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From Editor's Desk..........

Healthy lifestylefor healthy living—1 takethisopportunity to pen down few points
that isan absol ute necessity for usas Sister Doctors,

HEALTHY LIVING STEPNO. 1: TAKE STOCK.

Your first step toward healthy living isto get ahandle on your health status right now. Make
appointments with your doctor and dentist. Catch up on your routine screening and checkups. Gauge
your girth. Measure your height and weight to check your BMI, and measure your waist
circumferenceto seeif you're overweight and if your waistline is putting your health at risk. Keep a
food diary. Check your mood and energy. Healthy living includes emotional wellness and adequate
rest.

HEALTHY LIVING STEPNO. 2: PUT OUT FIRES.

If you know that you have chronic health problems, whether it's heart disease, diabetes, depression,
arthritis, or other conditions, treatment isan obviouspriority for healthy living

HEALTHY LIVING STEPNO.3MOVEMORE.

Makeit fun. Go on ahike, walk with friends, or whatever you enjoy. Work activity into your day. " Ten
percent of something is better than 100% of nothing. So evenif you have 10 minutes, it's better than
zero minutes," take a 10-minute walk or walking up and down the stairs. Avoid using lifts, and
vehicles.

HEALTHY LIVING STEPNO. 4: UPGRADEYOURDIET.

Replace "l should" with "I choose." So instead of "I should be eating more fruits and
vegetables," it's"| chooseto eat morefruitsand vegetables' or "I choose not to," Slow down and savor
your food. Don'twatch TV, work, or drivewhileyou'reeating.

HEALTHY LIVING STEPNO. 5: MANAGE STRESS.

Develop positive coping skills, such as meditation and visualization, and ook for activities,
such as yoga or exercise, to keep your baseline stress level in check. Find ways to handle stressful
situationsthat flare up without warning. Check your perspective. Ask yourself, "Will thismatter tome
ayear fromnow?' If not, why areyou getting sowound up?
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HEALTHY LIVING STEPNO.6: SLEEPBETTER.

No TV or computer two hours before bedtime. No heavy exercise close to bedtime. Set a
regular sleep schedule. Don't count onweekend catch-up sleep. Don't ignore chronic sleep problems.
HEALTHY LIVING STEPNO. 7: IMPROVEY OUR RELATIONSHIPS.

Look for people like you. The details of their lives don't have to match yours, but look for a
similar level of openness. Spend timewith people. If I'minarelationship that'sreally causing mealot
of pain, then weneed to do something, weneed to go and seek help,"

HEALTHY LIVING STEPNO. 8: CHALLENGEY OURMIND.

Participating in mentally stimulating activities, especially activitiesthat involve other people,
may be good for the brain. Observational studies have shown that people who engage in mentally
stimulating activitiesmay belesslikely to devel op dementia.

Wishing all our Sister Doctors ameaningful year of consecrated life, and request you to take
check of your healthaswell, asyou extend the healing touch of Jesusto others.

My Heartfelt thanks to the authors of the articles, Sr. Dr. Emily Suasai FMM and
Sr. Ancy Joseph SCC who have done the proof reading. We appreciate the hard work done by
Mr.A. Roger Cyril who hasgivenashapetothisNewsL etter, 2015.

We hope that the good news of “A Healthy Life Style for A Healthy Living” will be spread
throughthisNewsL etter aswell asthroughthemodel of our ownlives.

Sr. Dr. MartinaSJC,
ArockiaMathaNilayam,
Gangavalli (Taluk), Salem (Dist),
Tamil Nadu
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President's Message

My Very Dear Sister Doctors,

“A Healthy Life Style for a Healthy Living ", this declaration that we made at our AGBM in Chennai
on 21" February, 2015 has enamored all of us to take steps towards healthy lifestyle. It is also a very
good slogan to inspire the people to lead a Healthy life, as we follow Jesus the Divine Healer.

Let us go to the roots and discover the double burden of diseases that affect both urban and rural
India. Due to climate change, increased urbanization and globalization, more countries than ever
will face the dual disease burden. The factors that enable the spread of infectious diseases are
poverty, unclean water, poor sanitation and weak health systems. They exacerbate chronic
conditions and contribute to “premature’ deaths. Hypertension, heart disease and diabetes are
increasing in prevalence, but many Indians don't have the means to live with them for decades,
especially in rural areas. Therefore it demands of us that we reach out to the poor as well as the urban
peoplewith education for the healthy life style, other preventive measures and curative services.

Before I conclude I would like to place gratefully on record the services rendered by
Most Rev. George Antonysamy, Arch Bishop of Chennai & Mylapore, Dr. M. Balasubramanian,
President, IMA, Tamil Nadu, Rev. Fr. Joe Mannath, SDB, (Resource Person), Rev. Fr. Tomi
Thomus, Director General, CHAI, Rev. Fr. Raphael Jayapalan, SDB, Provincial, Don Bosco
Society, Chennai, Rev. Fr. D.J. Sagaya Raj, SDB, Rector, Citadel, Chennai, Rev. Sr. Sagaya Sathya,
SSAM, Provincial, St. Anne's Congregation, Chennai, Local Organizing Committee and All Sister
Doctors in Tamil Nadu Region.

Your presence and service dear friends have made this AGBM and CME enjoyable and educative.

1t is my duty to express my sincere appreciation and gratitude to Sr. Dr. Emily Susai FMM, for all the
great contribution given to SDF1 during her tenure as the Vice president for the past six years.

“I have come that you may have life and life in abundance” —John 10:10
May God bless you!

Yours affectionately,

Sr. Dr. Lucian SCC,
President,
Sister Doctors Forum of India.
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Message from the Vice President... P

Warm greetings to all our Sister Doctors! I'm pleased to meet you all through this message,! It's
already months passed after our gathering for 21¥ AGBM in Chennai. | would like to share this
message which is truly inspirational to myself !

One day I asked God for Instruction how to live Healthy on this earth

God Brought his voice close to my ear and said to be one with the Naturell

Be Likethe Sun - Ariseearly and don't go to bed late

Be Like the Moon - Shinein the darkness, but submit to the greater light
Be Like the Birds - Haveinner freedom aways

Be Like the Flower - Loving the sun, but faithful to your roots

Be Like the Fruit - Beautiful outside and Healthy inside

Be Like the Day - Which arrives and leaves without boasting

Be Like the Water - Good and transparent

Be Like the River - Always moving forward....... I

My dear Sister Doctors, We becometoo busy and get burnt out with our daily schedulein our Healing
mission! So wethe sister doctors need desperately to follow the Healthy Life Style to keep ourselves
fitinall thedimensions, to educate othersthrough our life!!

Lord don't let me remain where I'm ........... Help me to reach

Where you want me to bell

Sr. Dr. Alphonse Mary FIHM
Vice President,

Sister Doctors Forum of India.
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Message from the outgoing
Vice President...

Itiswithheart full of joy and gratitudel say ' aurevoir' tothepast and present board members
of SDFI. | had the privilege of working with my mentor Presidents Hermina, Linaand Lucian for
solid 12 years as National Secretary and Vice President.  Our deep sharing of spiritual, academic
struggles, of success and joy, sorrows and anxieties of SDFI wererewarding. | am proud of being a
witness and part of the ‘conception’ of sister doctors meeting in Tamil Nadu 26 yearsago. At that
early stage of SDFI wewerevery closely knit and shared our success, failuresand received mutual
support from each other to lead our life in the community and professionally.  The strength we
received in our fellowship and making retreats with eminent guides have laid a solid foundation in
each one'sspiritual andreligiouslife. Only 3 yearsafter itsconceptionin Tamil Nadu SDFI National
Unitwasbornin Ernakulam.

| have seen her grow through her 'childhood' to ‘adolescence’. Now sheisat her ‘adulthood' spreading
her wingsthrough all sevenregionsof thenation.

Though the number of registered members have gone over 900, our annual general body attendance
still remainsbelow 200. If each oneof ustry to bring along one or two friends of oursit will doubleand
triple our attendance and we can grow as a powerful body that will be strong enough to take on our
petitionseven at the central government.

Here, | wishto quote Fr. Jerry Lobo OFM'saddressto the consecrated persons. Today what isasked of
us, as consecrated sister doctors in not so much success in our ministry, but the commitment and
fidelity maintained through every moment of our life. Our responsibility is to live in the present
faithfully, that the future may be exciting. For a life in abundance and a more consecrated and
Franciscan life, we need the witness, the wisdom and the experience of the elders and the
responsibility and creativity of the middle aged, the idealism and the enthusiasm of the young. Asa
body of SDFI, we are comprised of all these three stages of people. Respecting, valuing and learning
from each other, SDFI can grow in great heightsand depths!

Sr. Dr. Emily Susai. FMM.
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THE REPORT OF XXI AGBM OF SDFI
20™. 215" AND 22" FEBRUARY, 2015

Theme: HEALTHY LIFE STYLE FOR HEALTHY LIVING
VENUE: CITADEL, DONBOSCO PROVINCIAL HOUSE, CHENNAI

THE 21 AGBM of SDFI was held at CITADEL, CHENNAI on 20", 215" & 22" February,
2015. It was attended by 140 Sister Doctors.

The inaugural holy mass was celebrated by
Rt. Rev. George Antony Samy. He exhorted the
gathering with the words of Arch Bishop Keithy
from Italy that we are fortunate to have gift of
life, gift of faith and gift of love. Sister Doctors
are chosen to live this life and share it with
| | others. Hereminded usof Jn10:10"Jesuscameto

givelife, lifein abundance'. Heled usto reflect
onthetreeof lifeand water of life (Rev 22: 1-5). Hesaid “ You arethetree planted at the bank of

theriver. You havereceived water of lifeand whenyou giveit to othersyou becometreeof life".
Tree of life receives its nourishment from water of life which is God himself. You are
collaborators, saviors of humanity with ethical values. The gift of knowledgeisgiventoyouto
impart and share with others. Eucharist isthe source from where we receive theinspiration and
wisdom to be healers of theworld. No one can giveto otherswhat he/she don't possess. We are
calledtoshareour lifeastreeand asagateto humanity.

He also invited us to understand the value and meaning of our vocation. Our mission should
emergefromthetempleof origin ... The Eucharist... The sacrament of love. Hereminded usto
safeguard our catholicity inthe present day context. He wished that we be blessed by Jesuswho
isthewater of lifeto betruetree of lifeto others as Sister- Doctors, and to be the agents of The
Healer.
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Sr. Dr. Martina SJC, The MC of the programme welcomed every one with anote of joy in her
heart.

The AGBM commenced with a prayer dance by the students from St. Antony's middle school
Egmore. They implored God's blessing through the rhythmic movement of the music, which
put everyoneinthepresenceof God and to bring praisestotheL ord our God.

Sr. Dr. Emily Susai FMM vice president of SDFI greeted the participants and welcomed
everyone to Citadel for the AGBM with a joy and warmth. The invited dignitaries were
wel comed and honored with ashawl, abouquet of flowersand amemento.

Sr. Dr. Lucian was invited to introduce SDFI to the gathering. She explained the vision and
missionof SDFI.

Sr. Dr. Martina the MC of the programme
invited the chief guest and the dignitaries to

light the lamp as a symbol of God's presence
among us reminding everyone that light |
illuminesmind, body and soul. |
Rt. Rev. George Antony Samy was invited for
hispresidential address. Hereminded the sister |
doctors that we are called for a specia !
friendship. He congratulated the SDFI organizers for organizing the meeting at Chennai. He
also urged us that this meeting should have some tangible outcome as you have come to pray
and reflect together bring to some conclusion.

Friendship with God. Five fundamental questions who am I? Where am | going? What am |
doing today?Whereismy destiny? Friendship with God ismy will growing in conformity with
God's will. He quoted Holy Father Pope Francis who met (International Catholic Health
association) ICHA “you are called to say lifeis sacred, not as matter of faith but because of
your reasoning and because of science. There is no human life more sacred than another. The
credibility of health care system is not measured by the success but the attention we giveto the
persons. Inyour missiontry to reinvigorate the Catholicism. We should be different than others.
It isan apostolate, ministry and mission. It isnot ajob, profession or business. We may not cure

8
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but we can care .Weneed to have hands, heart, and mind .Be martyrs. Havethecourageandfaith
of amartyr”.

Dr. Balasubramanian IMA president Chennai gave the inaugural keynote address. He spoke
that we are vessels that receive showers of graces from God which we channel it to others.

Religion and medicine will go hand in hand. He spoke about patient centered approach not

disease centered approach to problems. He also shared with us the physician's prayer which is
prayed at thel MA meetings.

Rev. Fr. Tomi The director general of
CHAI felicitated SDFI as she is 21 years
old, thedaughter of CHAI. Hereminded us
- about the need to rethink about the vision
and mission of SDFI.

Dr Maya, coordinator for rural doctors,
" from St John'sAlumni also was felicitated.
She spoke about three ways Alumni
- association want to help SDFI. They are:

1.Sponsor CME in region wise. 2. To send
doctorstowork inrural hospital which areeligibleasbond center. 3. To conduct medical camp
indifferent areaswhere ever needed.
She also presented Rs.llakh to Sr. Dr. Rochna SMMI. And promised another lakh to
Sr. Dr. Lucian. After thefelicitations Sr. Dr. LizaFSL G the national Secretary proposed thevote
of thanksto everyone. Thenweproceeded for thelunch.

Post lunch Session

Fr. Joe Mannath.SDB gave a session on Psycho spiritual health of sister doctors. He was
welcomed with a shawl and memento by Sr. Dr. Annie.JMJ. It was an encouraging and
informativesessionfor all of us. Hesuggested 10 pointstolivehappily. They are:
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1. Exercise, diet and sleep,

2. Silence, prayer, meditation and inner guidance,

3. Counseling, spiritual directionand confession,

4, Community life; plusand minus, clash of cultures, community andreligiouslife,
5. Family andfriends,

6. Man and woman rel ationship,

7. Trainingincounseling and psychological issues,

8. Giftsand dinners,

9. A meaningful spirituality,

10. Endof theday awholebody prayer,

The session ended with afive step body prayer for the
day. The group was dispersed for the tea. After the tea
| break we had a cultural programme by children from
. al St. Antony's middle school Egmore, st.Antony's girl's
secondary school from Rayapuram, and Immaculate
matriculation school, Rayapetta.

After the cultural programmes there was a session on

hospital information system automation by Don

Boscoitsfrom Chennai. It wasaninformative onefor every one.

Following which the business session started Sr. Dr. Liza FSL G the national secretary of SDFI
presented the annual report. The assembly asked for some corrections. It was proposed by Sr.
Dr. Premaand was seconded by Sr. Dr. AlpohonsaMary, Sr. Dr. Hilda presented the treasure's
report. It was proposed by Sr. Dr. Hermina and seconded by Sr. Dr. Martina after some
clarifications.Then group wasdispersed for theregional group meetings.

After 30minutes all gathered back for the regional
reports presentation. All the regional reports were read.
After which there was a small discussion on central
activities of Anemia detection programme and
reproductive health, FCRA and some financial
constrains which we are going through by Sr. Dr.

Lucian. She encouraged all the Sister Doctors to

10
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continuetheir good worksand improve our spiritual health. Shethen requested all to comeafter
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thedinner for the continuation of the businesssession.

After the dinner we had the election of the vice president. Sr. Dr. Hermina, Sr. Dr. Ranitta, Sr.
Dr. Alphonse Mary and Sr. Dr. Martinawere the nominees. Except Sr. Dr. Alpohonse Mary rest
all withdrew themselvesfrom contesting for thepost. Sr. Dr. Alphonse Mary was unanimously
elected as the vice president. Sr. Dr. Lucian congratul ated the vice president Sr. Dr. Alphonse
Mary and wel comed her to the executive board with aflower. Sheal sothanked Sr. Dr. Emily for
her dedicated serviceto SDFI. Shewasastrong pillar of support for SDFI. Shepresented her a
gift as a token of gratitude for her on behalf of all the SDFI members. Of course the photo
sessionwasnot forgotten. Weall thanked the L ord for the day and ended day with ahappy note.

Day Il 21"Feb 2015 (Saturday)

Theday started with the holy Eucharist by Rev.
Fr. Joe SDB. After the spiritual nourishment all
proceeded for the breakfast. We had the
1% session on The SILENT KILLER- Dealing
with HY PERTENSION by Dr. Vijay Lakshmy
MD who was welcomed with a shawl and
memento by Sr. Dr. Ranitta FCC. The second
session was on PCOD by Dr. T. K. Shanty
Gunasingh MD, DGO who waswel comed with
shaw! and memento by Sr. Dr. Roshini and a session on BE SMART and EAT SMART by
Dr. SAVITA. M Sc, M Phil, PhD She was welcomed with a shawl and a memento by Sr. Dr.
Lillian IM J. After thesession all proceeded for thelunch.

Thejoy and happinessof all the Sister Doctor was multiplied by thought of outing. All were set

to go to Mahabalipuram and then to JOE beech. All wereimmersed injoy and some of ustook
the chanceto befully immersedin thewater of the swimming pool of Joe beech. It wasaindeed
relaxing and rejuvenating moments. The group came back with fresh mind and body and
wished good night to everyone.

ey
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Day III: 22"'Feb2015 (Sunday) started with guided meditation by Rev. Fr. Joe mannath
SDB. The holy Eucharist was offered by Rev. Fr. S. J. Antony samy, Vicar General of
Chennai. After the breakfast the CM E continued. The4" session was on Diabetes- becauseit
matters and Thyroid disorders by Dr. Usha Sriram.MD. Sr. Dr. Vida welcomed her with a
shawl and memento. After the session it was time to express the gratitude for the AGBM.

NEWS LETTER - 2015, 21" AGBM

Sr.Dr. Martina president of Tamil Nadu region proposed vote of thanks .She thanked all the
board membersand presented them all shawl and memento Sr. Dr. L ucian congratul ated and
thanked the Tamil Nadu region president and members for the cooperation and successful
AGBM. She appreciated all group leaders with a shawl. The grand 21°ABGM at Chennai
cametoanendwithlunch.

Everyonewasfull lifeand joy to be friend ship with JESUS and Humanity to servethemin
their pain and suffering. To bethat gate and living water for people of God. Sharing brought
all closer to each other and revitalized. All left the Citadel with anew life and aspiration to
continue the healing ministry of JESUS the divine healer. The echoes of goodness were
heardand al left totheir destinationfull of joy.

Sr. Dr. Lucian SCC Sr. Dr. Liza.FSLG
President, SDFI. National secretary,SDFI

12
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NORTHERN REGION REGIONAL MEETING REPORT 2014-2015

The regional meeting of the Northern Region was held on 10" August 2014 at Holy Cross
Provincialate, L ucknow, Uttarpradesh. Though the members haveto travel long distances, and face
the difficulties of managing their centres most of the time alone, as the only sister doctor of the
centre, therewasgood participation and we had 13 sister doctorsfor the meeting.

Thethemefor the meeting was* Sister Doctors as agents of empowerment in the society especially
for women-theAlphaand Omega’.

We had two resource personsfor the day, enlightening the group with their eminent inputs.

We were lucky to have the Bishop Elect and now the Bishop of Lucknow, Most Rev. Ignatius
D' souzaofferedtheHoly Massfor us.

He enlightened the group asto how the sister doctors can be the compassionate presence of Jesusin
this world especially to the Women who are disproportionately vulnerable in our society. He
exhorted the group to respond to the health care crisis of today, with awillingnessto take up therisks
and challenges involved in the healing Ministry and respond to the call of God to new ways of
reaching out to the poor. Bishop Ignatius continued that for the sake of the Gospel we need to bring
transformation to the society and imitate the compassion of Jesus, the golden rulefor all ministries
especially the healing ministry, always recognizing the deepest needs of the people. And thus being
compassionate people, imitating the compassion of Jesus we can be agents of changein the healing
ministry.

Sr. VijayaHCM, who is awell known Speaker to many a gatherings of RUPCHA, CHAI, CBCI-
CARD, CNGI, SIGNET etc., and awell known administrator for the Holy cross sisters, was our

13
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second resource person of the day. She with her eloquence, enlightened the sister doctors about our
worthy powerful presence in the Church and the healing ministry and encouraged the group to be
healers with a difference especially for the women of today. She motivated everyone to be healers
and leaders in this world, highlighting the examples of all the brave women of Old and New
Testament.

At the end of the input sessions the group members shared about the future plans of each centreto
launch more to the needs of the women. Each one also shared about their work in the community
outreach programmes, anaemiaeradication, Vitamin—A programme and school health programmes
taken up by thecentres.

All were very happy to have come for the meeting and thanked Sr. Dr. Immaculate HCM who
had hosted the meeting along with Sr. Dr. CynthiaHCM and their Provincialate community at
Lucknow. Truly it was a generous hospitality.

REGIONAL MEETING AT CITADEL,
CHENNAI

The next regional meeting will be at Holy Family
Hospital, New Delhi on August 2015. The theme
suggested is “ Geriatrics’.

The venue suggested for the next AGBM was Bhopal . it
Thethemesuggestedis” Geriatrics’.

Sr. Dr. Rose Mary,

President, Northern Region.

