S e S e g G
Occupation s B S s B s s
DAt OF ST i i i P e e S s

CHAICAIDOtE (SUMIDAEY) OFTHE CABE 1 ussnamsnivsann iansssssndibonsyass s sess s i 55 smmn ioessssosi i s 56 vns ssha o494 g AR A Ao AN P A
Prov. : Diagnosis R A R S i A S S e R s sy s b
Javesteations AR WK TOIOTIG. 5 s osusiosvishisms i iass s sesis i Rasmn s G Ao AR S SRR p oA s R A R e
Diagnosis after investigation B 4 A A A A A A LY AR S AR S R
Advice G AR RARNERAR A LA LS AR LSRN ALY LR AL LA SRR LA AR A AARASE SN ERAR NS LB A LI AAAA R RN L AR AR RS SAR LA S AR
Follow up L T R T B B T B B e T R T B i
Eaibes CODBEIVABIOHRE 7 oo uiuooncodieiiece s s o o o e O o s A B S S o B A DA
Signature in full S Wi i S e s S e

Name of Treating Physician s rapnammmmnsemNS AR TR RS SRS R RS RRR R ARRAS A amnS R AR S AEERE R RA AR AR AR A gmmA R it AR




APPENDIX 4

LIST OF CERTIFICATES, REPORTS, NOTIFICATIONS ETC. ISSUED BY DOCTORS FOR
THE PURPOSES OF VARIOUS ACTS / ADMINISTRATIVE REQUIREMENTS

a) Under the acts relating to birth, death or disposal of the dead.

b) Under the Acts relating to Lunacy and Mental Deficiency and under the Mental illness Act and the rules made
thereunder.

¢) Under the Vaccination Acts and the regulations made thereunder.

d) Under the Factory Acts and the regulations made thereunder.

¢) Under the Education Acts.

f) Under the Public Health Acts and the orders made thereunder,

g) Under the Workmen's Compensation Act and Persons with Disability Act.
h) Under the Acts and orders relating to the notification of infectious diseases.
i) Under the Employee’s State Insurance Act.

1) In connection with sick benefit insurance and friendly societies.

k) Under the Merchant Shipping Act.

1) For procuring / issuing of passports.

m) For excusing attendance in courts of Justice, in public services, in public offices or in ordinary employment.
n) In connection with Civil and Military matters.

o) In connection with matters under the control of Department of Pensions.

p) In connection with quarantine rules.

q) For procuring driving licence.

RELEVANT SECTIONS OF THE INDIAN MEDICAL COUNCIL ACT, 1956 AND
MAHARASHTRA MEDICAL COUNCIL ACT, 1965 ARE REPRODUCED HERE BELOW

THE INDIAN MEDICAL COUNCIL ACT, 1956
REMOVAL OF NAMES FROM THE INDIAN MEDICAL REGISTER

24 (1) If the name of any person enrolled on a State Medical Register is removed there from in pursuance of any power
conferred by or under any law relating to medical practitioners for the time being in force in any State, the Council shall
direct the removal of the name of such person from the Indian Medical Register.

(2) Where the name of any person has been removed from a State Medical Register on the ground of professional
misconduct or any other ground except that he is not possessed of the requisite medical qualifications or where any
application made by the said person for restoration of his name to the State Medical Register has been rejected, he may

appeal in the prescribed manner and subject to such conditions including conditions as to the payment of a fee as may be
laid down in rules made by the Central Government in this behalf, to the Central Government, whose decision, which shall
be given after consulting the Council, shall be binding on the State Government and on the authorities concerned with the
preparation of the State Medical Register.




A Dr. DINESH P MAHAJAN
G D 101 R I D TS @ TCW VD (Medicine , JJH), DM ( NephrologyK E:M Hospital )

: Assistant Professor in Department of Nephrology, KEMH
Path To Quality Care Consultant Nephrologist & Kidney Transplant Physician
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Dr. Shweta Pawar’s

SkiNmart

Skin | Hair | Laser

Consultation & Treatment for Jll Consultation For All Kind of
All Cosmetic & Skin Problems Skin Diseases

© Hair Fall © Psoriasis, Acne, Lichen Planus,

© Face Lift Eczemas

© Wrinkles © Atopic dermatitis

© Age Control © Paediatric skin diseases,

© Acne (Pimples) Pigmentary disorders Vitiligo,

© Pigmentation Melasma, Facial Hyper pigmentation
© Under eye dark Circles © Geriatric skin diseases i.e. Skin care
® Acne Scars & Chicken Pox Scars of elderly

