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Information of Mentor of Training Centre




ANNEXURE - “F”

Information of Mentor of Training Centre
It shall be verified by the Head of the concerned Training Center,

Sr Particular - Information to be filled —’
No.
01 Name of the Mentor Dr. Manisha Parag Ghurde
02. Date of Birth 29/04/1974
03 Address Gulmohar Chs B — 108. Gavand Baug. Pokhran Road No.2 Thane (W)
D4, Tel. No./ Mob. No. 7722088789
05. E-mail id mipccoursecoordinator@gmail.com ,
06. Nationality Indian '
ualification in details
07. Q B.HMS. MD
| (attach documentary proof)
08. | Teaching Experience / Health Sciences: ‘
Profession Experience Teaching Experience : 24 Years
: ; : Clinical Experience : 24 Years
(Attached document proof with signature of
Head of the Institute. Also it is mandatory to
attach self-attested Photocopy of the Experience
Certificate of each Mentor in the Subject
_ of
| concerned Fellowship/Certilicate
Course)
09. Present Appointment Mentor
10. Publications (List & Proof) Attached
- Post Graduate _Tgachmg experience( Attach 05 Years
documentary evidence)

. Any other relevant information
|

Date: - 223,06 22

For the use of affiliated Training Center:

I'have verified the eligibility of the above Mentor as per the criteri
by the University vide clause no.7 of the Univ

UniversityCircular No. MUHS/UDC/FCCC/736/2019 dated 30/09/2019,

Head of the Department
Date: 2.3 o5.22

Dr. Manisha Parag Ghurde
Name & Sign. of Mentor

. a of eligibility prescribed
ersity Direction No. 05/2017 (Amended) and

(et

Dean/ Principal/ Director of Training Centre
Date: 23.05.22%

Director
/RT's Madhavbaug Institute of

Preventive Cardiology & !
Research Center ‘.}
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S Reg No. E20159 (Msh)
. A vd.Sane
yurvedic Education & Agricultural Research Trust (Regd.)
) E
o 6, Rajput Korl Dnyali Mahal, Govandi, Mumbai - 400088. Tel: 022-2558 5306 "
www.madhavbaug org
LETTER OF APPOINTMENT
Yo, . Date: 13" April, 2017
| Dr. !\‘Iannsha Ghurde
Thane.

Dear Dr. Manisha,
With reference to your application dated 1" April, 2017 and subsequent interview for
the post of Course Coordinator, we are pleased to appoint you for the said post from
15" April, 2017.

Your probation period is of 6 months and -your appointment will be confirmed

thereafter.
You will be deputed on VRT's Madhavbaug Institute of Preventive Cardiology with
immediate effect.

Your monthly remuneration will be Rs. 65,000/~ Professional tax, Provident Fund and
other taxes applicable (if any) will be deducted as per Govt. Rule.

You will be abide by all the rules, regulations, terms and conditions, currently existing or
modified / newly developed by vd. Sane’s Ayurvedic Education and Agricultural

Research Trust.

You need to submit your joining report and 3 <opy of Annexures regarding
Remuneration, Job Responsibilities / KRAs, Terms and Conditions to us duly signed by

you.

L]

Congratulations on your appointment and a warm welcome to Vd. Sane’s Ayurvedic
_ Education and Agricultural Research Trust.

Thanking You.
Yours lpithfull{, V4 a,\. s o
N ye AN
e 2 - 1.'
‘: ¥ - ‘F" i
Trustee @ ’ -
vd. Sane’s Ayurvedic Education and Agriculiural Reseach Trust. - . f:
S .
! - i 2
| (‘\“ n """.-. b i
TRUECOPY % A or -
VRT's Madhavbaug Institute of
Preventive Cardiology &
\ Research Center /
| Y
J
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Joining Letter

To, Date: 15.04.2017

The Trustee
Vd.sane's Ayurvedic Education & Agricultural research

This with reference of your Appointment letter Dated.14.04.2017 | hereby
confirm that | have joined the duty today i.e.15"™ April 2017 before noon.

Submitted for your kind information and necessary action please.

Thanking you,

Yours Faithfully,

M-_0\T

" (Dr.Manisha Ghurde)

&
ctor =

URL‘S Madhavbaug Institute of

teventive Cardiology & 7
Research Center N . L
\‘.. x
/\
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( \ Vd. Sane's Ayurvedic Education and Agricult

MADHAVBAUG INSTITUTE OF PREVENTIVE CARDIOLOGY

ural Research Trust's //,

MUHS [ A Chair of Maharashtra University of Health Sciences, Nashik ] el

Date : 21/05/2022

Experience Letter

This is to certify that, Dr. M
working with us as a Director, since 20"

W\ LS
2
.Dr. Vilas D. Potnis

Truslee
vd' Sane’s Ayurvedic Educalion
& Agricultural Research Trust

G-

— Eirector

$ Madhaybaug Institut

Prevantive cnrdiulugy &e o
Research Center

TRUE COPY

Office : 1shan Bldg. No. 2, 701, 7th floor, Gokhale Road, Naupada Thane [W) -
Website- www.mipconline.com | Email -

anisha P. Ghurde is
July 2019 till date.

400402 | Tel. No.- 022-4123531_5[16 | 7722088789 J
/ mipccoursacoordinamregmml.com

-
L
s
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. al, Govand), Mumbaj - 4 . 029,
- Www.medhavbaug.org 00088. Te! : 022-2558 5308

$ AN E

PROMOTION LETTER

Date- 20" july 2019

-

Dr, Manisha Ghurde

Designation- Course Coordinator
Employee ID - 40296

. Dear Dr. Manisha,

-~
Ll
AL B NED 6 e TR ReiTE RN TRt

Congratulations!

Consequent to the review of your performance, we are pleased to inform that you are !
promoted as Director- MIPC with effect from 20™ July’2019. l |

All other terms and conditions of your appolntméﬁt remain unchanged.

All the other terms and conditions as detailed in your appointment letter remain unchanged.
We look forward to your valuable contributions and wish you all the very best for a rewarding
career with the Trust.

Please sign the duplicate copy of this letter as a token of acceptance of the same.

For,

Vd. Sane’s Ayurvedic Education and
Agricultural Research Trust

Dr. Rohit M. Sane [/
Secretary

Direttor
VRT's Madhavbaug Institute of
Preventive Cardiology &
Research Center

e . "
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MUHS [ A Chair of Maharashtra University of Health Sciences, Nashik ] L1 i
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Date : 21/05/2022

Experience Letter

This is to certify that, Dr. Manisha P. Ghurde is
working with us as a Course - coordinator, since 15" April
2017 till date.

L

Dr. Vilas D. Potnis
Truslee
Yt Sane’s Ayurvedid Education
» Agucuitural Research Trust

- P ———— g
PRS-

p——_

|

Director
VRT's Madhavbaug Institute of
Preventive Cardiology &
Research Center

rreE COPY

i

Office : Ishan Bldg. No. 2, 701, 7th floor, Gokha .
Website- wimipconiine com | Enr gaauP2d3 Thane (W1 - 400602 | Tel. No.- 022-41235315/16 / 772208678 |

/ mipccoursecoordinator@gmail.com

(¥ Scanned with Oken Scanner
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/ 0 ’\ Vd. Sane’s Ayurvedic Education and Agricultural Research Trust's | } /

MADHAVBAUG INSTITUTE OF PREVENTIVE CARDIOLOGY ~ -
MUHS [ A Chair of Maharashtra University of Health Sciences, Nashik ] VRT

Date : 21/05/2022

Experience Letter

This is to certify that, Dr. Manisha P. Ghurde is
working with us as a Mentor, since 15" April 2017 till date.

ok

Dr. Vilas D. Potnis
Trugine
Sane's /-, - Eidlucation

Agriculluiw incsearch Trust

\Y

e

Director
YRT's Madhavbaug Institute of
Preventive Cardiology &
Research Center

TRUE COPY

Office - lshan Bldy. No. 2, 701, 7th lloor, Gokhale Rogd. Naupada Thane (W] - 400402 | Tel. No.- 022-41235315/16 / 7722088789
Website- www.mipconline.com | Email m / mipccoursecoordinator@gmail.com
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KONKAN EDUCATION & MEDICAL TRUST

Tel.: 0250 2253 SN AC)401 305, Tal Vasai, Dist, Thane, Maharashtra (INDIA)
812529461 ® E- mail - kemtvhmc@hotmail.com

KEMT/033/201 y '
Ref. No. : % Date :- 22/32 tg 2017

——

——————

TO WHOM ‘SO LEVER I1*MAY CONCERN

with | (I"I\;I]}’ls ‘:; to cc“"_f)’ fhfli D!'. (Mrs.) Manisha. Parag Ghurde was work.ing

- § irar Hnmoeop:ulnc Medical College, Veer Savarkar marg Virar
(E) 401305 as Principal from 01/11/2013 1o 22/03/2017. She starced her
academic career with ug as 4 lecturer (in department of Homoeopathic
Repertory ﬂrl_d case raking from 20/06/2001 and with her sincere efforts &
excellent performance she was promoted 1o Readerfrom 21/06/2006 and then
professor from 23/05/2015 in the same department and Principal of KEMT's
Virar Homoeopathic Medical College, Virar (E). She was having 2 yrs.-4‘mths.
Previous Experience ' from ‘I'akhatmal Shrivalllbh Homoedpathic Medical
College & Flospital, Amravati.. Her toral experience is 18 yrs. 1 mth.

- - e

-
.

-

During her tenure with our College she performed all the tasks given
to her .with lot of detcrmi_mitlion,‘ integrity and sincerity. She is an actdve and
mouvated pérso'n'an'd sincerely performed ‘her duties as a_teacher as well as
Principhl. Besides in my opinion, shg is a devoted,*professional, hard working

13

and innovative person.

Morcover, Dr. (Mrs) Manisha Pirag ‘Ghurde has demonstrated
excellent behaviour and atttude during her service and has maintained cordial
relationship with everyone. We found her to be sincere, truthful, reliable and
sociable. She was also a pleasant person to talk and work within a team.

|

She has willingly resigned from her services however, we still hee
she will succeed in any path of carect. ; i

\We wish her all the very best for her furure endeavours,

TKUE COPY . \;« ;
Director \<(D/ |
© ~=': Madhavbaug Institute of -
; _eventive Cardiology &

Résearch Center «
. Secreta [ -

. Kouksn Educatlon & Medieal Trust'
Virar (E), Dlst. Palghas,

(¥ Scanned with Oken Scanner



" Medical. College & ‘Hospital
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 EXPER1ENCE CERTIEICATE . PR
3 > {..,;. 1,‘ : .r Ili i o By . 3 ‘:} r‘?‘? 3

Manisha

- This ' istb certiry that Dr. Ku.
:, e T, " I". .: & . : : ‘*’
PR S

by s H Dubey‘.,-,,_;_f ;

= Y .t .:'Tempomryf.‘?-{. .

s 'Since 26th Fab.r‘lsga "‘to : 30th June zqoq; i

R .a‘ e

-.._—f-

ol - ._ . ; -..'." .‘ . P . £ .E;! .. .
. i, .--.{' % I . "-_ (R -I ‘_ _ -_‘__ .. 4 y e
“»

r 3 LR . 'i‘.‘y‘.‘

I wish her each and." every success "‘j_n §
- L . .,m. % o { E % - '.:1’;'.I-
Fign 2 '_;her endeavour :l.h future, ;‘ Rt e i e
‘ -4 t. ¥
I IK"

* Takhstmal Shrwn’lla.'bi.‘ .
Homocopattne Madical Colle ]

(@/ . R-Jﬂpelh AMRAVATY. “'
: B . _!,..75,

Director ’ B
VRT's Mudﬂavbaug institute of ’ | 5
reventive Cardiology & - |
Reaearch Center
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CERTIFICATE OF REGISTRATION
MARARASHTRA counciL oF HomOEOPATHY, MUMBAI
Similin Similivus ('Zurcntm'

G | |
(3

Certificate No. _26730

/"r

Date of Registration 06/06/1998

[a ‘\0
J oy e
o, S .;,.
THIS IS TO CERTIFY THAT |

Dr./ Shrt/ Suet.! Kumari DUBEY MANISHA

- -

HANUMANPRASA DIl

-

- — — e - c— -—

i il
has been duly registered under the Mumbai FHomoeopathic
Practitioners’ Act, 1959 (Mumbai XII of 1960).

In witness whereof are herewith affixed the seal of the

Maharashira Council of Homoeopathy, Mumbai and the
signature of the Registrar.

Subject to the provision of the Act, this certificate is valid until
it is duly cancelled and the name of the practitioner is removed

$ Y

from the register.
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ABSTRACT

Background: Chronie heant fnlure (CHE} s known 1o
affect hepatic and renal - Function adversely. bt
relevant Indian data is scarce. This study mmed lo
assess liver function tests (LETS) and renal funetion
tests (RFTS) of CHF paticats and their relition 1o BMI
status.  Methodology: The refrospective  study
considercd data of patients who consulted
Madhavbaug clinics 1 Maharashtra. Inda belween
July-December 2015 Baseline LETS ind RITs were
analvzed wholly and based on BMI stitas, vy
normal-BMI, ovenseight and nbese Resulis: OF 147
patients, majority were males (74 15%) with mean age
of SU.15410 28 years. Based on BMIL thive panent
suib-gronps were made: (56 with normial BM1 60 were
overweight and 30 were vbese). Mean SGOT and
SGPT were lower in obese group, but thiy wis
insigmficant (p~0.05), OverallALP was mereased
all CHE patients but sas compavable i all three sub-
wroups (-0 05). Muan direet biluubin werg aboe-
narmal in all sub-groups, but mean il and indoye
bilirubin were nonmal, Mean A Gorabio was nornal m
all sub-groups ot serum protein wans below npnl
in all sub-groups, being lowest in overweight group,

but these findings were insignilicant (p>(L.05), RITs,

vz BUN and serum ereatimine, were aormal and
compatabile i dlb sub-groups (p-0.035). Conclusion:
Mild elevation in direet bilirubin and notable ALP
clevabions were seen in CHE patients but their RFTS
were nornil. Mean LFTs and RFTs were comparable
in patients with nornal BMI, overweight or obese
patients, idicating lack of assocration between BMI
andd b patic e renalfunc tion

KESMWORDS: Toover funetion. Rooal Tap e, Bandy
Muss Index. Heart Falure

INTRODLCTION

Cardiovascular discases (CVDs) are few of the
comimionést reasons for morbidity as well as mortality
i the workd, and India s no exeeption. According lo
avaulable dats, CVD is the conmumoenest cause of death
m Indier Chrome heart farlure (CHF), which s
reduced proficiency of the heart 1o pump the blood it
e sastenie circulation o inabibity 1o Gl self
sttably wath bload, alTeets abowt 10 millon Indians
[he prevatence ol CHE s about %210 thecounlry

CHF 15 assoctited with hepatie derangement due o
liver congestion, which are generally asymptomatic
but associhed with deranged hver fuaction tests
(LEF 50 Abnormal biochermical LFTs may be scen m
CHE patients. but studies have shown variability in the
fndings Ao, i1 there are massive elevaliom seen in
1) Is of CHE patents. these may e predictive
wlidverse owicomes * There ure studies based on the
FFT<in CHT patients mthe des eloped vountries. bt
stchalatam the Indn Setmg mscarce

Renal function 1s o known, but often nogloctad
determinant of CHE prognosis.” Studies have reported
that venal insefficiency may be associated with poor
CHE putcomes Howeser, there is o definite paucity
of data watl respect to the  prevalence of renal
sulticieney in CHE patients in the Indsn context.
Budy mass ickex (BMI), which 1s used to indicate the
presence o absence ol obesity in the population, 18
wuiaideied o be s impurtint detennmnant ot CHE nish
Al prognosis Stichies have shown that there is an
merensal risk of CHE development in patientswith
mereased BML Obesity, which is defined as BMI
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more than 30 kgm2, = comidercd an mmpotmaatl rek
factor for development of hypertensson (11TN)
daabetes metlstis { DM) and dyshpiderma. all of whach

are drscascy which waorsen the CIF

PRI

CHF pstients are obese. amd thrs may be retated 1o the
imnprired LFTs and RFTs in these panemts. However,
the specific impact of mereascdBMI on the RFTs and
the | .FTs have not been studsed in detnt

In thix retrospective study. we planncd o sesess the
bascline LFTs and RF s of CHF rateonts wheo v sated
the Madhavbaug clinics in India 10 tap the
abnurmalities i the hiepatie or renal functioning. We
alko toed o assesn these biochemecul panmrcens
bused on the BMI states of the patens, afto

vlassifymng the patients as thuse with normal BMIL
overweight or obese

METHODOLOGY

s retrospective study was conducted utilizing the
it of patients who suftered from CHEF and visited the
Madhavbaug clinics in the Indian sale of
Maharashira, These CHE patients vistted the <linns
fur cheek-up between July 2018 to December 2018
The case recond files of these pativnts were dssoaed
for completeness of the basoling chanwicristics, 1

demographic detmls, anthropometne detarls, Iiver
funchion tests (LFTY and the renal fiawlon 1o
(RET), Data of only those patients wits assessed whn
had completeness of the baseling records

The CHIE patiems who came to the Madiun g
chimes Tor the Tirst ime were subjectest o general and
systomie

cxamintion, followed by bloed collection 1o swess
the LETs and the RETS. The blood was coliceted fion
the antecubinl veintand sent (o the abuoatory o
reporting. The biochemical values obtamed were thea
entered in the ease records of these patients altes the
tost reports arened. The LFTS which were Lihen mie
consideration  fronn the baseline chinal revonds
included alkaline phosphatase, serum  glutam-
oxalacetic wansaminase (SGOT). seum wlntan -
PYMIVIC transaminase (SGETY serim bilibhen otk
direct and indirect), albunn to globulm mtw and total
protein fevels. The baseline RETS which wure uinahod
for i the medieal iovands included sernm Greatanne
and blood urea nurogen (RUNY The nommal v fis
the 1 FTs and RETS were donsedeéred from Stancand
textbuoks and publishad hitvaature (Table 1)

Laermure search revealed that imagonity of

The patients were classitied based on the BMI as those
bz BMIE v normal raage, those who ane
overweight or obese based on the WHO classification
Glowed winldwuke The BMI of betwneen 182449
kwm2 were considered nosmal, between 25 to 29.9
kam2 wore comrherad overweieht while those above
Wke'm2 wore comsidered obese The arean RFTs amd
LFTs valoes wore caleulated separately for these three

BM! <ub. zroups ami then the mean values
werecompared.
Tahk 2 Moemd R bar | Py amd RETs
Sedufett by (T &
SEarpall [y (A
TR 7 HT¥RT)
Fotad Paha nfiee tinse M) n 21
Ira e b Pabonntonn e By 0
Irew wb Felncdome tmge U |
\h rllrla:‘l.-'-i. b valats I“-h: |
telad sty 0 "X
I s ome dh P20
Svrnat e et vt adln 07l

Data entiv as well ax coding was done i
Wit syl Ciaphpadinstin Solwire wis unhzed
T bt sty s Catvgorical dany was represented in
fee uricrn e aand contimuous data was deseribed
v anott t SD The et valiws of LTTs and RFTS
were vompansd between the thiee subsets (normal
BML overwaght and obese) using Analysis of
Vapaoey EANOVA) test P value of less than (.05 was
coppsnderat 1I.I|I\|il.'ilﬂy' "Igﬂlhullﬂ

RES LIS

147 patinis visited the Madhavbaug clinics between
e stundy peried and had all the relevant detaild present
e canievoids Fhie data ol these 147 palicnts was
imcluded 10 the study for anilysis. The demographic
detls were revorsded, and 1t wars found that most o the
pateits W et cnales L1092 patients, 74.15%). The mean
aec of e UL patents includied i the study was

S91S yoars, wilha mean weight of 69.21 and inean
heighiof

16 meners, . [0 centimwiers. The mean BMI
calvakued  fonthe  patienis way 2069 Kg/m'
1Tane?)

Hosat! or e BRI the patients wure classified as per
v WHO zacdelines i 1hree calegones: those having
e vt TN vhese whoe were oserweshi and those
who were obese ( Table 3). S0 patiems were found tw
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hsve normal BML, 0V paticnls were over-weight while the rensnning JU were found o beobuse.

Table 2: Demographic Details of CUT Patieans (0=147).

Meoan agce (vears) 905 ¢ 102N
Medun age (yeuars) §9 ( Ritnge. 30-80)
Nunber ol wales [ {74.05%)

IN (25.85%)

Number of females

Mean baschine weiglit (hy)

621 - 1439
Meoan hascling height tmeten I 6 UON
Muoan Body mass todes (BMI} (ke i 2) 26 69 4,97
Table 3: Classification of paticnis based on BMI(n=147)
Mot WA S-20 99 Lo gu g A0 ar s oo g 2500 0 Lo i) e IR m
Se [0 11

The mwan vitlues of all the LFTs and the RFTs were
calculated based on the BM[-bised subgroups and the
comparisen of these mean values was mide between
the three sub-groups. Amangst the LFTS e mean
SGOT end SGPT values were Tower i tlie obyse
group.. but s wax not statistcally sigmlican
(p>0.08). The vverall ALEP was incecased in all the
CHF patients. However, the mean ALP was
comparable in all the (hree sub-groups (p=0 05) but
wiis fowestin the normal BMI group The mean direct
bilirubin levels were tound o be abos e the ol
range i A geoups, but the ol andihe

ielirect bulirubin levels were in the normal range Total
brlirubin and indivect bitirubin weee Towest in the
obese group. and this was a statistically signiticant
findinge gpe B OS) The mvan \ G ratio was Toud o be
i the nonnul riage, but the ksl serum proiein was
Fowver Hhane i nowmiad ronge i all the sub-gioups. e
meam A G ratio was lowest but mean totul protein was
highest in the normal-BMI geoup, but these Findings
were statistivally insignificant (p>0 05). The RFTs,
viz BUN et serum creatinine, were all in the normal
range i all e groups, and comparable i the sube
somps (. MO8 labled)

Tahte 4 Conpruison of T iver fuetion testand el Fund on fest icording o BV pecarcters inCHF
Teafionis, :
Nornud B | Owervegele (25- (hese
Vil ienal :j:::':ff:;; OSSN Ny | k) | P
heur) (N=56) | (V) £ \=30p
NMDNUL WM 3L T | 2178 | 27674902 050
S N IAMS 200 1T | 12 16 | 2IR7 ¢ 1INT a2
N_l;tlux:ﬂuqim.w.:{:\ll‘l JANT N 0k W22 eSS R | SN TR 047
Jatal bl 0 - IEERTRS ‘ not 0w U082 | e
Dt Bl D3 O sty nilt o) At -3 0
Todhact bl gwe 05 (3 B 11 ] TRk N R ANl
AbhminGildbdin ctiv 1574 EUIVRYi Ia3 =180 .56 +(157 077
Tl protan 0.0 -1 Ho=-10K hbi-| ™ 64T #1138 0K
AN ) 27N PRT T ; T bW 1850 ¢ N7
S ihrddons I B 1 Li2 o o 4R 11 0% ﬂ-ﬂ
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DISCUSSION

Obesity is an important risk factor for CVDs including
CHF. and BMI is an important indicator for imminent
or prevalent obesity. Multiple studies have found that
CHF paticats having BMI higher than the normal
range are al an enhanced risk of mortality - Higher

multiple metabolic discases including [TTN and DM,
Hence, dircctly and indirectly, BMI altects the CHIF
development and prognosis. CHE IS also known 1o
alfeet the liver and the renal” funciion o1 the body
according to many studies published in the developed
comntries, but it not clearly known whether the same
van be siidabout Indian CHF patients, v is also not
clear that whether BMI plays o role in the deranged
LFTs and RFTs m the CHEF patiems. tlence, the
authors decided o analvze the available baseline daa
o evaluate whether CHE patients showed  any
brochemical derangement in LITTs or RETS, bothas

a whole as well as based on (he BMI stitus of the
patients,

The bascline LET and RET diata of 147 CHIE patients
were analvzed. On evaluation ol the whole data set.
was fouml that, outof the LFETS. the nwean AL and the
mean direct bilirubin were raised ahove the normal
range. The mean serum total protem was Tound 1w be
mildly lowered in the CHF patients. However, the
mean SGOT, mean SGPT. mean total hilirubin as well
as mthireet bilirubin, and the mean A/ ratio were in
the normal range An increase in the direet bilirubin s
secn in parenchymal liver disease, wlich nay be dug
w CHE. The mean AL levels an this stinly wae
mereased approximately twice the nurmal ringe. The
inereased central venous pressure (CVP) leads o
passive congestion of the Jiver in CHE, whivh van lewd
10 ALP elevation along with elevation of other liver
enzymes.” Another important reason lor elevated liver
enzymes is deereased hepalwe perdusion dug (o
reduced cardiae ompul in CHE, therehy causing
hepatoceliular domage and elevated liver enzymes
and bilirubin. However, the ALP s a non-speeilic
enzyme which may be rsed in bile duct obstiv tion,

thim normal BMI s related 1o the dos Clopment off

- chronie Kidney disease (CKD) in Lite life while the

cirhosis or even i bone disease. Hence, the raised
ALP may not be linked with CHF, in the presence of
nurmal SGOT and SGPT. The decreased mean protein,
which was mild. can also be physiological due to aging
or due to deereased hiver function. Once again, the

change in serum proiein s mild and  hence.
ncong lusisy

The RFTs which were noted down were serum
creatmme and BUN_ and both were i the normal
range. This was 1n contrast 1o multiple studies in the
western countres, which have shown that how long-
ter CHE can compronuse renal functions. In a study
by Tonelli et al . 33%, of patienis with CHF developed

numbet was 2% o another study by Damnpinet al
Just [ike the mamn causes o
compromisedrenal Tunction i CHF  patients  are
mercased CYP and reduced renal blood flow. Initially.
renal  autw-regulation maintains the kidney function
and tUns may by the reason why patients in our sludy
had normal RETs. However, glomerular filtration rate
(GFR)Y dechmes over a penod of time, and there s
compromised renal function in the later siage oflife. *

lorhiver  Bunetion,

The mean BMI for the CHF patients i s study was

20,69 kg/m , falling in the ovenwveight category.* 60 of
the 147 patiems were overweight, 56 of them el in the
noral BMI category while 30 of them were in the
obese citevory. 1twas found that all the values. except
total biirubin and mdireet bilirubin, were comparable
 the thiee BMI categories. Even though the wtal and
the indarect nhrubin were significantly lower i the
wbese class of CHF patients, the values in all the
groups were i the normal range and hence this
statstical signilicance was chimcally irclevant. In our
knowledge, this iy one of the first stucies which has
tried to assess the LTS and RETS i CHF patients,

bined o the BMI and hence, this siudy holds a
nus ety Gwtor ’

Fhe study hada few Timitanions fhe stwdy was carnied

-‘ n'..-.-?‘;‘g}-.! -
LRy o
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only in Western indin. and hence patients of the whale
country were aot represented in the sample. creating
region bins. Also, the sample size was low A sy
with a bigger sample size, multiple centers and over
longer period may help in ereating more
robustevidence.