14
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Minutes of the Regional Meeting Central Region

Date: 20" & 21" September 2014

NEWS LETTER - 2015, 21" AGBM

Venue: SDC — CENTRE, FR CAMIL BULKE PATH(PURLIA ROAD), RANCHI

During this year Central Region had conducted programme on Anaemia & issues of
Reproductive ProbleminWomen rural centresby sister doctorsof variousstatesof central
region. Reports are sent by them to National SDFI. In Chattishgargh the Health Institution
had lot of trouble of Nursing Home Act Registration. With help of CCHI (Catholic-
Christian Coalition of India) in collaboration with CHAI, CMAI, SDFI, CBCI & Govt; the
problems had been partially solved. Central Region also took part to serve for the Natural
calamities of Uthrakant & Kashmir valley. Sr. Dr. Teena helped in Uthrakant.and Sr. Dr.
Vimal Jyothy in Kashmir Valley.In the month of September we had Regional meeting in
Ranchi ontheThemeof Healthy Life Stylefor Healthy living.  Report asfollows:-

The Central Regional Meeting was conducted in Ranchi —Jarkand state on 20/9/14 to
21/9/14. Around 17 members participated in the meeting, Sister Doctors were from C.G,
M.P, Orissa, Jarkand, Bihar states. Everyone appreciated the topic chosen for thismeeting,
and the eminent Resource persons highlighted on the subject very clearly with practical
pointsto live personaly andtoinstruct othersthe same. His Eminence Cardinal Telespore
Toppoinhishomily of theHoly Eucharist gaveamessagethat Sister Doctorsarethe healers
chosen by Jesusto carry out the healing ministry of Hiswith Compassionate Loveadopting
His character of gentleness & humility, he also insisted that we need to engagein the
work of evangelization as like that of Jesus by giving total life to God & people and he
stressed in his presidential talk that, the holistic health is important in order to have -
Healthy Life Sylefor Healthy Living. Sr. Dr. Vimal Jyothi- Regional president central region
cordially welcomed all the resource persons & participantson behalf of National and central

15
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region SDFI. She in her welcome speech highlighted on the same topics with message of
Jesus that “| havecometogivelife, LifeinitsFullness’ (Jn10:10), thisbring forth Health
& Healingforall.

Rev .Fr. Joseph Pinto gave very detailed explanation onthetheme Healthy Life Stylefor
Healthy Living, by variousways of approach to health such asmystical, spiritual, emotional,
mental, psychological & physical aspects of life. He said spirituality is nothing but alife
stylegoverned by life-giving core beliefsand valuesthat give meaning tolifeinitsfullness,
he also stressed the importance of stress free life, balanced diet, exercises& hygiene.
Sr. Britto. Holy Cross Hazaribag, director of community health care for Hiv/Aids, gave a
talk on the practical pointsto approach Healthy Life Style for Healthy Living especially
when dealingwith vulnerable & marginalized peoplewithfollowing points:-

pointsto maintain apositive health
Having purposeinLife
Maintaining positiveattitudes.
Usingone'sability fully
Havingthewill tobewholeand healthy
Being adaptable
Cooperating with other people
7. Accepting responsibility for one'sthoughtsand action
On 21/9/14 Holy masswas cel ebrated by Rev. Fr. Marianose the Jesuit Provincial of Ranchi.

In hishomily he gave the message on the gospel theme & also on the topic of our meeting-
Healthy Life Stylefor Healthy Living. He posed aquestion to usthat how isit possibletolive
healthy life style when our country is home for so many poorest - thereiswide disparity
between poor & rich, heal so gave current statisticsof socio economicsituation inindia.

Rev. Fr. Christu Das -Director of SIGN dealt with same theme on the next day. He
enlightened with message that Human Dignity is, fundamental to healthy living. Each
person is created in the image of the maker, dignified and noble and is a unique part of the
tapestry of creation, of themosaic of the humanfamily.

Indeed, the foundational principle of creation is the sanctity of human life and the inherent
dignity of every human person who is the clearest reflection of God among us. Human
Dignity is the paramount condition for healthy living and there with respecting the other,
celebrating thelife, serving the other and living for the other would be fundamental healthy
lifestyles. Normally, we arefocused on the self when speaking of healthy lifestyles. Thetruth
isthat we need to move out of the self to strike the chord of right relationships which isthe
foundation for healthy lifestyles.” Dr. SarithaTirky OBG professor Ranchi Medical college

o gk wbdpE
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gavelectureon thetopic of reproductive health and sexuality. We had more of dialogue &
discussion on this subject, and she cleared many doubts of the Sister Doctor on this very
subj ect with her academic experience.

We also took this opportunity to facilitate & thank Sr. Dr. PremaDevrgj former National
Secretary SDFI & T.B. state co-ordinator C.G. At the end of the Inaugura Session
Sr.Dr. EileenOSU —-LOC Secretary gave vote of thanksand on conclusion of the meeting
Sr. Dr. Alfy OSF Regional Secretary gaveword of thankstoall. Wea so presented bouquets
& mementoes to invited guests and resource persons. After the meeting an outing was
arranged by Sr. Dr. Eileen. Thus the central Regional meeting was concluded fruitfully
& successfully with abundant Blessingsof God.

Thesearethemain eventsin Central Region.

Sr. Dr. Vimal Jyothy SMMI.
President, Central Region.

Report of the Regional Meeting Central Region

Venue: Citadel, Chennai

1) Meseting started with a short prayer. The
venue suggested for next AGBM was
Andhra Pradesh. The suggested theme is
Geriatric Care (Old is Gold), Infertility, §
Orthotropic.

2) Venue for the next Regional meeting is
Bhopal or Jabalpur.

Sr. Dr. Alphy,

President,
Central Region.
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Minutes of the Regional Meeting Western Region

Date: 6" & 7" September 2014,
Venue: Holy Family Hospital, Bandra, Mumbai.

The SDFI Western Regional Meeting was held at Holy Family Hospital, Morello Hall (Piccolo), 6"
Floor. Itwasaday of joy and excitement, sharing and caring, astwelve Sister Doctorsfrom different
partsof Maharashtra, Gujarat and Goagathered together.

The day commenced with a short prayer. Dr. Lipeeka Parulekar, MD Physician of Holy Family
Hospital, delivered thefirst session of the day. She enlightened the group on the topic “ Management
of CommunicableDisease”.

Thereafter, Rev. Dr. Joe Pereira, enriched the group with spiritual input, for one hour. He
emphasi zed the need to experience the love of God to radiate compassion and joy in our mission.
Thiswasfollowed by alively talk by Rev. Bishop Percival Fernandez, who highlighted the value of
communicationskills inmedical practice, to be moreeffectiveasSister Doctors.

The post-lunch session was conducted by Sr. Dr. Saly, MD Psychiatrist, who spoke on the topic
“Carefor the care givers’. Her elaborate session, suggesting practical methods to combat burnout
syndromes, wasappreciated by all.

The meeting concluded with agroup discussion, wherein, the participants shared their experiences,
suggestionsand their valuable opinions.

Reportof the Regional Meeting Western Region 20-02-2015

Venue: Citadel, Chennali.

The next regional meeting will be at Bombay on August
28" & 29", 2015.

The venue suggested for next AGBM was Hyderabad. The
themeissuggestedis” Carefor the Caregivers’. .

Sr. Dr. Beena UMI,
President, Western Region.
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Minutes of the Regional Meeting Andhra Pradesh Region

Date: 23" & 24" August 2014,
Venue: St. Joseph's Hospital, Guntur,

The Regional meet of SDFI Conducted at St. Joseph's Hospital, Guntur. There were 10
Sister Doctors Were Present.
The meeting started with a Prayer by Sr. Juli Asst. Administrator of St. Joseph's Hospital.
Lighting of Lamp by Fr. Martin VC, Sr.  Pauline Joseph superior of St. Joseph's convent,
Sr. Cletus the Administrator of St. Joseph's general hospital, Guntur, Sr. Alphonse M S,
Sr.Dr.Annie.

Sr. Dr. Annie President of AP Region welcomed Fr. Martin, the resource person of the day,
with abouquet. As Sr. Paulinajoseph was the diamond jubilarian she was presented with a
bouquet and memento.

Sr. Dr. Annie gave the inaugural address about the SDFI Aim & Objective and this year's
national theme of SDFI.
Sr. Cletusthe Administrator gavewordsof wisdomfor Sister Doctors. Shesaid that Itisgood
toreflect onthedays Gospel reading wherein Jesusasked Who do people say that | am?Each
oneof usalso can be asked this question who does people say that | am asasister and doctor.
What do they see in us? Our dealings with Patients, relatives co-workers and community
sisters. Shealso advisedto havespacefor oneself and have somerelaxation.
Sr. Juli presented atributetolate Sr. Dr. RosaBasani through Power point.
We had avery inspiring and challenging spiritual input from Fr. Martin V. C, Why suffering
in thisworld? The meaning of suffering; we must suffer many hardship in order to enter the
kingdom of God. Not to be afraid of death because thereiseternal life after death. We must
havethemind, of Christ.
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Reason for suffering 1. Poverty , Teach therichto sharewiththe poor Luke 16; richmanand
Lazerus. Thereisno Divinemercy after death . If we neglect the poor wewill suffer because
Godisajust God. Hunger andthirst for justice.

2™ cause of suffering — Sin and immorality, world and its attraction. Rejoice whenever you
are having suffering. Holiness consists of three things. Charity, chastity and Faith speak
thetruththat truthisfound only in Jesus.

Living Godisin Blessed Sacrament spend timewith himandtell himevery sufferingwego
throughandall thatishappingaroundus then get strengthened.

Then an informative session on cord blood banking by ‘Life Cell' Company. We cleared
some about cord blood banking and its usefulness. At 12 noon we had holy Eucharist by
Fr. Martin who inspired and challenged uswith hishomely. Sr. Deepa FCC proposed vote of
thanks. Shethanked Fr. Martin and St Joseph's community sistersand everyonefor the days
programme. We had delicious meal, At 2.30pm we had sharing among ourselves. Some of
the problems we are facing, medico legal cases, national meet topic and the activities done
by region. Sr. Alphonsa, Sr. Francis, Sr. Lilly and Sr. Annie conducted anaemia detection
Camp. Then evaluation of the day. Every one appreciated the well arrange ameeting, venue,
food and spiritual input. Suggestions were for more academic session. Next Regiona meet
inHyderabad.

Report of the Regional Meeting Andhra Pradesh Region

Venue: Citadel, Chennai
1) Meeting started with a short prayer. 12
members attended the meeting. The venue
suggested for next AGBM was Kerala or
Jammu Kashmir. The suggested theme is ]
“Future Challenges of Catholic hospitals W&
and Sister Doctors” or “ Social Awareness’. |t
2) Venue for the next Regional meeting is
Hyderabad. Topics: IUGR, Oligo amniotic,
Updateoninfertility.

—

-

Sr. Dr. Annie
President, AndhraPradesh Region.
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Minutes of the Regional Meeting Karnataka Region

The annual regional meeting of SDFI Karnataka was held at St. John's medical college Bangalore
on 30 & 31 August 2014. It wasjointly organized by the department of Medicine & Endocrinology
and co sponsored by TamesideNHS Trust, Manchester, UK.

The meeting began with ashort prayer followed by wel come and messages by the Director Rev. Dr.
Lawrence D Souza, and Ex Dean Dr. Prem Pais. Thetopic for CME was Diabetic Update 2014.
Various topics such as Diabetes diagnosis & Management by Dr. Jyothi Idiculla, Diabetes
Complications Nephropathy, prevention and treatment by Dr. Llyod Vincent, Nephropathy
diagnosisand management by Dr. Edward Judeweredealtinthe pre- lunch session.

Inthe post lunch session, Peripheral Vascular disease, infection and management by Dr. Suresh Kal,
microbiology of foot ulcers by Dr. Soumya Umesh , management of infected diabetic foot by
Dr. Edward Jude, diabetic foot deformities — charcot foot by Dr. Edward Jude, rehabilitation of
diabeticfoot by Dr. Rgjalaxmi lyer. weredealt. The sessionswerevery enriching.

On the 2" day glycemic control in the prevention of diabetic complications by Dr. Ganapathy,
diagnosis and management of hyperglycemiain pregnancy by Dr. Vivek Mathew, what to do after
Metformin, UK — Nice guide lines by Keren D. Brown, managing the patient from conception to
delivery by Dr. AnnammaThomasweredealtinthepre- lunch session.

In the post lunch session cardio vascular risk management was dealt by Dr. Kiran Varghese. There

was also aworkshop on how to off |oad the diabetic foot by Dr. Rajalaxmi, debridment of foot ulcers
by Mrs. Gayaatri and Vinaya
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A good number of Sister Doctors from Karnataka and afew from other states aswell attended the
programme. The Sister Doctors Of Karnataka had a general body meeting to share and to plan the
courseof actiontoimplement the programmeof SDFI.

Allinall itwastruly awell organized beneficial CM E with credit pointsall otted to te participants by
KMCKarnataka. Withvoteof thanksby Sr. Dr. Mal athi the CME wasconcludedat 5p.m.

Reportof the Regional Meeting Karnataka 20-02-2015

Venue: Citadel, Chennai

1. Meeting started with a short prayer. 17 members
attended the meeting. The venue
suggested for next AGBM was Bombay. The
Suggested theme is Mental Health or Palliative | 4
Careand Terminal illness.

2. Venue for the next Regional meeting is St. John's |
Medical College, Bangalore. The Suggested
themeis Cardiac Disorders or emerging diseases
(H1IN1, Ebola) Date: 22™ and 23“August, 2015.

3.Activities: Health Education on Healthy lifestyleat our own place.

Sr. Dr. VidaOlivera
President, KarnatakaRegion.
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REGIONAL MEETING TAMIL NADU REGION SDFI MEET 2014 - 15

THEBEST OM ISHOME
THEBESTAGEISCOURAGE
THEBEST MILEISSMILE
THEBEST STAND ISUNDERSTAND

It was with great enthusiasm we gathered together at citadel, at Chennai — Kizhpak, Don
Bosco Provincial House. With ameaningful prayer we started our day's session. Keeping the
theme*WomenAlphaand Omega’, we had 3 scientific sessionsinthemorning. Sr. Dr. Anne
Joycethrow light on new emerging topic“EPIGENITIC”, andtheneedto act fast and smart
onwomen even beforethey enter into reproductiveage.

The next classwastaken by Sr. Dr. Martinaon “Menopause” . Which enlightened us how to
grow old gracefully, and specially take careof ourselvesand others.

Sr. Dr. Vasantha updated us on PCOD — the most common case scenario we come acrossin
our daily practice and how to handle the problem confidently, and cleared clinical dilemma
with practical answers

The climax of the day was meaningful Eucharistic celebration by Rev. Fr. Joe Deva, Vice
Provincia of Salesian priestsof Chennai Province. Hismusical participation with guitar and
powerful sermon madethecelebration alive, active and participatory.
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After a delicious lunch, we had a very important discussion for the forth coming AGBM,
here at Chennai and LOC (Local Organizing Committee) was elected to shoulder various
responsibilities. Andtheday ended withjoyful note of being together.

NEWS LETTER - 2015, 21" AGBM

Part of our TN-SDFI action plan, we had a group visited Andaman Island and | share their
reportintheir ownwords

ANDAMAN SOJOURN

Under the leadership of Sr. Hermina, We the Sister Doctorsof Tamilnadu region set out on
our journey to the emerald Blue Island — the Andaman on August 27" from Chennai.We
landed in Andaman on 27" August at 12.30PM. Wewerewarmly wel comed and received by
Fr.Evanz, Director, pastoral centreat theairport, port blair.

We had avery deliciouslunch served by the pastoral centre on our arrival with variety of sea
food. After accommodating ourselves in the pastoral centre, Fr. Evanz took us to different
placesin portblair, to thebeach, to the park etc., In the evening wewerewarmly welcomesby
Rt. Rev. Alex (Bishop of Andaman) and we had high tea and Informal sharing about our
mission.

The climax of the day was the sound and light programme at the cellular Jail. Cellular Jail is
acknowledged as a National Memorial Monument; it depicts the heroic freedom struggle
and the sacrifices made by our freedom fighters and truly touches our souls. This show gave
usabrief ideaabout the brutal happeningsinthejail prior to India's Independence and other
historical events regarding this place. This place also has aMartyr's Memorial, a Museum
andaphotogallery and art gallery aswell, reminiscing India'sstrugglefor Independence.

Next day wasday of outing and picnic. Wevisited the North Bay | sland and the Ross I sland.
North Bay is known for its fringing coral reefs and numerous varieties of fishes and other
marinelife. The glass bottom boat ride was amazing which gave us acloser view of the vast
coral colonies.

Ross Iland was the administrative head quarters for the British before Independence. It
containsthereminiscent of Britishregime.

On 29th we conducted Medical Camp by dividing ourselves into 3 groups covering 6
villages. It was afree Medical serviceto the people of Andaman. It isheart rendering to see
the peopleover there struggling for Medical facilities. Their only hope of medical careisthe
Government hospital at portblair. To get an advanced medical care, they have to travel to
Chennai or other partsof India. Wewere happy to render our servicetothem.
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Wehad onemoreday left with usto visit some more placesin Portblair. We had the chance of
visiting Corbyn's cove beach where we enjoyed the soft white sands that sparkled under the
ray of warm sun. The next day was a day outing and picnic. We visited the tribal and
Anthropological museums. These Museums have preserved artifacts of the different
Andaman tribes that would help usto understand thetribal culture and thelife of tribal over
there. Andtheday cameto anendwith asurprisedinner arranged by Fr. Evanz sponsored by
awell wisher.

With heart full of memoriesweleft the Andaman on 31% early morning to Chennai. It would
be ungrateful if we do not mention Fr. Evanz for his meticulous arrangement for our stay
there. Hedid everything silently but withanoteof surprises. Thank you dear father.

REGIONALMEETING AT CITADEL, CHENNAI

There were 30 of us present. The next regional
meeting will be at KOTAGIRI on August 28" &
29", 2015.

Thevenuesuggested for next AGBM was Goaor
Mumbai. The theme is suggested is
“Consecrated life with Healing Ministry”,
“HealingtheHeders’.

Sr. Dr. Martina SJC

President, Tamil Nadu Region.
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Minutes of the Regional Meeting Kerala Region

Date : 23" & 24" August 2014
Venue: Nestt, Muvattupuzha

Thetwo-day Conference of SDFI, Keralaregion washeld at Nestt, Muvattupuzha, on 23,24
August 2014. Entrusting everything in the hands of god and setting aside the busy schedule,
64 Dr. Sisters from different parts of Kerala assembled with great zeal and spirit. The
Conference commenced with amemorable pilgrimage to Mannanam and Kudamal oor. The
President of SDFI and the inmates of Alphonsa Bhavan welcomed the members and it was
followed by anagape.

After registration and supper the members assembl ed in the auditorium at 9pm. TheAgenda
of the conferenceand other important itemswerediscussed inthe session.

After the discussion on general maters Sr. Dr. Ranittawelcomed Sr. Dr. Sudhafor the PPT
presentation on Anemia causes, investigation and management. The presentation was well
appreciated and memento was presented by Sr. Dr. Mary Therese CSN. Invoking god's
blessingsthe membersdispersed for personal prayer and sleep.

On 24" August, after the morning prayers Rev. Dr. Paul Parathazham said the solemn mass.
Fr. Paul, the new director of St. Johns Medical College, Bangalore expressed his great
happiness on being invited for this conference and delivered an inspiring and thought
provoking homily on the very familiar Biblical parable of 'The Rich man and Lazarus.' The
rich man was not cruel or bad. There was no reference that he acquired wealth through fowl
means. He failed to notice and respond to the misery of Lazar. Today many suffer from
maladies and misfortunes. We all come across 'Lazer's- outside the doors of our hearts —
pleading for love, understanding, encouragement etc. As sisters working in the healing
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ministry they are rich, privilege, with the ability to heal. During the Last Judgment as in
Matthew 25, it will be the criteria of judgment —who isgoing to be on theright side? Isn't it
theonewholoveendlessly and selflessly?

The inaugura function at 10.00 am marked the official opening of the conference.
Sr. Dr. Lucy Thomas and Sr. Dr. Celindainvoked god's blessings through the prayer song.
After that Sr. Dr. Ranitta, the President of the Forum wel comed the Chief Guest and the other
dignitaries including the delegates. The inaugural address was given by Mr. Joseph
Vazhakkan MLA followed by the lighting of the lamp. A brief summary of the inaugural
speechinthewordsof theMLAs:

NEWS LETTER - 2015, 21" AGBM

| consider this as a unique and special program and | am really proud of being a Christian
when | witness the selfless and committed services rendered by Catholics, specialy sisters.
When sisters work in the healing ministry, it has double effect as they are service oriented
and least bothered of monitory games. After that Dr. George Karakkunnel, Director of
NESTT and the chief guest of the function exhorted the gathering to proclaim and continue
the healing ministry through words, deeds and lives as healing ministry is very dear to god.
Quoting theformer President Dr. APJAbdul Kalam's'IndiaVision 2020', Father emphasized
on public health education and prevention of diseases. The wide dissemination of health and
nutrition related information through traditional channels should be supplemented and isa
must in this fast food and easy life style age. Health insurance can play a vital role in
improving the overall health care system. In the stage itself the father entrusted thistask to
theMLA for implementation.

Sr. Alicia FCC, Asst Provincial, Kothamangalam Province felicitated and reminded the
participants the nobility of their profession. Together with the healing service the society
expect deeds of mercy and compassion. Mementoswere presented to theinvited dignitaries.
The commentaries made by Sr. Dr. Alphonse Kureethadam during the inaugural session
about the nature and functioning of SDFI was commendable. Sr. Dr. Mercy proposed vote of
thanksand theinaugural session cameto aclosewiththe National Anthem.

The scientific session commenced with an inspiring and interesting class on 'A Physician's
Perspective on Medical Nutrition Therapy for Diabetics by - Dr. E.V. George, The chief
physicians of Holy Family Hospital Muthalakodam. Doctor stressed on the importance of
maintaining ahealthy lifestyleand diet control.

After tea break the Panel Session was conducted by Sr. Dr. Alphonse Kureethadam,
Cardiologist, Sr. Dr. Jancy TreesaGynecologist, Sr. Dr. AnjithaHomeopathy, Sr. Dr. Jhoncy
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Dental Surgeonand Sr. Dr. Sholi FrancisAyurvedic medicine. Authentic and reliabl e aspects
of various medical practices were shared during this session and the members appreciated
the presentation of each Doctor Sister ontheir respectiveareas.