© Oily/Dry/Sensitive Skin © Hair & Nail disorders

© Skin tightening © Contact dermatitis

For Appointment Call Between 4pm & 6 pm
244 4168 / 322 7012 / 8693068444
Consulting Time: 5.00 pm to 8.00 pm SUNDAY CLOSED
Morning OPD : Tue., Thu. & Sat. 10 am to 12 noon

1st Floor, Margasheersh, Opp. Agrawal Hall, Lane Next to Jai Ambe Dairy,
Manpada Road, Dombivli (E) - 421 201. Tel. : 244 4168 / 322 7012
Web : www.skinartclinic.in Email : info@skinartclinic.in




Practice Management

THE “TIME OUT” CAPSULE

Pratik P. Khismatrao

“Twant to play golf?” my client in his mid 50s was telling me.,

*My brother is an optician. He starts his day with a round of golf...” then came
a big sigh. “My day starts with planning for my surgeries and typically ends
with worries and plans for the hospital™, he continued.

Most of the doctors [ meet, express the similar concern —"No time for myselfor
my family”

“Well, when you say time, do you mean physical time or mental time?" | asked
my client who looked confused following my question. “Let me explain. When
you say you don’t have time, you actually may have enough. But you spend it
thinking of your hospital concerns or answering calls from your junior doctors
even ifyou are with your family™

Most of our doctor friends must be sailing in the same boat. You may somehow
manage to spend quality time (so called) with your family taking them to the

Pratik P. Khismatrao : latest movie or amazing destinations in the world, attending annual day of your
Consultant, kids or enjoying frequent dinners at the finest restaurant in the town... and so
Practice Management & : on!

Promotions :

One of the pioneers of Delegate your work

‘Practice Management” in India
Has been associated with various
private practitioners as a
consultant for over 10 vears

The big question, here, is what do you want for yourself? Do you have a well
thought destination for your practice and most importantly for yourself few
years down? When we struggle to steal moments from our busy schedule for
our family and for our own interests, it is wise to revisit your schedule. The
objective is to optimize your time and refrain spending time in certain activities
that probably do not require your involvement.

“I plan my day the previous evening. The schedule is perfectly followed so that
I am at peace” a senior orthopaedic surgeon was telling me, “1 see a limited
number of patients and give quality time to each one of them.”

“Sir, can we spare some time from this chair time and add it to the time reserved
for yourselfand your family?” [ politely asked him.

“My patients visit my hospital for me. I can’t compromise on my time reserved
for them.” He refused to cut down on his chair time per patient. I had to
demonstrate how effective delegation can help him save his valuable time.
When he agreed to make certain changes, we developed a whole new
counseling system for his patients wherein a counselor would detail patients
about their condition, plan of action and expenses. When you are counseling
patients yourself, you will always have a limitation of time. A neutral counselor
would be better idea even from patient’s perspective as they can discuss in
detail and with much openness.

It is not just the chair time, we tend to spend our own physical time on so many
activities that can be taken care of by someone who is actually meant and
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employed for that. One of my clients, a leading
ophthalmologist in interiors of Maharashtra, used to
clean his delicate instruments and costlier equipment
parts on his own aftereach OT.

Identify activities eating up your time

“We do not get a trained staff here. It's a different story in
Mumbai...” he countered my suggestion of deploying
this non clinical non surgical task to someone.

“You won't always get a trained staff sir. You need to train
your staff for certain things. There are agencies that can
take care of such trainings without your involvement.”

The need is to identify such activities that are eating out of
your precious time and deploy effectively to your
subordinates. You can always involve a professional
agency for identification of these activities and
addressing them properly. And you will be surprised to
see the list of such activities. .. right from proofreading of
stationary to finding a proper supplier... from designing
ofan invitation card to preparation of invitees list. .. from
meetings with a software guy to the discussions on your
branding...

Deploy your activities effectively

Recently we finalized a new brand look for one of our
ophthalmology clients. It took almost eight months and
hundred hours of discussion with the client during this
period. Involvement of top management and owner is
absolutely essential for such activities. But spending
almost three hours per meeting discussing finer aspects of
branding is not what is necessary. At the same time,
leaving it totally to the branding agency also may notbe a
good idea. We must strike a balance and control the whole
exercise to yield desired output.

Define parameters for effectiveness of your efforts

One of my cosmetologist clients was complaining about
her time being wasted in training the hospital staff and
getting them to the level where she wanted them to be.

“I have been training them every day. I have changed the
front desk staff at least three times. But what you get
every time is same.”

“It’s not waste of your time madam. It’s just that you need
toutilize it in a better way.”