CONCLUSION

Mild elevation m direet Balirubsn and - notable
elevations iIn ALP were seen in CHE patients but then
RFTs were in the normal range. The mean LFTS and
RFTs values were comparable in patients with normal
BMI, overweight or obese patients indicating possible
lack of associution between BMI and hepatic or renal
derangement in CHF patients. More evidence needs 1o
be generated in Indlian

CHF patients (o vreate stronger evidence with
regurds to the LFTs and RETs in CHF patients.
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Abstract

Background:Chronic  hearl failure (CHIEY s @
common canse of mortality and morbicdity: Obesiny
influences the CHF development and prognosis: This
study was conducted to assess effect of Hearl failure
reversal therapy (HFRT). a combination of
panchakarmit and allicd therapivs, onanthropometrie
parameters in CHF  patients. Methodoelogy: [his
retrospective study was conducted on data of patients
whe visited Madhavhaug clinies in Maharashtra. Incia
between July-December 2018, Selection was based
upon the availability of complele bascline tday | ol
HFRT) and Tollow-up dita (day 30 of HERTy ol CHIF
patients who were admited for mininum 5 days Tor
HFRT, Results:Out  of147 patients, 74.15% were
males with mean age 59, 15+10.28 yeas. There wis
statistically significant decrease (p<0.05) i both
mean BMI and abdominal girth at day 30 ol HFRT 42
of 147 patients (2X.57°4) had hyperiension (HTN)
with CHE, 22 patients (14.97%) i deibetes mwelhitus
(DM) and 61 patients (41 49%) had both HTN and
DM. In all these sub-groups, mean BMI and
abdominal girth was significantly decreased (p<i 05)
al day 30. Strong positive correlition wis found
between BMI and abdominal gicth on day | (R«0.9,
P<0.05) and day 3 (R=0.83. P<0.05) by Pegison's

correlation. Similar correlation was found between the
two parameters in subsets of CHF paticats having HTN
or DM or both DM and HTN (p<0.05).
Conclusion FR] decreised BMI and abdominal
circumlberence  significantly in CHF paticnts,
irrespective of ihe presence of HTN or DM. Both the
anthropometrie parameters correlated strongly n all
co-morbidity subsets o CHFpatients.

Keywords: HFRT, Obesily, Body mass Index,
Abdaminal Girth, Comorbidity

Introduction

Cilobally, cardiovascular discases (CVDs) are few of
(e communest cises of muorbidity and mortality and
the pictare i India matches the ulobal scenario. In the
e setine, CVD his become the commonest canse of
death i the conntry. ' Chromie beart lilure (CHF ) isan
mtaeate ehineesl svidrome which iavolves reduction
m the ability of the heart 1o pump the blood in the
systemie  circulation or inability 1o fill itsell
appropriately with blood.”™ Approximately 3-10
million Ipdians are sullering from CHF, with an
extimated prevalence of 1% There are well-known
uidlelines winch talk about different pharmacolugicul
agents hike angotensm <converting cozyme (ACE)
inhibiors. angiotensin receptor blockers (ARBS),
visodilators as well as beta blockers for the
management of CHE. However. despite these multiple
treatmentoptions, the CHF mortality in India is as high
as 20%- 30" " Hence, there is a need of new treatment
modahtivs w ich willimprove the progaosis ofCHFE.

i 1l of vbesity i the desclopment or the CHIF s
widely debared Acconding 1o the Framingham Study
there s an enbianevd sk of deseloping CHF in people
I ng vievined body niass index (BMI) (5% nisk in
men amd 70 visk i women tor cvery rfising  point of
IMD).™ Thoaugh there are doubts over  the role of
obesity  po o solitaey risk fetor in the CHF
development s well as prognosis, it is o proved fact
that obuesity s ussovnted indirectly or directly in the
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development aFhypertension, type 1) diabetes mellitns
and dyslipidemia, all of which are visk factors for CHI
progress and development.™ Hence, there needs 1o be
development of therapeutic options which can help
control obesity, benefitting the patients ofCHF.

F’hyswmns practicing alternative medicine belies ¢ that
in the chronic stage of hem
panchakarma Wherapy (1 5« step procedure 1o
delivering mternal body purificauon) s an elivetine
add-on therapy.™ Heact fatluee: reversal therapy
(HFRT), alsuo known as stmunu-:mhrn'r
| dayshwdhikaran(SHS) therapy. is a blend of herbal
treatment with panchakarma and allied the
rapeuticmodalities.™™ The techniques unilized in
HEFRT mclude snchana (massige ), swedanis (passive
heat therapy ) and bast imedicaed enemil, which are
known to free the body Irom the toxins.

There has been some recent published evidence on the
cffect of the HERT therapy on CHE patients. However,
there isa paucity of data on the specific e[Tect ol TIFRT
on the modifiable anthropometric  parameters for
obesity in the CHF patients. which are BMI aml
abdominal circumivrence. Though BMI s o
commonly utilized parameter 1o monitor obesity in the
population, it does not give information on the adipose
tissue distribution in an individual. Abdominal
obesity. which is indicated by waist wircumlerenee,
plays a crucial role n the cardivvascular  risk
assessment. Mujor health organizations like Warld
Health Onzanization (WHQ) have also suggestet! the
combination of BM! as well as abdominal vbesily Lo

StepafHFR T Typeal Therap

hlure, use ol

Heebs usal oy theeapy

determine the distribution of adipose fissue in a more

proloundway it

In this retraspective study, the cffeet of HFRT was
analyzed on BMI as well as waist circumference in
CHF patients. to know the impact of 1 IFRT on both the
gencralized audy Tt as well ason the

Lable 1 Study Treastment: Heart Failure Reversal
Pherapy (HERT)

alidominal ebesity. W also assessed the correlation of
the two anthropumetric obesily parameters 10 check
whether they go hand- in-hand. buth before as well as
aler HERT iatervention

Methodology

This wirs s petrospectis e stindy conducted on the dati of
the patients whao visaed the Midhavbauy clinks in
Maharashira. India between July 2018 fo December
201%. The data of unly those paticals was considercd
who hod been administered HERT over minimum 5
days of admission in the Madhavbaug clinics. Cases
were identficd, and data was assessed from the
medical fecords ol Madhavbaug  chmics 0
Maharishia, The selection was based upon  the
availability of complete relevant baseline data (day |
ol HERTY and tollow-up data (day 30 of HFRT) of the
paticnts. The mformation about co-morbiditics, ifany.
were nuted down trom the medicalreconds.
The HFRT 15 an amalgamation of panchakarma as well
as allivd therapies. HEFRT oses dallerem wils and
decochions, which constnites of @ 4-step procedury,
described below intable 1.

tmvution of | herapy -
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On the first day of hospital admission before starting
HFRT, the BMI was cvaluated by takmyg  mto

constderation the height and the weight of the patients
and using the formula: weight in kjlograms/(herght 1n
meters)’. The abdominal girth of pnucms\ was
measured on day | before initiating HFRT using a
measuring lape and noted down in medieal m:onls? In
asimilar way. the measurements of height. weight and
abdomunal girth were done on day 30 from HER]

mitiation and the comparison with the bascline BA
and abdominal girth was done,

Data was entered and coded in Microsofl Eacel
spreadsheet. Graphpadinstat soliware was used 10
analyze the data. Categorieal dala were represented
the numeric form and contimuous data were presented
as (he mean £ SD. Pared -1est was used to assess the
difference between the valuts at basele and 30th day
alter treatment initiation. Correlation between BMI
and abdominal girth was caleulated using Pearson’s
correlation coefficient. Pvalue <

0.05 was considered statistically sigmificim.
Itesults

A totul of 147 patients' data was mncluded n the study
for analysis: The demographic details were compiled,
and it was found

that mijority ofthe patients were males (74.15%0). The
maean age of the CHE putients was 39,15 years, with a

wrean basclin waghtol
69 21 kilograns and mvan heght of L6 metens (Table
=
Table 2: Demographiv Details of CHF Patients
(n=147)

TS 10 :
30 (Range: 0-N0)
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‘\Lﬁ: .r: l-_w.l' <)

ANhodeun e vaaiesh

Nonaher of npks

Snier ol koo IN (25 K8
N sl wendhithg) o2 4
AL headioe heighl fnater 16 00R

On comparing the mean BMI of all CHF patients
between dav | and diy JO of HFRT treaiment, there
was statshically signslicant decrease, assessed by
paired T test Siular findings were noted for mean
abdomual ginh. with statistically signilicant decrease

il by

30, 42ofthe 147 patients (28.57%) had hypertension
(TN assocrated with CHF, 22 patieats (14.97%) had
type 11 diabetes mellitus (DM) and 61 patients
31,490 had both HTN and DM along with CHE, In
all these sub-groups, the mwan BMI and mean
abdominal girth was  Tound to be significantly
decrcased al day 30 compured 1o that on day I
(Fable¥)Table 3: Change in Anthropometric
Obesity Parameters in Patients of CHF based on
co-morbidities

e Sodivasir [y Wk podnent Mol

MECTIE patients [N 147 Ao N (e 2tk 4406 2300 _35.8 noil
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P<.05 considered significant by Paired Ttest
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s Pearson Correlation - CoelTicient:
(Strongeorrelation

Re 9

Hamed Lmsrl ol tasms 8 fenikcdinle o 1o e

T A R L TR R TR e U L aler

: an
: sil's it

Pearson’ Correlation Coefficient: R=0.83
{Strongeorrelation) '

On subgroup corrclation analysis based: upon the
associated co-morbidities: we lound strong vorrelation
between BMI and abdominal girth in subscts of CHF
patients having only HTN, only DM or: both DM and
HTN. and all these correlations: were slatistically
significant, Table- 4: Correlation between BMI and
Abdominal girth in'paticnts of CHE with various co-
morbidinie

Obesity poses as a risk factor for multiple CVDs,
promment of which are CAD and CHF. BMI s
considered as an important indicator of sedentary
[itestyte as well as mpending or prevalent obesity.
Many studivs have shown that CHF patients havin
high BMI are ot an increased risk of mortality™"™
Abdomnal obesity, indicated by caleulating  the
abdommal guih, i1s associated with development of
multiple metahalic diseases like HTN and DM, These
metihohe diseases are known risk factors for not only
the development of CHEF but also alters the prognosis.
Henee, owasunng of the anthropometric  obesity
indlientors, which are 1$MI and abdominal girth, are
cqually miportant 1o predict the development or
prognosis ol CHE.

The existing treatment modalitics bave positive eflects
on the cardiovascular parameters but when it comes (o
their effect on BMI or abdominal girth, none of the
drugs of CHE are known 1o be alfecting them. There is
cartainly adive need of modalines which can help
maodily these anthropometnie parameters. which may
diceetly and ndirectly help in making the CHF
prognosis more  positive  'hysicians  practicing
aliermative medheme utthze panchakarma therapy as
an add-on therapy for reatment of CHF and HFRT isa
combination of panchakarma with allied therapics.™
However. the effect of HFRI on the spevific
anthropometric parameters in patients of CHF are not
well established, and po study his taken the co-
morbidities besides CHE into consideration. Hence, it
was thought to evalnate the etieet of HFRT on BMI

and abdomimal gicth in CHF patients, and also analyze

lll.\”d" asesnent ' Conundilelity seen R{Gf‘nmb" . huerprettion " Pvalue |
cewfficient)

[y 1 10100 ABCTR pitienis X 1478 IR Nt aitivcoueckdan nar
A sarmy Hypmasenson LT s [N 42 HNS Nt e sl concke i Aang
£ T whili Dranaes il st DA DN 2 4y N el C Nk ul®

) I vl Db TES s U] S0 000 | i Nt s O onckunont e

[y ol 1ERL ACTE ptients [N 147 ThY Sugposine sackdnon e
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the data based on the subgroups sufterin glrom IVIN or
DM orboth.

In this study, we assessed the ¢fect of HFRT. a novel
treatment modality. in CHF patients, on the obesily
parameters of BMI and abdominal girth, afier 30 days
of HFRT initianion. It fourdl thin HERT
significantly lowers the BMI and abdominal eirth
day 30, compared 10 the baseline. The sub-group
analysis to assess the effect of HFRT in CHF patients
sulfering from DM and HTN, separately and towsether,

Wias

yiclded positive results, This was done 10 evirluate
whether any underlying metabolic diseiise will alfect
the positive elleet off HFRT on the anthropometrie
measurements, which was not 1he case. Hence,
ierespeclive of the underlying metaholic discase of
HTN and DM, HFRT may benefit the paticnts bascd un
BMIand abdominal girth.

HERT comprises of Swehunatexternal oleation or
massage). Swedana(passive heal therapy).
Hridaydharaldecoction dripping thempy) as well as
Basti (per rectal drug administration).  Published
literature states that the sympathelic nervous system i
activated in obesity."™ It has been theorized that
Snehanadecreases the "

sympathetic activity of the body, which may be one of
the factors which may be deereasing (he body fal
Swedanainvolves exposure of the body to external
heat, which is believed Lo decrease the subculimeous
body fal. Stress is # common faclor which is assoctated
wilh increasing BM| as well as obesity which may be
tackled by /lridaydhara, which leads (o patient
relaxation both mentally -as well ay  physically,
According to a published research on obese patients,
Basti moderates the immune responses by controbling
the pro-inflammatary  cytokines, immunaglubulins
and functional propertios of T-cells. These alicrations
areassocinted witha reduction in the bodywyight,""

BMI does not discriminate between the fat mass and
Fat-free mass, which is an accepted indicator of the
general health status. The robustness of BMI as an
adequate obesity indicator is not proved in elderly
mdivaduals, as the fat-free mass decreases with age."™
Waist circumlerence or abdomimal ginth helps in
:lulcrmming abdominal adiposity, which is a betier
indicator ol nsk to develop various metabolic diseases.
By checking the voreelation between BMI and
ubdemmal vircumteience, 1t was proved  that
wrespechive vl the assocrated co-morbidity with CHF,
HEFRT significanily decreases gencral body mass as
well as on abdominal adiposity, which correlated well
inall subgroups of CHFpatients.

The study had a few hmitations, The study assessment
was donge only atier 30 days of HFRT., so long wrm
eiledts o HERT on the anthropometric parameters was
not assessedd. The study was ol retrospective design,
and so was Jdependent on the availability of patient
data. Future rescarch over a longer study period and
with i prospective study design may be planned lo
generate nune evndence for effoct of HERT on
anthropometricmeasurements.

Cuncluyion

HERT decreased BMI and abdominal circumference
significantly in patients of CHF, irrespective of the
presency ol any other co-morbiclity like HTN or DM.
Both the anthropometric  parameters correlated
strongly in all the co-morbidity subsets of CHF
patienis,
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Impact of_ComprehensiVe Diabetes Care (CDC) Management
Program in Type Il Diabetes Mellitus: A Retrospective Study

Rohit S::nc'. Pravin Ghadigaonkar’, Reklia 90 of CDC. Out of 48 enrolled elderly male
Chaure’, Sangecta Jain', Shweta Withane', patients. 34 were included for analysis. CDC

Manisha Ghurde®, Aarti Nadapude®, showed significant improvement in HbA I¢ from
AaratiBadre', Prabha Acharyva®,Rahul 8.27 = 0900 7.1 = 1.30; p=0.0001). BMI from
Mandole" 27.65 & 3.20 10 25.91 £ 3.29. p< 0.0001), weight

Department of Rescarch and Development,  [rom 73.75 = 10.761069.46£10.39,

Madhavbaug Cardiac Care Clinics and Mospitals, =0 0001 Abdominal girth (from 100.0 £ .08 to
Mumbai, India ‘Department of Medical 95.36 +9.10; p<0.0001), also showed significant
Operations, Madhavbaug Cardiae Care Clinigs  reduction, Dependency on concomitant medicines
and  Hospitals, Mumbai, India  ‘Madhavhaug — Was reduced. with number of patients on no
Cardiac Care Clinics, Mumbai, India concomitanl medicines increasing from 3% to
‘Mmlhiwhmlg Cardiac Care Clinies, Nagpur, India [5%. CDC and allopathy both are found it‘l_ht:
*Madhavbaug Cardiac Care Clinics, Latur. India cllicacious; but CDC acts dually, by reducing
" VRT's Madhavbaug Institute of Preventive HbAIC. as well as reducing dependency on

Cardiology, Thane, India altopathic medications.

Email address:  cromilagro@gmail.com(R, Keywords: Comprehensive Diabetes Care, C D.(‘.
Mandole) Panchakarma. HHbAIC, BMI. DM, Alternative
Corresponding author ' Mudicine

Abstract: Globally, Diabetes mellitus (DM) 1 Introduction

prevalence has created menace, being o major  Diabetes mellitus type 1l (DM) prevalence has
culprit of increased mortality and morbidity and ~ reached cpidemic fevels in global scale.
health care expenditures, India'is the 2%country  Inlernational  diabetes  federation quotes  that
with maximum number of diabetic patients, with number ol diabeties in 2030 will rise by estimated
an cstimated prevalence of around  10%. 200 mulhion nse in number ol cases, as compared 1o
Comprehensive Diabetes Care (CDC) is a prevalence n 2011 [1]. This is far more concerning
combination of Panchakarma and Dict  in India, where it is estimated that around 1/10%0f]
management. This study was condueted to  the population is inflicted by DM, with
evaluate the effect of CDC on glycosylated  stgnilicantlyhigh

hacmoglobin (11bA I ¢), body muss index (BMI),

body weight, abdominal girth und dependency on

conventional therapy in DM Patients. ‘This  mortality rutes [2, 3] Historically, fastingblood
retrospective study was conducted from July 2017 sugar level =126 mg/dl and post-meal blood sugar
lo January 2018, wherein the data of elderly male  level#140 mg/dl, which together constitute an
type 2 DM patients (HbA 1¢ >6.5%) who attiended — 0iul glucose tolerance test is used for diagnosis of!
Madhavbaug clinics in Maharashtra, Tndia were DM, Nowadays, glycosylated hemoglobin
identified. Data of patients who were administered — (TTPALe) is used for diagnosis of DM, as it depicts
CDC {60-75 minutes) with minimum 6 sitings  blood glucose levels over preceding 2-3 months.
over 90 days (= 15 days) were considered. HbAIC levels >6.5% is diagnostic of DM, while
Variables were comparcd betweenday 1andday - levelsiessthan 6.5 but more than 5.7% are  dictary
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suggest target HbAlc as < 6.5% [4]. Plethora of
complicalions of DM, gmupctl a8 macrovasculas
and microvascular, short term and long lerii,
makes the disease more dangerous.  Stroke,
myocardial infarction, peripheral vasculir disease
arc some ol the nicrovascular complicabions,
while reunopathy, neurppathy and nephiopaths
are grouped under micrdviascular complications
However, major culprit Tor morbicity and
mortality in diabetic patients 15 cardiovasculir
diseases (CVD) {5]. Fool ulcers, amputations are
some ol the after etfects of diabetic acuropathy.
while diabetic nephropathy is one of the major
cause of morbichty and mortahity in chabeug
patients alter CVD [6-9]. Diabetes 1s presently
managed by advocating dietary corrections il
regular physical exercise along with treatment
with oral antidiabetic drugsforal hypoglycemic
agents (OADs). It is recommended 1o st OAL
only when diet management and other meisuies
are unable 10 bring down levels of HbA lc 10 <
6.5% after 2 months. The magority ol the QA DS
acl by either, reducing the ntrinsic glicose
production, increasing tissuc uplake or increasing
excretion. Sulphonylurcas, 1hiazolidinediony,

conventional class  olantidiabetic drugs, When |
OAD is unable 1o reduce the HDA l¢ below 7 3%
or if baseline HbAlc is too high, i s
recommended to use combination of OADs from
different class [10). Bui, major issues Ficed
wilhthe use of OADS are a plcthora of adverse
effects which  anclude hypuglycem,
pancreatitis, anemia, ele [11). These adserse
elfects along with the increased cost ol therapy has
found to drastically reduce medication adherencye
in patignts of DM [12]. Despite the avinlabihity of
numerous classes of OADs and extensively lud
down guidelings, number of cases  ofDM are
consistently mereasing [12] Thus an elleetage
aliernanve therapy i needed, that st connter o
these adverse eleets of conventional medicimes

considered us prediabetics. Most ol the guidelmes

biguamdes, cle. are some ol the examples of

and inerease patient adherence to medications for -
optimal  vutcome. OADs .'_n:l by n:&}iucmg blood
qugar levels m the hody Various herbal drugs have
own stndar effects chimcal studies, incluching
significan! reduction in HbA L [13-15]. Tm
makes Ayurveda a potentral thcrapeuflc allcn.'lauve
e patients ol type 2 DM Ayurvedic physicians
ads ot Panchakanmas o multi-step budy
detosidication process n - the chronic phase of]
Discase  Panchakarma and et therapy s
combined 1 Comprehensive  Diabetes  Care
(D) Management Program. Three techniques
are used i Panchakarma m CDC- Snehanai.e.
oleanon, Swedanan e, passive heat therapy and
Baste v per rectal drug  administration.
Do hakarma s a0 well-known  procedure for
mternal detoxification of the body [16-17]. Since
reduction in quality ol hile, depression  are
associited with DM, we planned this retrospective
studds meldertvoyale
paticaty of ype 2 DNL o asaess the ethicacy ol
CDC on varnous parameters ike HbA le. BMI,
reduction in budy weight, abduminal girth and
reductuon an dependency on conventional
mwdicaons atier completon ot CDC

2. Subjects andMethods

Ntinly Design

Retrospectiv e record based study.

Study Site

Madhavbang Clinics fiom all over Maharashira
Stuely Period

July 200710 January 2018

Stude Purticipanty

Liderly male (60 years), suffering from type 2
DM HBA [ez0.5%)." who attended Madhavbaug
lanes across Maharaxhiea.

Methadilogy

The data of patients who had been admimistered
CNC with minimum 6 sittings over a span of Y0
davs PR davsh were consudered for the study, out
of e e athimes were dome m the |“Illt‘lll!h.ﬂl\d I
“itting permanth Tor next 2 months. These patients
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mmmtlmd on a dret plan of XUU- 1000
ahfta intake per day, according to paticnt
medical records. The diet plan consisted of low
carbohydrates, moderate proteins, and low fats.
Cases were identified, and data was assessed from
the records of Madhavhaug chnics in
Maharashira. The sclection was bascd upon the
availability of complete relevant baseline data
(day 1 of CDC) and final day data (day 90 of CDC)
of the patients. The information about preseribed
concomitant medicines, if any, was also noted
down. On day | of CDC, the patients had
undergone HbA I ¢, weight, BMI, abdominal girth
measurcments as  per guidelines [I8S]. This
readings were considered as baseline reading
This process was repeated on day 90 of CDC 1o
calculate the change from bascline reading. The

< Table 1. Study Treatment- Comprehensive Diahetes Care (CDC).