Sr. Dr. Mercy, Secretary of SDFI extended acordial vote of thanks and the meeting cameto
anend at 1.30 pm. After the concluding prayer and the lunch the participants bid goodbyeto
each other with revitalized vigour cherishing sweet memories of the conference and to
continuetheir healing ministry with anew vigour intheir respectivefields.

NEWS LETTER - 2015, 21" AGBM

Report of the Regional Meeting Kerala 20-02-2015

Venue: Citadel, Chennai

1) Meeting started with a short prayer. 60
members attended the meeting. The venue "
suggested for next AGBM was Bhopal or |
Bombay.

2) The year of 2015 is declared as the year to &
“Consecrated life” dedicated by Pope
Francis. Hence the theme is suggested is 288
“Discipleship in Healing Ministry” our '
dedication, faithfulness and loyalty to our
commitment.

3) Venue for the next Regional meeting is Shanthidam, Thrissur. Date: 22™ and

23“August,2015.
Sr. Dr. Ranita FCC Sr. Dr. Mercy SABS
President, KeralaRegion Secretary, KeralaRegion
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Chennai The Cultural Capital Of India

XXI AGBM of SDFI took placeinthe Legend City —CHENNAI —TAMIL NADU from 20"
— 22" of February, 2015. If you don't mind the heat of the sun but love to enjoy some warmth from
the hearts, if you don't mind the lack of rich greenery but happy with the richness of reception and if
you consider therich cultural background and the unassuming people moreimportant, then Chennai
isthe city for you to be on aholiday. Chennai is not only the 4th largest Indian city but it isthe 36th
metropolitan city theworld over. It isalso one of must-visit placesin Tamil Nadu. Therich heritage
and tradition of thecity arethereasonsfor it being referred to asthe cultural capital of India. Chennai
was established by the British during the 17th century. However, the city hasagreat historical past
that is evident from some of the famous constructionsin the city that stand the test of timeto prove
that thecity ismuch moreancient thanitsaccounted years.

1. Marina Beach

"y - Marina Beach is naturally the instant choice for everyone
that visits Chennai. Thisis the second longest beach in the

world. The large expanse of silver sand allows for a great

walk along the seashore. Sunrise and sun set views are
= picturesque in this perfect setting. Some of the sports
| activities possible in Marina Beach include fishing, wind
surfing and beachvolley ball.

Though MarinaBeach ownsthecredit of being the second longest beachintheworld, itisnot aswell
maintained as it should be. However, if you love the soul of the city, you will love the place. Thisa
place where you do not have an entrance fee but a lot of entertainment. You can watch fishermen
starting their day out on the sea if you are here in the morning. The evenings are quite busy with
people coming along with their familiesto have some entertainment here. Therichest and the poor,
famous cel ebrities and unknown common man frequent the beach. If you love to watch people, you
could haveawhale of atimehereinthebeautiful atmosphere.

2.Semmozhi Poonga

Semmozhi Poonga offers agreat escapade from the scorching sun and it isavisual delight for your
eyes tired seeing manmade buildings. The park was opened towards the end of 2010. Located at
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- 4 city's center, the 20-acre park offers to view scenic
landscapes and lush gardens. The well-maintained gardens
haveover 500 varietiesof treesand plantsfromall partsof the
§ world.

Thisisapart fromthetreesthat already existintheareabefore
the establishment of the park. Some of the trees are over 100
yearsold. The species of plantsinclude medicinal plantsand
aromatic herbs. Theartificial waterfall inthe park looksreal. Childrenwill lovethe park, asthereare

many play structures to keep them entertained. Elders can go for a walk and several seating
arrangementsareprovidedto stretch.

3.The Huddleston Gardens Of Theosophical Society

The aim behind the establishment of Theosophical society is g
to create universal brotherhood where thereis no distinction

among human beings. The essence of the society isto blend
the best of teachings of all religionsto elevate the quality of
humanity and itspower.

The world headquarters of Theosophical society is in
Chennai. Located in Adyar, apart of Chennai, it commands
respect from people belonging to al faiths. The society was established here in the year 1883. The
260-acre Huddleston Gardensis a birdwatchers paradise. You will find awide range of migratory
birds here. The banyan tree at the center of the garden immediately comes to mind amongst the
people of Chennai, asthe 450 and odd year old tree is one amongst the largest trees the world over.
The tree covers a massive 59500 sg. ft area of land. Thisis one of the few placesto feel one with
natureand enjoy fresh air. Thisplaceelevatesyour soul.

4.Arignar Anna Zoological Park

Arignar Anna Zoologica Park isthefirst ever zoo in India.
The zoo was established in the year 1855. The zoo was
initially in the Moor market from where it was shifted to
Vandalur in 1976. The massive 510-hectare zoo houses over
170 species of wildlife. Some of the wildlife found here
includes tiger, hyena, lion, panther, elephants and many
more. Elephant ridesand lion safarisareavailable.

30



®_ Healthy

ife
NEWS LETTER - 2015, 21" AGEM ) Style

5. Pulicat Lake

Pulicat Lake is a 'must visit' place if you are in Chennal.
Chennai is not green and you do not chance upon many
~ | placesin Chennai that help you get closer to nature. Hence,
taking a time away to be at Pulicat Lake becomes all the
- more important. Pulicat Lake is located on Tamilnadu's

| porder.

The atmosphere is serene and you can have a relaxed day
here. Boat rides are very popular here. Here you will find rare species of birds such as flamingoes,
kingfishers, pelican, ibisand many more. You could alsofindtheruinsof a17th century Danishfort.

6. Kapaleeswarar Temple

Kapaleeswarar Temple is one of the oldest temples in the
city. It isnot clear as to who built the temple. Going by the
songs by Nayanmars, it is believed that Kapaleeswarar & p
Temple was built during the 7th century by Pallava Kings. #==s=sisu
The architectureis not as old as they seem to be around 400 o
years old. The temple stands a classic example of the

Dravidian styleof sculptureand architecture.

7. National Art Gallery

& "N @ Nationa Art Gallery was established in 1907. Theinfluence
e thl of Indo-Saracenic architectureisevident inthered sandstone
=4 congtructi on, which has four sections namely Tanjore
Painting Gallery, Ravi Varma Painting Gallery, Indian
E Traditional Art Gallery and Decorative Art Gallery. Artists
¥ B would lovethis place asit has on display some of the ancient
paintingsand handicraftsthat date back to 11th century.

8. Connemara Public Library

Connemara Public Library was established in the year 1896. :
You could find many unique and rare collectionsin thelibrary,
which boasts of possessing wealthier information across
various subjects. The library itself isintricately designed and
thearchitectureisablend of Southern Hindu Deccani, Gothic,
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Rajput and Mughal. The library houses periodic hall, a video room and a reference room. Braille
library isaso found here. The collection of booksisvery impressive and they cater to the needs of
the studentsand professorsalike. Thelibrary isoneamong thefour National Depository Librariesin
Indiathat receivescopiesof all newspapers, periodicalsand bookspublishedinIndia.

9. Little Mount Shrine

Little Mount Shrine hasarich history associated with it. You

Lo can find the cave where St. Thomas went hiding before being
i martyred here. The lack of attention in preserving important
e structures and monumentsis evident heretoo asyou canfind
! arock that bears St. Thomas' footprints, which was not given
| due attention earlier to preserve it for future generation's

view. Theplace offersagood view of thecity and the Chennai
airport. It isaworth avisit if you want to experience a touch of the past and enjoy some pleasant
atmosphere.

10.Mahabalipuram

Mahabalipuram, aso known as
;k..

Mamallapuram is a town in

Kancheepuram district in the ;..._‘3” >
Indian state of Tamil Nadu. It iS Eoemem ™
around 60 km south from the city
of Chennai. Itisan ancient historic 1
town and was a bustling seaport '
during the time of Periplus (1st
century CE) and Ptolemy (140
CE). Ancient Indian traders who 7
went to countries of South East E
Asia sailed from the seaport of

M ahabalipuram.

An 8th-century Tamil text written by Thirumangai Alvar described this place as Sea Mountain
‘where the ships rode at anchor bent to the point of breaking laden as they were with wealth, big
trunked elephants and gems of ninevarietiesin heaps. Itisaso known by several other names such
asMamallapattanaand Mamall apuram. Another name by which Mahabali puram has been known to
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mariners, at least since Marco Polo's time is "Seven Pagodas' alluding to the Seven Pagodas of
M ahabalipuram that stood on the shore, of which one, the Shore Temple, survives.

The temples of Mamallapuram, portraying events described

in the Mahabharata, were built largely during the reigns of
Narasimhavarman and his successor Rajasimhavarman and 9

showcase the movement from rock-cut architecture to

- =3r
At

structural building. The city of Mahabalipuram was largely |
developed by the Pallavaking Narasimhavarman | in the 7th
century AD. Themandapa or pavilions and the rathas or
shrines shaped as temple chariots are hewn from the granite
rock face, while the famed Shore Temple, erected half a
century later, is built from dressed stone. What makes
Mamallapuram so culturally resonant are the influences it
absorbs and disseminates. The Shore Temple includes many
basreliefs, including one 100 ft. long and 45 ft. high, carved
out of granite.

Chennai's top attraction is the warmth of the people. You will find perfect harmony among the
peopleof Chennai, who do not takeinto account the forced differencesin termsof religion, raceand
color. While the worst failing in Chennai is the lack of effort to preserve places of historic
significance and keep the city clean, the awareness seemsto beincreasing. You will find that sincere
efforts are being taken by individuals and organizations and one such example is Chennai Turtle
Walk to save the endangered species. With consistent and genuine efforts, there may be more
attractionsto mentionin Chennai, whichisof world class.

Sr. Dr. Emily Susai FMM
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Be Smart And Eat Smart

Dr. P. Savitha
Consultant Nutritionist & Research Scholar
Chennai

HEATH

It is important to eat healthy.......
Why?

Aham Annam....

Atharva veda (2500 BC)

We Are ,What We Eat ....
Dr. Oski

DONT FORGET, T MEEDTo
oW BRE \WHET A
Nou EAT,

/
i
Ea

Faulty Nutrition via chronic diseases
bas the potential to bankrupt SE Asia

We will lose migrant, affluent, Asian
Indians
to CAD, DM, Cancer etc.
Killer lifestyle and Bad Genes
Predispose us
“Load the Gun with Bad Genes and Pull
the Trigger by Bad environment”
Its time to wake up

TO THE RAISING ALARM

* Diabetes is catching Indians early

* India leads the world in CAD

* Higher the waist line, shorter the life line

* PCOSis on the increase in today’s young women

/\

NATURE NURTURE
(Genetic Predisposition)  (Environmental Factars)
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Experiencing an epidemiological
health transition characterized by
rapid decline in nutritional and
parasitic diseases with an alarming

risein NCD'S
- - - i i
Burden of Major NCD's in India Querwsight and obesity
* 50 million cases of Cardiovascular Diseases Woﬂdwﬂe”m &Physical Activity
Health effects

+ 63 million cases of Diabetes

« Women: Reproductive Health

« Endocrine conditions - Diabetes and
Polycystic Ovaries

+ Cardiovascular Condition — Coronary
Heart Disease, Ischemic Stroke,

+ 1.2 million new cases of cancer/fyear

* 23 million Obesity

* 1million cases of Cerebrovascular Disease/stroke every year Congestive Heart Failure.
* Respiratory Conditions
s Every 5" Diabetic is an Indian + Digestive Conditions — Gallbladder
Disease
* Every 5 to 10th Asian Indian Native Urbanite is a Diabetic * Musculoskeletal - Osteoarthritis.
L ]
We are to find the right way out... What does Food Do?
I = Best Way to live a healthy life is to eat a balanced
3 ol 7
At Our Disposal

]

Nurture {Environmental Factors)

= To provide nutrients that your body needs to function
= To give you more energy & alertness throughout the day

e l = To prevent future disease and sickness (like Diabetes,
lr{' ( LJ}. Obesity & Cancer)
WA || .rl
V.
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Food Components Carbohydrates

Primary source of energy — main staple food (bulk of

MACRONUTRIENT the calories)
Sources: Cereals, Fruits, Vegetables, Milk
Carbqhvd rates Carbs are of two types
* Proteins
* Fats Simple carbs:
SUGARS, HONEY, COLAS, FRUITS,
MICRONUTRIENTS AN R TR
BAKERY PRODUCTS c L B s
) Vi‘fa mins Complex carbs:
* Minerals CEREALS, VEGETABLES, PULSES

How to choose carbohydrates?

FIBER

» Complex carbohydrates are good for our health. (Boon of nature)
» Simple carbohydrate easily increase our blood sugar, so
decrease their consumption. = Fiber is non digestible carbohydrate, It forms a bulk and hence
makes us feel full.
» Eat carbohydrates only in recommended amounts. = Soluble —oats, barley, fruits (guava, apple), gum
* Insoluble-whol ins, pulses, vegetables, fruit , sweet
= Choose complex carbohydrates high in fiber e.g. ,ir::]" S i Lo Ablas, fiukt {ovanges

* Fiber delays gastric emptying and glucose absorption thus lowering
plasma glucose concentration.

* Diet with low Gl are generally rich in fiber and high fiber improves
glucose tolerance.

c gs“".\ g s * Asfoods of low Gl and high fiber content raise the blood glucose to
(L}

unpolished rice, ragi ,whole wheat

a lesser extent, diabetic diets have been planned on these two
factors. 15

Fiber Content of Foods Fiber Conteiit of Foods
Low Fiber Moderate Fiber High Fiber

Milled rice Whole wheat flour Rice: bran Low Fiber Moderate Fiber High Fiber
Refined wheat flour Wheat germ Bengal gram
b el it Brownbread Whole Sweet lime Peaches Parwar
Whole gram (Bengal) Field beans Rajmah Litchi Pears Double beans
Lentil Red gram dal Peas Water melon Orange Colocasia
ms:::ﬂl - Red gram - Prunes Amaranth

g Brinjal Green gram
sl Amla/ Dates
Cucumber Radishleaves Drumstick Grapes / Guava
- E } Pomegranate Sapota
Spinach Cabbage / Papaya
Lettuce
Banana Apple
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Proteins Advantages of proteins

* Repair of tissues, immunity * Is not converted into sugar as fast as

; : arbohydrates.
* Sources: pulses, nuts, milk and milk CrRoiyike s

products, meat, egg, fish, poultry.

* Itk full foral iod of time.
o Fgppotiiry:and red miest have eeps us full for a long period of time

saturated fats in them
* |t takes a lot of energy to burn proteins,

* Good source of proteins are dales, therefore you store less energy.

sprouts, fish, egg whites, chicken breast.

1d 19

Soya Protein FATS
. . Fats —contribute flavour & texture to food and gives a sense
* Soya bean apart from being rich source of fullness.
protein also has other phytochemicals which Saturated fats : increase blood cholesterol level, are solid at
. room temperature.
are unique
. " ‘ . s Unsaturated fats : lower blood cholesterol are liquid at room
* Soya fibers reduces insulin requirement in bomp: .
. MUFA : mono unsaturated acids.
diabetes PUFA - poly muammedfa?ymacus_
" Omega 3 falty acids
* Decrease cholesterol synthesis in humans. Omega 6 falty acids
* |Jse only processed soya: Atta i nuggets, Trans fatty acids : processed unsaturated
= fats. Vegetable oils are processed to make
drinks them solid. However they cause increase
in LDL.
Invisible Fats Total Fat
* Coconut * Total fat intake is most important
= Peanuts, Almonds, Cashew nuts o . .
etc. * Invisible sources of fat should be included in the
= Condiments like pappad, pickles, total fat intake
chutney’s etc.

* Totalfat intake is closely related to serum lipids
= Recommended intake is 20 gms per person per day

* Diets should not provide more than 30% calories
from fat

= Garnishes like cheese, cream,
white sauce, etc.

= Bakery items like biscuits, kharis,
puffs, ete.

= Farsans and sweets

* Non-Vegetarian food

= Milk & milk products

22
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Dietary cholesterol CHOICE OF A HEALTHY COOKING MEDIUM:
LB A CONTROVERSIAL SUBJEGT
AT e, o0« Associated with Animal ) e e e
e fat 1
- i far as choosing the nght kind
Sources of Dietary of  cooking medum s
Cholesteral :

EOTICCITH.‘.C].

Ghee, Cream, Butter
Non-vegetarian Foods.

Every supplier of any type of
cooking oil claims the same to

Prudentfatintake : 3 - 4 tsp/day/person Hehitios ben

body
*Good oils :ground nut oil, olive i, rice bran oil
*Excess consumption of fat leads to production of fatin our.

A common man 1s not aware of
the yardstick by which any
cooking o1l could be rated as

the best one =
Choosethe Healthy Fats
Saturated and trans fatty acids - dieta
Total Fat - 20-25% ﬂmc&mﬁlﬂmlhﬂthﬂ
CHOLESTEROL OXIDATION : =
| Soyabean ol Clive oil Com ol Eacmnokall Partial
Vanasgali Hydrogenated
3 Palm el oil
Tapeseed oil tanola il Sunfiower ail
: Butter Cakes
G Muts & Nut oil Safflower oil
e Cream Cookies
Walnut o it Grape seed ofl
: st | (o || ottt | || g
Recommended fats (heart friendly oils Jare MUTA eg. oy | Restnal gk
ground nut oil, ricc bran oil, olive oil | Beiembamer |
. i3 * Plant hased margarine healthy w

Wiat m ta?
ity af foael]

How food is cooked is important

‘ | Amount of fat in food matters |

smnm-n‘ "
hl;\‘lli
|
Jeovae miilk
0.31%

a0m=a5% || ) ",.O

e l >3.5% 5% 3%
&
-."
T TS

Fat in 500 mi of Milk Products
AHA recommendation is dairy products lo have <13 "~

38



®_ Healthy

ife
NEWS LETTER - 2015, 21" AGEM ) Style

HOW DO WE GO ABOUT
EATING SMART?

Choose the lean meat @

eat
smart!

Ensuring adequate nutrition with
proper eating habits

Dietary Constituents and Cardiovascular Diseases

Prevention of Heart Diseases

Give up one, reduce two, and increase three Distry ARt axicant

k Prevents atherosclerosis, Omega 3 Fats
1. Give up smokin improves lipid profile, Fith o Flosseed
Give p smoking reduces blood pressure.
2. Reduce food and
; « Highintake of fruits and
alcohol intake vegetables- specifically
: isoflavones, flavonoids and
3. Increase exercise nolphencls ascciated
with reduced nisk.
» (Garlic, cocoaand curcumin
e td y A associatedwith heart

v" Antioxidants and Anti accidents prevent heart health,

attack Plant Fibers and Proteins

. T + Cereal bran, nuts, soy proteins associated with lowered risk.
v' Omega-3 fatty acids—heart’s friend + Increasedintake of dietary fiber reduces blood pressure and LDL
3 cholesterol n
Dietary fats .
To be heart friendly

= High intake of cholesterol and fatty acids : detrimenta

= Trans fatty acids : adverse effect on lipid profile.

= Fish - beneficial - high omega -3 fatty acids. = Twice a week - fish STRESS BUSTERS

= Intake of monounsaturated ar_ld_polyunsaturated fats. = Twicea month - chicken . Spiaid e 00 VogaT

» Saturated fat = <10% of calorie intake. {country) medRation to refresh your

= Cholesterol intake < 300mg /day. * Twicea year- meat -

H-ealthy
Vitamins and minerals “ E-ating
A-ctivity
= Increased folic acid, reduces homocysteine |evels. R-ight
* Reduced sodium and increased potassium and .
magnesium - beneficial. T-hings
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Effect of nuts

* Richin MUFA and PUFA
* Richin plant Protein, fiber, micronutrients like Cu and Mg
* Plant sterols

+ Vitamin E, thiamin, riboflavin

* Peanuts are good source of folate and fiber

* Walnuts are good source of omega 3 oils

Diet - The cornerstone in
the management of
diabetes

Diabees
Nutrition prevents SR
diabetes in those with
pre-diabetes
-
L n
* Diabetic diet need not be a » Combination of vegetable oils ‘
SR sl should be preferred Hgﬂltlw Plgtg Mgﬂgl
+ Fruits and , eX fora e e e
- Evena nommal Indian dietis ideal  few, are mmr“‘fbﬁmmw 4l Portion Control
fora diabetic, however the fiberand are good for diabefics ——
nutrientintake has to be tailor- + During infection and other oo Milkf
made to the individual based on complications, diabetics may require Ymt .
theage, gender, weight, height, higher amounts of vitamins and /\
physical activity and minerals in the form of supplements Cambohydraty
physiological needs of the starch
patient - Vegetabies

= Selection and distribution of

Carbohydt
v adstarch .
Frut |

CHO to suit individual habits Protein
= Proteins and fats from vegetable =
sources are of better quality than
those from animal sources Y-shaped Plate model
b bl o maintain weight
Prev Chonic Dis, 2007 Jan
38 =
Recommended Calorie intake {KcallKg Body Wt/Day) Effect of Green Tea

Category Secentary activity Moderate Actiity

* Bioactive principle CATECHIN
* Enhances fat oxidation

* Improves PP glucose response
+ Stimulates insulin secretion

[ 3

% of Total
Calories

)
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Some Indian remedies : methi seed Meal Patterns

-

Breakfast:
* Meal consumed within one hour of rising
* Most important meal of the day

* Itis an herb and a spice
* Fenugreek contans an active
ngredient of blood glucose

control an active ingredient for
* Should be rich in complex carbs and protein

e.g. - cereal, porridge, roti, dosa

bloed cholesterol control
* The typical range of intake for

diabetes or cholesterol- * Useof more than 100 grams

lowenng s 5-30 grams with of fen}1gree.k seeds daly can |d]|, upma, daliva, paratha, eges,
each meal or 15-90 grams all at L Lnleiil.ﬂf:ll upses _md ilk. fruits. Avoid :bak d
nausea. Indraduals with peanut milk, Truits. Avoid :bakery products

once with one meal. : = :
allergres use with cauvon or

avoud. Otherwise, fenupreck 15
extremely safe.