Changing the staff is not solution to your staffing
concerns. What you have in your hands is training them

properly. If you can get a professional help for the same,
nothing like that. But if you decide to do that on your
own, try developing certain performance monitors
within the system. Though training is a continuous
process, regular trainings without monitoring will not
fetch what you are looking for.

This, in fact, stands true for every effort that you make
and every moment that you spend for your practice. Well
defined indicators would not only give you feedback
about effectiveness of your efforts, but they will help you
reduce your involvement in such activities with time.

Enjoy the saved time
“What do I do with this saved time?”

Well, I am yet to come across a person asking this
question, neither have I found many with the answer to
this. The answer lies in your efforts itself. Someone may
opt to play golf or someone may prefer to see more
patients in same time. It could be anything. .. related or
not related to your work... an academic research or
study, development of new hospital project... an online
exam or specialization... pursuing your hobby or
interest... If nothing else, this would at least give you
additional peaceful mental time for working on your
dreams!

It is your time! It’s you who decides to spend it on the
things that are in your priority list. Just check once again
if you yourself appear topmost in that list. Believe me,
the real *you’in you is worth it!
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RECOGNISING THE MULTIPLE FACES OF OBSTRUCTIVE
SLEEP APNEA IN CLINICAL PRACTICE AND ITS MANAGEMENT
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Dr. 5. Ramnathan Iver

Introduction-Sleep of good quantity and quality is essential for physical,
mental and emotional well being. There are nearly 88 disorders of sleep.
Obstructive sleep apnea(OSA) is one of the most important disorder identified
in the last 50 years which has several systemic effects. Sleep disordered
breathing (SDB) comprises of snoring, upper airway resistance syndrome
and sleep apnea. Obstructive sleep apnea is a common disorder but not well
recognized in clinical practice. Study In India has revealed the prevalence of
SDB as 19.5% while the prevalence of SDB with daytime hypersomnolence
as 7.5%.Studies done abroad indicate the prevalence of SDB as 9% for
women and 24% for men, OSA can affect all ages. The prevalence increases
as the age advances. The prevalence in postmenopausal women is also high.,

Risk Factors for OSA- These include obesity, narrow upper airway due to
anatomical reasons in the face like macroglossia, retruded chin crowded
pharynx, advancing age and menopause. Hypotonia of pharyngeal dilator
muscles cause pharyngeal closure in sleep. This hypotonia is more marked in
REM sleep. Chronic sleep deprivation contributes to pharyngeal hypotonia,
Alcohol consumption also promotes hypotonia, It must be appreciated the
OSA affects both obese and non-obese subjects. OSA is known to run in
families. (Family history of type 2 diabetes. hypertension, [HD may also
signify underlying OSA.)

What Happens in OSA?-In OSA there is repetitive pharyngeal collapse in
sleep resulting in cyclical hypoxemia, sympathetic stimulation and cyclical
hypertension adversely affecting the functions of several body systems. ( Fig
I and Flow Chart)

Symptoms-Nocturnal

(a) Snoring often loud and habitual. Snoring can be mild in elderly and
subjects who sleep prone.

(b) Restless sleep. Constantly changing posture. Requires head elevation with
pillows, choking, breathlessness

(c) Jerking and feeling for falling from bed.
(d) Talking, biting teeth and sleep walking
(f) Drooling

(g) Nocturia

(h) Dry throat. Drinking water at night.

(i) Excessive dreams can be seen.

(j) Burning in chest-hyperacidity.
Daytime Symptoms

A. Unrefreshed sleep.

B. Headache and/or bodyache on awakening.
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C. Daytime sleepiness.( daytime sleepiness can be
abolished by consuming tea, coffee and tobacco). Can
sleep while driving wvehicles and operating
machinery. There is a high risk for accidents.

D. Irritable behavior

E. Increased appetite- can exhibit fast eating, binge
eating.

F. Increase in body weight.( OSA can lead to obesity)
OSA patients find it difficult to lose weight.

OSA in Women - OSA in women can present as fatigue,
insomnia, headaches, mood disturbances, lack of energy,
depressive feelings and mild snoring. Depression is often
diagnosed.

Following are the consequences of OSA on various
body systems.

1. Cardiovascular—

(a) Hypertension.OSA is one of the important causes of
secondary hypertension.