BMI for day | and day 90 of the patients was
calculated by checking the weight and the height
from the medical data sheets ofpatients and using
the formula: weight in Rilograms/ (height in
meters) . The dependency on standard medication
was calculated both on day | and day 90 of CDC as
the percentageof patients out of the tutal enrolled
ones who required a conventional allopathic
therapeutic agent during the study period of]
YOdays.

The CDC 15 a 3-step procedure which was
performed on the patieats of type 2 DM after a
light breakfast. One sitting of the procedure took
63-75 minutes. as described in table 1 [19-20)

lrsoapt mpuy

Sip of CNC__ Type of Therapy Herhis used for Grerapy Dumtion of Therspy
SoohenaSwoda Muxge arcvicmal olcgion (mnpad 1 (0iml Azl odiad @ (eun)e st processed in 2631} misnacs
uppar strokees on the body) . scsam ol
m Damive hot thcmpy W the budy Dishmroka (group of kn heibol rovs) with sicam i <40 1520 minues + 34 minuted
Sepof COC__Typeod Thevapy = Vertowdbwtbenpy OwslendTery
s deges Cuban) of rolnntion afler procoe
Morrvaal dg idmineamuon shouki b Minase of S Canbinur {Lynnamisybasine) 200
Bt kndha inbody for > | S nyrmacs for nmunun Dnaduade { Brtens mrmak jand 4 Yashanndn 10 et s

(Chnwrihwra phabe 4

Statistical Analysis

Data were pooled and coded in Microsoft Excel
sprendsheet, R Version 3.4, 1 software was used 1o
analyze  the data. Categorical datn were
represented an the frequency
formandeontinuousdatawerepresentedastheMean
+SD. Paired t-1lest was used 10 assess the
difference between baseline values and 90%day
afler treatment, The histogram were used to
represent thegraphs.

I.  Results

Studypopulation:

A total of 48 patients’ data was screened for
inclusion in

the study. However, based on the availability of

dota (Day | und Day 90) and the inclusion criterio,
34 patients were selected, and their data was
considered for mnalysis. The present study
involved a total of 34 male patients with more than
o) years apy hivaing a Jabetic history and HbA Te
< 0.5 The mean age of the patients was 66.32 £
4 86 vears and mean height was 163.34 =6.53 ¢m,
Climical parameters compared between buseline
values and after Y0"day was as shown in Table 2.
Afier 90 days of treatment there was significant
reduction in the HbA e (F=0.0001. Figure 1).
There was significant reduction in weight
(P<0.001: Figure 2), BMI (P<0,0001: Figure 3)
and Abdomengirth (P<0.0001;
Figurcd)postireatmento®0days.
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Flgure 2. Cinmgririson cof worgdie of the puonsonses oo Ioseo b yond weite s i
dayy
We also assessed the correlation benveen the BMI
and HbA l¢, abdaminal gt and HhA Ieh (able
3). There was a weak positive correlinhion between
BMIand HbA I¢ (1= 0.05) on the 18l day ol the
treatment and it was nol statistically sigmlicant
(p=0.06), the same is shown in figure 5a. Aller Y0
days of treatment we found nearly sanwe positn e
relationship between BMEand HBA 1e (e 007
0.70) which is shown
infigure 5h,

Table 2. Comparison of clinic ol paramelces Doty en havelie - .
{ salisic pyaly '
Variable (0=M) Rewscling :l.-rl'll:lal.n\ 5 00!
§27:096 o Rk - < QUi
‘mtm 71752107 fip 6 <0 0001
B 27654320 25911320 : <0 000
. Abdomn gith (1=25) 100,04 908 95,3649 U L '
HbA I¢; Glycated hacmoglobin, BMI, Bady nass index _ y it
! (i & ; l i
Table 3. Correlation of BMEand Abdamen goth woti [ Th- e b [ v amdatller 704 _
. o lweling Ao Aklays ~
Corvdadon hetwem M [l r irraliie
“BMind A I s i el ::;:"
Abdomen ginduindl [bA Te O (MY ! 01
r GMI
ey _ i
I
HbAIL |
I !
R G| . dF
s % - S ! 27 3 25
I‘L“ \F' E... ’
0 kﬂ:f)“x r !
" b S U T T
fasciny B GRS () " . S e e i i et
. Figpaee G, ¢ sy e vseinscal KU of tit gaatny s oot Bumsetin: wond aftes 90 1kns

[
; Shedumen gicth (n=25)
i
i
1 i
Fagnre d. orsnmssai o Ask-aet orth of Bae pysisnts b asaber anl gfer
e

W fondd a negative relatonship between HbA I
andabdomen girth (v -0 049) on the 1stday of the
tratiment w hich was not statistically segnificant (p,

(182) (ligure 3¢). We tound a weuk positive
relationshyp botween them afler the treatment
(r-0.051) von day Y0, and it was not statistically
stgnlivant (p - 0.8 1) (figure Sd).
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Allopathic medicines consumption on dmy | and ofier thne
90™Jay of therapy were as showin in Table 4. Mos of the
enrolled subjects were ireated with biguanides (3X.52%),
sulfonylurea (38.24%), nonstervidal anticinilammatony Jrugs
(35.29%), statin (22.41%). All the subjects who wene

C : HbA1c & Abdomen Girth at 1st day

b:BllIthMulMdlr
« O
<
= ®© y
o _"_-;r:" & |
) . }
T, ) 3 9
BAN
d : HbA1c & Abdomen Girth at 30th day
§ 5 |
§ 8-
g . S
Z
B b s s e

MDA ig

Figure L Conrvdetmos N twey s RN and VR IL, ulbehson s gorth wnd WA 1 ],

allopathic malicioes before therapy was decreased after
. Thmever, the subjects with nonsieroidal anti-
milammatery drgy were not varied ofter the theropy. An
tllusiration is iven in flgure 6.

TaMe 4 Cinramgvn f athgvatba i o via de | onl ot WA

Medicing Ihay | Mier 90 dass
Sublony lurca P3at i M4
Daguaniche L TR VRN
Phizaolidinedione A1 Tm 205,80
P-4 whibiloe LIRARS T S
Alpha-phacicidases inhibits s T E ]
Insulin ' T Y M TIE N}
NSALL L2538 o 1Y My
Sintin w4 il ulp
AR . b EL il Tas)
Beta huosher S0 1SRN
en 6117.05) LTERIT
Aatiplaicle Ti205 T 20,595
Nitrawe 29y, 11294
No medicine 2% AT
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1. Discussion

Despite the avalability o o plethora ol
therapeutic options for treatment ulivpe DML
prevalence and contribution to global morbidity
and mortality remains significantly high and
increasing continuously. Therelore, alternae
therapeutic option to curb the menace 01/ DM s the
urgent necessity of current fime. Conventionally
used allopathic mcdicines in the treatment o'ty pe
11 DM act by reducing blood sugar lesels
Ayurvedic medicines serves s polentin)
alternate therapeutic option [or management ol
type 3l DM, since many herbal drigs hase been
found 10 significantly Jower blood glucose levels
in clinical studies. Ayurvedic physicians
administer Panchakarma (o the patients ol DM
[16). Panchakarma afong with dict therapy
consisting of Jow carbohydrates aml fais with
moderate amount of proteins s adimsterad in
CDC. Probable mechanism, by whigh CIDC gl
benefit putients with type I DMy

l. Reducang glucose productiom s thye hs o
by hampering sympathetis shimuplation
ongluconcogenysis,

2, Reducing the shear sieess ol vasculy
endothelium by promoting  water loss v

Fi"ﬂh‘ [ ('I'IIII'JRH‘I'.!I'III e comvsampanyoons of aifley wnln sivcedcrn s 1y vood after W dany

swealing. Tins may help in reducing vascular
compheations sigmticanily | 16|
In the prcaent study. the CNC was found to
signifivantly reduce (p<0.001) HbA Le. BMI, body
weight. abdonnnal girth. at the end of study period
te 90°da Another crucial linding of our study
was that there was sigmificant  reduction o

patients’ dependeney on canventronal allopatine
the end of the

antidiabe e medicathions it

sty periogd
HbA T¢ value 15 ong of the most crucial pagmcter
i dibetic panents as it cchogs blowd sugar level
conbiol woar preeding 2-3 munths. [4) Another
tpochant leature of HbA LG 1s 11s prognosticator
Gilue m iy pe & DM, simee it hay boeen tound that
morbwhity and mortality o directly related
sustatned mcreased HbA L¢ |21). Thus it can be
anticipatedt from the findings of owr study thet
DU Gaeries o doad prognasis i dhabete patients
as (st amly reduces

HEA LG Obesay i seakeaary hiesty e contnibute
b desctoprient of DM wlisch s iadicated by
e 1N

le2] Apwit hiom DM, high BML has
epidenmiological hakoge with many  chramic
discases bhe HEN andother CVDs 23], Sustined
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control of blood sugar fevely

: the wimaxt R 4
mportant factor n duabetn: patrents., since it b s “‘_“"""“h"‘l
control is assocsated with o Dlood wgac kvl Referemces
] W increased meskemee of ) U ¢ Whitine A
complications [24]. CDC can help m revhecime b e aal o SeR

Ghyoatts Can D (1nds) The IDF Diabetes Atlas,
Sth cdivon Brussels. Belgiun:  [nternational
Dhabetes Federaton, 2011 pp 7-12
121 Vyayukumar G, Arun R, KuttyV. Migh|
Prevalence of Type 2 Diabetes Mellitus and Other
Metabolic Disorders in Rural Central Keralo.|
JAPE 2K S7-503-7.

(3] Swmgh PS, Sharmw H, Zafar K, et al.
Prevakenee of type 2 diabetes mellitus in eural

wlm of DM since 1t showed sustanal
rczhscnot_'. n all paramcters ke HbATC, R\l
bodyweightetic. '
Am major issue with the use of conventional
Elrll[l 6 increased cost of thempy along with
mereased incidence of adverse ¢ffvets assovinted
with use of these drugs [25]. Heace, we assessed
the effect of CDC on dependency on conventional

medications. In our present stinly, we Tound ihat
thére was an averall reduction in dependency of
patients on conventionat medications at the el ot
the study peril. Also. the numprer ut palienats
who went off the conventronal drugs mercased a
the end Y0 day.

In arder (o generalize the findimgs of ain st B
the larger population. we recommeid comduction
ol gimilar studics with dual arms, (o allow direct
comparison with convennopal theiapy,

1, Conclusion

Major patamieters of the body deranged DM
BMI, body weight, abdominal girth alh vl wheh
worsen complication rate. Although vony il
correet These parameters to some exivat cnt vl
therapy and adverse effects oflset thear boneti ol
elfects and decrense patient comphance UIn
corrected all these parameters etfechively and also
ceduced dependency on conventional deugs. il ul’
which have positive contbutery eflect on
enhanting patient compliance s it sabe o
conclude that CDC canbeconsidered .o vliegine
and sate therapeutic opton tor trcatient ot DM
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IMI;?:T OF COMPREHENSIVE DIABETES CARE (CDC)
NAGEMENT PROGRAM IN TYPE Il DIABETIC
'OBESE PATIENTS: AN OBSERVATIONAL STUDY

Sane Rohit M, Sabir Imran A%, Naik
Minal §’, Manisha Ghurde*
ShinganTejaswini', Mandole Rahul §
‘Department of Research and
Development, ‘Department of Medical
Operations, 'Clinic Head, 'Fellowship
(Cardiac Rehabilitation), Clinic Head,
**Department of Research and
Development, Madhavbaug Cardiac Care
Clinics and Haspitals. Mumbai, India,
VRT's Madhavbaug Institute of Preventive
Cardiology,Thane, India

ABSTRACT

Context: Diabetes mellitus (DM)
contributes to a major.chunk of morbichty:
mortality, and healthcare cost on a global
level. The prevalence ol DM is rising
alarmingly, worldwide and India
Comprehensive Diabetes Care . (CDC) is a
combination of Panchakarma and it
management.

Aims: This ‘study was conducted (o
evaluate the effect of CDC on Glycosylated
hemoglobin (HbA1c), body mass index
(BMI), body weight, abdominal girth and
dependency on conventional therapy in
DMPatients.

Setting and Design: This observational
study was conducted in July 2017,
wherein the data of obese Type 1| DM

patients (HbAlc >6.5%) who attended
out-patient departments (OPDs) at
Madhavbaugchnics in Maharashtra, India
wereidentified
Matérials and Methods: Data of patients
who were administered CDC (60-75
minutes) with minimum 6 sittings over 90
days (¢ 15 days) were considered.
Variables were compared between day 1
and day 90 ot CDLC. :
Results: Out of 27 patients, 22 were
included for analysis, out of which 10
were males while 12
lemales.CDCshowedsignificantimprovem
entinHbAIcl. 1%(fromB.80£0.93t06.98%
1.73; ‘
p<0.001),BMIby2.66(from33.79%

J8Mo3 .13

19 1,p<0.001),weightby6.56kg

(romB3.67

= 1128w 77.11 % 12.27, p<0.001),

Abdominal girth (from 104.34 £ 974 to

Y6.97 + 11.93; p<0.001), also showed

signihicant reduction. Dependency on

concontant medicines was reduced,

with the nuinber of patients on no

concomitant medicines increasing from

27% to 41%,

Conclusion: Comprehensive Diabetes
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efficacious; by reducing HbA1c, as well as
reducing dependency on allopathic
medications.

KEYWORDS: Comprehensive Diabetes
Care, CDC, Panchakarma, Glycosylated
HB, HbAL1C, BMI, DM, Alternative
Medicine. %
INTRODUCTIONDiabetes mellitus (DM)
contributes to a major chunk of morhiclity,
mortality, and health care cost on a global
level. The prevalence of DM is rising
alarmingly, worldwide!! India 15 only
2""to China, in terms of prevalence of DM,
with a prevalence rate of around 10%; i.e.
every 10"adult in India is suffering from
DM.* According to WHO report, about 30
people die per 1 Lac population in India,
duetodiabeticcomplications."”
Conventionally DM is diagnosed based on
blood glucose/sugar levels (BSL), fasting
levels more than or equal to 126 mg/dl
and post prandial levels more than or
equal to 140 mg/dl is considered asa DM,
Inrecentdecade diagnosis is also done by
measuring glycosylated hemoglobin
(HbA1c), since it reflects blovd supar
control overthe past 2-3 months.

HbAlc levels more than 6.5% 1s
considered as DM, 5.7% to 6.4% as a
borderline case/ prediabetes, and less
than 5.7% as normal. Target HbAlc lor
treatment strategies are taken as el
6.5%."

DM is dreaded due to its complications,
which are short term and long term,
macrovascular and microvascular.

Macrovascular complications include
myocardial infarction, coronary artery
disease, stroke, cerebrovascular disease,
peripheral vascular disease, elc.
Microvascular comphcations include
retinopathy, neuropathy, nephropathy.
Out of these, cardiovascular
complications are leading cause of
morbidity and mortality in diabetic
patients."' Diabetic neuropathy may
manifest as foot ulcers, sexual dysfunction
i young males, amputation, etc.”*"
Amongst microvascular complications,
nephropathy is leading cause of
morbidityand of the disease, while
herbial drugs are preferred inmortality in
diabetic patients.”™ The prevalence of
retinapathy in diabetics is also increasing
these tiny.\‘.""'lt has been postulated from
findings of various epidemiological
studies that certain cancers are more
common n diabetics like, cancers of
breast, kilney, calo-rectal, bladderetc."*""
The current management plan includes
lifestyle modification, including dietary
mocdifications and physical exercise on a
dinly basis plus pharmacological
management (vral antidiabetic drugs).
Antichabetic drugs/oral hypoglycenic
agents (OHA) should be initiated only if a
lilestyle modification fails to reduce
HbAT¢ below 6.5% atter 2 months, Major
class ol OHAS icludes Biguanides
(Mettarman), Thiazalidinediones
(Pioghtazone), Sulphanylureas
(Glimepiride), Dipeptidyl peptidase-4 |
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e

(DPP-4) inhibitors |ike Teneligpiltin
Sodium glucose cutranspurter-z'
inhibitors (canagliflozin). All these drugs
act either, by reducing blood glucose v:n
increasing tissue uptake, decreasing
endogenous glucose production,
preventing breakdown of incretins, etc,
Guidelines suggest that, if baseline HbA I ¢
is > 9% or it remains >7.5% despite 1
OHA, then combination of 2 OHAs should

their blood glucose lowering action.
Several studies have shown similar
effects, with significant reduction in
Glycosylated Hemoglobin (HbAlc),
Fasting and Post Prandial Blood Glucose
(FBG, PPUG) levels and lipids, by using
herbal drugs, which serve as interesting
potential rargets for newer therapeutic
options for treatment of DM

Panchakarma is multi-step internal

begiven
But, these drugs are associated with a
wide variety of adverse. effects like

| hypoglycemia (almost all classes),

‘megaloblastic anemia (biguanides),
pancreatitis, upper respiratory tract
infections (gliptins), ketoacidosis, bone
fractures (SGLT2 inhibitors),
lipodystrophy at injection site (insulin}, C
cell tumour of thyroid (GLP1 agonist),
etcIn a multicentric study on diabetic
patients, it was found that adherence of

SB%. The investigators of the study
attributed this low adherence to cost ol
therapy, adverse effects of medications.
Also, despite numerous guidelines lor
DM, its prevalence is rising
continuously.” Thus, it is the need ol the
hour to explore alternate forms of
-antidiabetic therapy, which can
ameliorates the factors associated with
low adherence to allopathic anti diabetic
drugs.

The therapeutic benefit ol allopatine
antidiabetic drugs in diabetes is due to

patients to antidiabetic drugs was only

pu rification process. Panchkarmatherapy
in Ayurveda practice is administered in
chronic phase

acute phase. Comprehensive Diabetes
Care (CDC) combines Panchakarma and
diet n'umagement. Under this
management program, Panchakarma is
advocated through threetechniques-
Snehanai.e. oleation, Swedanai.e. passive
heat therapy and Basti i.e. per rectal drug
administration. Panchakarma techniques
are alreacly well established in literature,
as detoxifying procedures.“"'DM is found
to be linked with depression, reductionin |
quality of life, etc.*'Hence, we planned an
Observational study to investigate the
eflicacy of the CDC, as add-on therapy to
standard anti-diabetic therapy in patients
with DM. We evaluated the effect of CDC
on HbA Lc, weight, body mass index (BMI').- |
abdominal girth, and cdependency of these
diabetic patients on standard

conventional oral antidi abetic
mivdications

Since, numerous factors play a role in

VRT's Madhavbaug Institute of
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management should be multi-pronged.
Given the fact that Ayurveda may serve as
potent alternative therapy, its efficacy in
DM should be tested."'"™" Hence, we
planned this observational study to
investigate the effect of the CDC, as add on
therapy to standard anti-diabetic therapy
in obese patients with type 11 diabetes
mellitus, We evaluated the effect of CDC
on HbAlc, body mass index (BMI), body
weight, dependency on oral
hypoglycemic. drugs/ agents, and
abdominal girth.

MATERIALSAND METHODS

This was an Observational study
conducted between July 2017, wherein
we identified the data of obese patients
suffering from type 1l DM (HbAl¢ = 6.5%,
BMI > 30) " of either gender and any
age, and who had attended the out-
patient departments (OPDs) al muluple
Madhavbaugclinics located in various
cities of Maharashtra, India.. The data of

—

with minimum 6 sittings over a span of 9
days (¢ 15 days) were considered for the
study, out of which 4 sitlings were done in
the I"'month, and 1 sitting per month for
next 2 months. These patients were
maintammed on a diet plan of 800-1000
calories intake per day, according to
patient medical records. The diet plan
conststed of low carbohydrates, moderate
proteins, and low fats. Cases were
identilied, and data were assessed from
the records of Madhavbaugclinics in
Maharashtra. The selection was based
upoir the availability of complete relevant
baseline data (day 1 of CDC) and final day
data (day 90 of CDC) of the patients. The
information about preseribed
concomitant medicines, if any, was also
noteddown.

The CDC s a 3-step procedure which was
performed on the patients of type Il DM
after a lightbreakfast. One sitting” of the
proceduretook 65-75 minutes; as

patients who had been administered CDC  jaycribed intable 1.4
Table 1: Srady Treatment: Comprehensive Diabetes Care (CDC)
Step of CDC | Type of Therapy Herbs used for therapy Duration of Therapy
Snehana Massage  or  external o 100 ml Azau‘iru'h!tmrm'nlnL't.'fn) 20 inmnutes
L oleation (centripetal upper — extract pm-:'swd.m sesame oil
‘:lmkr"i mllhe Imtly] s : ST i
I e 1| 1520 minutes + 34
Swedana Passive hca: lhcrap o the Dastmonki{gioup ol ten herba _
hody d mots) with stean ot €90 degrees ' numdes of relaation
Ledsius) | awr pm“"fl'i'"__._,_ e
ﬂﬂsﬁ}t‘f-dbﬂ Per-recial drug Mixtinre ol 10% 10 pnutes
administation shoiildbe  Gufimar{Gemavmasvivestie), 20%
in body for 2 15 minutes Dundhard [ Bechores oristute) and |
fior maximum absorption AWK Vahtmdhu (Glyeyrhza
. T, | s
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On day 1 of CDC. the patients had
undergone HbAlc, weight, BMI,
abdominal girth measurements as per
guidelines. This reading was considered
as baseline reading. This process was
repeated onday

90 of CDC to calculate the change from
baseline reading. The BMI for day 1 and
day 90 of the patients was calculated hy
checking the weight and the height frum
the medical data sheets of patients and
using the formula: weight in kilograms/
(height in meters)’. The dependency on
standard medication was calculated both
on day 1 and day 90 of CDC as the
percentage of patients out of the total
enrolled ones who required a
‘conventional allopathic therapeutic agent
during the study period of 90days.
Statistical analysis

Data were pooled and entered in
Microsoft Excel spreadsheet. R Version
3.4.1 software was used to analyze the
data. Categorical data were represented
“in the numeric form and continuous data
were presented as the Mean & S The
Paired t-test was used to assess the
difference between baseline values and
90""day after the treatment. Box plot,
histograms and scatter plot were used to
represent thegraphs.

RESULTS

Study population

A total of 27 patients' data was screened

for inclusion in the study. However, based
on the availability of data (Day 1 and Day
90) and the inclusion criteria, 22 patients
were selected, and their data were
considered for analysis.

Figur;: 1: Treatment Plan of
Comprehensive Diabetes Care|
Management '
The stady comprised of 22 type 1l
diabetic vbese patients, amang them10
145 45 %) were men and 12 (54.55
%) were female. The mean age of the
study patients was 48 £ 12,13 years. A
significant improvement in weight,
(77.11¢12.27vs.83.67+11.28;P<0.001).B
MI(31.132391vs.33.7923.80;P<0.001),H
DATCH.YB21.73
vs. 8.80 £ 0.93; P = 0.0002) and abdomen |
wirth (9697 £ 11.93 vs. 104.34 £9.74; P <
0.001) were observed in diabetic obese
patients after the treatment (90 days) |

than betore treatment (baseline) (Table 2;
Figure
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2).Table 2: Comparison of clinical parameters between baseline values and

Fig 2.1: Companson ot Weight

Viargnt
&@ M 80 M
A2 )

AlRgr B0 twys

1s! day

Wanght on 151 Qv and 3er 0 .-

Fig 2.3: Comparnson ol HbA 1¢

o

— .

Aler 00 aoyvs

10 2
O O I O |

HDAIC
B

———

T
15t day

HDAIC on 1sl Gay ana aftar 90 days

Figure 2: Comparison of clinical
parameters between baseline values
and 90"day (N=22)

Most of the type Il diabetic obese patients
were treated with beta blockers (13.64
%). nonsteroidal anti- inflammatory
drugs (13.64 %), biguanides (54.55 %)

90"day of the treatment
Variable [ Baseline (Day 1) | After 90 days | Difference | Pvalue 1‘
Weight B367211.28 77111227 6.56 <0.001
BMI 3379:3.80 | 3113391 | 266
| HbAlc i B0 2093 698 £ 1.73 1.1 0. 0002
| Abdomen Girth (n=19) 10434 £9.74 96972 1198 | 737 | <0.001

BMI, Body Mass Index; HbA 1¢, Glycosylated hemoglobin

Fig2 2 Compansoncot BMI

LLTNGS Ahar 90 days
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Fig 2 4. Comparison ol Abdomen Grith

el vy W

Afler 80 days

15t U@y

ALrman Guih on 15! dav and 3tes 80 days .

and  sulfenylurens (36.36). While, the
patients depending only on biguanides
(36.36 %) showed marked decrease after
the treatment re, 90 days. The patients
with the absence of medication history
(40.91 “)} were also improved after
treatment (Table 3; Figure3).
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Table 3: Consumption of allopathic
medicinesondays 1 and 90

Medid e aseline [ After % days
Nphergucosidases infubiaos | 1(4.55) 111 55)
DPP4 inhilwtor a03ey | iass)
Thuzoldinedione 1(1.55) 1(1.55)
Bijmanide 12(54.55) H(36.36)
Sulforylurea B(36.36) A6
Auplawlet 1{4.55) 1(12.55)
CB 1455 | 1(+5%)
Betahlocker ETRET N T
ARD 23 M) s
e Satn 1[4 55) 1141 55)
NSALLD RIAREL! J{1dixl)
L Nomodione 6(27.27) finuL)

Comrclarionhetween | Haseline Nh.'l‘?h(h]s =
. ‘ Puilue | ¢ i Py
HA L& TM fad no7t | 0504 | 0016

correlated with the BMI after 90 days of
treatment (r = 0.504; P = 0.016) when
compared with baseline values (r=0.39;
P=0.071). (Table 4; Figure 4).