2 43

Meal Patterns Meal Patterns

Lunch Dinner
* Eat balanced meal * Meal should be as light as possible
* Make right food choices
* Do not skip lunch * Lowin carbohydrates especially simple carbs
* Include protein as a important part of

meal * Make clear soups as integral part of dinner
E.g. - Thali, Roti-Subzi , Dal Rice, Curd
Rice

* Include a fruit and milk at bed-time

Eating Out Buffet
(Make Right Choices)

Meal time | Cuisine | Meal selection | Hygiene * Choosewisely

= Do not have to eat it all
Ala carte » Select hot, steaming foods

= Either starter, main course or dessert never all L] Se'ect a live counter so dish can be made as

together .
er your choice
* Clear soup should be an integral part of menu P ‘i
= Avoid greasy foods

= Choose grilled, tandoori, broiled, stir fry

= Do not order for deep fried, makhani, white sauces,
mayonnaise

= Salad(?)

iy
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Mid Meals/Snacks

* Avoid high calorie snacks-split it into two
* Avoid super sized snacks

= Fruits, channa, unbuttered pop corn, sukha
bhel with less sev, cooked channa chat are
ideal snacks

* Avoid bakery products, colas, juices, chaat etc

= The best drink with and between meals is
water

Alcohol

= Causes hypoglycemia if consumed without
food

* Foods consumed with alcohol are usually
fried foods/junk food empty calories)

= Alcoholis high in calories 7 kcals/gmand is
metabolized in a2 manner to fat.

= give up alcohol, if not then fix the quantity,
frequency and exchange it with fat.

= consume salads with alcohol.

Fountain
PEPSI

WATERFOUNTAINS

Fast Food Joints

* Order wisely
* Find a low fat option and order
= Do not over indulge

= Eg:just a burger no fries ,one unbuttered pav
instead of two buttered pav, bhel puriinstead
of sev puri, ragada pattice instead of panipuri,
samosa,kachori

FAST FOODS —IT ENDS LIFE FAST

Ma]'lmia. Mac ?

Double
Cheese Pizza?
DO NOT UPSIZE !!!
We Need To Minimize
Not Maximize

Jumbo Vadapav?

Sodium

Sources: salt, bakery products

Bload pressure is significantly related to sodium
intake(inter salt study)

High salt intake has been implicated in hypertensive target
organ diseases

Strategies to limit salt intake

Reduce salted foods bakery, processed food, pickle,
ketchup

Avoid :salt shakers, salt on salads, fruits, atta, rice, sherbet
Use of lime, tamarind, pudina to bring flavour to foods

2
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Killer Diet

RICE AS SIDE DISH AND SIDE DISH
AS RICE

Fast Foods kill fast
Fried, Calorie Dense
* Qils and Butters

¢ Lack of Fiber

* Cola Culture

Replace with.....
" ] - 5 H -

Traditional Diet Rice boiled w-"Tnm
=Less oil feliminate trans- fat
+Fiber rich
*Reduce eating out optio

PORTION SIZE IS IMPORTANT

Remember... “ -

Designer Foods

Size of food matters

* Low calorie mithai's

* Diet cola’s

* Low calorie or diet farsan’s

* Diabetics adjunct’s “'f’m'?

Egjam, jelly, pickles MDA

Free Foods Diet Advisory

Foods that can be eaten in unlimited amounts

1. Vegetables— Cabbage, cauliflower, leafy
vegetables, tomatoes, cucumber, gourds.

Clear soups
Tomato juice (without sugar)

» VITAMINS - Choose at least one source of vitamin C,
folic acid, vitamin A every day.

» IRON - About 35 mg of Iron / day in the form of enriched grain
products, egg, green leafy vegetables, lean meat, poultry and

fish
Thin butter milk (without sugar
( gar) » CALCIUM & ANTIOXIDANTS - Include diary products, green

Nimboo Pani without sugar vegetables and foods, fortified with calcium.
Salads ,sprouts and

Eat whole fruits avoid fruit juices

Mmook WM

)



®_ Healthy

NEWS LETTER - 2015, 21" AGBM

) IS-itf;j[e

Heaithy versus Unhealthy food choices’ ::"::T fer estimating portion sires”!
e — < ml—
Brand Whale wiat tresd While braan | 7T I Fo A in
Wosites S vt :\ b | £ vl ¢ sioweh darvien 1 anrving is mial
Indlin breads Chapatt Pl nadr W stz
Politees Haled potatn j
Vegetables Steamed vegetable Sautsed vagetaties - “\r Miaat o protin siematssg | sossl b6 e guire of
Salad Gragn sadad —t |
Saue Tomito-bsad - -
Fish Samamad fish Fisih cairy | \egrabies shoula b G
Chictan Grilkd ehickan PanIried (<3>) | i
Frsst Whihe fruit Unsissaared T |t o )
Qelﬁewcg:ﬂgkel:eﬁgy ;nﬁﬂ‘ ﬁ:u];u;uﬂgnfhoulu be eaten in recommended amounts [ 3 . I3 & il aAouAt ot morw a5 ot the
These food choices should be consumed in moderats amounts as ey ane low in fiber
& gontain moderate amounts of fat
M Thess foods are rich in fat; refined carbohydrates & low in fiber comtent. Tharstors, hite: Thesser pONT SHMA A8 SRS o & womams hand sims. Hand G2es v, St ¥ i o good
should be consumed in very limitad quantities 5 B Ayp—
- 61
TAKE HOME MESSAGE v ¢
¥ We need to cultivate a good dietary pattern in the o
first years of our life bedy :
is a finely
¥ this is an excellent investment for maintaining +uned vehicle
health for the rest of our journey %ive it good
¥ For this, we need sustained revolution in the uel and
kitchen in every house and it will o
‘ , _ . take you
¥ those kitchens which cater to food in the public laces
domain by motivation if not by legislation. P ;
&2 6
1 L=
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EFFECTIVE LEADERSHIP

“Great men are little men expanded, great lives are ordinary livesintensified” (Wilfred A Paterson)

An effectiveleader issomeonewho isableto visualize thefuture of the organization and lead the
team in that direction. Leadership is about creating avision, setting a strategy and making an impact
through initiatives that are important to the society. Good leaders are creative; they are team builders
through motivation and great communication and are able to take the team along with to fulfill their
visionand commitment for the cause.

A successful leader leads by example. He hasadeep sense of commitment for the organi zation and
passionate about building its future. He would lead from the front in times of crises, constantly
encouragestheteamto get their very best through his'infectiousenergy’ and unwavering optimism. He
isrealistic, service oriented, emotional and creates positivenessin others. He hasfull of convictionin
himself, be an independent thinker and enjoys all the things that he does and creates. Foresight,
conviction and honesty are hismost important traits. Good |eaders are unbiased in their approach and
attitudestowardstheir goal and the people sharing their goal. A good leader has an open mind, listens
to those around, humble, hard working and simple. He would build a trusted, empowered and
motivated team. Hewould handle conflicting situationsefficiently so that the outcomewould be peace
and success. Empowering and enabling the team membersishisway of functioning and consequently
the team would feel freeto do whatever makes the common goal fruitful. Gandhiji was such aleader,
soaso, MartinLuther king (junior), Mother Teresaand Nelson Mandela.

L eadership can be acquired through acombination of initiative, high level passion, commitment,
open mind to listen to othersand with afair amount of opportunity to learn, analyze and act suitably. A
strong sense of purpose makes one determined about one's action. This passion generates energy to
improve, influence and empower others. Enthusiasm and persistence can make an average person
superior and asuperior person average

Motivation is a single minded concentration in the direction of vision/dreams that increases
confidence. Self disciplineistheart of controlling oneself and knowing when to stop and how to stop.
It isthe ability to do the right things even when no one is watching. A disciplined person is punctual
with good self control, doesn't |ose temper, isnot lazy and does not waste time. He can berelied upon.
Couragein adverselifesituations makes one stronger, braver and abetter |eader. Infact, courageisthe
antidotetofear.

Decision making is the choice of action at a particular moment. Success and wholenessin life
comes only when we own up the choices we make. Willingness to accept responsibility (own up
responsibility) is the source from which self confidence springs. Handling responsibility involves
taking cal cul ated risks and being accommodative. That means, eval uating the 'prosand cons and then
taking appropriate decisionsand actions. Having apositive outlook and maintaining asense of humor/
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optimism and hopein otherswould build up strength and good will inthem. A good leader can lead the
team to a better performance by simply holding a positive expectation of them. This is called
'PYGMALION EFFECT". Positive expectation empowersotherswith awinning attitude and good sel f
image.

Humility- isan internal disposition that recognizes othersin compassion and genuine concern
whileappraising oneself realistically. Through this, theleader assumesthat all theteam membershave
something worthwhile to offer and that the situation requires co-operation/ collaboration and not
competition. How to practice Humility? Give credit to where it is due. Do not boast about your
achievements/ do not project oneself unduly to get attention and approval which, by itself, isasign of
'insecurity’. Do what isexpected of you. It should bethe objectiveto useall thetalentsand giftsfor the
common good. When prai se comes, accept it with grace and with gratefulnessto the'giver of al gifts.
Constant learning is an essential aspect of good |eadership. Anyonewho stops|learning isold whether
twenty or eighty. Anyone who keeps|learning staysyoung (Henry Ford). A true leader knowswhat he
knows and what he does not. He would fill the gap by seeking counsel, learning from others and
sensitiveto the abilitiesand experiences of the associates. 'Thereisno shameinbeingignorant butitis
acrimeto benegligent’).

Integrity of life is another quality a good leader should have. It is a state of truthfulness and
simplicity of life. We begin the process of character formation right from our childhood. “ Truthisto be
sought in the pure hearts of simple people and innocent children” (ROUSSEAU). Wealth, name and
fame may come and go but astrong character lastsforever. It was the integrity of Gandhiji that made
millions trust him and follow his path of truth and nonviolence. His integrity had the power and
strength to gain independence for India from the British rule. Honesty and integrity are the corner
stone'sof success.

A great |eader hasthe ability to transform and create greatnessin thefollowers (Transformational
Leadership). He can inspire, care and nurture others. He creates in others a sense of commitment,
involvement and duty. He promotes problem solving skills and encourages the team membersto take
risks. He is willing to sacrifice personal comforts and interests for the good of the group. He works
hard, keeps his life in proper balance and absolute mastery over his own emotions. A good leader
should be strong but not rude, be kind but not weak, bethoughtful but not |azy, be humble but not timid,
be proud but not arrogant and have humor but not sarcasm.

We have atrue leader of 'par excellence' in Jesus in whom all the qualities of a good leader is
present. As consecrated persons and doctors, we are doubly chosen by our Lord for his mission.
According to Pope Francis, consecrated lifeitself isacall to heal theworldfromall itsmiseries. Weare
calledtobeleadersin variouscapacitieson each and every day of our lives.

To summarize, LEADERSHIPis- L - Long term vision, E - Excellence, A- Advance planning, D -
Discipline, E - Enthusiasm, R- Responsibility, S- Sacrifice, H- Humility, I-Influence, and P -
Perseverance.

Dr. Sr. Liza Tom,

Bharat Matahospital,
Muri, Jharkhand
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Diabetes M atters

Dr. Bhuma Srinivasan
(AB) Endocrinology and Metabolism

WHY DIABETES MATTERS? Global and National prevalence

Staggering numbers.. rising
morbidity and mortality and costs,
influencing productivity, affecting
the young & impacting the future

By N Y L
R ‘\,_‘\,\f}_\}\}yx;\
\

Diabetes = Higher mortality and

morbidity
1z sinmielayy aall beveine femibesasial asnacih Figure 1.6 Mortality due to diabotes,
Question South-East Asia Region, 2013
IIE'-“‘ .'i.'k d "-di.'“:d‘r Di”ne ‘ercentage of ali-cause mortality due to dizbates
zﬂmlmul Diagnosis of Type 2 by 3g2 (20 ?'h'a;r-sl s sax !
e 25
Is DiaEetes management a critica| issue? » f‘/\
15 A \ -
N
5 .’_.' : . ﬂ 1
l.n ]-[‘ 0 !;I'l &0 7‘\] B0
age [years]
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Changes in ranking for 15 leading cause of

Type 2 diabetes is associated with serious complications
death, 2002 and 2030
Discase or injury 2000 | 2030 | Clumge Stk
Rank | Rank | imRank Diaketlc T
! . /' condiovascular moraliny
Refinapatly - / \ and stoke*
Lsnding couse i
[ b 5
Lower respiratory infections 3 5 2 °f:z¢:ﬁ 2 - =% cordiovoscuior
HIV/AIDS N oz £ Disease
oPD 5 4 + i " | &/10 individuals with
: Diabetic ' " diabetes die from OV
Pernatal conditions 13 9 -3 Nepheopathy P
Dharrhosal dsnese 7 16 = Leading couse of Diabes
i s 8 3 -15 end-stoge renol diseose™ Mewropathy
Trachea, brondhus, lung cancer 9 3 +2 Inading couse of
Road traffic accxlonts 10 8 | + M"‘"‘“""" w“"’“,‘““"‘“‘"‘"‘""
Diab fits 11 7 4
Malarin 17 2 40 'UK Praspective Diabetes Study Group. Dicbetes Res 1990; 13:1-11. Fong DS, of ol. Diabefes Care 2003; 24
e 3 1 2 {Suppl. 115995102 *The Hypertension in Diabetes Stady Group. J Hyporfens 1993; 11:309-317. Woliich
== ME, ef ol. Diabefes Core 2003; 26 {Suppl. 1:594-57E. “Komel WE, of ol. Am Hoarf ] 1990; 120:672-676.
L 12 i “Gray RP & Yudkin IS, Cardiovasular discase in dicbetes mellitvs. In Tex ook of Diabetes Ind Edition, 1997.
Stomach cancer 15 10 +5 Blodowell Sciences. "King's Fund. Counfing the cost. The real impact of non-insdin dependent diobetes. London:

Brirish Diabetle Association, 1996, "Mayfield 1A, ef al_ Diabeles Care 2003; 26 [Suppl. 1:578-579
[

Mathers C.D. PLOS medicine 3: 2011-2030, 2006.¢

Diabetes Mellitus in US:

Stroke and women with Diabetes W oot ol

» Asgociation between diabetes, stroke found in women but not Men

* February 24, 2014 Diabetologia Relative Risk
* Summary:
* Diabetes in women is associated with an increased risk of stroke, indicates a new
study, whereas the data do not show the same association among men. Age grotp Men Women
Worldwide, stroke is more common among men, but women with stroke appear toj
become more severely ill following a stroke. These sex differences have profound 4564 34 4.6
implications for effective prevention and treatment of stroke. Thus the increased
knowledge of stroke risk factors in the population, such as that provided by this 65-74 20 3.1
study, may lead to improved prevention of stroke. ' ’
Diabetes as a risk factor for stroke in women compared with men: a systemalic review 75+ 16 20
and mela-analysks of 64 coharts, including 775 385 individuals and 12 539 strokes
;u:mziié Peters PhD , Prof Rachel R Hudey DPhil Prof Mark Woodward PhD In Adult Treatment Panel 1], diabetesis regm‘ded asa CAD risk ml&ﬂt
Summary: The excess risk of stroke associated with diabetes is significantly higher in lowers LDL goal <100 mg/dL)
women than men, independent of sex differences in other major cardiovascular risk
G 8 Geiss LS, et al. Diobeles in America {2nd ed). 1995
GDM p dIGT rates . .
Questions and solutions
GDM 16T
[ Is diabetes management a critical issue?
2% 2%
— Agarwal 5. Gupla AN, Ritanama ol al High Ois diabetes management a challenging issue?
Gestational Diabetes. J prevalence of diabetes in an o i
Assoc Physicians India urban population in south Inda. Clis it time to acknowledge the glycemic goals?
1982;30:203 BM.J 1988;3; 297(6648).587-50
- s Cis there enough evidence for early aggressive
Narendra J, Munichoodappa C, et RamachandranA, Shehalatha - i
el gl,Prwdenoeulglme Dharmaraj [, ;iswwu'mn M. a interve ntlonS?
et L. s Ayl ey e iy Ois there a roadmap to get to goal?
1982; 15:1348-55
o i CAre there roadblocks on the way to reaching the
Seshiah, i, i Rarr A, Snehalatha C, r
it Bate,CB s\;-::. A Grise Kapur, ooy V. okan e A goal?
o ¥ £ [ Prasanna Kumar . . .
orcgrrisesmioesinceror ol 3 i Ao CHow can we overcome the inertia and the patient
2004;52:707 Epidemiology Study Group in India

e s "
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T2DM management is complex

Question

|
Is Diabetes management a challenging issue?
|

1) Forst T and Pfulzer A_Expert Opin. Phamacother. (2012) 13(1):101-110
2) UKPDS 34 Study. Lancet 1998:352:854-65
3} Gerich JE, Odawara M, Terauchi Y. Curr Med Res Opin. 2007 Aug:23{8):1781-8.

12

Many Patients Are Not at ADA
= Goal A1C of <7%

Diabetes is a progressive disorder

* Absolute or relative insulin

deficiency Qver time, many @
aenciency
dbieadid) patients require U
— |mpaired bala-cell function insulin L 0 70
ns ] |
— Insulin resistance \Q g 0 57.6% 7%
| o | .
* Two components )itferent agents may & & :
— Fasting hypetglycem| g ad to treat \ e .l |
1 » |

W. b i | 2 /: A%

4 10 3 | e I

y taam (¢ ta| | L :
ol il s [l E= -

>10% =8% =>B% T¥- 8% <%

AlC

‘ Haadine JB, et al, dan infam Ao, 2005; 144 465474
15

— Postprandial hyper [ both asp

* Associated disturbances
— Hypertension Mutiple
— Dyslipidemia interventions
= Atherothrombotic changes may be required

Intensive Treatments and Increase in HbA, Over Time

Underlying Causes of Glucose Fluctuations

United Kinpdom Prospective Diabetes Study (UKPDS)

% 9
» Psychological
» Meters
- — B = Conventional
» lliness/medical conditions Insulin
% — = Chlerpropomide
i i i — - Glbenclamide
= Insulin S ; sy ADA goal (glyburice)
i 5 = e — ¢ Metformin
= Activity - v/
x6 Upper limi of normal range (6.27%)
(1]
» Alcohol " . ; 5
= Stress Time From Randomization {years)
; UK Prospective Diabetes Study (UKPDS 34) Group. Lancet. 1998;352:854-65.
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Lessons from the DCCT and UKPDS:
Sustained Intensification of Therapy 1s Difficult

DCCT —EDIC UKPDS (Type 2},
10 (Fype 1} 8 Insulin Group
i
8 N s
3 73 £
i i i
x x »
(7
(-3 Mol
_l' o] L 1 1 1 1 ]
a &5 b4 & yrs
! b i} 2 4 & ] 10 ym
=] EDIC

DCCT/ENC Researth Grosp. New Engl] Med. 2000;
342:381-389.
Senefes ot al Disbetes 2001 (uppl 2) 50: AS3

UK Prospedive Dicbetes Study Group [UKPDS)
33: loncet. 1998;352-837-853. 18

Ominous Octet
B «a
Hyperglycemia

s

T

Fundamental Questions

= Just because a drug may work at one or more
of the sites of defectin Type 2 DM - what
about:

= Efficacy
* Side effects

* Actually improve outcomes or make them
worse

* Decrease mortality or increase mortality??

i

Question

Is there evidence for glycemic goals and improved

outcomes?
———————————— ————|

Good Glycemic Control (Lower
HbA,.) Reduces Complications

HbA, ST%
Retinopathy
Nephropathy
Neuropathy

Macrovascular
disease

9 7% 9-57%

76%
4%
60%
A8%*

6%%
70%

17-21%

24-33%

16%"

*not statistically significant

DCCT Sty Grogp: N Engl J Med 32 57766, 1993
Ohiabo ¥: Diabetes Res Clin Prac 28:103-17, 1985
LIKFDS Stuchy Groun: Lancet 152837-51, 1358

Persisting Effects of Glycemic Control
on Retmopathy Progression

4-Year Follow-up Afler the DCCT Conventional therapy

i N-603
patients 4o .
ith 3 [ Intorsive therapy
wil dop 50 N=-805
progression 40 759 ik
30 76% Risk Reduction
2 Reduction
= [ -
N 0 End of DCCT End of follow-up
9.1
9
8 8.2 7.9
7.2
7
DCCT 6.5-year medians Follow-up 4-yeor medions
DCCT.N Engl J Med. 2000;342:381-389 C ADRE]
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Cardiovascular Events

_Cumulalive Incidence of First of AI}}/_ Event

| DCCT/EDIC

oiz
-
£ Risk reduction 42% - :
Conven
g o 95%Cl: 19, 63 Question
E e Log-rank P=0.016
E i |
= Intensive . - .
E Is it time to acknowledge the glycemic goals?
L5
|
.00
Years from Study Entry
Numbar ot Risk
Intensive: 705 683 29 13
Conventional: 714 688 L1t ] 92
»