(b) Ischemic heart disease

(c) There is a high prevalence of sleep disordered
breathing in patients with congestive heart failure
(CHF).Studies have revealed that in CHF patients
with reduced ejection fraction the prevalence of SDB
ranges between 47%-76%

(d) Cardiac arrhythmias. ( atrial fibrillation,
ventricular tachycardia and others)

(e) Venous thrombosis and varicose veins,

2. Endocrinal - Insulin resistance -which ultimately
causes Type 2 Diabetes Mellitus, Insulin resistance
has several adverse effects on the body systems. In
clinical practice the following needs attention.

a. Elevated Fasting blood glucose levels with normal
post lunch blood glucose levels.( A post glucose blood
glucose (82.5 gms of commercial glucose) level is
often high in these cases signifying impaired glucose
tolerance)

b. Fatty Liver.

¢. Puffy and tired face can be confused with
hypothyroidism. OSA and hypothyroidism can co-
exist. It is to be noted TSH levels may be high in
patients with poor sleep. Administration of thyroxine
inuntreated OSA can precipitate cardiac arrhythmias.

d. Polycystic Ovary Syndrome is commonly
associated with SDB-0OSA.

e. Erectile dysfunction possibly due to REM Sleep
deprivation.

f.  Obesity: Obesity is both a consequence and a risk
factor of OSA. Children suffering from OSA can
become obese with poor academic performance.

3. Gastrointestinal — Fatty liver, Gastro-esophageal
reflux disorder.

4. Respiratory- Nocturnal aspirations can occur at the
termination of apnea leading to respiratory
complications- viz bronchial asthma. In fact, OSA
should be suspected in all asthmatic patients.

5. Psychiatric -Mood swings, depression, insomnia,
Bipolar affective disorder, paranoid psychosis and
acute delirium have been reported.

6. Hematological - Unexplained polycythemia.

7. Neurological - Cerebrovascular accidents. Sleep
disordered breathing and CVA have a bidirectional
relationship. Management of SDB  in CVA gives
rewarding results. Loss of memory and reversible
dementias are the other consequences. OSA has been
reported to worsen neurological disorders like
Parkinsonism.

8. Pregnancy- SDB in pregnancy can lead
hypertension, preeclampsia resulting in intrauterine
growth retardation .

9. Ophthalmic- OSA has been associated with several
eye disorders viz floppy eyelid syndrome, anterior
ischemic optic neuropathy, optic neuropathy,
glaucoma, papilloedema, For the first time in 2003,
the author had proposed- that, since retina is highest
oxygen consuming part of the body cyclical hypoxia
in OSA can lead to angiogenesis in patients with
diabetic retinopathy. Several workers have
confirmed this hypothesis. Diabetic patients often
have sleep complaints. It is advisable to suspect OSA
in all diabetic patients. Correction of cyclical
hypoxia in OSA by continuous positive airway
pressure (CPAP)is expected to give good results.

10. Cancer-Recent reports suggest an intriguing link
between SDB and cancer.

In clinical practice it is necessary to record sleep history
which can guide the physician to suspect a sleep
disorder.(There are nearly 88 disorders of sleep).If
required, a polysomnogram may be done.
Polysomnography (PSG) is the gold standard test for
diagnosing OSA. The test is best done in a hospital under
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supervision. (Level | study). Once diagnosed a second
night PSG of CPAP titration is essential.

Management Management of OSA mainly rests mainly
on the usage of Continuous Positive Airway
Pressure(CPAP). Recently several advances have been
made on the mask and CPAP unit which have made them
more user friendly. Several workers have demonstrated
the efficacy of CPAP in treating OSA. Also there is
improvements in the associated diseases like diabetes,
hypertension, IHD and others. CPAP improves insulin

WHAT HAPPENS IN 0SA A

sensitivity and therefore the doses of anti-diabetic drugs,
alsoreduce,

Conclusions: It is important to recognize OS5A in a given
clinical setting . The consequences of OS A are the guiding
forces to identify OSA since treatment of OSA is highly
rewarding in terms of , not only treating the sleep disorder
but giving significant beneficial effects to body systems.

Acknowledgements- Dr.Revati R Iyer, Dr.Bhagyvalaxmi
Venkatraman

Normally during sleep, the
muscles which control the
tongue and soft palate hold the
airway open.

If these muscles relax, the

airway narrows, causing
snoring and breathing
difficulties.

If these muscles relax too
muc h, the airway can
become completely blocked,
preventing breathing
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PROJECT CHAIRMAN

Dr Ghanashyam Shirali completed :

post graduation from LTMMC,
Sion and then worked as Fulltime
Lecturer & Asssociate Professor
for 10 years in same college,
Practicing ENT Surgery in
Dombivli for last 24 years.
President of Association of
Otolaryngologists of India (AOI),
Kalyan branch (2015-17)

Has Passion for community
service, active Rotarian since 2004

Dr. Raju Gite

Co-Chairperson,
Aao Gaon Chale Committee

AAO GAON CHALEIN

Dr. Ghanashyam Shirali

“Aao Gaon Chalen” was introduced before the Central Working Committee
of IMA in , 2004, Was formally launched on 8th August, 2004 at Village
Lakhvad in Mehsana District, Gujarat.