Table 4: Correlation of BMI and
abdominal girth with HbA1c at 1"day
and after 90 days of treatment

NSAID, Nonsteroidal anti-inflammeatory
drugs; ARB, Angiotensin Il receplor
blockers; CCB, Calcium chuunef blockers;
DPP-4 inhibitor, Dipeptidyl peptidase-4

Figure 3: Consumption of allopathy
medicines at days 1 and 90 days (N =
22)

NSAID, Nonsteroidal anti-inflammatory
drugsi ARB, Angivtensin Il receptur
blockers; CCB, Caicium channel bluckers:
DPP-4 inhibitor,Dipeptidyl peptidase-4

The levels of HbAlc were significantly -

BMI, Hody Mass Index; HbA 16 Glycosyloted hoemoglobin

Figd.! BMIBHbAcat 1 slday Figd.2:8MI8 HbA1cat90thday

DRP— v
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BMI, Budy Mass Index; HbALc, Giycasylated hemoglobin

BMI, Body Mass Index; HbA1c, Glycosylated
hemaoglobin

Figure 4: Correlation of BMI and
abdominal girth with HbA1c at 1"day
and after 90 days of treatment
DISCUSSIONAIthough there are
numerous treatment choices available for
treatnfent of type 11 DM management, itis
still one of the commonest culprits of
morbidity and mortality globally, Thus, it
1s the need of the hour to explore novel
therapeutic alternatives for the
management of type 11 DM. Traditional '

class ol antidiabetic drugs . has
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therapeutic benefit in DM of lowering
bloodsugar

levels. Similar property has been found in
various herbal drugs, thus making
Ayurveda a potent and viable alternative
tostandard therapy in the management ol
type Il DM. Panchakarma is administered
asadd on therapy for DM management. by
Ayurveda physicians.™ cnc
combines Panchakarma with Low carb
moderate protein and lnw'i';at diet. CDC
acts by reducing sympatheticstress |,
reduced sympathetic action lowers
hepatic glucose production, which can be
helpful to reduce hlood sugar levels

Swedanais helps by it inducing sweating
and reduces excess of sodium and water,
and this comprehensively helps to
improve vascular health of UM patients to
keep them away from probable vascular

the efficacy of CDC in type Il DM, we found
that it showed significamt (very high
statistical significance) improvement in
HbA1c, weight, BMI, abdominal girth at
the 90"day of the whole pracedure. Mot
importantly, we found that CDC
noticeably reduced patient’s dependency
on standarh allopathic medication at the
end of 90 days, may be of therapy

The HbA1c levels are more important in
diabetic patients since it reflects the

complications.”“'In pursuit of analyzing -

average binod sugar control over the past
1-2 months.” Importance of HbA ¢ lies in
the fact that, itis an independent predictor
of mortality and morbidity in patients
with type Il DM. This has been
corroborated in a prospective study done
on diabetic patients, that cardiovascular
complication like stroke was significantly
lower in patients with an optimal
reduction in HbA lc. It was found in large
study- UKP'DS study on diabetic patients,
that reduction in HbALc by 1% led to
reduction of heart failure, heart attack,

struke, amputation and overall morbidity
and mortality in diabetic patients™
Henee, sigmficant reduction in HbA1lc
after CDC i our study indicates favorable
prognosisin DM relatedmorbidity.
thgh BMI is considered to be one of the
major risk lactor tor developmentolf DM in
normal subjects. It signifies sedentary
litestyle and obesity.™ Also, it has been
found that BMI is posirively associated
with l'ypu Il diabetes mellitus,
hypertension, cardiovascular diseases
and other chronic diseases.'*”
Uncontrolled DM frequently leads to the
development of complications, hence
vanous management plans across Lhe
plobe hoave tngeted sustained blood sugar
coutrolin patients with DM, to prevent the |
occurrence of such complications." In the
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present study, CDC significantly redyce
HbAlc, BMI, abdominal girth, bady
weight. Thus CDC can play signiticant
role in preventing the development o
complications in patients witl DM,
thereby reducing morbidity andmortaliy y.
ln- developing economy like India, the
dependency of diabetic patients un

d

healthcare to troublesome levels,
Plethora of adverse elfects of these drugs
complicates the scenario, furthermore ™
Keeping this in mind, we analyzad
changes in patient's dependency on
-allopathic medication by CDC. There was
significant reduction in dependency on

{oral .

hypoglycemic agents),.at the end of 90
days, with an increase in the number of
patients who went off the allopathic
drugs. ; '

One limitation of the study was that, it
had only one arm, thus we were nol able
to compare CDC findings with that ol
standard therapy alone. The findings of
the present study can be gencralized only
after a comparison with the findings ol
other such studies with probahly
prospective design, farger sample sz,
and more follow up period. This will help
in identifying long term outcomes of CDC

allopathic medicines escalates the cost of

almost all the class of antidiabeltic druys

inthe managementoftype |l DM,
CONCLUSION

There was significant improvement in
HbALc, atter CDC. Also, there was
significant reduction in patient’s
dependency on allopathic medicasions.
Siginficant reduction in HbAlc, coupled
with reduction in BMI, body weight,
abdominal girth after CDC indicates a
letter prognosis in patients with type I}
DM Hence, CDC may serve as a potentand
vizible alternative to standard allopathic
treatment ol type 11 DM,
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Abstract .
Although multiple new drugs arc coming oul in
the market. India has the 2%highest aumber of

to evaluate eflects of Comprehensive Diabetes
Care (CDC) on Glycosylated  hacnioglobin
(HbA L¢) and metabolic parameters in pre-obese

diabetic patients. In this retrospective study. dat
|of pre-obese DM pulieni's who had receaved 0
|CDC sittings over 0 days i the oul-patient
departments (OI'Ds) ol Madhavhongehnes was

collected between May 2013 to April 2018
' Demographic and co-morbidily detuils were
Inoted. HbAle, body mass index (M1,
abdominal girth, systolic and distolic blood
pressure (SBP. DB, dependency on

diabetics in the world. The aim of this study was

muedications were assessed on days | and 90 of
CDC The patients followed a specific low-
calonn diet plan dusmg the stidy. ¥9 participints,
(32 maless 37 females) were enrolled. Mean
HIATE mvasued o iy 20 was significantly
loseer than that on day 16 X6
S vs v al 1 179 p< o). Mean BMI was
stenlicanthy reduced on day 20 when compared o
hasclie (23 39 ¢ L33 ve 27 24+ 1 33, p<0.001).
Abdomal girth was sigmiticantly decreased on
day 90 compared to baseline (91.64 + 6.26 vs
97 12 +7.03,p<0.001). SBP(122.83 % 13.56vs
3160 £16 10, p<0.001) and DBP (77.02 £ 6.8]
vsR| 754 943, p<0.001) werealso

deercused  after

siemiicantly

90  days.

Dependency  oncuacomitant  medicines
wasreduced.

Glycaenmie conlrul and  metabolic  parameters
agnificanty improved after 90-day CDCY
wreatment Reduction in bload pressure and intake
ol conconutant medications were nlso noted.
Kevwords

Comproehensive diabeles care, CDC,
Panchakarma. Diabetes melhitus. HbA le, Body

mass ek, Ayurceda, Alternativemedicine

Introduction

Dinbetes metlitus (DM) is a known global health=
hazard, alecting millions of people worldwide, |
According 1o World Health Ocganization (WHO),
the number o diabetic patients has increased from
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108 million in Y980 to a staggering 422 million in
2014, (WHO, 2018) The International Diabeles
Federation (IDF) has mentioned

that about 1 .in |1 adults belonging to the age
group ol 20 years 1o 79 years are sulfermyg lrom
DM worldwide. (International Diabetes
Federation, 2018) I is, interesting v note that
34%ofthe patients suflering from DM worldw e
belong to the low-income and middle-income
countries, and India is one of them. (Tripathyer
al., 2017) 1t is estimated that in 2013, India had
more _than 69 million DM patients, which is
considered to bethesecond highest number in the
world, next 1o only China, (International Diabetes
Federation, 2018) The DM prevalence s
expected to double after 20 years, because of the
clevating age-expectancy, increasing obesily as
well as the increased exposure of population to
various risk factors, The patients sulfering from
DM also are at a risk of developing various
dangerous complications fike retinopathy.
neuropathy and  various: nicrovascular and
macrovascular diseases. Carrent maniagement of
DM aims to render a good glycacmie contral and
prevent the development or progression of
complications.  There are. multiple treatment
modalities for the management of DM .which
mclude parenteral insulin preparations and oral
hypoglycaemic agents like metlormin,
sulfonylureas. sodivm  glucose teansport
inhibitors, thiazolidinediones. Despite  the
presence of these multiple ¢lasses of drugs, the
prevalence of DM is on an upswing Literaure
reveals glyc;ut:tl haemoglobin (DA 1¢), the ninm
indicator of long term diabetes control, 15 the
normal rnge in only S0% ol the DM panients
(Del Cadizo- Gomez anid Morcira-Andrés, 2004)

The various drugs used for the management of DM
are also associated with multiple adverse effects.
(Goodman ¢ wl., 2011) Hence, there is 4 need for
new or alternative therapeutic modalities for the
treatmentot DN

Avurvedk 15 o commonly practiced ancient art of]
alternabve medicme i India, which simply means

'Science of Lie' The main purpose of Avurveda is

1o keep an cquifibrium between the physiological
and structural “enntics, which indicates good
health. (AYUSH, 2007) The description of DM
(Madhimeha) 1s present in the ancient Ayurvedic
literature, indicating that the knowledge of the
discase was present with the Ayurvedic physicians.
(Upadhyay and Kamla, 1984) The Ayurvedic
physicians are using a multi-faceted management
approach to treat DM in India, which include the
usage of Punchaharma, herbal preparations. yoga
and  breathing exercises along with diet
moditications - Comprehensive  diabetes  care
program (DY s one such alternative treatment
indaline, wluch includes o combination of herbal
teatment with Panchakaran and allicd therapies.
The techniques used in panchakarma -are
‘S'nchar}ﬂ{(.,‘unlri petal oleation), Swedana(Thermal
vasodilation) and  Basti (per rectal: drug
wimmisyaon), which are known 1© remove
toxins from the body: (Mishra, 2003; Uebabuer al.,
2008) However, there s a paucityof litera
which indicales that this alternative tréntment
modality tseltivient in conteolling DM,
Henee, o retrospective study was planned to-assess
the e I.nl (D¢ the treatinent of patients with
1IN
HDATC, the maun inchicator of DM control, was the
privary oulcome measure in this study. The bady
sy ey (IM1) appears o have -a- direct
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relationship with the rely :

¢IWU I‘l\k l."ll. !;cvul..‘i . . o] "
. ; i i , Obseveral  procedures ol the CDE regimen were curri
chronic conditions, Including DM, hypertension : : S

‘ ona single day for onesinglepalient,
disensc, ' o

coronary heart and - eholelinhiass
(Willett e al.. 1999) Therefore, those DM
patients who had a pre-obese KM range were
| enrolled 1o assess the effeet of CHC ORVarious
| metabolic parameters like BMI, weight und
abdominal girth along with the ¢ficet onkbA | ¢

Subjects and Methods

This was a retrospective shudy  conducied
| between May 2013 1o April 2018, wherem we
identified the data of patiemts who had attended
the out-patient departments (OPDs) at multiple
. | Madhavbaugclinics located in various cilies of
Maharashira in Indin and were sullernng from
DM. The data of patients having an HhA Te level
above 7% were included in the study, The olhe
main inclusion criterion was that the inchided
patients must bave a bascline BMI between 25
kg/m'to 299 k', as the study intended 1o
include pre-obese patients with DM. The patients
were administered CDC once a week m the
1°month, followed by once a month in the next
two months. Data of only thuse palients were
included who had received the scheduled 6 sittmg
in-a span of 90 days. Cases were idenulicd, and
data wese assessed from the recouls of
Madhavhaugelinics in Maharashua  The
sclection was based upon the avinlamlity of
complete releviant baseline data (day | ol CDC)
and final da{ data (disy 2001 CDC)of the patenns
The information about preseribeyd vonvomitint
alloputhie medicines wits also nowd dowa. The
CDC s 1 3-step provedire which [asts o uboul
an hour per sittng. Fhe detals of the g
have been mentioned in table |, \’.‘u'mm

,

Onday 1ol CDCL the fasting serum HbA1C of the
patients was assessed along with the assessment
the weight, height and the abdominal girth, The
details of the concomitant anti-hyperglyeaemio
treatment were also noted down on day 1. These
details were again noted down on day 90 of CDC,
[or comparison with the bascline (day 1) findings.
The BMI Tor day 1 and day 90 of the patients was
caleulatee by chiveking the weight and the height
frons the medical diatar sheets of patients and using
weight in kilograms/(height in
metersy Ehabetic dhet plan, based on the principle
ol Jow-calorie and low-carbohydrate dief, was
followed, by the patients throughout the 90 days
sudy period. Data were pooled and coded n
Microsoll Lxcel spreadsheet. R Version 3.4.)
soltware wis used 1o analyze the data. Categorical
data were expressed in the fosm of frequency (%)
and conlinuous data were expressed in the formof
Maean = SD. The pitired 1-test was used to assess
the statistical difference between bascline and 907 |
day values. Phe corelation between abdontmal
girth and HbA ¢ as well as between abdommal
wirth and BMI was calculated using Pearson
correlmmn coellicient Scatier plot and bar graphs

were used rrrepresent the resulis, r

the  Tornila,

Results and Discussion

Hhe stuty comprisad of X9 panticipants with
stobing aale predonunance (58 43%). Bascline
s vty of 1he stdy participants were as
given i lable 2. Nearly three-fowth oflh-: study
Pt it tund past-hastory of dinbetes mellitus,
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reported was hyperiension (43.82%). The major  concomiltant medications for DM as well as other
| baseline characteristics are mentioned in table2 ca-morbidines. We compared the consumption of
; the allopathy medications by the participants, on
The comparison of slinical parimeters between — day 90 and day 1. to check whether there was any
baseline values and those noted at 90" day are  reduction.in the dependency on these standard
given in Table 3. The BMI was signilicantly  medicotions by CDC. Table 5/Figure 6 gives the
reduced (P<0.001) alpng with the mensured  comparison  between the consumption of]
abdominal girth (< 0.001). HbA 1¢ (2 <0.001),  allopatine medicines at day 1 and day90.
systolic blood pressure (P < 0.001) and diastolic

r | blood pressure (P < 0.001) were also found (0 be .\}III'\L‘{‘II: practiioners have been treating DM

significantly reduced alter 90 days ol ieatmentas using vacious preparations like
comparcd 10 the respechive mean baschne  ( handraprabliavatisinee a long bme__ [t 18
values. Figures ’ hypothesized that Avurvedic medicines may be
210 S represent the graphical representationulthe  actinge ver vanous potential pancreatic and extra-
“[comparison between baseline and 0™ day mean  pancreane ¢llects, Comprehensive diabetes caref
parameters. The correlation belween abdominal — (CDC) 1s one such Ayurvedic intervention, which
girth and HbA l¢, abdominal girth and BML iy consists ol 3 main components;
well as between HbA lc and BMI was caleulated  Snehana(Centripetal olearion), Swedana(Thermal
using Pearson correlation coefficient (table 4).  vasodilatation) and Basti (per rectal
There was a weak positive correlation between  drugadiministration).

abdominal girth and HbA [¢ (r=0.018) on the 15t '
| day of the treatment and it-awas not statistically  We assessed the ¢Nects of s treatment technigue

significant (p=0.87), the same is shown in figure  on HbATe, weight, BMI and abdominal girth. All
5.1. After 90 days of treatment we Tound stronger these patameivny were significantly reduced in the
patienis an CNC management, at the end ol 90|
dnys HbA I s a significant indicator of long-term
alycaemic contcol in DM patients, with the
capability 10 refleet the comulative glvcacmic
ol the previous Iwo (o three months.

positive relationship between abdominal girth
and HbA l¢ which was appfoaching 1o statistical
significance (r=0.18, p=0.084) as showed n
figure5.2.

conli
(Sherwani ef .. 2016) Therefore, HbA lc was our|

primary parameter and the reduction in HbAle by
a goml evidence. Literature search

There was a positive correlation behween
abdominal girth and BMI (r=0.2¥) on (he Ist day
of the treatment and it was stalistically signiticant - CDU gaves o : .
(p=0.007), the same is shown in figure 5.3, Aller  revealtd that even @ mildly '"f"’“‘“" BM: '::s
90 days of treatment we found a highly significant  increase the chanees of develuping ;‘f’mp:,'fﬁ‘;" »
positive relationship betseen abdominal wirth — in DM (Gray et al, 2015) the posihive

: i
= SINe s s lecreasing BMI can help preven
d BMI (r=0.48, p<0.001) sane is shown m L (PTI : :
i potentaal coniplications wo. Research articles

irth i est
have menboned Tt irth is the b

figure 5.4,
‘| The_stud

abdommal
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parameter 10 assess adiposity and predicr the
outcome of DM. {Ghosh and Bandyapadhyay,
2012) Henee, we measured the eficet of ('I)L'
over abdominal girth, which revealed positive
outcome. We also found a strong  positive
correlation between BM1and FIbA I ¢ the end ol
CDC treatment. This goes in syne with a reseirch
by Gummessoner al., ‘which mentioned that
weight loss in the overweight populanon s

Table,| Siudy Treatment Conrg

consistently assoctated with HbAle, in a dose
dependent manner (Gummessoner al, 2017) We
also Tound a reduction i the patients who were on
lhese allopathic drugs. This ndicates that CDC
may be one of the factors associated with the
decrease m load of mechcanions in DM patients,
and also helps (hem in avoiding the polential
wdverse elfects of the allopathic medications.
Luble. 1 Study Trearment: Comprehensive

Diabetes Care (COC)

et e Miaheres Care (CD0)

Table.2 Baselinc charmdtie

Stepal CNC Type of Thevapy . e usel for therapy : Durationof Therapy
Snehana Massige or eternal oleation U100 wl tzaelivctrendnd meem) 20 mimies
hcnlnpcial upper strokes on (he body) 1 ovlral prnuwul I Sesamne oil L
Siveddana Passive heat therapy to e body | Dutslmmolzroup ol ten beralroots] | E3-20 minues + 34 minutes of
| wih sicam <40 degrees (elsin) relaxation afier procedure ‘
Basti kadha | Per-rectal drug adwiinistration should | Misture of 40% 10 minules . t‘ ?
b in body for 7 15 minates for (ol Grmmennagy Irestrey, 2% -
manumum nhwplmﬁ Dbt schas (e s emistaned and :
' I YeTumendtin lveveehize i
y i vl |

Fistics ol 1The study participants

Varinble .

N=89

-

Age (Years)

56.19 = 10.98

Male
Female

C.ende

rn (4
. 52 (58.4)
37 (41.6)

Co n\ul'l)i(_l-il_'ic;i n (')

Hypertension

~ 30 (43.82)
15 (16.85)

The Classleal Sclence OCT 2019712

TRUE COPY

Res

Obesity o

Dyslipidemia - . 10 (11.24)
Tschemic heart discase L R (R.99)

Coronary artery diseise N . X (%.62)
Chronic heart tailure "% T (3.37)

Hypothyroidism = ___'“'; o ~R(3.37)

Chronic kidney d discase (1 12)
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Age is expressed inmean 4 SD and X (%)
Table.d Comparison af vanous hecie e ot i ! 7 md atter 0 dais of the treatment
Variable Baseline | After 90 days t-statistic | p-value
HbAlc 902:=1.79 6.80= 1.2 [2.78 | <0.001***
BMI (Kgfn) RIRE 25300153 15242 | <0.001***
Abdominal ginh | 97.122 7.03 91,64 +6 36 1068 | <0.001%**
SBP (mmHg) Blo0z 1610 1283+ 1356 | 565 [ <0000
DBP (mmHg) 8L.75£943 770268 523 ] <0.001***
8% ighhy sigimficant, BMI, Boch Mass fwdes 10T Hocmezioben A1e SBP Svsindic: bloed pressure, DBP Diasiofic Mood
pressure
Tabled Correlation between Abdomuet Carth, HyA e & Abdommal Cirth, BMI
Correlation hetween i Baseline Alter 90 days
b pealwe | | pevalue
Abdominal girth and HhAle ' nx o ax? OIS 0ss |
Abdomen girth and BMI D00k <0007 | 048 | 0001 |
HBATc and BMI Ouos 094 {012 0.6
+ Table,5 Consumption of medicines at bascline and afier 90 days
Medicine Day 1 After 90 days
Sulfonylurea 39(43.82) 22(24.72)
Biguanide 54 (60.67) 33(37.08)
Alpha-glu_c:);dascinhihilm C1314.61) 7(7.87)
DPP -4 inhibitor 17119.1) 2(2.2%)
Thiazolidinedione 2(2.25) 9(10.11)
Insulin O Tas8h 1(1.12)
Beta blocker _,T.. I 1 ( (12 36) 6(6.74)
ACE. inhibitor RIE] “3) 0
ARB 20(2347) 14 (15.73)
. CcCB 14(15.73) 7(7.87)
Diuretic 9(10011) 4(449)
Statin 26 (29.21) 10(11.24)
NSAID T s 5(8.99)
No medicine 13 (14.61) 40 (44.94)
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; using Neem
(Azadiractaindica) oil a) over the budly

Olcation is an anxiolytic procedure why,

vh
decreases the sympathetic §tress The reduce
sympathetic action decreases (he hepantic

{.glu:_:osc production, which can be helpful 1o
‘reduce blood sugar levels. Azadiracra indicahas
antibacterial and antifungal action thit can also
help to reduce skin infections in DM patients
(Subapriya and Nagini, 2005) Swedunais a
process wherein diabetic patients get sleep
insfde a wooden box full of steam with head and
neck outside the box, temperature being
maintained around 4ll-45-dcﬁrcc Celsius. Alier
| 5-20 min patient is asked to come outside the
box. 1t is hypothesized that hot Tomentation,
which is a relaxing process, induces sweating
| and decreases the excess of sodium and water
which  comprehensively helps 0 improve
vascular health of DM patient (o keep them
away from probable vascular complications.
Basti involves per rectal administration o
ayurvedic like
Gudmar(Gymnemasyivestre),

herbal ‘extracts

Daruharvidra(Berberis aristale) and
Yashtimadhu(Glyeyrehiza . glabray,
Gymnemasylvestrehas been found to stimulate
insulin release. which may be responsible for it
possible anti-hyperglycacmic action. (Persau.
1999) The insulin release may be due 1o the
possible regeneration of islet of Langerhans, as
mentioned in a stwly conducted on
strcplozol'ucin ~diabelic rals

(Shanmugasundarame! al, 1990) An animal
study assessed (he anti-hyperelycaenie action

ol Berberis avisiate and found strong potential
i regulating homeostasis. (Singh and Kakkar,
2009) A ¢limigal study conducted in type 2 DM
patients Tound 1hit Berberis aristate can reduce
1bA 1¢ efliciently. (Di Pierroet al., 2013) Tn a
pre-clinieal study, Glveyrriuza glabra has been
found to prevent the deleterious effects of DM |
on learnigy and memory. (Flasanein, 201 1Y It is,
however, note that low
carbulhydrate diet of 800 calories/day was|
advised 1o these patients throughout the 90 days
period that could have add on benefit (o this
lervention,

important 1o

Diabetes 1s known to be associated with poor
dictary choives. Dictary choices is a key driver
tor msuli resistanee, especially inan aging and
sedentary population. Increased consumption |
of calore-dense foods like fast food, meats and
other animal fats. highly refined grains, and
supgar-sweetened beverages. are thought te play
4 entical role in the rising rutes of type 2
dibetes worldwade Dictary changes like intake
of low calories & high consumption of complex
carbuhydrates like high intake of fruits and
vepetables, legumes, nuts, good quality fat can
help in redueing insulin resistance. As per one of
the stuces, beta cell Tailure & insulin resistance |
van be nHeviated by acute negativecnergy
balance. Fasting blood glucose and hepatic
mistthin seasilivity - reduced 10 normal &
ntrahepane hpid decreased by 30% over R
weeks and beta cell function elevated-towards |
normality. (Lim, 2001 Yancy, 2005; -Sami,
2007 MeMacken and Shah, 2017)

For weight loss one should reduce to #round
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1000kcal/day which will help reduce | kg of  MN Cardivascular nisk factons @ pabienls
body weightper week & dkg per month Low  wyh tvpe 2 diabeies. Do we lullow the
calorie and low carbohydrate drct helps 0 purdeliney” Thabetes Res Chin Pract 2004,
utilization of imtra organ fat and reduces insulin— £5:125.33
resistance which will help in the reversal of  Department of Aywrveda, Siddha, Unani and
diabetes. Diet plan recommended to the  Homeopathy (AYUSH)  Avush i India
patrents was bascd on This primcipie of Tow-  Depantmeit of Ayuevedir, Siddha, Unii and
calorie and low-carbohydrate dict, whuch 1s to FHomeopathy ¢AY USH), Munstry of Health &
be followed for 12 weeks. It is based on pulse  Fanuly Wettire, Govt of Indra,2007.Di Pierro
j profein, complex carbohydrates. consumption  F. Pungiamo P Montes) L, Moscatiello S,
of fruts and vegetables as well as wood quainy  Marchesim Reggame G Villanova N,
futs. As the diet plan s low in calories, it can Prelimmary study about the possible glycemie
lead to normalise insulin secrenion and | chimeal advantage in using a fixed combination
» |controldiaberes. of Berbens anstata and  Silybummarianum |

This stucdy had a few limnations. ltwasasmgh-  siandordized extracts versus only Berberis
arm, retrospective study due o which the  aponnatn inpatients with type 2 diabetes. Clinical
resulls were not compared with the stamvond Phannacologs Advances and - Applications,
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concept research, and future cohort studes with — Ghosh JK, and Bandyopadhyay AR. Abdominal
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ABSTRACT

Background: Effective conlrol ol blood
pressure in patients with hypertension decreases
cardiovascular morlality. However, many
hyperiensives are unresponsive to slandard
antihyperlensive ireatmen!. Research has lound
“|anfi= hypertensive potential in the Ayurvedic
“ |drugs Brahmi (Bacopa monnieri) and Shunth
{Zingiberofficinale). Hence. a pilo!l study was
conducted to evaluate the efficacy and salety of
Capsule Artyl (the oral formulation of Brahmi and
Shunthi) as a trealment oplion in.hypertensive
subjects. .
Methods:Therewere30hyperlensivesubjecls
‘lattendingoul-patienidepariments
ofclinicsinMaharashira, Indiawereenrolledinthis!
our-week.openlabel single arm sludy All
subjects received capsule Arlyl(500mg) twice a
day orally daily. The mean syslolic (SBP) and
diastolic blood pressure (DBP) on days 1 and 28
of the study were comparad along with the moean
arlerial pressure(MAP).