ADA Targets f
st _ gC | ADA/EASD Position statement
or cemic Contro .
y April 2012
Reviews/Consensus Reports/ADA Statements
Biochemical Index Goal
[] [}
o e oy el 7S il Management of Hyperglycemiain Type 2
Diabetes: A Patient-Centered Approach
Peak postprandial plasma glucose <180mg/dl (<10 mmol/)
A am Position Statement of the American Diabeles Association (ADA) and
the European Association for the Study of Diabetes (EASD)
Suv £ betcas, w' ) Micturt Naex, un” These recommendations shoald be
e M. Bacesti, uw® Awr L Perew, u' considerad swthm the comextol the nesds,
Joss B. Buse, v, mon’® " Arcsroros Taes, un, me* pelemces, and slerancesofeach panen,
Eitmses’ Dk Mt Shdminkr dommatiohon
3 n
Approach te management Peo Ie centered medici ne
of hyperglycemia: more less p
stringent stringent
Patient attitude and highty mativated, sdherent, lesn motivated, non-adherenl,
expected treatment efforts excallent seif-cam copacitiss pocr self-cane capacitios .
—— People
Risks potentlally associated  low high
with hypoglycemia, other —_—
adverse evanis e
Disecass duration nawly disgnosed |org-BLARding |
g _— Problems —_
Life expectancy 1ong shon // = .\"-.\\
Impaortant comorbidities absant ow { mikd savern | Solutions Patients S(}tutignél
Established vascular froee aw f_mlld sy "'\ : /
comphsations ~_| Relationship with health care |
. institutions and professions
Resolices, suppon system readily avwailable limitmed
Figure 1 (A gttt pemin W bl g ¥, - e P d T4 2
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= Importance of Controlling Diabetes Early- The Concept of
Metabolic Memory, Legacy Effect and the Case for Early
Insulinisation
1 Ranjit Unnikrishnan, RM Anjana, V Mohan
Question
= Early, intensive treatment of new onset diabetes mellitus aimed

) at tight glucose control reduces the risk of microvascular
————————— complications and probably, macrovascular disease as well

! P 5 ¥ agg = “Metabolic memory” and “legacy effect” are terms that have

Diabetes management ? been used to describe the fact that glucose control early in the
natural history of diabetes profoundly influences the prognosis
later on in life

= Early use of insulin therapy can help normalize blood sugar and
HbA1C levels and thus enable patients to benefit from a
favourable “metabolic memory” or “legacy effect”

il

Current Oral Therapies Do Not Address the Multiple Defects

i i ; in Type 2 Diabetes
Multiple Targets for Diabetes Therapies
> i "*'Imdnquah" ;
Dietary INTESTINE Glucose Impaired
Carbohydrat \pﬁﬂcnggs III;IFJI from insulin sq;pwssml ‘ ‘
5 tract action
Tr;;?;‘::a — T Insulin | I | |
e =" socretion - . 5 i :
\L LT; 4 | inhibitors I
LIVER :DPR.  Metiormin | | ciinides |
= Metformin : ®'® | linalys
“TZDs glucose pnd wtilization ‘." ¥ OIS
oot pean \oUPR Mol .
* Dural PPAR « Dual PPAR ' 1 Plasma glucose and disease progression
! Gasiroinisstinal
! Thiroidinedions ;
DeFronzo A, Br J Diabetess Vas: Dis. 2000;Msuppl 11524-540 =

No Single Class of Oral Antihyperglycemic Un-titrati the toth ;
Monotherapy Targets All Key Pathophysiologies PrRIAETE SRS IEIny Ol maxlmum
recommended dose may not provide benefit
Alpha- Mathorein | DPP4
S | T ' inbibitors
k] hccoven il A, Gastroiniestinal side shech
% nsulin / v/ ( g o I g L[]
E_ " _E-II.E E L]
B | HE 1
o | 4 ¥ i i
£ 2 £,
Inbestinal glucose -./ {’ E E
absosplion 7] a5 a
500 1000 1500 3000 FS00 500 1000 1500 000 00
Metformin dosage (mg) Metformin dosage (mg)
I‘q-li-h-_r—l rlw'v-l;m Pl b, P04, zh-_b-l-p—qw-m—qc_;nm o
i.Gh-l-n‘bl‘lﬁu_ﬂlb\- I-LI'I Fh-lnml.ddwhﬂw-ﬂiwl Taknsdos Pherressuicok, 2004 )
i plo e e o e
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ADA posilion stalement Dec 2014

Durability of Action of oral Antidiabetic Agents

3
‘E‘ Hazard rata (85% Ci)
3 Bosiglitazone vs, metformin, 068 |055-0.95): P 601 | Ciberide
i Rusiglitazone vs. ghburide, 037 (0.30-0.45); F<0.001 y
x 304
8 Metformin
;®
Rosigltazone
10
v
[
Years
N Engl ] Med 355; 23 December 7, 2006 -

Major advance with insulin therapy Glucose monitoring

* MDI - Basal and premeal insulin therapy
* Improvements in glucose monitoring

* Delivery by continuous subcutaneous insulin infusion " SMBG
(CSIl) pumps ) CGMS. ; .
- . * Real-time continuous glucose sensors introduced
= Initially regular insulin was used in 2006
= Greater impact: = Retrospective 72-hour continuous glucose

monitors (CGM) have been available since 1999

“basal bolus” therapy 3 ;
; » Both real-time and retrospective sensors
Standard of care in the next century measure interstitial fluid (ISF) glucose with

Development of insulin analogues glucose oxidase
REAL-Time
Trend Graphs REAL-Time Readings
CGMS Data Show the effect of dat, exercie, * Help patients take action sooner
mediation and Medtyle om glocose levels * Upto 288 phcose resdings pesday._
wary S rinuter, U ey 3 dy
CGMS GOLD THREE-DAY TRACING
i g REAL-Time Alarms
EIEED e
oo - of low and high plucose levels

1600 - 2100

lwg“ .w- : )
‘[“ — REAL-Time Trend
R RVEENE SIS DS RN e
0800 1200 1600 2000 2400 Wireless Tramumitter Glucose Sensor pors eyt

Semall, descroet, and waterprood Up 2 J-day contrucus u change n ghecie leveh
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LHow are we doing
OTreat to Failure v/s

B Trcat to target
. OPossible consideration of new and emerging therapies
Questlon BIncretin based
s WSGILT?2 inhibitors
Are there roadblocks to get to goal? MHarly use of combinations

_— WEarly use of Insulin

Relationship between weight gain,
The challenge of blood glucose control hypoglycaemia and quality of life

ange

Hypoglycaemia / weight gain I [ By

LT T S T . il , ._ il B | B B ¢ g
HbA, TEENYREY
- —_— ) 5 ) - . s)"lfjemw
l “"'\"s’run ange fig) v Fewen‘a!‘! hang® i bR
The graph illustrates that the QALY decrement assocdiated with an increase in weight

and hypoglycaemia by approximately 3 kg and 30%, respectively, will offset the QALY
gain assodiated with a 1% reduction in HbA,_(McEwan, Evans. Diab, Obesity and
Metab; In Press)

Predicted icremental per patient QALY ch

“

Failure to Achieve Goals

OComplex disease; Diflicult lifestyle
ONatural progression of disease

OLow health literacy/ lower social strata
[IMultiple medications — costs associated

OLack of suppression of Glucagon
DDﬂlg Sidc effects .|

OWeight gain How early is early and how aggressive is aggressive?
nHypoglyc.emia |
DGl side effects
B Change in blood pressure
OCardiovascular safety
[OIRestricted use (Elderly, CHF, Renal Impairment)
OFailure of health professionals

Question
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Target-driven approach for sustained Elements of Intensification of Therapy|

glycemic control _ . _
* Try to understand operational pathobiology of disease
process

+Hlonotherapy Irsuiin - oralagents = Consider glucose lowering potential of available
therapies
(%) Faarebased * Treat to targets that are clearly associated with

5 il favorable outcomes: Align data with quality

e * Avoid Inertia — Remember early intervention has lasting
' benelits — Legacy Effect

A< = Use combinations sooner when the benefits are clear
and present- such as Incretin based plus metformin

3 * Consider concurrent morbidities and pay equal attention|

Dingnasis +5yms +Hl0yrs +15 yoars = Use guidelines as what they are — Guidelines , not
Cammpedl T, B J Canciol 2000;7 52531 mandates
48 L]

Photographer

* Type 2 diabetes for past 3 years
= Both parents diabetic

DOES DIABETES HAVE DIFFERENT . :;“" _6'; :‘:““;m A
IMPLICATIONS e

* 31years old
?
IN DIFFERENT PEOPLE? + HbAlc 84

« Single

S =1

Lifestyle wins! Businessman

@ imensive Lifestyle Modification B Diabetes Education and Support

+ 47 years old
M RS ey i) et podD) gy * Type 2 diabetes x 1 year
» Father diabetic, CVA
B = I . - ' » 3 Brothers diabetes
iz 4 = « Travels 20 days in a month
* HbAlc6.2
* Lives with wife and 2 daughters

o
B
=
m
2
®
=]
=
=

an
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Anew paradigm The benefits of early tight control— UKPDS

10-year post-trial follow-up

1 2 3 4 6 8 T 8 9 WN 2 123 4 B W 7

Time since diagnosis (years) [Fp<0.05 +*p=0.052] - inlensive s Comventional Treoknent

1. Holman et al. UKPDS 80. NEIM 2008;359:1577-83
Dol Prates S. [isbalesbogei 2000, $2:1210-1226.

54 2. Unnikrishnan et al. UKPDS 33. Lancet 1998;352:837 ES
Female Banker Diabetes is a CV Risk Factor
= 44 years old
Men ‘Women
= Type 2 diabetes x 11 years “] o0~
. Bal v 1 gy
Menopause 6 years ago 3 | s No Diabetes o ‘
* Has mild CKD T [ 2" 2 ok
& 3 F-
- HbAlc7.3 & e B
i A o
i
= 25 AR v
03 47 81 l‘l-lS!S—lm-‘B 03 47 851112-1516-1920-23
Duration of Follow-ap (Years) Duration of Follow-up (Years)
Krolewski AS, et al. Evolving natural history of coronary disease in
- diabetes mellitus. Am J Med 1991,90(Supp 2A):565-618. -
Flower vendor Young IT Consultant
* 60+ yearsold + 28 years old
= Walks 10 km / day + GDM last year
» Type 2 diabetes x 3 years * Works 3-11 pm
* Up from 4 am to 10 pm * PCOS
* HbAlc81 + Eats out 2-3 times / week
+ HbAlc 6.9
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Diabetes Mellitus — the future ?

wWHAT ARE
\rov GoING
To BE WHEN

DIABETIC

[l 0 BE Ny TL—Ta ™ P TOAS

?

?

Considering the patient perspective

| am anxious that

" ‘What if my therapy
my therapy will fails?
causesideeffects o Whyis lowering ?

blood glucose so H
? unportanP

l- .

Whathappens ifl forget | am afraid
totake my medication  ofhe unknown
on a regular basis?

1 have no sym
how can my conditi
be serious? =

| am afraid of
needing insulin

(]

Use a patient-centered approach

professional
J ’r
» Active listening = Aclive
» Negotiation = Expresses views
* Provides * In control
information INFORMATION i
(when required)  EXCHANGE R

Muhilhauser |, ef al. Diabet
Med 2000; 17:823-829.

Figure 1

Approach to management
of hyperglycemia: mare

ringent siringent

l

Patient attitude and
expected treatmert eforts

lesa motivated, ron-adherer,
e salf-care capaciian

highty motiates, aghersnt.
macaBunl dall-car cagac ity

|

Risks potenilally associated  ow
with nypoglycemia. other

advarsa avents _'__'_._'__'___,____-—-—-—'—'—'l
Disease duration reewly dagnonid Tongstanding
==== |
—_
Life expectancy lang shart
Important comerbeiditios saenl v (il v
Established vascular shiesd e | ikl e
complications

Rescurces, support system  readly avalathe vt

Disbedes Car, Diabeiniopia. 19 Agril 2012 [Fpub sheail3{ print]
{Adapted veill permivdm freem: Bl Beigi ¥, et ol inm Inirrn Med 2011;154-554)

Need for an early and intensive approach fo type 2
diabetes management

= At diagnosis of type 2 diabetes:
50% of patients already have complications’
up to 50% of J-cell function has
already been lost?

]

* Current management:
two-thirds of patients do not
achieve target HbA, >
majority require polypharmacy

tomeet glycemic goals over lime®

'UKPDS Group. Dinbefologia 1991; 34:877-890. *Holman RR. Dichetes Res Clin Prac 1998;
40 (Suppl.}521-525. *Saydch SH, ef ol. JAMA 2004; 291:335-342.

“Liebl A, et of. Dinbetologia 2002; 45:523-528. *Turner RC, ef ol. JAMA 1999; 281:2005-2012.
L

SUMMARY

Diabetes Management should be based on sound principles
targeting key pathologics

Intervention should earlier and aggressive

New therapies add to our armamentarium

Farly intervention has lasting impact

Remain informed about unpalatable side effects of even
trusted drugs

Pay equal attention io co-morbidities

Use fresh evidence to challenge dogma

Consider possible new targets for reducing macrovascular
risk

i
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“Medicine is not a trade to be learned, but a We need to treat the whole
profession to be entered” “The treatment of a elephant!!

disease may be entirely impersonal, the care of
a patient must be completely personal.” And the
comment that was abbreviated on the
bathroom wall, “For the secret of the care of
the patient is in caring for the patient.”

CURE VS CARE

~ ™

We Look forward to collaborate with you
for the benefit of the Indian people

CONTACT US

Phone No : +91 8151 232151
Mobile No : +91 9743453644
www.sisterdoctorsindia.org
Email : sisdocindia@gmail.com

N _/
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Keynote address
Dy, Balasubramanian,
President, IMA, Tamil Nadu

Felicitation
Rev. Fr. D. J. Sagaya Raj SDB
Rector, Citadel, Chennal

Felicitation
Rev. Fr. Tomi Thomas,
Director General, CHAT

Felicitation
Dr. Maya Mascarnehas,
S5TMCAA, Bangalore

Fresidential Address

Most Rev, George Antonysamy,
Arch Bishop of Chennai




Rev. Fr. Joe Mannath 5DB, Dr.T.K. Shaanthy Gunasingh MD. D&O.,
Addressing the Sister Doctors... Talking to the Sister Doctors...

Dr. P. Savitha Dr. Vijayalakshmi, MD
talking to the Participants... giving a lecture

Fresenting Memento
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Use of Foley's Catheter in the Management of post

partum hemorrhage

Casereport:

We had five cases of post partum hemorrhagein theyear 2014-2015April to March.
Out of these five patients 3 of them had complete placenta praevia. Patients were taken for
L SCS, intraoperatively they had profuse bleeding from the lower segment of the uteruswhere
the placenta was implanted. Two of them had atonic uterus. In all these cases medical
management protocol for PPH (Oxytocin, Ergometrin, prostaglandin F2 Alpha (prostadin)
was followed. B-lynch suturing and square suturing for the placental bed bleeding was
applied, therewasonly partial response and patient continued to have bleeding and atonicity.

For the patients who had placenta praevia and placental site bleeding, three 22F Foley's
catheters were inserted through vaginain to the lower segment. And for the patients who had
atonic uterus 22 F Foley's catheter introduced through vaginainto thefundusof the uterus.

All three balloons were inflated with 70 — 80 ml of distilled water and observed for
hemorrhage. Within 10 to 15 minutes there was no active bleeding. Then the uterine incision
sitewasclosed. Gentletractionwasapplied to obtain acontinual tamponade effect.

Thecatheterswerethen tied together and an examination glovewasused for the collection and
measurement of blood |oss. Thisalso hel psto prevent collectionintheuterinecavity. Catheters
were removed after 36 hours and there was no further bleeding. High antibiotic coverage was
given. In all these five cases we were able to control haemorrhage before the patient could
deteriorateinto hemodynamicinstability.

Discussion:

Post partum haemorrhage is one of thelife threatening event that one encounter in
everyday practice. In the mgjority of the cases relatively simple methods as this Foley's
catheter ball oon tamponade can be used to avert adisaster.

The intra uterine balloon is believed to act by exerting inward to outward pressure that is
greater than the systemic arterial pressureto prevent continual bleeding. Tamponade effect of
the catheter can be used in atonic aswell astraumatic causes of PPH. Early use of intrauterine
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It is easy to use, no special training required. It is cost effective, it can be a life saving
intervention especially in the low resources settings where blood transfusions and surgical
facilitiesmay or may not beavailable.

NEWS LETTER - 2015, 21" AGBM

Foley'scatheter balloonisway of limiting ongoing uterineblood | oss.

In few cases of endometritis is reported post natally. Hence it is necessary to have high
antibiotic coverage.

For those of uswho were presented for the AICOG 2015 at Chennai trade center werelucky to
listen to Dr. Sabaratnam Arulkumaran (Professor Emeritus of Obstetrics and Gynaecol ogy,
St George's University of London, UK.) on this topic. He suggested to use 24 F Foley's
catheter, so that it can be inflated with 80 to 120 ml of water which would exert a better
tamponade effect in preventing PPH.

In conclusion Foley's catheter alone or in combination with uterotonicsis an effective way of
managing PPH whichisoneof theleading causesof maternal mortality inIndia

Referenceisavailablein

BSOG,ASOG journals and Pub med.

Sr. Dr. Maria Vasantha Alphonse SCC,
L eonard Hospital,

Batlagundu, Dindigul,

Tamil Nadu.
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Hypertension

Dr. N. Vijayalaksmi M.D.,FCCP,

Definition

» |t is defined as the presence of Blood Blood Pressure:
Pressure elevation to a level that
places patients at increased risk for . .
target organ damage in several * Cardiac output x peripheral
vascular beds including the retina, vascular resistance
brain, heart and large arteries.

Aetiology: .
Recording of Blood pressure
Hconid e (1) Normal recording of BP using mercury
a) Systolic Due to increased cardiac output Sphygmomanometer — patient relaxed — sitting

and recorded. Using the sounds of korot kov. 1%
sound is appearance of the sounds - muffling of
there sound phase IV & disappearance is phase V.

(1) Due to left ventricular factors LV contractility - Heart Rate
(2) Fluid overload - { Minerals corticoids Sodium Loading

b) Diastolic: Increased peripheral vascular Resistance.

(2) Ambulatory BP recorded at home using electronic

a) Humoral - angiotenson & catecholamines devices.

b) Sympatheticnervous system. (3) Ideal and accurate recording of BP is recording
; central BP directly by tapping aortic pressure,
It happens as past of aging process — vessels become stiff & poor i ’ s .
compliance. Radial artery — Available in specialised centres only.
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Factors affecting the accuracy of BP Types of hypertension
measurement a) Pre-hypertension: A BP of 140/90 - recorded - you
a)Patient attending a meeting — commuting to have get cautions — start strict diet - life style
work. modification
. , b) Masked hypertension: Normal clinic BP<140/90 and
b)ingestion of alcohol, eating, telephone high home BP>135/85 - 8% of individuals
conversation. ¢} White — Coat hypertension: 5-6% of individuals have a
; ‘i ; tendency to record high BP in the clinic - fear on
¢)Watching television & doing desk work. S i Hackor — bk Woire rcoeing
d)Technique of recoding BP d) Hypertension : - Found normal
Supine = 5,tt|ng = position of arm in relation Definitely high BP = It can be only isolated systolic
to heart level. HT!\!anne or HTN.[both sy & chart)
. ) Labile HTN BP varying everyday

Hypertensive Urgencies
* |ncrease in BP, with DBP >120mmHg, occurs in 1% of

JNC VII Classification:- Hypertensive patients
Systolic Diastolic * Usually associated with progressive end organ
complications
* Normal <120mmHg <80mmHg * Include accelerated hypertension with SBP>210mmHg,
« Prehypertension 120-139mmHg  80-89mmHg DBP>130mmHg, presenting with headaches, blurred
vision, focal neurologic symptoms
* Stage 1HT 140-159mmHg  90-99mmHg
* Stage 2 HT >160mmHg >100mmHg — Malignant Hypertension requires presence of papilledema.
— Hypertensive emergencies require immedia control of BP to
prevent end organ damage like hypertensive
encephalopathy, intracranial haemorrhage, imstable angina
etc.,
Clinical Features: Clinical Features:

1. About 5.7% individuals are asympt. Routine

oy S g 6. Namely — CVA, acute Ml, nephropathy retinopath
BP recording in the clinic reveals high BP. ’ ' e Sl

- ESRD.
2 Main presenting complaint will be head - 7.lInd organ damage due to HTN — worsens due to
ache = constant with nausea — vomiting. associated co— morbid conditions. Like diabetes,
Vertigo — shortness of breath — PND :I);stliﬁjg:.‘mia, Hypothyroidism, obesity, smoking,

+  Some —times present with angina for the firsi

Hive 8. The importance of cont inued & medication to be

5 Most of the time patients present with thrust on every patient - rather than its side — effects.
complications ausing as a result of HTN.

n—
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Isolated Systolic Hypertension

1 SBP > 140mmHg with a normal DBP, oceurs
frequently in the elderly.

(1 Etiology:-

[). Primary or Essential Hypertension:-

1 a). Accounts for 85% of cases

01 b). 70% of them have positive family history
1), Secondary Hypertension:-

11 Due to Coarctation of aorta

| ® Renal causes: - glomerulonephritis, chromic

pyclonephritis, collagen vascular diseases, polycystic
kid.ncy disease, renal artery sternosis.