“Aao Gaon Chalen” Project is a challenge taken up by Indian Medical
Association under Public Private Partnership Programme with an objective to
contribute its bit in whatever way possible to compliment the efforts taken up
by the Ministry of Health & Family Welfare, Government of India for
improving the health care delivery system in the rural scenario of India.

IMA Dombivli had adopted one village near Hajimalang in 2006 under
Presidentship of Dr Adwait Padhye. Bimonthly 6 camps were held in that year.

Dr Hemraj Ingale, President IMA 2016-17 has taken up this ambitious Rural
Health Project (RHP) under Aao Gaon Chale. The area in the outskirts of
Kalyan Dombivli Municipal Corporation was surveyed. The rural area along
Murbad road beyond Titwala was selected. This project is coordinated through
alocal NGO ‘Hindu Seva Sangh’.

The project consists of mainly villages selected are as follows to provide
diagnostic facilities and to make people aware (diagnose) of their ailment, treat
wherever possible. A team of doctors consisting of Family Physicians and
different specialties visit the designated camp site and examine the patients.
Various Following investigations are also carried out.

Haemoglobin % in all ladies above 15 years of age
Blood Sugar for all patients above age 40 years
ECG for all above the age of 50 years

Refraction for all having vision problem

Bone Marrow Density (BMD) as indicated.

Free Medicines are distributed. Medicines are provided by Pharma companies
and generic medicines by Dombivli Chemists Association.

Patients requiring surgical treatment will be operated free of cost or at
concessional rates in Dombivli in Shastinagar Hospital or Other charitable
institutes. Help of other NGOs like Rotary will also be saught.

We have completed 3 camps so far under RHP

First camp was held at village Mamnoli where 27 doctors, 12 Medical
Representatives and 2 technicians visited. Village Mammoli comes under Z.P.
Thane, Panchayat Samiti, Kalyan outside KDMC. Village Belpada : Z.P.
Thane, Panchayat Samiti, Murbad, Village Mhasale : Z.P. Thane, Panchayat
Samiti, Murbad.

Second camp was held at Masale village where 16 doctors, 9 Medical
representatives and 5 technicians visited

Third camp was held at Mhaskal village where 20 doctors, 15 Medical
representatives and 2 technicians visited.
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Camp Site Member No.of ECGs Hb Test Blood Sugar Eye
Participation Patients Total/Abnrmal | Total/Anaemic | Total/Diabetics | Catrcts/Refrct
Mamnoli 27 127 18/01 49/27 72/07 12/22
15/05/16
Mhasale 16 259 72/10 58/ 68/ 14 30/20
19/06/16
Mhasakal 20 323 5517 73/27 134/19 18/28
2B/08/16
Some other ailments detected in these camps were Density (BMD) tests

Uterine prolapsed Inguinal Hernia, Otitis Media, Comeal
opacities, Pterigyum. Many Hypertensives were detected
for the first time.

The increasing number of patients shows the popularity
ofthis project.

Surgical treatment will be planned after monsoon
(farming season).

Acknowledgements

Credit of the success of first three camps goes mainly to
our Members who are whole heartedly supporting this
activity.

Medical representatives are mainstay of RHP. They
voluntarily attend the camp, work enthusiastically and
help in registration , blood testing , medicine distribution
and overall coordination. They also provide with
medicines.

Dombivli Chemist’s Association provides few generic
medicines.

Pharma companies provide medicines and also arrange
for Blood Sugar test, ECG, Haemoglobin, Bone marrow

Local Social workers, Gramsevaks, Sarpanch and
Grampanchayat members help in advertising about the
camp by distributing leaflets, provide for place to hold
the camp and also provide beakfast and lunch to all more
than 40 participants.

Thanks to Dr Krishnakumar for providing 3 months
course of Iron + Folic acid tablets to all patients
diagnosed of anaemia in previous 2 camps

Last but not the least | thanks to our main coordinator
locally Mr Kaka Jage of Hindu Seva Sangh who helps in
overall local management.

Appeal

We appeal to all our members to join this community
service activity in large numbers. Those who cannot
attend physically can contribute by way of
sponsoring other camp related activities which come
at a cost. (e.g. spectacle distribution). For details
contact President or Project Chairs.