Resulls: The mean SBP was significantly
lesser on day 28 (141.86:12.54mm Hy) as
compared o the mean SBP raecordad nn day 1
(155.48£19.37mm Hg) (p<0001) The mean
D8P on day 28 (89 66£6 Bnun Hy) was lasser
than that on day 1 (90.3417 44min Hg) bul g

difference was nol slalistically signiicant

(p>0.05). There was a significant decrease in the
mean value of MAP on day 28 (107.06+7.03mm
Hg) as compared to that on day 1
(112.06£10.7 5mm Hg) (p<0.01),
Conclusions: Capsule Artyl- significantly
dacreasgd (he BP in hypertensive patients,
withoul any adverse effects. Controlled Irials are
needed o confirm the positive outcome of this
promising herbal formulation in hypertensive
pabents
Keywords: Capsule artyl, Essential|
hypertension, Systolic blood pressure
INTRODUCTION
Hypertension has become a crucial health
iIssue to lackle worldwide not only due lo its
increasing prevalence but also because of the
severe complications associated wilh if. About
10-15% of the rural and 25% of the. ucban
population are. esumated .to be affected by
hypertensiun in India, Also. Government of India
has estimated that by 2020. 159.46/1000 Indians
will be suffering from hypertension, 1.2 Moreover,
multiple complications associated with
hypertension is a cause of high mortality due to
the disease. According 10 the World Heaith
Organization (WHQ) dala released in 2014, 26%
of the '
deaths n India are due to cardiovascular
disease Anolher sinking data 1s that 29% of
strokes  21% of acute myocardial infarction and
16% ol ischemic heart diseasa in India are all
atlubulend 1o hypenension 3
Thecwrenimanagementofhypenensioninvolv 3
eshilastyle modifications atong with
pharmacotherapy. The pharmacological sgents
used for the (reatment include angiotensin
converung enzyme (ACE) inhibitors, angiotensin
recentog blockers (ARBs), calcium channel
blockers (CCBs), diurelics and alpha blockers.
However. these agents are nat enough to control
Ihe vlood pressure of patents. t has been
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estimated that in more than two- third
hypertensive patients on treatment. theblood
pressure cannol be controlled with a single
pharmacological agenl and they require
| multipledrugs.4 A recent Indian Sludy has
revealed hal the control rales of blood
pressureinhyperlensivecasesareaslowas 1/10th
n rural and 1/5thin the yrban population.5 Other
pilfalls of the pharmacological agents for
hypertension include the plethora of adverse
effects as well as the high costs associated with
lheir use. Hence, lhere is a strong need lo search
safe and cost-effective oplions for the
management of hypertension inindia.
Ayurveda, the Indian lradilional discipline of
medicine, has been usedby various
physicianstolreaimultiplelypes ol disorders.
However, many of the herbal exlracts have nol
been investligated thoroughly for heir-possible
beneficial effecls in the treatmentl of
hypertension. Two of such herbal drugs are
Brahmi (Bacopa monnieri) and Shunth
(Zingiberofficinale). In Ayurveda, Brahmi is
considered to be a powerful Medhya (brain tonic)
and has been widely sludied for ils noolropic
effect. However, il .has also shown
promiseasananti -stressaswell asananli-
oxidative agenl.6 There have been very lew
studies which have tried to evalualte Ihe elfecl of
Brahmi as an anli- hyperlensive agenl.7.8
Shunthi, lhe processed dry ginger is a popular
herb used extensively in lhe Indiansubcontinent
|as a food additive. The beneficial effect of
Shunthi in cardiovascular disease has been
|known for long.9 According lo a syslemalic
review published by the Brilish Medical Journal,
manyanimalstudieshaveeslablishedlhe
beneficial effect ol Shunlhi as a delary
supplement to convenlional anti-hyperiensive
drugs. However, the same review has slated 1he
need for more clinical sludias 10 Assess the
possible effect of Shunihv in hyperiensive
patients.10
Capsule Arlylis a polyherbal Ayurvedic oral
formulation which is made from the aquaous
exlracts of Brahmi (Bacoside 30%) and Shunthi

(Gingerol 2.5%). Considering the beneficial anti-
hyperlensive effect of both these extracts
individdally, this combination looks like a
promising agenl that can help physicians, as well
as the palients, tackle the grave. problem of
uncontrolled hypertension. Hence, we planned o
conduct an open label pilot study lo assess the
efficacy and the safely of this promising herbal
combinaltion in patients suffering from essential
hypertension al various health care centers in
Maharashira, India
METHODS
Tlvs sludy was a four-week, open label, single
arm, mullicenine, pilol sludy which was
conducled lo evaluate the effect of capsule Antyl
on blood pressure in hypertensive palients.
There were 30 palients belonging lo the age
group of 30 years lo 70 years having pre-
diagnosed essenlial hypertension wilh systolic
blood pressure (SBP) between 140-170mm Hg
were included in this study. These subjecls were
altendifg the oul-patient deparlments
(OPDs) at different Madhavbaug clinics
located invarious cities of Maharashtra, India.
The subjecls enrolled in the study had to be
willing ta follow the protocal strictly over the four
weeks of sludy period. Patients who were
suffering [rom cardiovascular co-morbidities (left
venlricular hypertrophy, heart block. congestive
hear failure or coronary arery disease) were
excluded from the study. Patients having
deranged liver funclion tests or renal lunction
lests, pregnant women Of women planning
pregnancy in the next 6 months were also
excluded from the study If the subjects failed lo
adhere lo he protocolor decided to dropoutofthe
study themselves or developed some
complication due o increase in SeP mdiasl_obc
blood pressure (DBP) which would m‘mqwred
urgent treall nent. Ihen they were 10 be withdrawn

from thestudy .
The sludy was iniated in November 2017 and|

completed in February 2018. The patients woj.-m
prescrbed capsuie Arlyl 500mg. lobe tak;ln tw-:e
gaty for a periad of 28 gays. along th :h e
conventional trealment, if it was ongoing for the
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patientAll the patients were

modifytheirlifestyleanddietar Molivated 1o

cancamiant alogmahic medica ons, the deeils of which
mer:\lof SBP and DBP was dor:‘;?rvt)i::?i:g ?1:?: zf: e
:Puvgﬂ}ozacnt:meler ailer‘ enrolment of the " ookt o gy =50 | .y
. : In lhe - ' ' '
study.wmchwasconsideredthebaselineor i
dayireading. The follow up reading of SBP and _[ r———
DBP was taken al day 7.day14.day21 ang " B ) |
jclay28.Theweighl.height.BMland lhe S !
‘concomitant medication data was nole G e - '
day! and again on day 28. The me:ndgﬁ:rﬂ: ' mnmmdm ' '
pn.:ssure (MAP) was also calculaledforall the '
patientson day1 andday28 usin : N
G iE ‘Hayrdsap' Yy 9] !he formula: _-l‘ bllnlr;;:;l::‘;:ilhb!i—l ‘.
Data were analyzc:g using MS excel and | D ‘
Graphpadinstatsofiwares. The dala were it s comnpdleted i selly .';..']
represenied as meanitSD. The variablesonday T, -
1andday28werecomparedloeachother using Bt

paired student's t lest. P value of less han 0.05 Figure 13 Patiens earolment fow chart,
was considered significant for all thevariables.

Pabdy 23 oo aplig detaits of paticnts ensolicd in
o - . o ¥
Table 1: Constituents of capsuly Vvl the stly Tns 290,

smpmranhic Aol of the study participanls |

Mean oy

LCqmposition of Can, AV eyt

Ll ‘Al
£ 8 T R Y yan c.n'p.'u_i_uuls'ﬂil_t_uﬁ:l_:_l_,ll;‘v:m . |
: »'-'-.“E"i' m‘{ﬁﬂﬂl}&‘m};ﬂlﬂﬂ} A S T Sttt sersbin ! patents €Day 1 T 2921068 l
B T . e}
E.,\'Cil)iiilllm . ¥ 35 M werche ol patents ¢ Lay IR} 70 1 2£10.80 H
I kilogrns I e s
RESULTS At BMIof panents (Dity 1) ;?.fﬁ:f;?_l_lg-'m? v
' e : . Mean BMIof panenis 1Day 2K) = 26.53=3:02kga¥- .|’
A-total of 90 hyperlensive patients were Mean BMI ol pairenis (Day 2K) = 26.33=3.0 s

r

screened for participation in the study. Out of Fable 3. Fifeer ofa iyl trentment on impravement uf *
these 90 patients,30were.included in the study Systalic Wlond Pressure (SBP) from baseline to day 28,
based on the seleclion criteria. 29 of
the30enrolledpatientscompleledihelullstudyper:
odand the data collected from these 29 palienls

| were analyzed al the end of the sludy (Figure 1). _E_:f'!":m = I34n  Hiss Lie ._U"
. | The demographic details of the palients have S ean nsr st
been mentioned in Table2 Fodie ¥ A _"—"”___-_
Many of the palients (n=11) were found lo R _ -
have hypertension for the first lime on Iher visitlo Lalile 4 VATl iy b irgatment na impieas coee

Meastoin e Presswee (48 from hascline (o
dlay N,

the Madhavpaug Clinic OPDs. These 11 patnis
were slarled on Capsule Arly! wilh the advice of
lifeslyle and dietary madifications. The remaining

g =i
Ehanpes

18 patienls were on A e

concomitant allopalhic medicatons, . he L . i Wi G .‘.ﬁ, ";

delails of which have been menlianed in Figure 2 Nl = 3 o :.1
Poaue o 3 nad
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Table §: EMect of ActyUirentment nn improsement ol
Meun Arterial Pressure (MAP) fram Easelan 1o
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(Table Y. The cilicacy parameters were aabysed
baseline (day 11 and on e Ingi day of e tlndy (day %)
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Figure 5: Comparison of mean values of
arterial pressure at baseline and at 4
(n=29).

There was asignificanl decreasein the
anvalueo/MAP on day 28 (107.06+7.03mm Hg}
as compared lo that an day 1 (112.06210.7
Hg) (p<0.01). The difference in the mean
of MAP was 4.46% (Figure 5). None of
parlicipants in (he sludy develope
anykindoladverse event over the studyperiod.

DISCUSSION
Hyperlension is one of the most common

dangerous non-communicablediseas eaffect
the wearld population The camplication
associaled with the disease is a grave concem
especially because of the high rates o
uncontrolled BP in the patients wilh hyperts Sic

despile being on the standard pnannngologtq:a
reatmenl An Indian study published i 201
concludad thal the control rates o! blood pres |
in hyperlensive cases on medication are jus

about 10% inrural and 20% inthe -
urban population.§ Current drugs use
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hypertensive palients of Egypt
showedastatislicallysignificantdecreaseinSBPa
ndDBP al Ihe end of 4 weeks of laking ginger with
the prescribed medicalion. 13 A syslematic
review 0n ginger published in the Brilish Medical
Journal concluded thal animal sludies have
lound ginger lo have the potential (o offer nalural
anti-hyperiensive effect when taken as a
supplement to conventional anti-
hyperlensivedrugs 10 ‘

Prechmcal sludies have assessed (he
possible mechanism of actions behind the
antinypartensive elfects of Brahmi and Shunthi.

lo' look to alternative
acious, safe and cosi-
8al hypertension ' This

o eda, the Indian discipline
of traditional medicine Two herbal drugs. namely

Br'ahr.m (Bacopa monnieri) and Shunthy
(Zingiberofficinale) have been siudied by
researchers for their possible anli-hyperlensive
effect individually, However, none of Ihem has
studied a combination of these herbal medicings
for the treatment of hyperiension. Capsule Artylis
a herbal drug made by combining the extracts of

medicine for more effic
effective options 10 Ir
search took us to Ayury

Brahmi and Shunthi. Considering the
surrounding evidence and the need lfor new
medicines o conirol hyperiension, we conducted
this study. '

On analyzing the collected data from the 29
parlicipating hyperlensive palienls, we found
that there was a statistically significant decrease
in the mean SBP and the mean values of MAP un
day 28 as compared 1o the baseline reading. The
mean DBP was also found to be lower on day 28
as compared lo the baseline reading, however
this difference’ was nol statistically significant.
None of the patients on capsule’Arlyl showed any
adverse effect in the sludy, and lhus [he
formulation can be considered sale These
resulls were in sync with many of lhe siudies
conducted using Brahmi and Shunthi
individually.

In a preciinical study conducled in Thailand
was found that Brahmi reduces ihe blood
pressure significantly in Wistar rals 7 In a climcal
study conducted in India,Brahmi was found 1o
decrease SBP, DBP and MAPsignificantly at 4
weeks of treatment, similar lo the findings in Ihi§
study.8 '

Shunthi, the processed dry ginger, hag shown
promising régults individually in vanous sltudies
as an anli- hyperiensive agenl 10 a sludy
conducted i China, daily consumplion of ginye
was associaled wilh duecraased sk ol
hypertension in adulls (OR = 0 92 CI D7
0.99),12 A clinical sludy conducled in

The sludy conducled by Kamkaew et al. found
that the fall in blood pressure caused by Brahmiis
because of ils vasodilatory - effects on the
resistande arteries The reséarchers aiso found
that this vasodilation is through the nitric oxide
pathway. Al high concentrations. Brahmi was
found lo decrease the contractions generated by
Ihe voltage gated calcium
channels and reduce the action of calcium

release fromlhe sarcoplasmic reticulum.7 Brahmi
has also shown anti- stress as well as anfi-|
oxidan| property, which may also play a role inits
anli-hypertensive action. A pre-chinical study in
Nigena found that Shunthi (ginger) showed ACE
inhibitory  aclivity in vivo which couid be the
reason behind its BP lowering action 14 A study
conducted by Ghayur el al found that ginger
exhibited a vasodilator action through the
blockage of {he vollage gated calcium channels,
which may be ancther possible mechanismj
behind ils anti-hyperiensiveacton.9

Our study had a few limitabons. It was a one
arm piol'siudy which was done mainly as a proof
ol concep! research with low sample size and!
wilhout a contral arm. Sphygmomanometer was
usod o assqss 1he SBP and the DBP. whichis a
subjective 0ol to measure BP in comparison o
amhulatory BP monitoring  The study duration|
wiis jusit 2H doys. due to which long term efficacy
and satety of capsule Artylwas not assessed.

CONCLUSION

Qur prelimunary sludyhas found that capsule
Artyl, which 1s a herbal drug produced by
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VRT's I*adhavbacy Institute of
Prevenlive Cardiology &

combining Brahmi and Shunihi, is successful in
significantly decreasing the BP in hyperiensive
palients, wilthoul any adverse elfects
Considering that this wasapilolone-armstudy,
controfled trials with larger sample size are
needed to confirm the posilive outcome of this
promising herbal drugin hypertensive patients
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ANNEXURE —“EF”

Information of Mentor of Training Centre
It shall be verified by the Head of the concerned Training Center,

- sr Particular - Information to be filled
No.
1. Name of the Mentor Dr. Jagdish Shantaveeraya Hiremath
02. Date of Birth 31/10/1956
\ Om Residency. Bhandarkar Road. Near TVS Showroom
o R Erandvane ,Pune 411004
04. |] Tel. No./ Mob. No. 0822022441
05. \ E-mail id drjagdishhiremath@gmail.com

\ Nationality

Indian

p().
||07,

Qualification in details

(attach documentary proof)

MBBS. DM (Cardiology)

08. | Teaching Experience / Health Sciences: Teaching Experience 18 Years 5 Months
Profession Experience Clinical Experience 33 Years
(Attached document proof with signature of
Head of the Institute. Also it is mandatory to
attach self-attested Photocopy of the Experience

‘ Certificate of each Mentor in the Subject
| of concerned Fellowship/Certificate Course)
09. Present Appointment Chair Professor
10. Publications (List & Proof) Attached
e . . ne e PN CE ac
"n. Post GI‘JdUﬂlB.TLQC}‘IInE experience( Attach Kikndtiod
documentary evidence)
12. Any other relevant information -

Date: -123%.05.2%

For the use of affiliated Training Center:

-

<

Dr. Jagdish Shantaveeraya Hiremath
Name & Sign. of Mentor

I have verified the eligibility of the above Mentor as per the criteria of eligibility prescribed

by the University vide clause no.7 of the University Direction No. 05/2017 (Amended) and
UniversityCircular No. MUHS/UDC/FCCC/736/2019 dated 30/09/2019.

Sign & Stamp
Head of the Department
Date:23 os.2

Director
VRT's Madhavbaug Institute of
Preventive Cardiology &
Sign & StampResearch Center
Dean/ PrincipaV/ Director of Training Centre
Date: 23 .06 22

. —
Training Centre Round Seal
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/%\ Vd. Sane's Ayurvedic Education and Agricultural Research Trust's . A /
MADHAVBAUG INSTITUTE OF PREVENTIVE CARDIOLOGY y A

MUHS [ A Chair of Maharashtra University of Health Sciences, Nashik ] VRT

Date : 21/05/2022

Experience Letter

This is to certify that, Dr. Jagdish S. Hiremath is
working with us as a Mentor, since 17" Dec 2015 till date.

Dr. Vilas D. Potnis
Trustae o
Vd' Sane's Ayursedic Education /AT D
o Agricultural Research Trust i

Director
(VRT's Madhavbaug Institute of
Preventive Cardiology &
Research Center
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Lhavatl Yidyapeeth e

(Deemed te be University) ,,;;_,z_m
Pune, india. il
Founder Chancellor : Dr. Patangrao Kadam s berateit

Prof. Dr. Shivajirao Kadam Nl EDICAL COLLEG E, PUN E Dr. Vishwajeet Kadaim

MSec.PhD
Chanceller
k Category-l Univers ty Stalus by UGC =
Prof, Dr. 1. M. Salupkhe ¥ HIRF Ranking 62 *
M5 PnD FRSC - : o

% Accredited with'A* Grade (2017) by NAAC *

B Toch,MBA, FRD
Pro Vice Chancellor

Brig. (Retd) Dr. N. S. Mani

MO (Faing

Vice Chancellor “Sacial Transfornation Through Dynamic Educalion” Principal
Ref. No. : BVOUMC! A L9 & ,l L8 2
pate: L) / L3 /ﬂ'oﬁ
CERTIFICATE

This is to certify that Dr. Jagdish Hiremath has been

working in this institution as Professor & Head in the

Department of Cardiology. His appointment in this institution

are as under...

TGO

Designation From
Assistant Professor 101/02/2007 [31/01/2011
Associate Professor 01/02/2011 31/12/2014
Professor 01/01/2015 Till Date ‘

L N I

During this period s work has been satisfactory.

irector
VRT's IMadhavbaug Institute of
Preventive Cardiology &

Research Center TRU e

._.-—-"'"'PRTNCIPAL

PRINCIPAL
Bhacati Vidyapeeth
(Deamad 10 be Universityy
ycdical College
Puns - 43

: :JY

Pune-Salara Road, Pune - 411 043 (INLA)
Tel : 401-20-24373226, 24364561 | Fax : 91.20-24372175 | E-mail: bvumedica pune@gmail.com | Web - www.mepun2? bharatividyapeath.edu

(¥ Scanned with Oken Scanner



i @ ")
Raasthan % Guparati Charitable 'ourdstion’s

&) POONA HOSPITAL AND
,/ h\\\ RESEARCH CENTRE
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28'" October 2019

To Whom It May Concern

Dr. Jagdish Hiremath is attached as a Consultant Cardiologist with Poona Hospital &

Research Certre sinte 30 May 1688 He was He~d of the Department of Cardiclogy
from 10" February 2003 to 30" December 2013

Poona Hospilal & Research Centre is recognised for DNB Cardiology since January
2006. Dr. Jagdish Hiremath was involved in DNB teaching and was P.G guide for two

students. During his tenure as HOD of cardiology seven students successfully completed
their cardiology training.

/

Dr.\(Ms.) J Ravindranath
Director
DR.(MS, )glgt‘AVlNDRAHATH
E
HA HOSPITAL & RESEARCH CENTRE
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Experience Certificate

Dr. Jagdish S. Hiremath

EDUCATION
| YEAR DEGREE COLLEGE/UNIVERSITY/INSTITUTION
| 1975-1980 | MBBS

BJ M College, Pune, SG Hospitals
F1981 -1983 | MD (Medicine) BJ M College, Pune, SG Hospitals

l 1983 -1984 | Fellowship Nanavati hospitals, Mumbai

| 1984 -1986 | DM (Cardiology) GM College, Mumbai University, J ] Hocpital

| 1986 - 1987 | DNB (Cardiology) National Board, Delhi

|| 1987-1988 | Fellowship | Epworth Hospital, Melbourne, Australia |
L (Cardiology)

"'i
l
|

PROFESSIONAL WORK AND TEACHING POSITION

l_ YEAR DESIGNATION UNWERSITY/INSTITUTION/HOSPITAL___
1989 - Consultant cardiologist Inlaks Budhrani Hospital, Pune, India
2004 s e
i 189 - Consultant Cardiologist Ruby Hall Clinic, Pune, India
| 2006 ' ;
| 2003 - Chief of Cardiology | Poona Hospital, India '
2013 ]
2006 - Director Non Invasive Ruby Hall Clinic, Pune, India
2009 Cardiology |
2009 - Director Cath Lab, Ruby Hall Clinic, Pune, India ‘I
Date

6\ -
C irector <
VRT's Nadhavbaug Institute of

Vi)

~ P
Preventivingardiology & "‘RUE COv N
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™. Maharashtra University of Health Sciences
4 (An 1SO 9001:2008 Certified University)

Prof. Dr. Arun Jamkar, Vice-Chancellor

MUHS  MsS.,PhD. (SURGICAL ONCOLOGY), F.I.C S, FMAS, FIAGE.S., FAIMER Fellow

NO. MUHS/PB/ 144712015 Date:17/12/2015

To,
Dr.Jagdish Hiremath
Inlerventional Cardiologist
Ruby Hall Clinic, Cath Lab,
40, Sasoon Road,
Pune - 411001

APPOINTMENT ORDER
Ref: Management Council Resolution No.2€7#2015 dtd.16/12/2015

With reference to your application, to facilitate establishment of a Chair “Madhavbaug
Institute of Preventive Cardiology" at Maharashtra University of Health Sciences, Nashik and
considering your interest, experience, expertise and desire to develop the highly essential
culture of Preventive Cardiology in all the wakes of the fields of Health Sciences Research &
education. | am pleased tc inform you that, you are hereby appointed ¢ the post of
“Chair Professor” of “Madhavbaug Institute of Preventive Cardiology”, Chair for the period of 5
years OR closure / termination of MoU with Vd. Sane’s Ayurvedic Education & Agricultural
Research Trust's, Madhavbaug whichever is earlier subject to terms and conditions of Direction

iNo.03/2015 (Amerndes 10-02-2015) as amended from time to wine.

st

Copy to:
v ar.R%hi_l Sane, Trustee, Vd. Sane's Ayurvedic Education & Agricultural Research Trust,
umbai .
2. Chairman, Local Managément Committee, Madhavbaug Institute of Preventive Cardiology -
Copy for Information (Internal):- \! Z » —x\
1. P.S.to Vice-Chancellor ' o4 Nz!
2. Registrar
3. Finance & Accounts Officer, o Cirector
4. Dlrector_, Planning Board (Offg.) VR "J“' Vadhavbaug Insfitute RS
5. Law Officer Prevenive Cardiclogy &
STl GENler

Nindnn Road Mhasrul Nashik - 422 004
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,_ Maharashtra Medical Council, Mumbai

189-A, Anand Complex, 2nd Floor, Sane Guruji Marg, Arthur Road Naks,
Chinchpokali(W), Mumbal 400011, Tel 23010668
http : // www.maharashtramedicalcouncil.in

No: MMC/RENW/44915/2017 | Date : 16/022017

To, ot
Dr. HIREMATH JAGDISH SHANTAVIRAYYA ; )
850/7, OM ERANDAVAN P PUNE r g

411004 MAHARASHTRA . [~V
Sub : Renewal of Registration No : 44915

Sir/Madam,
I have to inform you that your name has been continued up to 28/02/2022 on
the medical register of this Council, maintained under the provision ol

Maharashtra Medical Council Act 1965.