® Endocrine Causes: - Pheo chromocytoma, Cushing'’s
syndrome, Conn's & syndrome, hyperparathyroidism,
acromegaiy,

® Alcohol & drugslike:- OCP’s, steroids, NSAIDS, cox 2
inhibitors, carbenoxolone, sympathomimetics,
cydosporin, sibutramine, bromocr}'ptinc,

® Pre eclamptic toxaemia

® Obstructive sleep apnea

Risk factors:-

* - overweight, obesity

* =increased sodium intake

* = decreased physical activity
* - increased alcohol intake

Clinical features:-

* - transient headache, polyuria

* —left ventricular hypertrophy, heaving apical impulse
=left atrial hypertrophy, fourth heart sound

* A2 accelerated

* Svery short early diastolic murmur

* CVA (Stroke)

* Subarachnoid hge

* Hypertensive encepha

* Lopathy

+ Ophthalmic complications
* Renal

* Proteinuria

* Progressive renal failure

Complications
CNS cvs
* Transient ischaemic Coronary artery
* attacks disease

Left ventricular failure
Aortic aneurysm
Aortic dissection

Laboratory Investigations
Basic
® Hematoxit Secondary Studies
* Urianalysis ® Phaeochromocytoma
® Plagna glucose i
* S Potassin ® Plagrma
* 5 Creatinine ® calecholamine levels,
* Caldum
o Uricadd, = 24¢hurinaryVMA levels
= Fasting lipid Levels ® Cushing Syn— Plasma
* FCG
* ChestXray & cortisol levels,
* Ticha cardiography ® dexamethazone
Renalrtery s > capiopi
. cnhmnhmutb&em TPA ® supression test, 24hrs
ﬁwn-um'm Erogrm, ® urinary cortisol
# Others1SG, intravenous neogram,

Treatment

01 Non Pharmacologic Therapy: -

1 Lifestyle modifications:-

1 Reassurance

01 Control of obesity, cessation of smoking, reduction in
body weight,

11 DASH eating plan:- diet rich in fruits, vegetables,
potassium and low faf dairy products

1 Regular exercises, medication
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Indications
Treatment goals:-

Patient population Target blood pressure
1.Most patients <140/90mmHg
2.Patients with DM <130/80mmHg
3.Patients with CKD <130/80mmHg
4 Patients with LV

Dysfunction <120/80mmHg

* ALLHAT - Anti hypertensives & lipid lowering
treatment to prevent heart attack trial

JNC 8 recommendations

» Patient >60years, without diabetes or chronic
150/90mmHg kidney disease goal is

+ Patient 18-59years without co-morbidities & -
140/90mmHg

* Patient >60years with diabetes & Kidney disease goal is

* First line drugs —thiazide duretics, calcium channel
blockers angiotensin conve enzyme inhibitors.
Angiote3nsin receptor blockers

» Second or third line drugs ->higher doses or
combination of ACE inhibitors, ARB’s CCh, thiazide
duretics

Stage1 (SBP 140-159, DBP 90-99mmHg)

* Thiazide diuretics maintine can add ACE inhibitors,
Angiotension receptor blockers, calcium channel
blockers

Stage 2(SBP>160, DBP>120mmHg

* 2 drug combination({Use thiazide duretics with an
ACE inhibitor) Blockers ca channel blocker

JNC 8 recommendations
Other medications are later line alternatives
Patients of African descent without kidney disease -
Use calcium channel blockers and thiazides instead of
ACE inhibitors
Use of ACE inhibitors & Angiotensin receptor blockers is
recommended for all patients with kidney disease
ACE inhibitors & Angiotensin recpetor blockers should
not be used in the same patient simultaneously
Patient >75years + impaired kidney fundctioon = use
calcium thiazide type duretics instead of ACE inhibitors
& Angiotensin receptor blockers

Drugs used to treat Hypertension
* Diuretics:-
* Thiazide Diuretics
* Hydrochlorothiazide - 12.5-25mg OD
* Chlorthalidone 12.5-50mg OD

* Block sodium absorptionin the distal convoluted
tubule

* A/E:- weakness, muscle cramps, impotence, Also
hypokalemia, hypomagnesemia, hyperlipidemia,
hypercalcemia, hyperglycemia,

Loop Divretics:-
Furosemide—10.40mgBID
Turosemide-5-10 mg OD

Block sodium reabsorption in the thick ascending
loop of Henle.

Most effective in patients with Renal Insuffieciency

A/E:- hypomagnesemia, hypocalcemia,
hypokalemia, irreversible ototoxicity
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* K+ Sparing Diuretics

* Amiloride-2,5-10mg OD

¥ 50-150mg OD

* Theyare weak agents when used alone
* ALDOSTERONE Receptor Blockers

= Spirolonolaclone  25-100mg OD

* B-Blockers

* (Cardioselective nonselective

* (onlyB1) (B1&R2 action)

»  Metoprolol(25-100mgBID) peopanalol{10-
. A0mmHg)

* Theycan be used in Sympatholytic

= Patients with mild offact

= Airway obstruction Anti hypertensive
» (COPD,asthma), peripheral anti-anxiety

= Vascular disease 5/E:- gasteric

L] disturbances bradycardia,

= Eplerenone 25-100mg QD cardiac failure, bronchospasm
: ; -7 B.Blockers are useful in young hypertensives those with Ischaemic heart
* S/E:-hyperkalemia, gynecomastia, breast disease.
tenderness
= ACEinhibitors:-

Captopril - 25mg BID/TID

Ramipril 2.5mg OD

Enalapril 5mg OD

Perindropril

* 0D

They are very beneficial in patients with diabetes, congestive
cardiac failure, renovascular hypertension

* —acts as artenolar & veno dilator, diuretics aldosterone
release

-A/E:-dry cough, angio neurotic edema, hypertension

-»conteamdicated in patients with impaired renal function &
B/Lrenal artery stenosis.

= ANGIOTENSIN RECEPTOR BLOCKERS:-

* Losartan - 25-50mg BID

* Telmisartan - 20-80mg QD

* QOlmesartan - 20-40mg OD =

Calcium Channel Blockers:-

* Generally they are effective agents for HT, but
due to the increase in the number of ischaemic
cardiac events, they are not used in hypertension
management.

Only long acting agents are considered safe,
especially in patients with low renin levels,
bronchial asthma and peripheral vascular disease

* Verapamil - 40-120mg TID
* Nifedipine -30-90mg OD

*+ Diltiazem  -30-120mg TID
* Amlodipine -2.5-10mg OD
* Felodipine -2-5-20mg OD

Centrally Acting Adrenergic Agents:-

= Potent antihypertensive agent

* Also available as a transdermal patch
* Reserpine

* Guanethidine

* Guanadiel

* S/E:- sedation, nasal stiffness, postueal
hypotension, ejaculatory failure

* PARENTERAL ANTIHYPERTENSIVE AGENTS:-
* |ndicated for immediate reduction in BP,
* like preoperative hypertensive urgency

* Sodium Introprusside:-
* Reduces BP rapidly

* Therapy for long time can lead to renal
insufficiennt & accumulation of toxic
metabolitis (throcyanatis)

* Onset of action <5mins
* 0.1-0.3 mcg/kg/min

#
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| o | Labetalol:-
0 Nitroglycerin - 0.5-2mg / min * Used in hypertensive crisis / hypertensive emergencies
- - during pregnancy
5 Continuousiy'iniusion * Particularly beneficial during adrenergic excess Slike
i1 Given in patients where nitroprusside is contraindicated, clonidine withdrawal, pheochromocytoma)
like severe coronary insufficiency & advanced renal & * 20-80mg upto 300mg over 5-10mins
hepatic disease. + A/E hypotension, heart block, heart failure
11 Prefered agent for patients with moderate hypertensive in * Other Drugs:-
the setting of acute coronary ischaemia, or after bypass. » Esmolol - useful in aortic dissection

* Nicardipine — approved for post operative hypertension
* Fenoldopam - used in organ transplantation patients

* SPECIAL CONSIDERATIONS:-
* Treatment for Hypertensive Crisis:-
= Goalis to reduce the Mean arterial pressure or a

reduction of the DBP to 100-110mmhg over mins to * Follow Up:-

hours. * For patients with BP stabilised by mgmt follow
* Sodium nitroprusside, B adrenergic antagonistic up to be done three monthly

therapy— Esmolol IV given =1V labetalol * Measurement of BP & weight

* Reinforcement of non pharmacologic advise
* General health and drug side effects
Test urine for proteinuria

~ ™

We L ook forward to collaborate with you
for the benefit of the Indian people

CONTACT US

Phone No : +91 8151 232151
Mobile No : +91 9743453644
www.si sterdoctorsindia.org
Email : sisdocindia@gmail.com
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MANAGING OUR MISSION LIKE JESUS —

I. Two styles of Conventional Management:
» AlphaManagementstyle: Based on masculine and authoritative use of power.
> Betamanagementofstyle: Based on feminine cooperative use of power.

Omega Management: Effectively incorporates and enhances these two methods. Abel

Kabiru: Contents thatnever is the history anyone practiced this conceptthan Jesus Christ.

I1. Jesus’ Managerial Skills:
» Based onthree categories of strengths

s Self- Mastery

s Actions

¢ Good publicrelations

Which areimpeccable and can be used to train, motivate, those in managerial field?
» Jesustrained twelve human beings who influenced the whole world.

» He worked with the staff whoever totally human, In spite of their Illiteracy, fractious

feelings, momentary cowardice, accomplished the tasks he trained them to do.
» Heknows to satisfy His clients (people) and market His product.

» Self- Mastery: Jesus believed in Himself emanated self- confidence and millions of

people continue to place their trustin him and his product “Christianity”.
> HE called Himself- The “Way”... The “Life” ..... The “Shepherd”..... The “Light”....

» Hedid notcare whatotherssaid or thoughtaslongashe was doing the right thing.
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III. Jesus had tremendous Energy and knew how to use it Best:

» He refused to engage in meaningless endeavors that would sap His energy

unnecessarily.

» Aleader and Manager requires tremendous amount of energy and to know how to use

it.

IV. Willing to stand- alone at times:

» Jesusstoodalone and said “NO” sometimes.

o No- to ambitious young man who wanted to follow him.
° No- to temptations.
. No- to Himself not to run away from His Crucifixion and death.......... But to

drinkthe cup. John18:11

Sowhen aleader attracts followers, atany moment he should be ready to stand-alone.

V.Jesus was a VISIONARY LEADER:

Jesus embraced the concept of the globalization 2000 years ago. He spread the doctrine of his

religion to the whole world globally to the millions of people.

VI. Not to waste time on judging others, rather in creation and restoration:

John 5:451donotjudgeyou.......

Managers and leaders when they judge others they inhibit their own forward motion.

VII. Express Yourself:

Jesus expressed Himself; loud and often He gave clean message through His teaching.

VIIIL. Passionate Commitment:

» Nelson Mandela- Struck to his vision of redeeming South Africa and refused to

compromise his commitmentto freedom.

» JesusPassionately committed to saving mankind up to the extent of crucifixion.
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IX.Good Leader should be aware ofhis Resources:
Jesus constantly identified His Resources.
® Afishwithacointopay Tax.
® Loafofbreadtofeed 5000 people.
® Aleaders mosttrusted resourceis “‘Human Resources”
® Joe Girard- pictures “250” engraved on every person.
He says that each person knows other 250 people.
® Peoples skills, proposals, talents are very much valuable

to make use of.

X.Sense of Destiny:
Jesussaid—"“I know where I come from and I know where I am going”.
Thisisakey of management whichinspireseveryone.

Great L eadersinspiresotherstotheextent of inspiring themselves.

XI. Creating a Team:

o Ifyouintend to accomplish anything significant, the first step is to
create ateam.
° So, to execute good ideas, noble intentions, brilliant inventions and

miraculous discoveries need a team to act on them.

Jesus said “Follow me; I will make you fishers of men”. Even Jesus needed a team.

XII. Boldness:
This is lacking in many leaders.

» Jesus was bold enough - shouting at Pharisees, emptied the table in his Father's

House, and carried the cross.

» Francline D Roosevelt: Accredited with putting America back as its feet again. But
he when was warned by his staff- His plans are too costly, large and rough.... He said
even though they are not perfect but by God we have to-do something.
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XIII. Concept of “wows”: (with or without somebody else): It is a tool for those facing
ups and downs on leadership. Jesus was committed to healing, teaching and preaching

regardless of whether his disciples came along or not.

XIV. Setting Example:

When Jesus washed the feet of His disciples, He said “I am doing this to set an example
for you”.

XV. Public Relationship: (PR)

v Jesus® PR was the best and he was open to people and their ideas.
v He believed and treated them as equals.

v He educated and he set an example.

v He acknowledged them in public and private.

v

He saw people as God's gifts to him and saw them as his greatest
accomplishment and loved them to the end. So, Jesus was a true Omega leader
one who used force to accomplish his mission but never lost his compassion for
his people. Every one of us can awaken the Omega leader or Manager within us
by realizing that people are our greatest resources and passionately being

committed to a cause.

Sr. Dr. Alphonse Mary FIHM
Melaputhamangalam,
Thirunallar Road,

Karaikal, Tamil Nadu
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PCOS

Dr. T.K. Shaanthy Gunasingh,
HOD, Dept of OBG,

Kilpauk Medical College,
Chennai.

* Stein and Leventhal first described PCOS.

History

* Jt1s now recognized 1o be a very helerogenous condition with a
prevalence rate of around 6-8% world over.

* Insulin resistance later described by Burghen(1980).

What causes PC0QS???

i
{PCDS is emerging to be a largely lifestyle-related disease

which is seeinga rise in India, especially among young girls.

Increasing Obestty cod.
lackefexerse

g 3-10- 74

Improvement in
over the years

Diagnosis of

NIH (1990)

1. Oligo ovulation

2. Hyperandrogenism and / or hyperandrogenemia
(with exclusion of related disorders)

] LIASRM (Rotte 003

To include TWO OUT OF THREE of the following:

1. Oligo - or anovulation

2. Clinical and / or biochemical signs of hyperandrogenism
3. Polycystic ovarian (with exclusion of related disorders)

AES 2006 criteria (Androgen Excess Society)

To include all of the following :

1. Hyperandrogenism

2. Ovarian dysfunction ( Oligo/anovulation)
3. Polycystic ovaries

To exclude other causes
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Exclusion of related disorders would mean:
ruling out other causes of androgen excess

= Non classical adrenal hyperplasia (NCAR)
Latc onset value of 170HP<200ng/dl excludes diagnosis * Ovulatory dysfunction due to hypothyroidism
Level of L 7TOHP >800ng/dl confirms diagnosis
Between these two values do ACTH stimulation test

Take blood before & 1hr after giving syn ACTH 25mg IM.IV. In women * Hyperprolactinaemia, drug induced etc.
with NCAH 170HP >1500ng/dl

Rule out

* Adrenal tumours -Do adrenal CT + High levels DHEAS

* Cushing syndrome -Do overnight dexamethasone suppression test. Give
I mg of oral dexa at 1 1pm & measure morning S.cortisol at 8am. Value <18
pg /dl is Normal

* Ovarian Imlmlll: secreting Tumour S total Testosterone >200ng/dl
tle diag. Also do USG to diagnosis.

B I

Pitfalls Rotterdam Definition s Genetics of PCOS

|

1. Neglects role of Insulin Resistance

* PCOS is familial and various aspects of the
syndrome may be differentially inherited.

Any Genetic or Familial Basis ?

PCOS - Genetics

- Believed to be

? autosomal dominant, z &
? ?X-linked inheritance * FAMILY Clustering is
known :

Dysregulation of the P450c17 gene controlling
steroidogenesis,CYP11a is suspected Risk of PCOS

< Insulin receptor gene defect
< Follistatin gene defect

* 40% - if her sister is having
PCOS

« 20% - if her mother suffered 1__;‘\
from PCOS o
Studies in large families has suggested autosomal * N=5-10%
dominant inheritance with premature balding as T TS
the male phenotype 10 "
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Neo-hormones in PCOS

= Adiponectin produced in adipose tissue and has
anti atherogenic effect.

- Lower levels in PCOS
Resistin- antagonizes insulin action

-Higher levels in PCOS

> Proportion of adiponectin and resistin influence
cardio-metabolic risk in PCOS

Seow 2004 Hum Reprod

PATHOGENESIS

Abnormal Hormone feed back mechanisms

fLH  IFSH
tacydlic
/ \
Stimuiation of +Follicular maturation
m stroma & theca Chronic anovulation
Androgen excess
( tovarian androgen)

Low levels of FSH is due to _ve feed badk of chronically elevated estrone
from peripheral aromatisation & 1 levels of inhibin B from small follides.

L]

Obesity

!
Insulin

Hyperinswlinemic state (TInsulin)
{ y
+SHBG TIGF-1

|

T Free
testosterone

Blood tests for diag.of PCOS

* S.TSH

= S.prolactin

= 2hr OGTT

* Fasting lipid profile

* LH FSH ratio 3:1 instead of 1:1
* §. free Testosterone

* Endometrial sampling SOS

* USG Abdomen & Pelvis

* Follicular phase 17 OHP

* Overnight dexa suppression in women with hyper
corticolism

Diagnostic Criteria for PCOS
Ovarian Morphology
The eriteria to be fulfilled in the morphology of PCOS
12 or more follicles measuring

2-9mm in diameter seen in atleast one ovary
Increased ovarian volume > 10 ¢m 3,

®_ Healthy

7



®_ Healthy

Life
NEWS LETTER - 2015, 21" AGEM ) Style

Menstrual disturbances associated with PCOS

* Oligomenorrhoca is scen in 60-85% * HYPERANDROGENISM s the key feature of PCOS
. Secondar}r amenorrhoea_ denoles a severe roml 0[‘ pri ma ri IY due to excess production bv ova rieS &
the disease. lesser extent by adrenals

* DUB is another menstrual irregularity seen in
association with anovulation

* About 10-15% have regular menstrual cycle.

Hirsuitism Hirsuitism (65-75%of PCOS)

) Featurf:s of ant%rogen Hpeas I thefomy of Androgen excess on the modified Ferrimen and
excessive terminal hair of the male pattern,

Gallwey scoring (mFG)
* Excessive terminal hair of the male pattern

* 9body areas namely the upper lip, chin, chest,
upper back, lower back , upper abdomen, lower
abdomen , arms and legs

* Ascore of 0-4 is given (vellus — terminal)
* Score > 8 denotes hirsuitism

n

Hyperandrogenism

DHEA, DHEAS

: Testosterone
Androstenedione

( Principal
{ Weak androgens circulating
metabolizedinskin ) androgen)

Dihydrotestosterone ( DHT ) Potent
androgens
Dermal papilla

Vellus hair

Terminal medulated hair
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Anti-Androgen Therapy

Androgen
= ——X
Androgen Receptor

To demonstrate the presence of hyper LBy
androgenemia the free Testosterone is the best
marker l
Testosterone
Dihydrotestosterane
Treatment of hirsuitism Insulin resistance

* 30 g Ethinyl oestradiol with 3mg drosperinone * PCOS have insulin resistance50-75%
* Ethinyl oestradiol with cyproterone acetate 2mg * Also notice that 25-50% don’t have insulin resist

* Spironolactone 50-100mg twice a day
* Flutamide (62.5mg/daily)

. i o,
* Finasteride 5mg reduces 5o reductase activity ipitred geaee tolerpnes J37e

= Type II diabetes 10%.

* Insulinresistance and hyperinsulinaemiaare
the primary factors that are the cause and not
the result of hyperandrogenism

Normally insulin binding to its receptors induces a
conformational change resulting in tyrosin phosphorylation of
the receptor and protein substrates for glucose regulation and
metabolism. But here there is serine phosphorylation which
inhibits insulin signaling

i3 »n
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Hyperinsulinemia & Hyperandrogenemia ] ] . ]
Hyperinsulinemia and hyperandrogenemia

ik s ek Bt |
oo
Hyperinsulinemia LT There is an association between hyperinsulinemia and
T - hyperandrogenism which dates back to the bearded
- diabetic woman by Archard & Thiers in 1921.
Adrenal | 'Stroma || Follicle |

e The combination of hyperandrogenism (HA) insulin
resistance (IR) and acanthosis nigricans (AN) have
been termed the “HAIR- AN” syndrome

PCOS: Acne, hirsutism,

hyperandrogenism infertility ]’mlmfn u

Therefore administration of insulin lowering drugs
have been shown to improve insulin sensitivity,
reduce androgen levels and restore ovulation.

Insulin resistance often associated with acanthosis
nigricans which is clinically seen as a grey brown
velvetish discolouration of the skin usually seen at

the nape of the neck, axilla, under the breasts and . L . .
nap Evidence suggests that insulin resistance is the

link between PCOS and the metabolic syndrome
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Diagnosis of insulin resistance 2hr OGTT
* Hyperinsulinaemic euglycemic clamp Interpretation  Zhrglucose  Zhrinsuln
* Fasting serum insulin conc.>20-30uU/ml suggests Normal <140
insulin resistance 16T 140-199
* Fasting glucose insulin ratio <4.5 oM =290
* HOMA-IR (homeostatic model assessment of insulin el oo >100-150pU/ml
resistance) used in large epidemiological studies R e e 3150-300pU/ml
* QUICKI —guantitative insulin sensitivity check index Severe IR wmmeammemrassarnaes weeee 3300pLU/ml
value >0.33 indicates insulin resist. ==
* Standard OGTT 2hr
Metformin , —_ ;
biguanide derivative Thiazolidinediones
decreases hepatic glucose production
Improves peripheral utilisation of glucose . o , ; i
More lipid friendly * Rosiglitazone 4mg daily( improves insulin sensitivity)
Dose L . .
500-2000mg. Slowly increase dose * Pioglitazone 30mg daily(Twt gain category C)
Eﬁﬁ}’ﬁns * Troglitazone not usgd due to hepatic tolx_icityl‘
Khelnetii) HGHEA * Acts on muscle & liver to T glucose utilisation and ¢
glucose production
metallic taste
Lactic acidosis

Obesity in PCOS

* Anormal waist; hip ratio of < 0.85. (pear shaped
obesity )

* But in the obesity of PCOS, the fat distribution is
more central as evidenced by a high waist :hip
ratio( apple obesity )

? “Apple” vs. "Pear” @

= Visceral fat is metabolically more active than
subcutaneous fat.