IMA MAHARASHTRA STATE :
2ND STATE EXECUTIVE MEETING (S.E.M)

Dr. Mangesh Pate

2™ State Executive Meeting of IMA MS for the year 2015-2016 was held on
Sunday 21" August 2016 at Jalgaon.

The SEM was attended by President of IMA Dombivli branch Dr. Hemraj
[ngale, Vice President of IMA Dombivli & IMA MS WW Chairperson Dr.
Archana Pate, President-elect for IMA Dombivli Dr. Niti Upasani, Dombivli
Branch state representatives, Dr. Anand Hardikar and Dr. Mangesh Pate,
IMAHBIL

Dr. Arjun Bhangale, President IMA Jalgaon, started the SEM by welcome
speech. IMA MS Vice-President Dr. Anil Patil lost his father just previous day.
Homage was paid to him in the beginning,.

Dr. Jayesh Lele, President IMA MS started the meeting by welcome note.

Minutes of 1" SEM held on 24.01.2016 at IMA Mumbai west were confirmed.

Dr. Mangesh Pate o IMA MS office report was submitted by Hon. Secretary of IMA MS Dr

Central and State representative : Sanghavi.
of IMA Dombivli branch. :
He is also the treasurer of

IMA, HBI and is immediate past
IMAPresident of Dombivli branch. :

Status of MMC Election was informed & discussed. Dr. Jayesh Lele informed
the court proceedings about the same. The timely efforts were taken by IMA MS
which was detailed by Dr.Lele. It was uniform response of the house to resist the
vested interests from sabotising the statutary body.

Sub-committee Chairpersons submitted their respective reports; the detailed
subcommittee report shall be published in MAHIMA. Social SecuritySchemes,
AMS & CGP working, and HBI working was discussed in details by respective
committee members.

Dr. Anand Hardikar presented serious concerns about fire issue faced all over.

Dr.Archana Pate from our own branch, presented IMA MS women's wing
report as Chairperson of IMA MS Women Doctors' Wing. She detailed the
house about State Conference 'Evecon' being hosted by our branch.

President Dr. Hemraj Ingale invited everyone for the Evecon as a host branch
President.

Meeting ended with announcements for Mastacon 2016 which will be held at
Baramati.
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Mrs. Rochita Date Gondhalekar
CLINICAL NUTRITIONIST,
MUMBALI

“YOU ARE WHAT YOU EAT" a
young enthusiast with this belief
finds her way to help the society be
healthy and fit.

Completed her bachelors in Food
science and Nutrition from SNDT
university, Mumbai followed by PG
in clinical nutrition from University
of Roehampton, London (UK).

A member of INDIAN DIETETIC
ASSOCIATION, MUMBAI for last 4
years.

She has bagged various awards for
her clinical research's in the field of
nutrition and food since graduation.
Has 4 published research articles in
international journals. Has
experience of working as Junior
Dietician with Tata memorial
hospital and LTMG sion hospital.
currently established her own
venture named "DIET DIVA™
through which she undertakes
workshops on healthy lifestyle and
nutrition, A part of ongoing research
on PCOS with fellow dieticians and
consults various patients with
specific disorders. Her interests are
diet in pregnancy, childhood obesity
and Geriatric nutrition.

09833548229

DIET MYTHS

Mrs. Rochita Date Gondhalekar

MYTH: Fad diets will help me lose weight and keep it ofT.

FACT : Fad diets may be unhealthy. They may not provide all of the
nutrients your body needs. Also, losing more than 3 pounds a week after the
first few weeks may increase your chances of developing gallstones (solid
matter in the gallbladder that can cause pain).

TIP: Research suggests that safe weight loss involves combining a reduced-
calorie diet with physical activity to lose ¥z to 2 pounds a week (after the first
few weeks of weight loss). Make healthy food choices. Eat small portions.
Build exercise into your daily life. Combined, these habits may be a healthy
way to lose weight and keep it off. These habits may also lower your chances
of developing heart disease, high blood pressure, and type 2 diabetes.

Myth: “Low-fat™ or “fat-free” means no calories.

Fact: A serving of low-fat or fat-free food may be lower in calories than a
serving of the full-fat product. But many processed low-fat or fat-free
foods have just as many calories as the full-fat versions of the same
foods—or even more calories. These foods may contain added flour, salt,
starch, or sugar to improve flavour and texture after fat is removed. These
items add calories.

TIP: Read the Nutrition Facts label on a food package to find out how
many calories are in a serving. Check the serving size, too—it may be less
than you are used to eating.

Myth: If 1 skip meals, I can lose weight.