It is stated that the Medical Graduates / Practitioners registered with thi
Council will be required to approach this Council two months in advance befori
expiry of the above period for next renewal of registration as per section 23(C) o
the Maharashtra Medical Council (Amendment) Act 2003.

Res=arch Center

Your's Truly
:oa.?-g?—
(Dr. Dilip Wange)
) - Registrar
. // e 01 Py Maharashtra Medical Council
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/e of Thrombolytic Therapy - An Indian Context i

p odiremath’

Abstract

Acute inyocardial infarction has two main ticatment modalities in the form of direct angioplasty (PAMI) and
intravenous thrombolysis. PAMI is statistically clearly superior to intravenous thrombolysis. However, as
ground reality in Indian conditions PAMI remains a distant ideal option for many ST elevation Mi patients. In
order to bridge the gap between IV thrombolysis and PAMI, carly / pre-hosgital IV thrombolysis to all and early
angiograpny within 3 to 24 hours is the treatment modality, which nceds to be exercised in India. Because of the
encouraging results of pharmacc-invasive treatment in acute and long term morbidity and mortality, it should be
the prime treatment of management of ST elevation myocardial infarction in India. The future of IV thrombolysis
will remarkably be bascd on whether Indian physicians switch to direct Fibrin Inhibitors like Tenectaplase and
Reteplase and whether every patient of ST elevation MI undergoes carly angiography or not. If these two changes
are accepled for treatment of ST elevation MI, remarkably successful and effective treatment could be offered ina
place Jike India, which is too vast and too diversioned and too secio-economically irrelevant for the ideal treatment
of PAML. In conclusicn, carly / pre-hospital thrombolysis with Tenectaplase / Retelase and angiography within

3 to 24 hours is the way to go in future in India.

F uture of acute myocardial infarction management in India is
in “Early thrombolysis to all and early angiography (3 to 24
10 nall” ST elevation M1 (STEMI) patients - with or without
successful thrombolysis.

Adter a ginger start in early eighties, thrombolysis with STK
reached nooks and corners of India. Urokinase shared “not a
small” percentage. In the last 3 years TNK and Reteplase have
made an appearance. The [uture of thrombolysis in India rests
in these twe agents, especially TNK.

Primary angioplasty in acute myocardial infarction (PAMI)
is proven the world over as the gold standard of treatment by
way of establishing high percentage of reperfusion and complete
repertusion (TIMI L good TMP and TFC score). But this
treatment modalily is available to less than 10% STEMI in India
as of today. In USA, 28% of STEMI get PAMI and this percentage
is higher in European countries with good transfer facilities.

InIndian conditions, even small towns have population above
1,00,000. Traffic congestions and transfer to hospitals take along
time, Initial delay is by the patient due to lack of awareness. Next
delay is due to lack of transfer facilities. (In small towns where
reaching a hospital quickly is possible, hospital with PAMI
capabilities are not available). The third delay is at tertiary care
he ] where reaching from casualty to establishing TIMI 11T
floivhas its own delay of formalities, finances, round the clock
iman power and availability of cath lab in busy houts. All these
situalions are expected to get worse in India in the future!

Public awarepess can be increased about carly detections

(symptoms) ot A MI, carly treatment, golden hour and
recopnising AML Physician-based smaller hospital whether in
villages, smaller towns or suburbs of cities will play a crucia! role.
Such hospitals should thrombolyse these patients on first contact
with agents like TNK (easy administration, no anaphylactic
reactions, no infusions). The relatives and patient then get a
breathing period of moving to a cath lab facility in next 24 hours.
The breathing space allows them to choose the doctor of their
choice, arrange finances, gather manpower, complete insurance
formalities (All very important in Indian context). In addition,
this breathing period has not done the myocardium any harm,
due to carly thrombolysis and recanalised culprit artery.

l'hllewenﬁonal Cardiologist, Chicf of Cardiology, Poona Hospital; l
\ {*\QQKKQQ\L&b\Ru\:v\ Hall Clinic -

L

" "--‘II ..n"'r—\ ..l |’ ] {
i :

Advantages of IV Thrombolysis

(Indian Context)
. Casy availability.
2. Less expertise required.

3. Cost effective - considering treatment of a life-threatening
disease. '

4. Ease of administration (peripheral venous line),
Acceptable complication rates.

6. More than 75% infarction-related arteries would be patent
when taken on cath table.

=3

Hemodynanically and electrically stable patient for PCL

8. Well-defined lesions rather than total occlusions,

Ideal Adjuvant Protocol for IV
Thrombolysis

S/L nitrate, sedation, O,.
Soluble Aspirin 325mg, Clopidogrel 300mg.
Weight-adjusted TNK or Retepllase or STK.
High dose Atorvastatin, Ramipril.
Betablockers as indicated.
Avoid Nikorandil, Trimetazidine, Ranolazine, [vabradine.
Enoxaparin or Raviparin SC for 7 days.
Failed IV Thrombolysis

Diagnosis : (After 90 min to 2 hrs of completion of IV
thrombolysis).

1. Persistent chest pain,

o =

O S T -

2. New onset heart failure.

3. Non resvlution of ST segments.
4. Hemodynamic instability.

5. Electrical instability.
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despite 2SPIrIL,
Why?

ardiovascular discases conlributes to a major
cause of morbidity and mortality all aver the
wofld. Antiplatelet drugs are indicaled n the
primary and secondary prevention of acute

coronary syndrome (ACS), stroke and peripheral artery
disease (PAD). Aspinn or acetyl salicylic acid (ASA) is o

potent and cost elleclive drug prescribed most cornmenly
lo prevent these evenls.

Aspirin's use took off in...

Although introduced in 1832, it was not unlil 1948 thal
ASA’s effect in oecreasing thz incidence of Ml was noled.
In 1367, the antiplatelel properties of ASA were
recognized. In 1976, the mechanism of aclion of ASA
was discovered to be inhibition of tho production of
prostaglandins. In 1982, Nobel Prize lor Medicine was
awarded to Sir John Vane for this discovery. In the
1950s, several large-scale clinical trials wore iniliated 1o
know the ellectiveness of dilferent anti-thrombiolic agents
including ASA. The major results of the Anti-Ihiambnlic
Tualists' Colloboraticn was thal ASA 1educed tha rsk ol

sorious vascular events by an average ol 25% in patients
with acute or previous myocardial infarct, 1senasmic
stroke, angina, or atrial fibrillation.

How does aspirin bring about
these effects?

Normal haemosmsig Is a balance betwoen both a platelet
release reaction }hd‘plaielgl aggregation. This balan
requires an inuﬁ; arachidonic, acid (AA) pathway lor
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ious cardiovascular events

generalion of Ihromboxane A2 (TXAZ). A critical enzyme
is platelet prostaglandin G/H synthase-1, also known as
cyclooxygenase-1 (COX-1). AA is generated from
phosphelipids within the cytoplasm of platelets, The
enzymne 'CO)(-I acts on AA o produce endoperoxicases
that inturn produces TXA2 through the action of the
enzyme thrombexame synthetase. TXA2 s a very polent
platelet-aggregating agent located in the alpha granules
ol the platelet. ASA inlerferes with the generaticn of
TXARZ by blocking the access of AA to the catalytic site cf
COX-1 in platelets. The COX-1 enzyme is irreversinly
acetylaled. Be-ause plalelsts are anucleate, they cani:o

generate addillonal COX-1. Platelets do rot aggregate i
the absence ol TXA2.

Aspirin resistance was proposed
in 1540s

Since some pationts taking ASA suftered untoward
chiieal events such gs a second M, the concept of ASA
resisiunce was proposed in the 1990s. Till date, although
Tahy proposed dehinitions exist, thero is no single
agreamant over the delimtion of aspirin resistance. I
chuld e either patients not responding lo aspirin's
anbiplatelel ettect (patients suller sericus CV avents
despite tho use of aspinin) or 1t could be the inability of
aspann ta inhibit platelet thromboxane formation.

How does aspirin resistance
occeur? What are the mechanisms?
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Treatment and outcomes of acute coronary syndromes in
India (CREATE): a prospective analysis of registry data

Deows Xawvier, Prem Pais, P | Devereaux, Changchun Xie, D Prebhakaran, K Senath Reddy Rapees Gupwa Prashent foshi, Frafulla Kerkar,
S Thanikechakem, K K Haridas, T M Jaison, Sudhir Naik, A K Maity, Salim Yusuf; on behalf of the CREATE registry Investigators*

Summary

Background India has the highest burden of acute coronary syndromes in the world, yet little is known about the
treatments and outcomes of these diseases. We aimed to document the characteristics, treatments, and outcomes of
patients with acute coronary syndromes who were admitted to hospitals in”India.

Methods We did a prospective registry study in 89 centres fram 10 regions and 50 cities in India. Eligible patients had
suspected acute myocardial infarction with definite electrocardiograph chunges (whether elevated ST [STEMI] or
non-STEMI or unstable angina), or had suspected myocardial infarction without ECG changes but with prior evidence
of ischaemic heart disease. We recorded a range of clinical outcomes, and all-cause mortality at 30 days.

Findings We enrolled 20937 patients. Of the 20468 patients who were given a definite diagnosis, 12405 (60-6%) had
STEML The mean age of these patients was 57-5 (SD 12-1) years; patients with STEMI were younger (56-3 |12-1] years)
than were those with non-STEMI or unstable angina (59-3 [11-8] years). Most patients were from lower middle
10737 (52.5%) and poor 3999 (19 6%) social classes. The median time from symptoms to hospital was 360 (IQR 123-1317)
min, with 50 (25-68) min from hospital to thrombolysis. 6226 (30-4%) patients had diabeles; 7720 (37-7%) had
hypertension; and 8242 (40- 29) were smokers. Treatments for STEMI differed from those {or non-STEMI or unstable
angina. More patients with STEMI than with nen-STEMI were given anti-platelet drugs (98-2% wvs 97.4%);
angiotensin-converting enzyme (ACE) inhibitors or angiotensin receptor blockers (ARB) (G0-5% vs 51-2%); and
perculaneous coronary interventions (8- 0% vs 6- 7%, p<0- 0001 for all comparisons). Thrombolytics (96-3% streptokinase)
were used for 58-5% of patients with STEMI. Conversely, fewer patients with STEMI than those with non-STEMI or
unstable angina were given {3 blockers (57.5% vs 61-9%); lipid-lowering drugs (50-8% vs 53-9%); and coronary bypass
graft surgery (1:9% vs 4-4%, p<0.0001 for all comparisons). The 30-day outcomes for patients with STEMI were
death (8-6%), reinfarction (2-3%), and s(roke (0:7%). Outcomes for those with non-STEMI or unstable angina were
better: death (3-7%), reinfurction. (1-29), and stroke (0 3%, p<0)-0001 for all comparisons). Use of key treatments ulso
differed by socioeconomic status: more rich patients than poor patients were given thrombolytics (60-6% vs 52-3%),
P blockers (58:8% vs 49-6%), lipid-lowering drugs (61.256 vs 36.0%), ACE inhibitors or ARB (63+2% vs 54-13%)
percutaneous coronary intervention {15-3% vs 2-09%), and cotonary artesy bypass graft surgery (7-5% vs 0-7%, p<0-0001
for all comparisons). Mortality was higher for poor patients than lor rich patients (8- 2% vs 5 - 5%, p<0-0001). Adjustment
for treatments (but not risk fictors and baseline characteristics) eliminated this difference in mortality,

Interpretation Patients in India who have acute coronary syndromes have a higher rate of STEMI than do patients in
developed countsies. Since most of these patients were poor, less likely to get evidence-based treatments, and had

greater 30-day mortality, reduction of delays in access to hospital and provision of affordable treatments could reduce
morbidity and mortality.

Func.ling Division of Clinical Tvials, St John's Research Institute, Bangalore, India; Population Health Research
Institute (PHRI), McMaster University, Canada; Sanoli- Aventis India.

Introduction

Ischaemic heart disease is the leading cause of death
globally! In 2001, ischaemic heart disease accounted for
7-1 million deaths worldwide,' 5.7 million (80%) of which
were in low-income countries.' Between 1990 and 2020,
these diseases are expected to increase by 120% for womien

Mast data tor patients with acute coronary syndromes
are from several large registnies* ™ with data on
demoguaphy, Geatments, und outcomes of patierts in

studies in India are small and restricted to 2. few

siddle-incon.e and high-income  countries. 'Tl:e_f-_:wr']';i._.,ctor
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and 137% for men in developing countries, compared with
30-60% in developed countries.* By 2010, 60% of the
world's heart disease is expected to occur in India.’
Furthermore, South Asians have a high prevalence of risk
factors, and have ischaemic heart disease at an earlier 4 ge
than do people in developed countries.*’
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tegisry of more than 20000 patients with acute coronary
syndromes (denned as myocardial nfarction with ST
clevation [STEML| or non- STEMI or unstable angina). We
aimed 1o documemnt I!l;,(("hﬂ.‘.l(.ltrlﬂtﬁg, reatments, and
outcomes of patients ¥Ath icute coronary syndromes who
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Non-invasive detection of tako-tsubo
cardiomyopathy vs. acute anterior myocardial
infarction by transthoracic Doppler
echocardlography .

Patrick Meimoun®*, Jerome Clerc, Charles Vincent, Florent Flahaut, ;
Anne Laure Germain, Frederic Elmkies, Hamdane Zemir, and Anne Luycx-Bore

¢
tepa of Cardiology, Centre Hospitalier De Compiegne, B Rue Henri Adnot, Comrpregne 60200, France
S

ecrwxd 24 July 2012; eccepted after revnsion 29 August 2012, onine puhfm‘adwador-;mnr 21 Sentemoer 2012

\irns pes Typlcal tako-tsubo cardi myopathy (TT C] mimics acute anterior myocard:al lnfanction (AMI) and the differential diag-
5 nosis is challengmg before coronary anglography (CA) Is perfarmed it dernonstrates reduced or absen: antegmdﬂ

acute phase we. tested the usefulness ol'the dlstal LAD ﬂnw visualization by transthoracic Doppler echocardmgmphy
(TDE) to dlstlngmsh between these two d:seases For this purpose, we prospectively enrolled 28 consecutive patients
l g with TTC (75 + 10 years, 93% fernales) who were compared with 28 consecutive patlents with AMI treated success-
fully, by prlmary angioplasty (66 i 12 years 79% fema[es) All-the patients underwent the assessment of the distal
LAD flow’ just before CA, using coi::)ur and pulsed -wave {TDE. In addition; the" symmetric involvement of wall
motion abnormnlmes (WMAs) based on the extent of the disease far beyond ne coronary ter ritory in TTC was

searched by TDE. 'Non-inwasive ' coronary ﬂow reserve (CFR) by TDE, in the distal LAD, was also performed

wnhm 1 day aﬁ,er'adrnlssmn, Moy e ’

3 T e e

Efésults Bei’ore CA the d|ml LAD ﬂow was wsible in 38 o!’56 cases (68 } in the whole popul:uon in all cases wlth TTC znd

o~ in 10 cases with AMI (36%). The sensitivity (Se) and specificity (Sp) of the LAD flow visualization for the diagnosis of

o TTC were 100 and 64%, respectively, with 2 diagnostic accuracy of 82%. In comparison, the pattern of WMA yielded

. : .a.5e of 75% and Sp of 86%, and a diagnostic accuracy of 80%. With the combination of both tools, the Se and Sp to
;‘-. : . I ,detect "[TC were 75 and- 96% respechvety. with a diagnostic accuracy of 86%. After CA, the acute CFR was less se-

! “iverely Jmpmred in the! T!'C grnup when. compared with the AMI group (22 £ 0.5 vs. 1.7 + 0.6, P < 0.0‘[),desp:te a
f % worse LV systolu: dysfuncuon Nedi _ . by
%1 g ,--: cefremesidiigsieiiegenies ¥ renemesy io-uu . . o ‘o. =1
}’un:lusion Non inv::.swe evalu;ﬂon of ihe: dnst.:.‘! LAD ﬂow could be hdpl‘ul to d;fferenmte TC froin AMI and } its cumbunauon '

"I'.’ ‘with the' pmem of WMA fmproverj sllghfly lts cllngnosuc nc:uracy furthermore, the acute CFR is: les.s-seve‘rcly

J impaired in TTC compart.d weith AM! despite- poon}r LV systolic dysfunction, suggesting that o?or mec.hamsms
E s * than direct rrairrocnrculatory dama;e. are aisa involved in the pathogenesis of WMAs in TTC, R4 e "\
R _'. .............. Y e 02 e reps] L PSRRI :.-'.g'.-,',_",,' i'_",r..\.__,'_"l
.eywurds it Tako tsubor- Myocardml Infarction -e Conon:uy Ilow ¢ Doppler * e (\ 14 N [
e R b P M GOSN A

TRUE CGPY . N
i eclor
. VRT s Madhavkaug Institute of

ntroductlon - anterior ‘Jescuuimp wr‘amm {try BAD) is challenging before

coronary an "Héﬁé‘ﬁl‘&f }(,henwer the therapeutic implications

we differ cnual diagnosis between typical tako- tsubo cardiomyop- are of pamimcunt importance in this setting. The assessment of

hy {TTC)" * and acute coronary syndrome involving the left

coronary Now velocuy (CFV) and ceronary flow reserve (CFR)
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The SESA- Angina Study:
Safety and Efficacy of S-Amlodipine in Angina
Dr. Jagdish S Hiremath *

Abstract

Background: Cardioprotective and vasculoprotective effects of amlodipine are the class effects
attributable principally to the basic calcium channei blocking (CCB) actions of amlodipine. Amlodipine
Is a racemate with an equal proportion of two cuamiom?rs S and R. S-Amlodipine is responsible for all
of CCB- mediated pharmacodynamic actions of Amlodipine including anti-anginal activity. Objective:
To evaluate the efficacy and safety of S-Amlodipine .in the treatment of angina in normotensive
patients. Design: open label, non-comparative, prospective clinical study. fatieﬁts: Tatal 23 patients (8
females and 15 males) of schemic heart disease (IHD), with hiélory of angina pectorie and positive
stress test, were enrolled. Mean age of the patients was 63.26 + 7.49 (Mean + SD) years. At baseline
mean systolic blood pressure was 130.87 + 7.93 mm ‘Hg, mean diastolic blood pressure was 81.65 +
5.48 mm Hg and-mean heart rate was 75.39 £ 8.79/ min. Outcome'measures: Patients were evaluated
for rcduqtion in angmal attacks and i improvement in c‘(‘TClSC stress\ test parameters. Adverse events,
clinical and bxocﬁ\cmlcal paramctcrs were monitored to evaluate safety of the product. Results: After §
weeks of S- A.mloalpme (herapy, there ‘was'a significant (p= 0.0027) reduction in average number of
attacks per 15 ﬂuys from l 17 10 0.04 (dlfferencc between means = 1.13; 95% confidence interval (CI) =
0.44 - 1.82). Thet‘e was'a mgmﬁcant relauve improvement (reduction) in anginal symptoms by 93.33%.
The numbers needed\lo't;eat (NNT) were 1.6 patients. After treatment with S-Amlodipine for 8 weeks

the mean exercise capacity increased significantly (p=0.0041) from 329.62 + 110.65 seconds to 365 +

122,73 seconds (difference between means = 35.38; 95% CI = 12.62- 58.15). Time to 1.5 mm ST

segment depression increased from the baseline of 273.84 + 98.44 seconds to 277.21 + 122 05 seconds
and the maximum workload achieved increased from 6.93 + 2,53 METs (Metabolic Equivalent Terms)

to 7.29 £ 2.24 METSs. None of the patients reported ary adverse effect related to treatment with S-

Amlodipine. The product was well tolerated. Blood pressure, heart rate, ECG and biochemical

parameters were not affected significantly. Conclusion: This study shows that S-Amlodipine is

effective, safe and well tolerated in the treatment of angina Keywords: S-Amlodipine, angina
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Dabigatran versus Warfarin in Patients with Atrial Fibrillation

Stuart ). Connolly, M 0. Michael 0. Ezebguatz, M E . Ch 8, D Phi, Satim Yusuf, FRCPC. D Phu
john Fikelboom M D _Jona-, i’)ifi;:rm’:_ MDD, koD, Amit Parekh, M D | Jamice Pogue, M 3c. Paul A Relly, bnD)

Lsan Themeles, B.A | Jeanne Varrore B D Susan 'War

g Bl D, Mareo Alirgs, M D ,PROD, Dems Xaver A1

Jun Zhu, M 0, Rafael Dise M.D . Basil 5 Lewis, M O . Harald Darius, M D, Hans-Cnnstoph Ciener, MLD P T
Lampbell D. Joyner, M 0., Lars Walleritin, M D. Ph D, and the RE-LY Steening Cernmittee 2nd Investip2tors

ARSTRACT

——— e e e

LACKGROUND

Warfarin reduces the risk of stroke in patients with atrial fibrillation but increases

the risk of hemaorthage and is difficult to use. Dabigatran is a new oral direct throm-
bin inhibitor.

MITHOODS

In this noninferiority trial, we randomly assigned 18,113 patients who had atsial fi-
brillation and a risk of stroke to receive, in a blinded fashion, fixed doses of dab-
igatran — 110 mg or 150 mg twice daily — vr, in an unblinded fashion, adjusted-dose
warfarin. ‘The median duration of the follow-up period was 2.0 years. The primary
outcome was stroke or systemic embolism.

HLSULTS

Rates of the primary outcome were 1.69% per year in the warfarin group, as compared
with 1.53% per year in the group that received 110 mg of dabigatcan (relative risk with
dabigatran, 0.91; 95% confidence interval (C1), 0.74 to 1.11; P<0.001 for noninferiority)
and 1.11% per year in the group that received 150 mg of dabigatran (relative risk, 0.66;
95 C1, 0.53 10 0.82; P<0.001 for superiority). The rate of major bleeding was 3,36% per
year in the warfarin group, as compared with 2.71% per year in the group receiving
110 mg of dabigatran (P=0.003) and 3.11% per year in the group receiving 150 mg of
dabigatran (P=0.31). The rate of hemorrhagic stroke was 0.38% per year in the warfarin
group, as compared with 0.12% per year with 110 mg of dabigatran (P<0.001) and
0.10% per year with 150 mg of dabigatran (P<0.001). The moruality rate was 4.13% per
year in the watfarin group, as compared with 3.75% per year with 110 mg of dab-
igatran (P=0.13) and 3.64% per year with 150 mg of dabigatran (P=0.051).