8L



®_ Healthy
) Life
st
NEWS LETTER - 2015, 21% AGEM Suyle
Treatment for obesity Bariatric Surgery
« Orlistat * Limited experience in children and
+ Bariatric Surgery adolescents
* Roux-en-Y gastric bypass (RYGB) is performed
now
* Obese PCOS _ Lean PCOS Clinical Presentation of Women with PCOS
LessLH T More LHT
Insulin level high Insulin not so high Adole.scent Reproductive Menopausal
but intrinsic insulin . Period Period
resistance. o
Menstrual irregularity DUB »Mcnstrua_l » Infertility » Metabolic Syn.
o [rregularity : :
Hirsuitism b Cosmetic » Early pregnancy loss »Ca Endometrium
Infertility Less here » PIH,GDM
Glucose intolerance Acne
Obesity Hirsuitism
Hair Loss
; Obesity
PCOS in Young Girls Management of PCOS
Treatment strategics include:
* Weight loss and exercise
* Healthy approach to eating { b D let ContrOI
* COC or progestin to v testosterone levels and
regulate the menstrual cycle ” i :‘? ; ExerClse
* Insulin-sensitizing agents '
* Antiandrogens . .
| o { Medicines
* Topical treatment for acne and excess facial hair : .

82



& Healthy
) Life
NEWS LETTER - 2015, 21" AGEM Style
‘iﬂj Diet Control | ;f:;f?.,zj& /% ‘E‘ Diet Control
'/ Foods Recommended | % Foods Restricted e "

w Diet rich in Proteins and = Diet rich in carbohydrates, like rice
Vitamin potato
= Eggwhites = Yolkof the egg
= Fishes like pomfrets, salmon = Shell fishes- prawns, crabs, lobsters:
= Lean parts of chicken. = Organ meats like kidney, liver, brain
ete.

= Red meat like mutton, pork,beefetc.

| EatPlenty-

de” | Cereals,Pulses &
1t/ Millets

l@ E Xe rci S e The metabolic syndromc in PCOS paticnts
Modified NCEP - ATP III , 2005
How much exercise should I do? Three or more of the following is required for the

diagnosis of Metabolic Syndrome

%150 minutes per week, ideally 30 minutes per day is
recommended for PCOS women.

#*Walking swimming and weight lifting will be of greatest * Central obesity : waist circum > 88cm (35 in) females
benefit.
* Elevated triglycerides > 150mg / dL.
Walking Swimming Weight lifting * Reduced HDL < 50mg /dL
FT-‘.‘-l T
p\-“- S '|_

* Hypertension : BP> 135/ 85mm Hg
ﬁ ‘— * Llevated fasting plasma glucose > 100mg /dL

Treatment options to prevent metabolic
syndrome

1]

+ Life style modification

« A diet low in saturated fat, high in fibre and low glycemic Weight reduction; A modest weight reduction of
index 5-10% lead to restoration of menstruation &
ovulation .

* The addition of insulin sensitisers have helped in reducing
the morbidity associated with the metabolic syndrome.

5 a
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COMBINED ORAL CONTRACEPTIVE
PILLS

Oral contraceptives : - with cyproterone acetate or

drosperinone is a good combination in regularising

menstruation in patients with irregular menstrual AR

periods

B R ettt L )
: o e 4

Y A

Progesterone therapy Infel‘ﬁlity
* Progesterone 10mg MPA for 10 days every 2 months * Clomiphene citrate is the first drug of choice in PCOS.
helps to prevent endometrial proliferation and
protects from future endometrial Cancer. * This could be followed by LOD
Laparoscopic ovarian drillin
ekl B LAPAROSCOPIC OVARIAN DRILLING

= Drawbacks 1. Adhesion formation 30-40%
2.Premature ovarian failure

Advantages
1.Avoids OHSS

2. Single treatment
Four punctures per ovary at 40 W for 4 sec/per 3.No increase in multiple pregnancies

puncture scems to be optimum 4A : ;
: : i .As effective as gonadotropin treatment
2/34 ovulate with LOD & 50% conceive within 1st yr. veass op!
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* Duration of infertility is the most important
independent predictor of ovulation after LOD,
followed by FAI then BMI

Conclusions of The
Thessaloniki
ESHRE/ ASRM-
Sponsored PCOS Consensus
Workshop Group -2007

* Before any intervention is initiated, preconception
counselling should be provided

* Emphasis on:

» Diet — Hypocaloric diet

» Exercise - long term, aim to reduce 5-10% body wt
> Avoiding Alcohol & smoking

* Metformin use in PCOS should be restricted to
women with glucose intolerance. Based on
recent data available in the literature, the
routine use of this drug in ovulation nduction

1s recommended.

&3

* Insufficient evidence is currently available to
recommend the clinical use of aromatase

inhibitors for routine ovulation induction.

* The recommended first-line treatment for Ol is CC.

* Recommended second-line in CC resistance is LOS/
gonadotropins with or without IUL

* Recommended third-line treatment is IVF, because
this treatment 1s effective in women with PCOS
undergoing I'VF. Single ET reduces chances of
multiple pregnancy.

* [VM(In vitro Maturation) is now being tried in a
big way.

CONCLUSION

= PCOS is a heterogenous endocrine
disordergeneticaly determined, and
environmentally modified.

* From adolesence to post menopause
= Effects vary with each period of life
* Longterm consequences

* Life style modification,metformin, periodic
bleed help
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They shall bring forth fruits !

, Fortheworld TB day programme, we selected avillage about 14 kms
from our hospital. our staff contacted the president of the village, the
headmaster of the school, the Parish-priest and other influential
people of the village, well in advance. Locally we mobilized B. Sc
Nursing college students and Multi-purpose health workers training
centrestudents.

On 29" March evening we started arally from the neighbouring village to the place where we were
conducting the cultural programme. Rally was inaugurated by Mr. Bala Subramaninan, the
coordinator of CBCI CARD, Tamilnadu. The students were carrying the awareness placards and
shoutingthesloganslike® Stop T.B”, “Reachthe3Millions’, “ Treat and cureeveryone”.

We also had exhibition depicting the signs and symptoms, diagnosis and treatment of Tuberculosis.
How to prevent MDR — T.B and nutritional part of it was also depicted. After the people saw the
exhibition stalls, we conducted quiz programme for the children and the youth. We al so distributed
small giftsto encouragethem.

d ; The cultural program was presided over by the District T.B
— = wemm. Officer. All about T.B was well presented through the Indian
‘“’d e -/ L § Cultural means like Parai, Kollattam, Villupaattu, and an
834 A action-song by the students dressed like soldierswarning the
people about the side effects of late and irregular treatment of
T.B. Every one enjoyed the programme and definitely the
M essage was driven hometo them. The president of thevillage
congratulated everyone who participated in the programme and thanked us for choosing their
village. He also promised that they would strive to create a T.B free village since they know
everything about T.B now. The DTO in her presidential talk summarized once again everything
about T.B so that the message wasreinforced. Sister Dr. Conrad brought out the theme of thisyear
"Search, Treat and cureeveryone”. Finally wedistributed sprout for everyonewho participatedinthe
programmeand told themto prepareand givetheir children thisnutritivefood.

We sat back contented because we enquired with the people and found out that they understood the
signs and symptoms and the urgency of diagnosing and starting the treatment earlier. So we were
happy with thethought —They shall bring forth fruits!'

]

Sr. Dr. Conrad Mary,
Holy Family Hansenuriur,
FatimaNagar,

Trichy
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Lighter moments

Jokes

Side effects of alcohol.... and remedies!!!

Symptom: Cold and humid feet.

Cause- Glassisbeing held at incorrect angle (You are pouring the Drink onyour feet).
Cure: Adjust glassuntil openendisfacing upward.

Symptom: Thewall facingyouisfull of lights.

Cause: You'relying onthefloor.

Cure: Positionyour body at a90-degreeangletothefloor.

Symptom: Thefloor looksblurry.

Cause: You'relooking through anempty glass.

Cure: Quickly refill your glass!

Symptom: Thefloorismoving.

Cause: You'rebeing dragged away.

Cure: Atleast ask wherethey'retaking you!

Symptom: You hear echoesevery time someone speaks.

Cause: You haveyour empty glassonyour ear andtryingtodrink fromit.

Cure: Stop making afool of yourself, refill your glassand placeit onyour mouth.
Symptom: Your dad and all your brothersarelooking funny.

Cause: You'reinthewrong house.

Cure-Askif they can point youto your house.

Symptom: The room is shaking alot, everyoneis dressed in white and the music is very loud and
repetitive.

Cause: You'rein an ambulance.

Cure- Don't move. Let the professionalsdotheir job!!!!
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Aguy askedagirl inalibrary; “Doyoumindif | sit besideyou”?

The girl answered with a loud voice; "I DON'T WANT TO SPEND THE NIGHT WITH
Youuu!”,

All the studentsin the library started staring at the guy and he was embarrassed. After a couple of
minutes, the girl walked quietly to the guy'stable and shetold him “| study psychology and | know
what amanisthinking, | guessyoufelt embarrassedright?’

The guy responded with aloud voice: "$200 JUST FOR ONE NIGHT!!!?THAT'STOO MUCH!!!"
...and all the people in the library looked at the girl in shock and the guy whispered in her ears; “|
study Law and | know how to make someonefeel guilty”

Life of a Medical Student
1st day of college- mania
Hostel food- dysphagia
Lecturehall- ptosis
Cultural- nystagmus
Seminars- pal pitations
CATs migraine

Study hall- insomnia
Examhall-amnesia

Viva aphasia

Day beforeuniversity exam - depression

Results—coma

Sr.Dr.AnnieJMJ
AndhraPradesh.
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Thyroid disorders

Dr. Bhuma Srinivasan
(AB) Endocrinology,
Metabolism and Nutrition

Thyroi d Disorders Follicles: the Functional Units of the Thyroid Gland

Section of thyroid gland

Hypo
Thyroidism

) ‘;;"C-plnln ol
Children Subgtinical B g
Metabolism Thyroid Disease Spectrum
Thyroxine Metabolism o ——
TSH>40 plUimL, Free T, Low
Mild Thyroid Failure
S » Tl P e
“"‘@ e "@" B o TSH 0440 pllimL, Free T,Normal
T \ Ty
’f TSH <0.4 il Free: T,1T, Normal or Elevated
[ 1 w2 ' 4 Wz T 5 >N
""_@ _"_I =R m—@—o—@— EREEHS o TSH, plUimL
4 \\‘ O it Braveman LE.etal Wemer & logbar's The Thyvoia. A Fundamencaland Clincaf Tert 8 4. 2000,
12 ‘A . CanarisGJ etal Arch krem Med, 2000, 160:55-54.
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Thyroid physiology

Patbmays o thyrd bormame evrlabdins

s

— Hypothalamus ¢
TRH STIMULATION @ :
¥ l

Pituitary

\=s=/« Normal physiolo o
e [ PRYSIOIogY Thyroid disorders
| inPregnancy
[@*‘&\ o= ] - * Hypothyroidism
+. i‘l'ln
1 - C | ———|
OJ ! * Hyperthyroidism
% "e l:n%‘
dn * Thyroid nodule
'I'£I — e TG ——+ | Fmetomonss —
]
[ =T ' * Thyroid cancer
Lo | w5
Developing Autoimmune Thyroid Dysfunction
Epidemiology

Hy peechoic
Ultrasonnd Paltern

* In community surveys,

Activation of POAL . .
Autoimmune el * Prevalence of overt hypothyroidism varies from 0.1to 2 percent
Process

* Prevalence of subclinical hypothyroidismis higher - 4to 10 percent of

TSH eleration =
mild {subelinical)

Environmental hypothyroidism adults
Faclors ) )
7 pr':,..'.’; N * Higher frequency in elderly women

high TSH+law FT4
= overt
hypothyroidicm

+ Age-related shift towards higher TSH concentrations in older patients

* Hypothyroidism is five to eight times more common in women than
men

(zenetic

Predisposition

& years/decades i
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Casel Case 2

* 60 year old female presents with tiredness, weight gain, constipation

andinability to do her usual work like before. She has some joint pains * 32 year old female attempting to conceive, has had 2

miscarriages in the past. She feels uncomfortable when

and muscle aches at times,
the A/C is on at work, also has intermittent constipation.
* TSHis 22 and Free T4 s 0.65 (0.8~ 2.0) '
» She is 75 kg, dryness of the skin is present. On exam,
* Diagnosis-?

has a mild diffuse goitre.
* Primary Hypothyroidism

* Reasons for suspecting hypothyroidism?

Case3 Case 4
* 45 year old female with history of inability to lose weight, feeling tired " 3byear old young male, IT prqfessionalcomes with excessive weight
and excessive hair loss. She has noticed her periods to be irregular gain recently. Has been workinglong hours and thinks has been
andheavy lately. Her auntand sister have thyroid problem. Sheis sleeping more than usual due to tiredness. He has carpal tunnel
currently on cholesterol medicine only. syndrome, Overall feels less energy, has some joint pains and

depressed about not feeling normal at all, His BP - 150/100.

* How to approach this patient?

* Lookfor signs- Goitre, vitiligo, alopecia What tests would you get

* |nvestigations? TFT's, Complete hemogram * TR, FBS, Lipid profle

case 5 Major symptoms and signs of hypothyroidism

Mechanism Symptoms |

Slawing of matabolic
rocesses

+ 52 year old female with history of hypothyroidism for 1 year treated
with thyroxine but now stopped meds for 4 months.

* Now she has increasing tiredness, loss of apetite and has lost 5 kg,
Menopause 3 years ago.

Accumulation of matrix | Dry skin

* Her physician checked TFT’s. TSH 4.2, Free T4.0.3(low).

* Diagnosis~ Hypothyroidism?
+ Any other tests?
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Signs and symptoms of
. Hypothyroidlsm
Many faces of hypothyroidism Poyshological ———_ B
- Poor memory and = .,[, - Faligue
concentration 2 ! - Fealing cold
- Poor hearing — _ :::? :Lg:::em
<5 /r | ___Hairloss
Pharynx = )
- Hoarseness ad — Lungs
F X - Sortness of breath
Heart — = - Pieural effusion
- Slow pulse rale
- Pericardial effusion | S
/ - Paresthesia
i - - Myxedema
- Delayed reflex
Intestines
relaxation - Constipation
) - Ascites
Exiremities —— ©
- Coldness A\ Reproductive
- Carpal tunnel \{ / 3yztam
syndrome - Menorrhagia

Major causes of hypothyroidism
Many Patients With Hypothyroidism Report No Symptoms [ ———

Fatrogenc
Thyrodecomy

arhoicsdeat therBgy oF etareal o+ WHNON
lodine defioency or excess

Wi d Fail Eriags - 1 us, |ian, ,
" Thyvoad Falure 2. perchiorate, tywosine kinass mhiiEnrs

Enfitratea dseases - fibrous thyroidits, hemochromatosis,
sarcoidosis

Transment hypothyrsidism

Spirlnes {slent. lymhorytic) thyeaditis

Subscue gramuismatees thyrsditie

>35%
>25%
PetEartum thor i
i Bubtsesl thyroigeczanm, 3
" Falzwng ridissding tharasy for Graves' hyperhyrsdasn
IR S il W s sovan o Sy il it s sl
paberds
0 1 2 3 4

Congantal thyroid agenens, dysgeness, or dafects i homona
syrithess

Participants, %
g2 ¥ 5 =B

Central hypothyroidism
Number of Symploms S

TSH daficiancy
THH defiiercy

thyroid b

a
Canaris GJ, et al. Arch inferm Medl. 2000:160:525-534,
Ladenson PW, et al. Arch lnferm Med. 2006;160-1572.4575.

et ibainm 1o tarst Prae Dy By ruschiares

r—

Vague
Multiple | symptoms.

symptoms e —
Mild anemia
period
Carpal
Tunnel

Syndrome
] " —_—
Altered lipid profile Elevated CPK
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Indications to check thyroid
* Symptoms - hypothyroidism
* Goitre
* Infertility
* Pregnancy
* postpartum
* Hypercholesterolemia
+ Thyroid surgery or treatment
+ Children if symptoms or signs

tests

Investigations

* TSH

* Total T4

* Total T3

* FreeT4

* FreeT3

+ TPO antibodies

Deweloping

Developing
Hyperthyroid ism

Ll —_—
Hypothyroidism

Patterns of thyroid function tests during assessmant
assossmont of thyrokd function

Berum

Mid | “yew F’:;':‘""; 5o Assessment
R ) i e T T T
ot [l |-l [ —
/-'TSH FT3 Poamal Harmal o Normaior | Suthwrid
e —a -
Normalized - vk
Reference - e
Ranges
\ \ t i = S e
; F13 \ ol |l
FT4 L _ L
- TSH mg:;;n'g:h hrpothvwoidkesm, serum TSH may be low, normsl o
T I I I I I I I I I ] ]
Months [ Years CASEN s
H\yp OthVI'Oi dl sm Primary hypothyroidism
- + Overt Hypothyroidism
Free T4 TSH i
: e 1 . High TSHand low Free T4
FreeTd Low I Free T4 Mormal I Froe TA Low | Free Td High I Free TANI
""';"" - T"l“"' - “;"’" '“'I"‘" ";"‘ * Subclinical hypothyroidism
primaryliypo ublniclliypo sty || e | ety High serum TSH, normal serum free T4
s i Central hypothyroidism
+ .m n
Aidies » Serum free T4 value is low-normal or low
i , Papeheillness |
. Ty Pregrancy i Serum TSH may be frankly low
Infertility i s
symptomatc m Inappropriately normal
Dyslipidemia R .
2 Slightly high (5 to 10 mU/L)
« Singer PA, et al. MMA, 1995173308812, ]
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|s TSH testing enough? TPO Antibodies
* TSH is the most sensitive test for detecting primary hypothyroidismin
ambulatory patients * Serum concentrations of thyroid peroxidase autoantibodies are
elevated in more than 90 percent of patients
* Testingmay pose difficulties in hospitalized patients * Routine measurement not needed

* In patients with goiter, especially in the absence of hypothyroidism, to
identify immunologically mediated goiter

s Usefulto predict the likelihood of progression to permanent overt
hypothyroidism in patients with subclinical hypothyroidism

* Painless (silent) thyroiditis or postpartum thyroiditis

Hypothyroidism Primary Hypothyroidism Treatment Algorithm
Initial Leswothyraxine Dose
* TSH 1 Gmeyday
J&BW&ERS
* Free T4 | TSH >4 glUimL |-—f Repeat TSH Test l—-| TSH <0.5 gl
|
TSHO.5- 20 pluiml.
* TPO antibodies Symploms Resohed
] v
- oo ][
Levatymyine i
* Ultrasound? Duse by Dose by
12510 25 wo'd Measure TSH al 6 Months, Then 12510 25 po'd
Annually ar S P L i TR ST
W Sk A - T
u | Vg s, Ml T, WD
Thyroxine Treatment Overreplacement
* Empty stomach + Qverreplacement with T4 should be discouraged
* Food interference Subclinical hyperthyraidism or overt
hyperthyroidism

+ Other medications

e + Atrialfibrillation three times more often in older patients with serum TSH

concentrations <0.1mU/L

* Compliance

P * In postmenopausal women - accelerated bone loss
* Close monitoring needed + The risks associated with overreplacement of thyroid hormone are greatest
* Children, Pregnant women i in those with the most suppressed TSH concentrations .
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Special situations
Do you need to treat subclinical
* Pregnancy hypothyroidism

» 3-8 9% of individuals have subclinical thyroid disease

; - .
Infemlrty « Most common cause is autoimmune thyroid disease
* 4.3 % progress to hypothyroidism is anti TPO
i antibody present
s Children £ 1. TSH > 10 mu/ml

2, Anti TPO positive

3. Goiter present

4. Menstrual irregularities/ infertility
5

6.

7

+ Therapy indicated If

* Cardiac patients . Childhood

Bipolar disease/ depression
. Increasing TSH

* Postmenopausal women

Case b

» 26 year old female now 6 weeks pregnant comes with thyroid test
reports, TSH 0,1, FT4 1,09, She has some nausea but no other
symptoms. There is no family history of thyroid disease.

* Onexam, she has very mild goiter. HR - 80/min reg, BP 110/80.