Fact: Skipping meals may make you feel hungrier and lead you to eat more
than you normally would at your next meal. In particular, studies show a
link between skipping breakfast and obesity. People who skip breakfast
tend to be heavier than people who eat a healthy breakfast.

TIP: Choose meals and snacks that include a variety of healthy foods. Try
these examples:

1. For a quick breakfast, make oatmeal with low-fat milk, topped with
fresh berries. Or eat a slice of whole-wheat toast with fruit spread.

2. Pack a healthy lunch each night, so you won&#39;t be tempted to rush
out of the house in the morming without one.

3. For healthy nibbles, pack a small low-fat yogurt, a couple of whole-
wheat crackers with peanut butter, or veggies with hummus.

Myth: Fast foods are always an unhealthy choice. You should not eat
them when dieting.

Fact: Many fast foods are unhealthy and may affect weight gain. However,
if you do eat fast food, choose menu options with care. Both at home and
away, choose healthy foods that are nutrient rich, low in calories, and small
in portion size.

TIP: To choose healthy, low-calorie options, check the nutrition facts.
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These are often offered on the menu or on restaurant
websites. And know that the nutrition facts often do
notinclude sauces and extras. Try these tips:

1. Avoid &quot;valued&quot; combo meals, which
tend to have more calories than you need in one
meal.

2. Choose fresh fruit items or nonfat yogurt for
dessert.

3. Limit your use of toppings that are high in fat and
calories, such as bacon, cheese, regular
mayonnaise, salad dressings, and tartar sauce.

4. Pick steamed or baked items over fried ones.
5. Siponwater or fat-free milk instead of soda.

Myth: Eating meat is bad for my health and
makes it harder to lose weight.

Fact: Eating lean meat in small amounts can be part
of a healthy plan to lose weight. Chicken, fish, pork,
and red meat contain some cholesterol and saturated
fat. But they also contain healthy nutrients like iron,
protein, and zinc.

TIP: Choose cuts of meat that are lower in fat, and
trim offall the fat you can see. Meats that are lower in
fat include chicken breast, Fish meat, Red meat with
bone. Also, watch portion size. Try to eat meat or
poultry in small portions. Avoid coconut based
gravies, consume 2-3 meat pieces instead of Gravies.

Myth: Dark bread is always better than white.

Ifaloaf ofbread is darker, it doesn’t necessarily mean
it’s made with whole grains — it could simply

FEW OTHER DIETARY MYTHS

GREEN TEA

MYTH 1: YOU LOSE WEIGHT FAST WHEN YOU DRINK GREEN TEA

FACTS
Replacing extra cups of
tea/coffee/acrated sugary drinks with
green tea helps in cutting down those
empty calories and hence helps in
managing ones weight.
Losing weight is a combined effect of
regular exercise and eating balanced diet
with proper sleep and enough water
intake so drinking green tea alone
doesn't help.

Fitho

Elucose levels.

= It is diuretic in nature and helps in

contain caramel colouring or a little extra whole
wheat — and be no healthier than white bread. Look
for the words “whole grain” or “100% whole wheat™
on the package, and make sure the first ingredient
listed is: whole wheat, oats, whole rye, whole-grain
corn, barley, quinoa, buckwheat, or brown rice.

Myth: 100% fruit juice is best for you.

It counts as a serving of produce, but ideally, you
should opt for whole fruit over a glass of juice. A
glass of juice has more calories than a piece of fruit
and lacks fill-you- up fibre. Because whole piece of
fruit provides vitamins and fibre it tends to curb your
intake of other food.

Myth : Eliminate Fat From The Diet,

Eliminating fat from the diet during weight loss is
not advisable and, on the contrary, can also be
dangerous. Fats are essential for energy and for the
transportation of fat-soluble vitamins like Vitamin
A, D, E and K. Certain fatty acids are needed to
manufacture certain hormones. You can also read
more about vitamins here. Minimize the
consumption of fat, if you want to lose weight. Prefer
healthy fats like olive oil, fish, nuts and flax seed
oils. Cut down on unhealthy fats like saturated fats in
full-fat dairy, red meat, butter, Trans fats found in
processed foods. Healthy fats inhibit the production
of certain enzymes that are needed for fat production
and slow down the fat storage.
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CINNAMON WATER
MYTH: IT HELPS IN WEIGHT LOSS

FACTS
Several studies have shown effects of
cdnnamon in controlling elevated blood ‘
1

it helps in improving insulin resistance
which is beneficial in type 2 diabetes

It has no compounds that burmn fat

It is very effective for indigestion, nausea,
wvomiting, upset stomach, diarrhea and
flatulence.

secretion and discharge of urine.
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NUTS AND SEEDS - POWER PACK MEGA JEWELS

Manjusha Seludkar

Over the years & even today, nuts & dry fruits have been considered to be
consumed mostly at the time of festivals & on rare occasions. Even it as an
expensive purchase, although let's not overlook at the benefits & nutritional
value that nuts have to offer. Let's understand how effective are a handful of
nuts consumption for the human body.