CONCLUSIONS

In patients with arrial fibrillation, dabigatran given at a dose of 110 mg was associ-
ated with rates of stroke and systemic embolizm that were stmi'ar to those associ-
ated with warfarin, as well 2s lower rates of mayor hemnorthage. Dabigatran admin-
istered at 2 dose of 150 mg, as compare frwsufann, was associated with lower
rates of stroke and systemic embol#fn fﬁs‘rb sidmilay rates ot inaor hemorrhage,

1als.gov number, NC10022600.) ‘
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hemo.rrhagc-. the 150-mg dose of dabigatran was
associated with lower rates of stroke and systemic

embolism but with a similar rate of major hem-
orrhage.
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APPENDIX
Members of the Randomized Evaluation of Lonp-Term Anticoagulation Therapy (RE-LY) Study Group are as follows (a full list of inves-
tigators is included in the Supplementary Appendix)t Operations Committee: S.J. Connolly (principal investigator), M.D. Ezckowitz
(principal investigator), S. Yusuf (chair, steering committee), J. Eikelboom, . Oldgren, A. Parekh, P.A. Reilly, E. Themeles, J. Varrone,
S, Wang, E. Palmeraniz-Graf, M. Hachl, L. Wallentin (chaiz, steering comeiriee). Stogring Committee: A.M.W, Alings, J.V. Amezena,
A. Avezum, |, Baumegartner, ). Brugada, A. Buda), V. Caicedo, L. Ceremuzynski, J.H. Chen, P.). Commedford, S.J. Connolly, A.L. Dans,
H. Darius, G. Di Pasquale, R. Diaz, C. Erol, M.D. Ezckowitz, ), Ferreica, G.C. Flaker, M.D. Flather, M.G. Franzosi, R. Gamboy, 5.1,
Golitsya, ).A. Gonzalez Hermosillo, D, Halon, 1. Heidbuchel, $.H. Hohnloser, M. Hor, K. Huber, P. Jansky, G. Kamensky, M. Kclla
$. Kim, C.P. L3y, J.Y.F. Le Heuzey, B.S. Lewis, L.S. Liu, J. Nanas, ). Oldgren, P.S. Pais, A.N. Parkhomenko, K.E. Pedersen, LS. Piegas,
D. Raev, O. Razali, T.A. Simmers, P.J. Smith, M. Talajic, RS, Tan, $. Taodisup, L. Toivonen, D. Yinereanu, L. Wallentin, D. Xavier, §.
Yusuf, . Zhu. Core Adjudication-Stroke Advisory Comminee: H.C, Diencr (cochair), C.D. Joyner (cochair), A. Diehl, G. Ford, M. Rob-
inson (core adjudication only), ). Silva, Data Saflety Monitoring Board: P, Slelght (cochaic), D.G. Wyse (cochair), J, Coll ier, . De Mers,
J. Hirsh, E. Lesaffre, L. Ryden, P, Sandezcock. Investigators who recrnited at least 12 patients: Argentina: A. Caceavo, 1. Cartasegna, .
Cunco, M.V, Elizari, A.J. Gabito, M.A. Hominal, A.D. I1rzbar, L). Mackinnan, M.A. Rodriguez, A.S. Sanchez, D.R. Yogel; Austrelia: DM,
Colquhoun, R.G. Lehman, B.B. Singh, J.H. Waites; Austria: F. Gazo, A. Podczeck, P. Siostrzoneks Belgiunt: |.L, Boland, A. de Muester, L.
Dec Wolf, D. Dilling-Boer, M. Gocthals, P. Gocthals, O. Gurne, S. Ilcllemans, B. Ivan, M. Jottrand, 1. Kersschot, F. Provenier, W. van
Mieghem, Y. Vandekerckhove; Brazil: 1.C.F. Braga, )1, Kerr Surawva, A.M. Lorga-Filho, L.N. Maia, C.S. Melo, D.B. Precoma, S. Rasai,
P.R. Rossi; Bulgaria: E.S. Baldjiev, 1.G. Filibev, N.N. Gowchera, AR, Gouder; D.I. Guenova, E.L Manov, AL Radoslavov, DA, Spitova,
V.M. Tsanova, M.L. Tzekova; Conada; AL, Bakbak, ).C, Berlingieri, ¥, Dluckbum, AW. Booth, S. Bose, P. Boucher, C. Coprstance, P,
Costi, B. Coutu, M.S. Green, J. Habot, S, Kouz, AV, Lalani, A.S. Lam, P.T.S. Ma, L.B. Miwchell, C.A, Morillo, G. O'Hara, A.S. Pandey,
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Could you please comment on the usehilness of bisoprolol in 24-h bloud pressure
control? ' )

24-h blood pressure control is an important aspect of hypertension management. Mortality,
morbidity and other outcomes depend crucially on this parameter. In this context, the longer
half-life of bisoprolol ushers in the specific advantage of a truly once-a-day anti-hypertensive.

Furthermore, bisoprolol also achieves a good blood pressure control. [ use it as a number one
B-blocker. :

How does the anti-hypertensive efficacy of bisoprolol compare with less-selective
B-blockers such as metoprolol and atenolol?

Non-sclective agents: cannot stand in coraparison with bisoprolol. The entire advantage of
B-blockers in hypertension management lics in B -selectivity. Therefore, bisoprolol buing
a selective B -blocker has a betrer and stronger :mn hypertensive effect. Furthermore, the
longer half—llfc. zero sympathetic activity, and lesser chances of causing side-effects such
as bronchospasm makes it a better drug. | use bisoprolol also in peri-operative patients and
patients with hean failure,

Could vou please share with us your experience with bisoprolol and amlodipine
combination in the management of hyperrension and in patients with a risk of
coronary artery disease?

In these set of patients, bisoprolol and amledipine is a wonderful combination. Both these
drugs have excellent anti-anginal setion and otfer excellent hypertension control. With these
agents, we are offering a nearly ideal combinution 1o patients with coronary artery disease.

Could you tell us the place of bisoprolol and diuretic combinations in the
management of hypertension in today's tonest?

The combination of bisoprolol with a diuretic s not only additive but also synergistic. This
synergism scores over other combinations which are additive und not synergistic.
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Abstract v

There is increasing ¢vidence that the traditional office BP white coat hypertension, masked hypertension and can
measurement may not always yield estimate of a patient's provide information regarding -control of blood pressure
true BP. Ambulatory blood pressure monitoring (ABPM) with antihypertensive medication lhroughouE 24 ho_urs,
has been shown to be a useful and noninvasive tool for Dalta derived from ABPM allow the identification of high-
round-the-clock measurement of BP outside medical risk patients, independent from the BP obtained in the clinie
environment. It has been shown 1o be a strong and oroflice setting. The recent guidelines on hypertension have

independent predictor of cardiovascular morbidity and recommended the use of ABPM in hypertension diagnosis
martality, and is more closely assaciated than ofilice and treatment,
measurement of BP. Use of ABPM helps in diagnosis of

Keywords: Ambulatory blood pressure, ABPM, hypertension

Introduction

There has been a rapid increase in the prevalence of
hypertension in all ages in recent years. In addition to
genetic predispositions, environmental and lifestyle factors,

ABPM vs, office BP®

ABPM offers scveral advantages over conventional office
particularly excessive weight, scem to play important role." measurements of BP:

Diagnosis of hypertension so far relied only on serics of

I. ABPM provides a measurement of blood pressure away
blood pressure (BP) measurement in the physician's clinic {from medical environment,

room. However, this may not always represent the ac
systolic and diastolic BP during routine daily activitieg/ It
difficult to diagnose hypertension and monitor gprimal e :
response to treatment based on office mcasurcm&ns of WV S
blood pressure. During last two decades, ambulatory blood )
pressure monitoring (ABPM) has come up as noninvasive,. | ==
but powerful tool for examining the variability in blood
pressure and physiological as well as environmental factors
affecting blood pressure. It can provide information

regarding 24 hours variations in blood pressure tneluding =7 cClQ ortality thas ooz
nighttime BP, diurnal variation in BP os cxmef‘!;bmﬂ-' .Iu"} . "-.’; "“"'3{-{3}1&.9._- s
with an antihypenensive medication. Hence, kﬁmtlg'arcrh?%hrdr,ﬁ - ol
combined witli routine office BP measurements may have 10 3 motﬁlitt:]‘ring (ABPM)
. play an important role in the diagnosis of hypertension and
optimal control of BR, "™

ABPM provides the behaviour of blood pressure over 24

ours period rather than just one time measurement of
loud pressure,

I may show certain patterns of blood pressure which
may be relevunt for the treating physician, E.g. blood
pressure that does not reduce at night.

. Keeent studies have shown that ABPM is a much
stronger predictor of  cardiovascular morbidity and
et Rl S | - .
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Effects of Reviparin,

a Low-Molecular-Weight Heparin,
on Mortality, Reinfarction, and Strokes

<2

™

, ke e

in Patients With Acute Myocardial Infarction
Presenting With ST-Segment Elevation

The CREATE Trial Group

ltwesug,nturs‘

PPROXIMATELY 15.5 MILLION
cardiovascular deaths occur

every year.! Of these, aboul

half are likely to be due to

acute myocardial infarction (M1), with
the majority occurring in low- and
middle-income countries, Aspirin,?
thrombolytic therapy,’ B-blockers,* and
angiotensin-converting enzyme (ACE)
inhibitors* improve prognosis in acute
ML Primary percutaneous coronary an-
gloplasty (PC1) offers benefits over
thrombolytic therapy,® but access to pri-
mary PClis limited and not affordable
to the majority of patients in the world.
Combinations of newer antiplatelet
regimens,'® or direct thrombin inhibi-
ters,** appear to reduce reinfarction but
do not reduce mortality.”'® Moreover,
thest agents are expensive and in-
crease bleeding. Although intrave-
nous unfractionated heparin is com-
monly used alter acute MI, especially
in pauents receiving librin-specilic
thyorbolytic agents, this practice is
based ona few trials that indicated mod-
est. improvements in coronary paten:
cy.!** However, no reduction in mor-
tality or reinfarction has been
documented and there appears to be an
increase in bleeding. In the Third In-
ternational Study of Infarct Survival
(1515-3)" and Gruppo ltaliano per Jo
Studio della Sopravvivenza nell'Infario

See also pp 437 and 489,

S
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Context Although repetfusion therapy, aspirin, B-blockers, and angiotensin-
converting enzyme inhibitors reduce mortality when used early in patients with acute
myocardial infarction (M1). mortality and morbidity remain high Ho antithrombotic
or newer antiplatelel drug has been shown Lo reduce mortalily in acute M

Objective Toevaluate the effects of rewp'ann' 1 low-molecular-weight heparin, when
initiated early and given for 7 days in addition to usual therapy on the primary com-
posite outcome of death, myocardial reinfarction, or strokes at 7 and 30 days

Design, Setting, and Patients A randomized, double-blind, placebo-centroll<d
trial (Clinical Trial of Reviparin and Metabolic Modulation in Acute Myocarcial Infarc-
tion Treatment Evaluation [CREATE]) of 15570 patients with ST-segment elevation
or new left bundle-branch black, presenting within 12 hours of symptom onset at 341
hospitals in India and China from July 2001 through July 2004.

Intervention Reviparin or placebo subcutaneously twice daily for 7 days

Main Qutcome Measure Primary composite outcome of death, rayocardial rein-
farction, or stroke at 7 and 30 days.

Results The primary composite outcome was significantly reduced from 854 (11.0%)
ol 7790 patients in the placebo group to 745 (9.6%) cf 7780 in the revipann group (naz-
ard ratia [HR), 0.87, 95% Cl, 0 79-0.96; P=.005). These benefits persisted at 30 cays

(1056 [13.6%] vs 921 [11.8%)] patients; HR, 0.87; 95% CI, 0.79-0.95; P=.001) with

significant reductions in 30-day mortality (877 (11.3%] vs 766 [9.8%); IiR, 0.87; 95%
Cl, 0.79-0.96; P=.005) and reinfarction (199 [2.6%] vs 154 [2.0%]; HR, 0.77: 95% CI,
0.62-0.95; P=.01), and nu significant differences in strokes (G [0.8%] vs 80 (1 0%);
P=.19). Reviparin treatment was significantly better when it was initiated very varly Zfter
symptom onset at 7 days (<2 hours: HR, 0.70;95% C}, 0.52-0.96; P=.03; 30/1000 svenis
prevented; 2 to <4 hours: HR, 0.31; 95% Cl, 0.67-0.98; P= 03; 21/1000 events pre-
vented; 4 to <8 hours: HR, 0 85; 95% Cl, 0.73-0.99: M= 05; 16/1000 events pre-
vented; and =8 hours: HR, 1.06; 95% CI, 0.86-1.30; P= 58, P=.04 for trend) Theie
was anincrease in life-threatening bieeding at 7 days with revipann and placebo (17 [0.2% ]
vs 7 [0.1%], respectively; P=.07), but the absolute excess was small (1 more per 100Q)
vs reducticnsin the primary outcome (18 fewer per 1000) or martality (15 fewer per 1000),

Conclusions In patients with acute ST-segment elevation or new left bundle-branch
block M, reviparin reduces mortality and reinfarction, without a substantive increase in
overall stroke rates. There is a small abeolute excess of life-threatening bleeding but the
benefits oulweigh the risks
JAMA 2008293157416
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/[ Thrombolytic Therapy in STEMI- Its Role in the E
: Jagdish Hiremath

Poona Hospital & Research Centre, Pune, Maharastra

Department of Cardiology,

Thrombolysis, us lht:‘ word indicates is dissolution of u clot.
Acute myocardial infarction (STEMI) constitutes two
pathological processes. One is slow growing atheroscicrosis
with lipid rich fibro-fatty plaque in the vessel wall and the
other a soft tlood clot which occludes the vessel lumen
completely, The dissolution of the ¢lot thus stands to logic as
one of the wreatment strategies for STEMI. In lndia,
thrombolysis with Urokinase and Streptokinase started in the
mid 80°s and Streptokinase has been the most widely used
thrombolytic agent for all these years'. Though Urokinase is
not recongnised by the USA FDA for the treaiment of
thrombolysis, many Indian practitioners have used Urokinase
¥ goodresultsin their patients. When coronary angioplasty
O on the scene, salvage angioplasties and pre- discharge
angioplasties became popular. Then primary PTCA/stenting
(PAMI) emerged as the preferred reperfusion strategy in
patients with STEMI? 3. Many centres started offering PAMI
as the treatmem of choice for ST elevation MI. After the
advent of pharmuco-invasive therapy, there is some shift
towards IV thrombolytic therapyt (IVT). In Indian socio-
economic conditions 1V thrombolytic therapy continues to

be the most frequently practised reperfusion strategy even
today.

INDICATIONS OF IV THROMBOLYSIS

1) STEMI: lessthan 3 hours of chest pain and, PCI{Door
to balloon time) more than 90 minutes awayu .
2) STEMI, 3to 12 nours of chest pain and PCl not possible.
3) STEMI, more than 12 hours of onset of pain, ongoing
chest pain, ST
elevations, reciprocal ST changes and PCI not feasible
“m 90 minutes / not feasible at all®?,*
Nate:

» STEMIisdiagnosed when there is more than 1mm ST T°
in at least 2 contiguous chest leads or 2 adjacent limb .
leads or STLin VIV2V3(True posterior M) or presumed
new onset LBBB is present

¢ Ageisnotacontraindication for IV thrombolysis,

CONTRAINDICATIONS OF v

THROMBOLYSIS

Following are the absolute contraindications (o thrombolytic
therapy

ra of Intervention.

1)

bleediny sites.

2)
k)]
4)
5)
0)
7

Known allergy or sensitivity to agents.

Major head injury within 3 months.
Knownintracranial malignanttumour, AV malformation
Any prior intrucranial hemorrhage.

Any neuro surgery in the past.

Ischemic cerebro-vascular accident within the past 3
months (except for acute stroke within 3 hours).

8) Suspected aortic dissection

Note:

Pregnancy (one wonld rurely require IVT) is not an absolute
contraindication,

PROTOCOLS TO BE FOLLOWED FOR IVT

All patients should receive loading dose of aspirinx andifage
is <75 ycars, loading dose of clopidogrel. Unfractionated
hepariny . should be administered for 24-48 hours or low
molecular weight heparin or fondaparinux should be
administered for maximum 8 days( or the index pericd of
hospitalization) as adjunctive therapy,

1) STK (Streptokinase) : 150000 units of STK as IV
infusion over 60 minutes.
Note : Avoid reuse of STK .

UK (Urokinase) : 20000 units / kg 1V infusion over 30

min

2)

3) TPA (Tissue Plasmogen Activator): 100 mg infused in

Y0 minutes.
4) TNK (Tenectaplase): 30 to 50 mg IV bolus.(weight
adjusted)
5) RTP( Reteplase) :
apart,

Note !

1O units 2 boluses 1V, 30 minutes

One may avoud using loading dose of Clopidogrel and
decide on loading dose of Prasugrel after angiography.

CRITERIA OF SUCCESSFUL
THROMBOLYSIS

1) Relief of chest pain,
2) More than 50% resolution of ST segments.

3) Occurrenceolaceeleratedidioventricular thythm (ATVR).
4)  Hemodynmnic stability,

Correspondence: Dr. Jagdish Hiremath, Department of Cardiology, P'oona Hospital & Reseprch Centee, 27, Sudashiv Peth, Pune-411030, Maharasira.
India  E-mail: drjaydishhiremath@gmail.com >
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‘All in the family'—familial dyslipidaemia in clinical practice

I 3 PR R IR |
T -
r b r
\ \ !
'
1

Dr Hiremath Jagdish S, MBBS, DM, DNB (Cardiology), is an interventional cardiologist
practicing in Pune, India. He received his training in angioplasty in Melbourne, Australia.

He runs a lifestyle modification course for ischaemic heart disease patients. He delivers
over 150 lectures In a year on various topics.

R DRI

C Dr Hiremath began the session on familial dysl:mdaemla by highlighting the burden of dysl1p1daem|a in India.
Approximately 38% of men and 23% women have increased total cholesterol level, 64% men and 34% women have

reduced high-density lipoproteins. High prevalence of hypertriglyceridaemia and hypercholesterolaemia is present in
patients aged between 31 and 40 years.

-t

Familial dyslipidasmia can either be primary or secondary; classification is detailed in Figure 7.
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Figure 7. Classification of famllial dyslipidaemia.

The most common forms of familial dyslipidaemia include familial hypercholesterolagimia (FH), familial
hypertriglycerdaemia (FHTG), familial abetalipoproteinaemia and familizl-combined hyperfipidaemia (FCHL).
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Physical signs of familial dyslipidaemia includ

¢ Arcus juvenilis

*  Tuberous xanthoma VTS M havhaug Institute of
* Eruptive xanthoma preventive Cardiology &

e Xanthines mass Research Center
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Echocardiographic Algorithm for Cardiac Resynchronization
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Efficacy and safety of Tenecteplase in Indian STEMI patients
Elaxim Study Group'

Abstract

This open-label, clinical, multicentric study examined efficacy and safety of weight-
adjusted bolus administration of Tenecteplase in thrombolytic management of ST
elevation Myocardial Infarction (STEMI) in 70 Indian patients presenting within six
hours of symptom onset and satisfying all inclusion and exclusion criteria. Reperfusion as
indicated by any one of the three criteria (250% ST resolution at 90 min, reperfusion
arrhythmia, 90 min to baseline ratio >4 in cardiac enzymes) was observed in 85.71%
patients. Minor bleeding was seen in 7 patients. Angiographic evaluation (n= 47) snowed
TIMI 2/3 flow of infarct related artery (IRA) in 85.1% patients. All patients survived 30

days. Tenecteplase was found to be safe and effective in thrombolytic treatment of
STEMI in Indian patients.

Key words: STEMI, Tenecteplase

Running title: Tenecteplase for thrombolysis in Indian STEMI patients.
i
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ORIGINAL ARTICLE

A

Effect .of fixed dose combinations of metoprolol and amlodipine in
essential hypertension: MARS - A randomized controlled trial

PADMINI DEVI"2, DENIS XAVIER"?, ALBEN SIGAMANI"?, SUDHANSHU PANDEY?,
TINKU THOMAS?, SREENIVAS MURTHY?, KAMAL SHARMA®, BALRA] BOSCO’,
KETAN MEHTAS, SINDHU JOSHI”, RAJEEV GUPTA!Y, GIRIJA SINGH'!,

JAGADISH HIREMATH!?, CHADHA DS", ASHOKAN NAMBIAR' & PREM PAIS®!!

' Department of Pharmacology, St John's Medical College, Bangalore, India,  Division of Clinical Trials, St John’s
Rescarch Institute, Bangalore, India, > AstraZeneca, Bangalore, India, * Epidemiology and Biostanistics Uni, St John’s
Research Institute, Bangalore, India, 3Life Care Clinic, Banyalore, India, "Life Care Hospital, Ahmedabad, India, * Trichy
Diabetes Specialty Centre () Led, Trichy, Tarmil Nadu, India, ®Health Harmony Hospital, Mumbai, India, * Department
of Medicine, Mahavir Jain Hosptial, Hyderabad, India, 10 Forris Escorts Hospital, Jatpur, India, “Dcparrmmf of
Medicine, St John's Medical College Bangalore, Indsa, \2yona Hospital, Pune, India, "> Deparment of Ca-rdwbxy,
Command Hospital, Bangalore, India, 14 Department of Cardiology, Baby Memorial Hospital, Calicut, India

Abstract

Aim. To compare two strengths of a fixed drug combination (FDC) containing metoprolol XL and amlodipine (mctoprc?-
loVamlodipine 50/5; and metoprolol/amlodipine 25/2.5) with its components in hypertension. Methods, We conducted this
multicentre, randomized, open-label, tial, in Indian patients with hypertension (140-180 mmHg/90-114 mmHg) in 11
centres from nine cities. Eligible patients (n =402) were randomized into one of five treatment groups (metoprolol XL 50
mg + amlodipine 5 mg, metoprolol XL 25 mg +amlodipine 2.5 mg, mectoprolol XL 50 mg, metoprolol XL 25 mg or
amlodipine 5 mg) and treated for 8 weeks with five follow-up visits to record blood pressure (BP) and clinical status. Results,
At baseline, treatment groups were well balanced; mean = SD EP was 154,87 = 11.91/96.63 = 6.97 mmHg. The greatest
reduction in BP from baseline to 8 weeks was seen in the high-dose FDC group (23.61/14.91 mmHg; p<0.001). The
remaining 4 groups roo demonstrated a significant reduction (p<0.001): low-dose FDC — 22.29/ - 14.66; metoprolol 50,
—~923.17/— 13.37; metoprolol 25, — 18.41/— 12.50 and amlodipine 5, - 23.01/ = 13.08. BP reductions by FDCs, however,
were not statistically superior 1o monotherapies, Responder rares (sitting diastolic BP <90 mmHg or reducton = 10 minHg)
were 93% in the high-dose FDC group and 97% in the low-dose FDC group, and control rates (sitting BP < 140/90 mmHg)
were 66% and 58%, respectively, These rates were higher than that seen in individual components, There were no reports
of serious adverse events related to study mCdiCﬂtiO}_}%r:Orr:’:‘t‘,g\Ch from the Jow-dose FDC end metoprolol 25 mg group
discontinued because of adverse events, Com‘!rm'o:_uf'l"pts'bj_':rii:}ﬂprolnl und amlodipine are effective and safe in mild to
moderate hypertension. [/ B \

Keywords: Amlodipine, fixed dose conbinanion, h_\fpcri_crffitﬂjr)' e .p:nij.