* Diagnosis? » owm oW w4
Weeks of gestation
Changss in serurm concestratiors of thyront function studies and WG acooding el age, The shadind et the pormel rangs of thyroid
* HCG effect, mh;mwm. iy sinudaing oo or o T4 i e nomgoeqant womasTOG, neid b, shils; T4, dhyuse 51, ok
sl
] "
hCG vs TSH during Gestation EFFECTS OF PREGNANCY ON THYROID PHYSIOLOGY
hCG vs. TSH Changes during Gestation
Physiologic Change Thyroid-Related Consequences
hi'
11 Serum thyroxine-binding globufin 4 Total T, and T, 1 T, production
4 Plasma volume 47, and T, pool size; 4 T, production; 4 cardiac
output
D3 expressionin placenta and [?) uterus 4T, production
First trimester 4 in hCG 4 Free T, J basal thyrotropin; 1+ T, production
4 Renal | dearance 4 lodine requirements
b A Adk A 47, production; fetal T, synthesis during second and third
Trimestert  Ind. Trimester 3rd. Trimester il 1 Oxygenconsumptionby eoplacentalunt, grovk uenss, 4} Basalmetabolic rate; 1 cardi output
and mother L
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* Elevated serum TSH concentration: 2.5% of pregnancies
* Iniodine-sufficient environment

~Hashimoto’s thyroiditis

—Prior radioactive iodine treatment

~Surgical ablation of Graves’ disease

~Less common causes: overtreatment of hyperthyroidism

with thionamides, transient hypothyroidism owing to
HYPOTHYROIDISM IN PREGNANCY postpartum thyroiditis, medications that alter the
absorption or metabolism of levothyroxine, and
pituitary/hypothalamic disease)

Clinical / Subclinical Hypothyroidism Hypothyroidism - Mother & Fetus

+ Serum TSH level > 3.0 miU/)

+ Subclrica ypotyodiin > elevated TSH vith noral T4, T3 » Some of the same problems caused by hyperthyroidism can occur with

hypothyroidism.
Clinical Subclinical * Uncontrolled hypothyroidism during pregnancy can lead to
Hypothyroidism Hypothyroidism — Preeclampsia
] ) — Anemia—too few red blood cells in the body, which prevents the body from
TSH High (>10} High (>3- <10) getting enough oxygen
- Miscarriage
FreeT4 Low Normal — Lowbirth weight
— Stillbirth
FreeT3 Normal or low Normal — Congestive heart failure, rarely
Screening for Thyroid Dysfunction during
Laboratory Workup Pregnancy
- T 1. Women with a history of hyperthyrod o
Drertinpaihpiiisn: hvpothyroid discase, PT'T, or :. IJ Iohectomy
s}‘mpwmﬂﬂc pﬂtwﬂt _ :\::-um-'. \|'|r:1 a family history of thyroud disease
elevated TSH level [ Swpect Tyrad D 4 '\\I:::: :: ::I: Illnm.Ir antibodies {when known)
Iow levels of FT, and FT, LEgpt & S
+ Sublinical bypothyroidism: ' o skl el
e Nopmal | i | hyponatremi
asymptomatic patient e 6, Women with type | disbetes
elevated TSH u..ms;.\m 1 u-...:ma..u ::,L,_, “.:_:.I,I,:I,III.':,,,I.I,!:I,r,:lmr;,_Th.\,l|[,h.l:.r|\_i hav
normal Ff,, and Fr.i —  Hizh Ln.l:.*. screening with TSH as part of their mbeniiy
fpothy work-up
9 '\\'-llu.-:l' with previews therapeatic head or neck
irmaciation.
10 Women with a history of miscarriage or pretem
delivery, USPSTF pecommendation level i B,
evadence is fair (GRADE 1) #8010 )
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Management of
Thyroid Dysfunction during
Pregnancy and Postpartum:
An Endocrine Society Clinical Practice Guideline

Al
RIMOLOGY

CLe
ENDC
& METABOLSM

RECOMMENDATIONS
Hypothyroidism and Pregnancy:

Maternal and Fetal Aspects

104, H et bvpathymidism s dispnosed duing
peegnancy, thyroid function tests {TFTs) should be
nomnalized as mpielly as possible. Tharcwme disige
should e riemsted 10 eapidy reach anid therestter
maintsin serm TSH concentrations of les than
25 il in the fint timester for 3 yUhml in the

Therekone mmnul hypathy

avotdedy USPSTF secommendation level s A3
evidence 1o fuer (GRADE || 853H0 ). Targetid
e finding i eccommended at the Bt peenatsl

visit o a1 disgno

of pregnancy (s Sectiom 8
Screenmg for doyroid dhfuncrion durmg pregrancy
LUSPSTF tecomm

fuir (GRADE 2| fHCX

o bevel s B evidence i second and third trimester) or to trimesterpecific
), nomnal TSH TANZCS. Thyroid fenction tests shiruld
112 T hyporbpeoidsm bas been dugassed befire] (b remeasured within 3040 dags. (USPSTF
poegancr, we fecomimend alpuntment of 'I“l Recommendation level: A, Bvidence-god) (GRADE
|r|u. evption, thimosioe dose b reich 8 TSH bl | t

|t |||L|-.| than 13

|.L|\AJ[I| 000 )

e )

pllimb price 1 peemancy: |

F Recommuvdation level: 1, Evidescepore ], |

‘u 12 The T, do sl e e |

h #4 wk poaion und ey vequire o k‘uu
|

uuu\r!nlluag SPSTF recommendance level 1)

Agevvdence s ood (GRADE | 650 |

(116, Subelinkal Iypohyroidism {serum TsH|

concentration abeve the uppet limir of the nference
1.1.5. Women with thyrwd autoimmunity who are g M_'“ normal fee Tl s been shom 0
awsoniated with an adverse outeome for both the
mother and offspeing. Ty tmeatment has been shown

B dmprove obstetrical outeome but has ot been

cuthyroid in the carly stages of pregnancy are at risk
of developing hypothyroidsm and should ke
imanitared for elevation of TSH above the nomal
range. (USPSTF Recommendation lewel: A,
Evidence-pood) (GRADE 11 B30 )

proved to modiy kngtem: neurolegtaal deelap
ment in the offpring, However, gven that the

pﬂ!cl;[iﬂ beneits uu[l.L'l'.gJ! the ;\ll’i'nl.'ul ks, the
pantd recommends Ty epbicement in women with
subslinical hypothyroidism, Foe obsseerical curcome,
USISTF recomaendation level is B evidence is fair
(GRADE 11 400
USTSTF recommendation lovel is [; evidence &
poat

), For neumloeical cuscome,

1.1.7. After delivery, most hypothyraid women rieed

CEXX)

a decrease in the thyrovine dosage they received |
during pregnancy, (USPSTF Recommendation level: |
A, Evidence-good) (GRADE | | HepE& )

Pregnancy Hypothyroidism

* The goal of treatment

+ Maintain the mother's serum TSH in the trimester-specific reference range
* 0.1t0 25 mU/L - First Trimester

* 0.2to 3mU/L-Second Trimester

+ 0.3to3mU/L- Third trimester

Women with preexisting hypothyroidism who become pregnant need
more T4 during pregnancy

Dose requirements may increase by as much as 50 percent during
pregnancy, and the increase occurs as early as the fifth week of gestation

Postpartum Thyroiditis

OAffects 3-10% % of women
OPainless thyroiditis

Olinitial hyper phase 1-3 months followed by euthyroid ,
then hypo.

OHypothyroidism permanent in 30% of women
[Tends to recur in 25% of subsequent pregnancies

[OPost partum depression may be a feature of
postpartum thyroiditis.

Postpartum thyroiditis
Clinical course

Persistent Ihyrelaxicosls:
Postpartum
L Graves'
disease
High RAIU
(T ryrotoxicosts {
k] Low RAL
E - Fostpartum
g MDestruciine thy €
F IV Transient bypothyroidism of
Autoimmune
thyroidiis
¥ ocivery * (VPermanent hyp
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Normal Thyroid Scan lodide Uptake Requires TSH

[m;,,,.. [ = ) (== | =

Thyroid Scan in Graves' Disease

Management of Thyrotoxicosis Management of thyrotoxicosis

» Graves’: RAl or MMI or Surgery * Which Thionamide? MMI safer, quicker, less effect on RAI Rx
* Thyroiditis: Observe, NSAIDS, Beta blockers, * How long? 18-24 months
Steroids

) * Howto predict remission? Smaller goiters, women,
* Toxic nodule: RAl or MMI or surgery

\ * How much? 15-30 mg/day, gradually decrease
» Toxic MNG: RAI or MMI or surgery = efcay gradialy
 Pit tumor: Surgery / radiation/Octreotide * Watch/warnfor agranulocytosis.
» Subclinical: Observe or Treat * Noevidence for recommending Block replacement therapy
Pregnancy Thyrotoxicosis

OHyperthyroidism: Pregnancy has
calming effect. PTU is preferred. Keep Surgery MMIPTU RAI
mom mildly hyper. Antithyroid drugs

cross the placenta, lodine is absolutely | | |
Seconi trmester of Preparation for RAI Alts

contraindicated. Surgery in the second Indications
trimester pregpascy Childen Chilien
Children Dregnaney
Cocxislingmalipmncy | )jeriy
OFetal surveillance for growth, Prpuntion fr Srgery
tachycardia, premature closure of the Storm
sutures, fetal goiter.
Contindcaions |y | A | gy
CINewborn thyroid testing mandatory. onirandeations Allegics Unstablocye discase

Identifies hypo early.

UNewborn hyper may be transient due
to TSI or permanant due to Graves'
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Thyroid Nodule Thyroid Nodule
* Is it cancer? —
X ~ ' | Tiyroidnodale
* s nodule toxic? - ——
* s patient hypothyroid? 'S ;] S
* Is surgery needed? W | | Otfd || g | | Sopos | | ook | S |
* Observe or treat with Thyroxine? |_.,,I.,.,T| — |§.|: XJME
* Should we rebiopsy? |: T |
* Blind or ultrasound guided? B B Wl e | _ﬁ N _
e I _ﬂlﬁ |

* Thyroid disorders are common

* Appropriatetests to be done

+ Treatment and regular follow-up

* Special situations— pregnancy,
children, cardiac patients
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RIGHT TO HEALTH AS A HUMAN RIGHT

Introduction

Theright to health isthe economic, social and cultural right to auniversal minimum standard
of health to which al individuals are entitled. The concept of a right to health has been
enumerated in international agreements which include the , International Covenant on
Economic, Social and Cultural Rights and the Convention on the Rights of Persons with
Disabilities. However, there remains some international variation in the interpretation and
application of the right to health due to considerations such as how health is defined, what
minimum entitlements are encompassed in a right to health, and which ingtitutions are
responsiblefor ensuring aright to health.

The preamble of the 1946 World Health Organization (WHO) Constitution defines health
broadly as "a state of complete physical, mental and social well-being and not merely the
absence of disease or infirmity."[1] The Constitution defines the right to health as "the
enjoyment of the highest attainable standard of health," and enumerates some principles of
thisright ashealthy child devel opment; equitabl e dissemination of medical knowledgeandits
benefits; and government-provided social measuresto ensure adequate health.

Right to Healthand Indian Constitution: -

The Constitution of Indiaalso has provisions regarding the right to health. They are outlined
the Directive Principles of State Policy- Articles 42 and 47, outlined in Chapter 1V, and are
thereforenon-justifiable.

Article42

“Provisionfor just and humane conditions of work and maternity relief- The State shall make
provisionfor securingjust and humane conditionsof work and for maternity relief”
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“Duty of the State to raise the level of nutrition and the standard of living and to improve
public health- The State shall regard the raising of the level of nutrition and the standard of
living of its people and the improvement of public health asamong its primary dutiesand, in

NEWS LETTER - 2015, 21" AGBM

Article47

particular, the State shall endeavor to bring about prohibition of the consumption, except for
medicinal purposes, of intoxicating drinksand of drugswhichareinjuriousto health” [2]

The above articles act as guidelines that the State must pursue towards achieving certain
standards of living for its citizens. It aso shows clearly the understanding of the State that
nutrition, conditionsof work and maternity benefit asbeing integral to health.

ThelIndianjudiciary hasinterpreted theright to health in many ways. Through public interest
litigation as well as litigation arising out of claims that individuals have made on the State,
with respect to health services etc. As aresult there is substantial case law in India, which
showsthegamut of issuesthat arerelated to health.

Theright to health, likeall humanrights, imposeson States Partiesthreetypesof obligations.

Respect: This means simply not to interfere with the enjoyment of the right to health ("do no

harm™).

Protect: This means ensuring that third parties (non-state actors) do not infringe upon the

enjoyment of theright to health (e.g. by regul ating non-state actors).

Fulfill: This means taking positive steps to realize the right to health (e.g. by adopting
appropriatelegidation, policiesor budgetary measures).

According to the General Comment, the right to health also has a" core content” referring to
theminimum essential level of theright. Although thislevel cannot be determinedin abstract,
asitisanational task, key elementsare set out to guidethepriority setting process.

According to the General Comment, the right to health also has a" core content” referring to
theminimum essential level of theright. Although thislevel cannot be determinedin abstract,
asitisanational task, key elementsare set out to guidethepriority setting process.
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Includedinthecorecontent are:
o essential primary healthcare
e  minimum essential and nutritiousfood
e  Sanitation
« safeandpotablewater
o  essential drugs.
e  critique

Some scholars have questioned or criticized the concept of aright to health. Philip Barlow
writes that health care should not be considered a human right because of the difficulty of
defining what it entails and where the 'minimum standard' of entitlements under the right
ought to be established. Additionally, Barlow contendsthat rights establish dutiesupon others
to protect or guarantee them, and that it is unclear who holds the social responsibility for the
right to health. [3] John Berkeley, in agreement with Barlow, critiquesfurther that theright to
health does not consider adequately the responsibility that an individual has to uphold hisor
her own health. [4]

Another criticism of theright to healthisthat itisnot feasible. Imre J.P. Loefler arguesthat the
financial and logistical burdens of ensuring health care for all are unattainable, and that
resource constraints makeit unrealistic to justify aright towards prolonging life indefinitely.
Instead, L oefler suggeststhat the goal of improving population health isbetter served through

socioeconomic policy thanaformal right to health. [5]
Conclusion

Our constitution makerswere much aware about the public health or right to health that'swhy
they imposed liability on State by some provision (Article 38, 39(e) 41, 42, 47, 48A) of
Directive Principles of State Policy (DPSP). Constitution makers included public health in
form of DPSP because they were well-known about it that only inclusion of right to health as

fundamental right will haveonly right but it will not ensuremedical facilities.
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If right to healthisincluded asafundamental right then what would happenitisclear that State

NEWS LETTER - 2015, 21" AGBM

could protect itself by arguing that who is going to take away your right. For example if any
person affected by tuberculosis defended for his right to health as afundamental right, then
State could argue that go and be healthy as tuberculosisis not caused to you by State. Thus,
right to health as fundamental right cannot give remedy to ill person. For treatment of
tuberculosis there are so many requirements i.e. hospital, doctor, medicine. So constitution
makersincluded it in DPSPto impose duty on the State so that State will protect and improve
public health.
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Srinagar — in FLOODS

7" September, 2014 was ablack day for Jammu and K ashmir. For it was on that day the most
beautiful city Srinagar, inthevalley of Kashmir wasinundated with floods and in amatter of
few minutesthe water rose up to 24 feet high reaching the second floor, or theroof tops. The
gush of water was so sudden, peopledid not have any timeto collect their precious belongings
but to run out to savetheir life. They witnessed with their own eyes, their properties carried
out of their homes and someone el se'sbel ongingsfloating into their houses. Till dateno oneis
able to say from where the water gushed into the city and villages filling the mountains and
valleys, thelakesand rivers. After 10 daysor so thewater in Jhelum River hasreceded but the
streetsand laneswerefilled with stagnant water emitting bad odour and fear of breaking forth
epidemics. Srinagar was cut off from the world geographically and there was no
communicationor el ectricity.

CARITAS was aready on the site engaged in relief services. We had a call from CHAI and
SDFI to form medical campin order to work on preventive measuresto savethevictimsfrom
many epidemics. There was an urgent call from our own sister Sr.Dr.Placidafrom Baramulla
to give a helping hand in forming the medical camp since she found not many NGO's in the
affected places offering medical carefor the people. That ishow Sr.Ursulaand | rushed to the
spot, preparing ourselves within 2 days and reached Srinagar on the 26" September, 2014.
Though 20 days have passed after the event, | found Srinagar devoid of all its beauty and
glory;itwasonly stink and dirt.

| have seen Srinagar in 1980'sin al its glory and beauty, crowded with tourists, couples and
lovers strolling along the by ways, lakes, meadows and mountains. That was the peace time!
Then in 1990's | have witnessed Srinagar filled with militants, military jawans, CRPF and
Police, andthat isthetimeof militancy. But onthe 26" September, 2014, | wasshocked to see
the capital all devastated, hardly anyone walking on the road. There was a deserted look all
around, only the main roads were free of water, but al the lanes and streets had 4-5 feet of
stagnant water with stink and dirt. We saw the housesfloating in water and people using small
boats for their transport from one lane to the other. There were few tents along the road side
withmedical aid.
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Witnessing such horrible scene in front of us, the very next day we formed a medical team
consisted of 2 doctors, 2 nurses, 3 nursing students, a social worker and a driver. Sr. Dr.
Placidathe Superior and Medical Superintendent of St. Joseph's Hospital, Baramulla hosted
the medical team, in her generosity she and her community in Baramulla made al the
conveniences and provided all that was necessary for the mobile team to function. Overnight
we planned and got ready to serve the suffering victimsin Bemena, closeto Srinagar, which
wasdtil| affected with stagnant watersaround their houses. They used laddersto go ontheroof
of one house and then another ladder to get into their house — on the first floor because the
ground floor of thehouseswerestill under water.

NEWS LETTER - 2015, 21" AGBM

Assoon aswe arrived at Bemena, 2 ladies asked
{ us whether we brought medicines. On hearing
that we are going to be with them that day to give
them medical care, within 5 minutes crowds of
people cameto uswith their ailments. We settled
ourselves in a tent which was available in the
premises and started our work. There was
nonstop pouring in of patients; women, men and
children. As 2 doctors were seeing the patients
inside the tent, the 2 nurses and students
dispensed the medicines from the ambulance
itself. The social worker along with the driver helped in keeping order, so that all the patients
could be attended to without interruption and difficulty. The long day ended at 06:00 Pm and
we returned to Baramulla at 08:00 Pm. Physically we were tired and exhausted but our spirit
wasfreshand aliveto helpthe needy.

Though | had previous experience of working in the disaster hit areas like floods in
Velanganni, Earth Quake in Gujarat, Tsunami in Nagapatinam and Earth Quake in Kashmir,
all thetimewe worked with caritas— CHAI and SDFI —but thisis the first time we found
ourselvesall by ourselvesasFMM to face the disaster management and medical camp. When
weworked with other Agenciesweneed to giveonly our services. But now wehadto seetothe
planning, finance personnel and medicine etc., though it was agreat challenge, with the help
of our FMM family and the positive natureof Sr. Dr. Placi and full support of BaramullaFMM
community wewere ableto continue our medical aid for the victimsfor the whole of October
2014.
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With the help of avolunteer George and block medical officer we spotted the areaswherethe
people are most hit by the floods and where other NGO's have not reached. Likewise within
the short time of 35 days we were able to reach out to Srinagar, Pambur, Nowgan Sopore,
Bandipora, Baramullaand Boniyar districts. We extended our medical careto al victims of
flood with no distinction of rich, poor, caste or creed. Since three big hospitals of Srinagar
wereunder water peoplewerebadly in need of medical camp.

We attended to 300 — 400 patients in a day; they were
mostly suffering from body pain, injuries, respiratory
infection, skin infections, fungal infections,
gastro—enteritis and depression. We were also
~ supplying chlorine tablets to purify water and dettol
soaps, all thewhileinstructing them about Hygiene. As
thewinter wasfast settingin, it was heart — breaking to
see the victims who are still living in tents, broken
houses and on the second floor without having proper
warm clothing for the winter. CRS has now reached Baramulla after having taken survey in
Bandiporadistrict to supply house hold materialsfor 1000 houses.
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Itisalong way to reinstatethe valley of Kashmir fromtheir loss of property and houses. May
the Good L ord protect them and heal them. | am sure our visitswith medical campsto various
interior villageswill pave way to St. Joseph's Hospital and school of Nursing in Baramullato
choose few villages to continue their extension medical work and promote Health to the
people.

Sr. Dr. Emily Susai. FMM
Avinashi .
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A TRIBUTE TO SR. DR. A ROSA BASANI

Sr. Dr. A Rosa Basani was taken away from our midst on 22-05-2014 at 12:30 PM. to her eternal
reward. She was active & fully working till one month before her death. Her absence made a great
emptinessand vacuum for all her patients, relativesand aboveall to St. Joseph'sHospital andto meas
shewasagreat moral support. Shewasamentor, guideand aspiritual director for me.

Sr. Dr. A. Rosa Basani a blessing to the family and a boon to the society. She was born on 6"
September, 1933 in Siripuram, Guntur Dist. asthefourth child of her bel oved parents Mr. Showreddy
and Mrs. Sujanamma. Shedid her elementary studiesin phirangipuram and from 6th to 10" classwith
St. Joseph's School, Guntur run by J.M.J. Sisters. It wasthere that God intervened in her life through
the Dutch sisterswho encouraged her to becomeaJ.M.J. Sister. With great enthusiasm and eagerness
sheentered the Society of JM.J. on 15" July 1953. Shemade her first commitment on 28" June, 1956.
Shedid her medical studiesin Neimegan University in Netherlands.

SheisaGem charming personality of IMJand ripped in medical experienceand spiritual life.
Sheisvery simple, ascetic, disciplined, prayerful, punctual, faithful servant of God, deeply rootedin
faith. Her mottowastowork for thegreater glory of God.

Commitment is the realistic value she practiced and dedication is the hallmark of her
personality. She spent all her available time with the Lord in prayer. Though she had health problem
from long time, she kept on working without complaining, making herself fit to render her serviceto
the needy. Shewasgiving herself till thelast moment. Shelovedtowork.

Shewas always modest and dignified. She presents herself asanideal IMJto the public. She
lived an exemplary lifein the community, uphol ding and challenging when needed. Her deeploveand
gratitudetowardsthe society ispraiseworthy. She urgesevery member to lovethework, and doit with
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much dedication. Her interest in the development of the institution was ever laudable. Her servicein
blood bank as medical officer isremarkable. She pays keen interest in the well being of each sister,
their familiesand co-workers. She encourages and appreciatesthe good work done. It isvery pleasant
towork with her and her presenceinthecommunity isan encouraging factor.

She always tells the youngsters to be available to do any hard work for the glory of God
trusting and respecting each other in the Society. Be cordia with the public, kind to the poor and
cultivate good friendship with the co-workers. She was awarded and honoured by various
departments like Rotary Club, Health club, lions club, Central Government and recently from state
Govt. by Former Chief Minister Mr. Kiran Kumar Reddy for her dedicated services.

Inshort,

Simplicity was her life style,
Prayer was her armor,

Love was her energy,
Commitment was her achievement,
Conviction was her satisfaction,
Hard work was her revenue,

Reading was her knowledge Bank.

May your noble soul Rest in Peace.

Sr. Dr. Annie P.A.

St. Joseph's General Hospital,
GUNTUR.
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