Coconuts are the world's leading nut crop, followed by peanuts, which are
actually legumes but often classified and consumed as nuts. Nuts are emerging
as nutritional super stars as scientists continue to find positive health benefits
by consuming them.

Nutritional values:

Most nuts are rich source of vitamins, especially folate, B vitamins, E vitamins,
minerals such as iron, calcium, selenium, magnesium, manganese,
phosphorus, zinc & potassium, fiber, essential fatty acids, plant compounds
such as flavonoids and plant sterols.

Manjusha Seludkar .

Diet Counsellor : Certain nuts are higher in certain nutrients. A half cup serving of almonds,
Dietician for weight management :  Peanuts, pine nuts, p%stachins or sunflower seeds for instance, provides more
Diabetic Cardiology Nephrology : than 500mg of potassium.

Clinical Disorders :  One serving (30mg) of almonds provides almost 50% of the recommended
Expertise : dietary allowance (RDA) of vitamin E. Nuts & seeds are one of the best food
Diabetic Educator : sources of vitamin E, an important antioxidant that enhances the immune
mseludkar@gmail.com, ¢ system, protects cell membranes and helps make red blood cells. Pumpkin,
Ph No.- 9987782465 - sesame seeds and flax seeds are good source of iron. A cup of almonds has

400mg of calcium more than is found in a cup of milk. Brazil nuts are high in
antioxidant selenium. Walnuts are especially rich in ellagic acid, an antioxidant
that may inhibit the growth of cancer cells. Walnuts are also rich in omega-3.

Hazel nuts are rich in vitamin E, fiber, copper and potassium. Sunflower seeds
are rich in selenium, copper, fiber, iron, zine, folate and vitamin B6.

Most nuts provide good amount of protein. With the exception of peanuts,
however, they lack lysine, an essential amino acid necessary to make a
complete protein. This amino acid can easily be obtained by combining nuts
with legumes. Nuts can provide a good source of protein in a vegetarian diet.
Muts and seeds are a good source of dietary fiber,

Researchers have been looking at the health benefits of nuts, including their
cholesterol lowering effects, their association with a lower risk of stroke and
weight management. Their healthy qualities may be attributed to their fatty
acid profile along with their protein, fiber, vitamin E and magnesium content.
Nuts also contain plant sterols that can lower cholesterol and may offer sum
protection against cancer. A regular intake of nuts protect against heart disease.

THE ISSUE OF FATS:

MNuts have two major drawbacks; they are high in calories and fats. But with
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exception of coconuts and palm nuts, their fat is mostly
mono or polyunsaturated. These are considered heart
friendly fats, especially when they replace saturated fats.
That is why nuts should be consumed in moderation. Nuts
and seeds contain about 700-850 calories per cup. Never
use/consume nuts that are moldy or have an off taste,
molds, especially of peanuts, those are aflatoxins
substances which may cause liver cancer. Refrigerate or
freeze shelled nuts, or their oil quickly turns rancid.

Sum nuts especially peanuts provoke allergic reactions in
many people. Symptoms range from a tingling sensation

in the mouth to hives and in extreme cases to
anaphylaxis, a life threatening emergency. But because
the different varieties are not closely related, a person
who is allergic to walnuts, may not be allergic to other
type of nuts or seeds.

Let us modify the monotonous saying, to, 'A handful of
nuts can keep a doctoraway’.

Nuts ans Oil Seeds 15gms gives 100 K Cal
Sesame Seeds 15gms 2 thsp

Flax Seeds 15gms 3 thsp

Ground Nuts 15gms 1 thsp

Godambi 15gms 1 1/3 tbsp

Cashew Nuts 15gms 10 pieces

Walnuts 15gms 3% Walnuts - 7 pieces
Almonds 15gms 0 pieces
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THE NUTRITION CENTER

Manjusha R. Seludkar

Diet Counsellor

Dietician for Weight Management
Diabetic Cardiology Nephrology
Clinical Disorders

EXPERTISE

Diabetic Educator
mseludkar@yahoo.com

P.P. Chambers, 2nd Floor, Off. No. 83, Fateh Ali Road,
Behind KDMC Office, Dombivli (E) - 421 201.
Phone: +91 9987782465