\ ; rector
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> < - 2 oy -} C ’l‘ut 2y
turget blool presiiird, The seventh Joint National
Commniittce on prevention, detection, evaluation

ard treatment of high BP (JNC 7) recommends
appropriate treatment of hypertension and to

con.sidntr combination therapy to achieve and
maintuin, the go.:ll BP {2). TheAntihypertensive
and Lipid Lowering to prevent Heart Attack Trial

Hypertension is a major risk factor for curdiovas-
cular and renal diseases. Untreated hypertension
can reduce life expectancy by approximately 5
years (1). Despite the importance of treating high
blood pressure (BP) to reduce cardiovuscular
complications, most patients do not achieve the
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Exercise improvement and plasma biomarker changes
with intravenous treprostinil therapy for pulmonary
arterial hypertension: A placebo-controlled trial
. b : C
Jagdish Hiremath, MD,* Sadagopa Thanikachalam, MD,” Keyur Par:kh, MD,
d
Somasundaram Shanmugasundaram, MD, Sfudhakar Bangera, MD, o
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prostacychng in treatment-naive PAH panents., During 12 weeks of trentment with reprostinil or plicels, we
hiomarkers: quantified G-minute walk distance (6MWY). elinicul symploms und 11 eywmkines/growth (elors.
angiopoicting RESULTS:  Fonry two of 44 stedy patients had iiopuhic/Tamilial PAIT in New York Heant Associntion
g sin minute wall, CNYHA) Class HE Trepiostin! ineresed 1AMVW by u plwcebo-corrected median of %3 merers v 0008
’ meaingredse U3 a2 e sediead Borg score by a median

chss by snaedian of 10y = 002 e

20units G 0020 and inproeed NY A
0.051). Baseline plasia awgiopoicus-

e was i rend wward Enpoved survival with teeprostuud (g

20Ang2), viecular endothelial growth factor (VEGE). matrix e
allupricinase-49 (MMP-9) any) plinelet-darivea vrowth Eictor (PDGF) were eley i) conpaced with repore
noanal cinges, Trewteient wilh weprosunil was associated with decreased Ang-2 levels, lpravement
OMW distance alter veatment wis assoctated with reducuons in Ang-2 and MMP-9 levels, Muost of he
cytokines and growth facton studied were nut abrormal with disease nor Jid they change with wreaunens
CONCLUSIONS:  We conclude tha treprostin] treutmient significantly ppproved c';:n;h
axspes amd funcongl ¢lss Severt plisig Pt

s that might tragh disgane
Basehing, ot v ke npros e FREICING P iy
splant 20 g0y '
9 2010 e rmationag Sociry

¢ oCapudily

were abnanngl gy
din} Chaages WL s

b Hewn Lauag 1ran

o Fenn nd Lung Transplanition, Al righis reserved

suppened oy Lnited Therapeuties Co; Pocation ad by an Amen mT}\m:‘i T\ﬁTE_?G ________
Vnzl sumber, TRUST-); NCTO204945.43 thapdfwww.clivicaluial, ,:u.-.'I.TNm-.\.NE'lT)t:1‘1-:3_1_‘1]
Present effitiation for author J M. Poona Hospital, Pene, India; K p Newri Care Clinie, Alimed.-hd India: Sy -
Ropeia roqussts: R, Jumes White, MD. PhD, Division of Pulmunery wnd Cratieal Care Medicing, University o
Rocheser. NY 1462). Telephone: S85-436-0147 (ext, 123), Faa: S85-2%6-0947
B mcd address: jim_whige @urm o hester gl

san 1 Ao tion Nitiomal -

Ay Clinicals, Hyderahad India

I Rochester, 400 Red Creek Drive,
===

-
o
2ol BN e |
TREI-TE 100 aze front miatter v9 2000 Ilzt,‘{lﬁ'.\u-_w.?_\':}hq'i' INFheart 'T.RU_nm-l..:mH.-.n URT- ol ~\
o:-‘;i&!ﬁ.u;uau.n..‘(l-‘vlﬂu" ' ( I'f- ‘\\ \\\ ' = DH’C‘CfOF \\ ”
A Jarmy o 15 FTe pa —y v
L Mitpe 3] ‘ \'4 = laddbavibaug Institu ,EI/
= ,‘.’-;} Freventive C mi:UtOgy &
X _/ ) Research Center

(¥ Scanned with Oken Scanner



ANNEXURE — “F”

Information of Mentor of Training Centre
It shall be verified by the Head of the concerned Training Center,

S Particular - Information to be filled
r. : i
No.
01. Name of the Mentor Dr. Madhura Atul Bhide
02. Date of Birth 27/05/1974
03 Address A — 1/403. Kumar Prerana, Pune 411007
04. | Tel. No./ Mob. No. 9422318089
0s. E-mail id 9madhura@gmail.com
06. Nationality Indian
alification i letails
0% Qualification in de A A, N (D)
l (attach documentary proof)
08 . Teaching Experience / Health Sciences: Teaching Experience 5 Years 11 Months
Profession Experience Clinical Experience 20 Years
(Attached document proof with signature of
Head of the Institute. Also it is mandatory to
attach self-attested Photocopy of the Experience
Certificate of each Mentor in the Subject
| of concerned Fellowship/Certificate Course)
[
| 09. Present Appointment Mentor
‘ 10. Publications (List & Proof) -
" Post Graduate Teaching experience( Attach N
* |documentary evidence)
12. Any other relevant information =

Date: - 2365 272

For the use of affiliated Training Center:

R

Dr. Madhura Al Bhide
Name & Sign. of Mentor

I have verified the eligibility of the above Mentor as per the criteria of eligibility prescribed
by the University vide clause no.7 of the University Direction No. 05/2017 (Amended) and
UniversityCircular No. MUHS/UDC/FCCC/736/2019 dated 30/09/2019.

ot

Sign & Stamp
Head of the Department
Date: 23.05 .22

' Director
VRT's Madhavbaug Institute of
Preventive Cardiology &

ean/ Principal/ Director of Training Centre
te:23.05.2%
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/%\ Vd. Sane’s Ayurvedic Education and Agricultural Research Trust's
. @ ' MADHAVBAUG INSTITUTE OF PREVENTIVE CARDIOLOGY
[ A Chair of Maharashtra University of Health Sciences, Nashik ] vRT

Ref. No. - VRT / MIPC/GT/002/2016 Date - 27" May 2016

To,

Dr. Madhura Bhide,
BAMS, MD (Dravyaguna)
Mumbai

N Madam,
With reference to your application dated 1" April 2016 for the post of ‘Mentor” in Madhavbaug

Institute of Preventive Cardiology. | am pleased to inform you that you have been selected and

appointed as ‘Mentor’ at VRT's Madhavbaug Institute of Preventive Cardiology with effect from
1/6/16.

You will be abide by existing rules, regulations Terms and conditions of VRT's Madhavbaug
Institute of Preventive Cardiology and will be amended time to lime.

Thanking you.

. N .“Q\-’.'; P i
Dr.Jagdish Hiremath WDy e b
Chair Professor

"~ 2
T e s

Madhavbaug Institute of Preventive Cardiology

Director
VRT's Madhavbaug Institute of e
Preventive Cardiology & TRU::. ,._,'5_,-'-'.;\{

Research Cenlter

88789
Office : Ishan Bldg. No. 2, 701, 7th floor, Gokhale Road, Naupada Thane W) - 400602 | Tel No - 022-41235315/16 / 7722088789
Website- www.mipconline.com | Email - st /| mipccoursecoordinator@gmail.com
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I/ 0 5 Vd. Sane's Ayurvedic Education and Agricultural Research Trust's \ :1 /

MADHAVBAUG INSTITUTE OF PREVENTIVE CARDIOLOGY . -
MUHS [ A Chair of Maharashtra University of Health Sciences, Nashik ] a

Date : 21/05/2022

Experience Letter

This is to certify that, Dr. Madhura A. Bhide is

. st .
working with us as a Mentor, since 1 June 2016 till date.
\ ’/(‘\’J FE r.l.:"‘*.‘cn'/ \
\ ;f"-:_'l p ”C\ (’2
- S5 L \2\F
! L e
Dr. Vilas D. Potnis WA oA

Vel Tane s Ayaccedic Education st
tural itesearch Trust

Direclor
s Madhavbaug Institute of
rievenlive Cardiology &
Research Center

i, Tt b,
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Office : Ishan Bldg. No. 2, 701, 7th floor, Gokhale Road, Naupada Thane (W) - 400402 | Tel. No.- 022-612353151’16/7722088789
Website- www.mipconline.com | Email -G gy / mipccoursecoordinalor@gmall.com
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Joining Letter

To,

The Trustee

Date: 01.06.2016
Vd.sane’s Ayurvedic Education & Agricultural research

This with reference of your Appointment letter Dated. 01.06.2017 | hereby confirm that |
have joined the duty today i.e. 1" June 2016 before noon.

Submitted for your kind information and necessary action please.

Thanking You,

Yours Faithfully,

N

"
LT

(Dr. Madhura Bhide)

va of oS
\‘m-" ‘”rr‘“\
" 0\

e
&7
=

irector
VRT's Madhavbaug Institute of
Preventive Cardiology &
Research Center

(¥ Scanned with Oken Scanner



To

.

The Trustees,

From

Or.Madhura Bhide

Date:01 April 2016

Vd. Sares’s Ayurvedic Education and Agricultural Research Trust,

Thane,

Respected Sir,

Sub: Application for the post of “Guest Teacher in Ayurved”

Through a personal reference of mine, | came to know that there is a vacancy for the post of “Guest
Teacher in Ayurved” at your esteemed organization.

I am a doctor of Medicine and have also completed my post Graduation in BAMS with 20 years of

clinical; experience. My experience in Clinical aligns well with the qualifications that you are looking out

for the said post.

With my experience and personal qualities , | assure you that | would make a valuable addition to your

esteemed organization,

Thanking you,

Yours Faithfully,

/ -
(0¥ Kadhura bhide)

BAMS, M.D. (Dravyaguna)

&

Director
VRT's Madhavbaug Institute of
Preventive Cardiology &
Research Center

TRUE COPY
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Information of Mentor of Training Centre
It shall be verified by the Head of the concerned Training Center,

Sr Particular - Information to be filled
No.
01. Name of the Mentor .| Dr. Nitin Madhav Kamat
02. Date of Birth :|26/03/1953
N 505/D. Aakash Tower, Sri-Prastha Complex, Nalasopara (W)
03- Address Taluka Vasai, District- Palghar - 401203
04, Tel. No./ Mob. No. 9820632772
0s. E-mail id - | Nitinkmt3@gmail.com
06. Nationality . |Indian
alification in details: | s
. Qualification in details:(attach BAMS, MD (Kayachikista)
documentaryproof)
08. Teaching Experience / Health Sciences: .
Profession Experience Teaching Experience 39YYears
inical Experience 37 Years
(Attached document proof with signatureof’ Clinical Experience: 3
Head of the Institute. Also it is mandatory to
attach self-attested Photocopy of the Experience
Certificate of each Mentor in the Subject
| oconcerned Fellowship/Certificate Course)
09 ‘ Present Appointment Mentor
10. Publications (List & Proof) -
) & Post Graduate Teaching experience(Attach © | 16 Years
documentary evidence)
12. Any other relevant information o

&y —

Dr. Nitin Madhav Kamat
Date: - 23.05.2.% Name & Sign. of Mentor
For the use of affiliated Training Center:

I have verified the eligibility of the above Mentor as per the criteria of eligibility prescribed
by the University vide clause no.7 of the University Direction No. 05/2017 (Amended) and
UniversityCircular No. MUHS/UDC/FCCC/736/2019 dated 30/09/2019.

B
@y " Director
i , VRT's Madhavbaug Institute of

F Preventive Cardiology &
Sign & Stamp /:: :_ Sign & StampResearch Center
Head of the Department ?( MIPC ||| Dean/ Principal/ Director of Training Centre
Date: 23 05.22 L-%i__\ /= /) Date: 23 0522
NTx
"y

Training Centre Round Seal

Scanned with CamScanner




vd. Sane's Ayurvedic Education and Agricultural Research Trust's

MADHAVBAUG INSTITUTE OF PREVENTIVE CARDIOLOGY A g
[ A Chair of Maharashtra University of Health Sciences, Nashik ] Ly

Date : 21/05/2022

Experience Letter

This is to certify that, Dr. Nitin M. Kamat is
working with us as a Mentor, since 2" May 2017 till date.

Dr. Vilas D. Potnis
Trustee  «
'\f{i __Q ane's Ay sdie Education
LAgncullurad Fesearsh Trust

%

Director
VRT's Madhavbaug Institute of
praventive Cardiology &
Research Center
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Office : Ishan Bldg No. 2, 701, 7th floor, Gokhale Road, Naupada Thane (W) - 400602 | Tel. No. 7722088789
Website-www,mipconline.com Email - mipccoursecoordinator@gmail.com
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TEACHING EXPERIENCE CERTIFICATI

This is to certify that VA Nitin Madhav Kamat is working as Professor in the Kayachikitsa
Department of this Institution.

His teaching experience 1s as follows:-

Destgnation O lall Part T Department l . S—— Y. M D
Fime Subyjeet | From To

Demonstrator Tiull Time | Shalya | 2181978 | 30.10.1978 1 - 02 {11
Vrunved College. | Shalakya | |
Sion. Mumbai-22 ! g I o | | ;
Demonstrator T Tull Time | Kayachikitsa l 10,1978 | 15.8.1980 [ 01 - 09 ' 17
Wwuned College | | , ! :
Sion. \Il.m‘l‘n-_.. ! : ! . ‘ )

\'lk fie S,

T e —
| ecture \\unui 1 Full Time | Kayachikitsa | 16.8.1980 ‘ 18.2.1990 i 09 ' 06 | 03

0N 11 I . l ' i ,
teader Avurved Full Time i\'u_\';ichlkitsal | 19.2.1990 ]]— 30.6.2000 i 10 04,10
LI II\_".'\ SN i |
ik |
VLA - e s o _-'_ﬁ_ __L_T._.._ S| | _‘_. e
Prodessor Yunes od Labl Time  Ks navhiki o L7.20000 1 Tl Today 12 1o
Codeees Soj, | i 1
'1‘.r.'..-|-.\: I .
= A ; e S o
Principal Avurved Full Tane ¢ 192000 03 2013
C ollege. Son, l !
 Mumba-22 | o R -

His total teaching experience is 34 Years, 9 Months & 10 Days.
Mumbai University and M ULTLS Nashik hus approved his appointment as full time Professor
in Kayachikitsa department

s Work is satisfactory.

i | \\ TRUE LU
&:ector . 'Lf’)) ﬂ}‘ipa/@ahk;__

\)

et avhoug Institute of \‘ -1 (Vd. Mrs. R.A.Patankar)
o voventve Cardiology & \,:_\_r__"‘r: i)
Research Genter Ayurved Mabavidyslaya
e weAn TS Bear Sion Railway Siatles
Fomadic i 8 Glea Mumbai 449 021,
b
!
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Joining Letter

To

The Trustee Date: 02.05.2017

Vd.sane’s Ayurvedic Education & Agricultural research

This with reference of your Appointment letter Dated. 28.04.2017 | hereby confirm that |
have joined the duty today i.e. 2" May 2017 before noon.

Submitted for your kind information and necessary action please.

Thanking You,
Yours Faithfully,

' \1\1,\)-
[ T
ol
(Dr. Nitin Kamat)

Director
Mavi g Institute of
niive Cardiology &
Research Center

(¥ Scanned with Oken Scanner
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From

Dr.Nitin Kamal

Date:01 Apnil 2017
To,
The Tr.*uslem,
Vd. Sanes’s Ayurvedic Education and Agricultural Research Trust,

Thane

Sub: Application for the post of “Guest Teacher in Ayurved”.

Respected Sir,

Through a personal reference of mine, | came to know that there is a vacancy for the post of “Guest
Teacher in Ayurved” at your esteemed organization.

ram a doctor of Medicine and have also completed my post Graduation in BAMS with a teaching
experience of 39 years and 37 years of clinical; experience. My experience in Academic ard Teaching
aligns well with the qualifications that you are looking out for the said post.

With my experience and personal qualities, | assure you that | would make a valuable additicn to your
esteemed organization,

Thanking you,

Yours Faithfully,

\
?‘m\hm
4 /

/" -
(D Nitin Kamat) | _— o GO { )
VIZT s Machay aug Institute of

Preventive Caraology &

Research Center

BAMS, M.D. (Kayachikitsa)

(¥ Scanned with Oken Scanner
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We, the Chancellor, ;Vtce Chancrllor and Members of the i
Management Council of the - LInwerszty of Mumbai certify that
Nitin Madhav Kamat. of R. A. Podar Medical College
[Ayurvedic] having passt the Ajurved Vachaspati - Doctor
of Medicine (AJurzwdr:) (Bnmch II1 : Kayachikitsa) degree
examination  held . Muj 1997, the degree of  Ayurved
Vachaspati . Doctor of Mcd:cmu (Ayurveda) has been
conferred on him, at, lhc Cunvomtwn he Id in Mumbai on 12th
December, 1997‘\ T >

In testimony whereof are set Hn' Seal u} the said University
and the signature of the -,uid Chancellor.

-~
-

— Sl Sa gy £ 00 ! T o
T e e e—— = -

. s
R .5 ty 7 B e-fa, a

; e ... \ .Y ' !
' I~ \s ) TRUE CGPY i b
i(‘{d k [ MIPC j-"') a |
\ /3 e I
ector Y F T
Ny 3 I
b VIR ! dh j'_;l ‘U"J “1Shtute Of \:\\‘5}\5/-’/ ﬁ—kpw’l‘u” 1Y
b Freve - 1 - |z
: eV umu. Cardiclogy & Porifl  CHANCEILOR i B
i nw-r-- r:w.m-wn;'rv:;-;r rf*"r-r-r—«L.\ Qs2r hs Contnrvecmmy [ e gy v -~ ok oo ALt i g & ~4

97-PC-DMAV-2

R TNy T

(¥ Scanned with Oken Scanner



181Us]) ydieassy

9 ABojoipien) an
Jo ainyisu) Bricgaeugey s 8A

a[:!

\C

nuas

e

JO}

— AL
hr“a&g;ﬁ‘g{

( 2ifaaa fazndie)

(@

Tz 10 FEET Tz AUEe Ji=rE33 T E

- = ~.0
“an ade] Gdd lelalal  HATEA

FTATST €3¢y WA uAeEn wrgfden urem @ adfisA
( ERNIDIET TA) AT 4UiA
Ml ey HAEEE A

e TR

- - O I S
BT R AGETY 5 Wieh — Pt

i, v alRET - y%ey @ fTEsn gmeem

N g AWy wuA faewEEnl qiaFE owm o2
- famdraTEn @endEl ®e a9 e T A

-

ITE.

WE FHWG T

(DEEMED UNIVERSITY)
Members of the

( ] Xt the
We, the Kulapati, the Kulaguru,
; y sMandal of the

Niyamak Mandal and the Karyakari
Tilak Maharashtra Vidyapeeth certify that

i

=1 fof . —_—
shri__Vaidsn _Acmat  Nitin Madbay
L

having passed the AYURVIDYA PARANGAT
Group) held

cless, the degree of

» = —, Y .Jr_'.ll_
examination ( _£aiachis 1150
jn'??"}'r“.'rghu 19-7.in P

e —

AYURVIDYA PARANGAT

has been conferred on him at the convocation
__ 1935

o W : &
ceremony held on 24" November
In testimonv whereof are set the seal of the
Vidyapeeth and the signature of the Kulapati.

cd/. Shenkavrac Chavan
Rulapati
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ANNEXURE D O

Information of Mentor of Training Centre
It shall be verified by the Head of the concerned Training Center,

‘ Sr. ‘ Particular - Information to be filled

| No.

‘ 0l1. Name of the Mentor Dr. Suvarna Shivaji Pol

\ 02. | Dateof Birth 23/02/1986

| 03 Address C/o Udgaon Ves, Near School No. 10, Miraj 416410

h-&. Tel. No./ Mob. No. 9766211194

\ 053 E-mail id drsuvarnapol@gmail.com
06. Nationality Indian ’

Qualification in details BAMS, MD (Panchakarma) ,

153 (attach documentary proof)
08. Teaching Experience / Health Sciences:

Profession Experience

(Attached document proof with signature of
Head of the Institute. Also it is mandatory to
attach self-attested Photocopy of the Experience
Certificate of each Mentor in the Subject
of concerned Fellowship/Certificate Course) |

Teaching Experience 3 Years
Clinical Experience 12 years

=
=

Present Appointment

Mentor

Publications (List & Proof)

11.

Post Graduate Teaching experience( Attach
documentary evidence)

==

Any other relevant information

Date: - 2.3 .05 L2

For the use of affiliated Training Center:

| have verified the eligibility of the above Mentor as per the criteria of el
the University vide clause no.7 of the University Direction No. 05/20
Circular No. MUHS/UDC/FCCC/736/2019 dated 30/09/2019.

o

ign & Stamp
Head of the Department
Date: 23.05 .22

N\
« N
\

)

Dr.

suvarna Shivaji Pol
Name & Sign. of Mentor

gibility prescribed by
17 (Amended) and University

A

- Director
VRT's Madhavbaug Institute of

Preventive Cardi

o ardiology &

Sign & Stamp Research Cente%y

Dean/ Principal/ l)ircclurol"l‘miuing Centre
Date: 2.3 .05, 22

Training Centre Round Seq|
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Vd. Sane's Ayurvedic Education and Agricultural Research Trust's \ 4 ¢

T
MADHAVBAUG INSTITUTE OF PREVENTIVE CARDIOLOGY

[ A Chair of Maharashtra University of Health Sciences, Nashik ] VRT

MUHS

Date : 21/05/2022

Experience Letter

This is to certify that, Dr. Suvarna S. Pol is

working with us as a Mentor, since 1°' June 2019 till date.
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\_‘ ( N 5> IT"'??\QO

\ /
N

|
Ve,
-~

AYUR
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ab353u W

gSA

N\
‘,.\ “€Qiun g i
<)

Dr. Vilas D. Potnis A S eD,
-{ s s 7 u"g. .'/\'I.ﬁ, 4

Eim i b ed
Felijza 3‘.:‘."':! X 7

Director

VI"\T:'S Madhavbaug Institute of
i"teventive Cardiology &

Research Center

TRUE COPY

Office : Ishan Bldg No. 2, 701, 7th floor, Gokhale Road, Naupada Thane (W) - 400602 | Tel. No. 7722088789
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',’?)\ Vd. Sane’s Ayurvedic Education and Agricultural Research Trust's

MADHAVBAUG INSTITUTE OF PREVENTIVE CARDIOLOGY A
MUHS [ A Chair of Maharashtra University of Health Sciences, Nashik ] =
Ref.No. = VRT/ MIPC/ GT/006/2019 Date - 20" May 2019

To,

Dr.Suvarna Pol

BAMS, MD (Panchakarma)
Miraj, Sangli.

Madam,

With reference to your application dated. 18" May 2019 for the post of ‘Mentor” in
Madhavbaug Institute of Preventive Cardiology. | am pleased to inform you that you
have been selected and appointed as ‘Mentor’ at VRT’s Madhavbaug Institute of
Preventive Cardiology with effect from 01" June 2019.

You will be abide by existing rules, regulations, terms and conditions of VRT's
Madhavbaug Institute of Preventive Cardiology and will be amended time to time.

Thanking you,

Dr Jagdish Hiremath
Chair Professor
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From :
Dr. Suvarna Shivaji Pol

Date: 18/05/2019
To,

The Trustees,

Vd. Sane’s Ayurvedic education an agricultural research trust,
Thane.

Sub: Application for the post of “Guest Teacher in Panchakarma”.

Pas

Respected Sir,

Through a personal reference of mine, | came to know that there is a vacancy for the post of
“Guest Teacher in Panchakarma” at your esteemed organization.

| am a doctor of medicine and have also completed BAMS with 9 years of clinical experience.
My experience aligns well with the qualifications that you are looking out for the said post.

With my experience and personal qualities, | assure you that | would make a valuable additien
to your esteemed organization.

Thanking you, ” q‘_’

Yours faithfully,

Eobl

—

(Dr.Suvarna Shivaji Pol) e

B.A.M.S., M.D. (Panchakarma) 4

C N
Director == yruL COPY
VRT's Madhavbaug Institute of o

Preventive Cardiclogy &
Research Cenier

(¥ Scanned with Oken Scanner



MAHARASHTRA UNIVERSITY " ﬁ’m% EGIALI
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Shri/Smt POL SUVARNA SHIVA]JI
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Joining letter

To,

Date: 01.06.2019
The Trustee,

Vd. Sane’s Ayurvedic Education & Agricultural Research Trust,

This is with reference of your appointment letter dated.20.05.2019 | hereby
confirm that | have joined the duty today i.e. 01/06.2019

Submitted for your kind information and necessary action please.

Thanking you,

Yours Faithfully,

e

(Dr.Suvarna Pol)

irector
VRT's Madhavbaug Institute of
Preventive Cardiology &
Research Contey

B R s S -+ . 2 2
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Dr. Suvarna Shivaji Pol

Mobile No: 9766211194
Email : drsuvarnapol@gmail.com

CAREER OBIECTIVE

To work as a dynamic professional in an organization that encourages the growth and
efficiency and would serve as a platform to extend my hard work and complete contribution.

ACADEMIC PROFILE:

M.B.B.S. & D.A.

\ QUALITICATION COLLEGE Year of Passing |
| B.A.M.S. BHAISAHEB SAWANT FEB' ]
’. AYURVEDIC 2009 1
‘, COLLEGE, |
| SAWANTWADI _
M.D. YAL, AUG’ |
| PANCHKARMA KODOLI, 2018
\ KOLHAPUR

[nternship Completed in Mar*2010

WORK EXPERIENCE =9 YRS

Madhavbauy Curdiae Rehab centre

COMPUTER SKILLS

e Other Domain

Good Knowledge of Windows, PowerPoint.

- MS-Office

P i
i

Preventive Cardioiogy &

Dt actor
navhaug Institute of

Research Center

TRUF ~0PY
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PERSONAL INFORMATION

NaME : Dr. Suvarna Shivaji Pol

PERMANENT ADDRES - Dr. Suvarna Shivaji Pol

C/o Udgaon Ves, Near school No. 10,
Miraj 416410
Dist-Sangli

Contact No. © +91-9766211194

E-maIL ID - drsuvarnapol@gmail.com
DATE OF BIRTH : 231 Feb 1986

GENDER . Female

NATIONALITY : Indian

LANGUAGES KNOWN : English, Hindi, Marathi,
HOBBIES

: Reading and Travelling.

DECLAIRATION

I do hereby declare that all the above furnished information is true to the best of my
knowledge and belief.

( Dr. Suvarna Shivaji Pol )

Date : 17/5/19
Place: Panjim, Goa

Mrector
VET's I

radbavbaug Institute of
Preventive Cardiology &
Researchi Center
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Information of Mentor of Training Centre
It shall be verified by the Head of the concerned Training Center,

r Sr. Particular N Information to be filled
Ne.
T Name of the Mentor Dr. Prabha Bhavesh Acharya
2. Date of Birth D0/06/1967 : .
[101. Sankalpa Mistry Complex, Andheri (East) Mumbai
3. Address 00059
; Tel. No./ Mob. No. 167000152
A E-mail id drpmbhaachmyl@gﬂlii.m
6. Nationality indian
Qualification in details . e
B.HM.S.M.D (H Materia Medica )
\]?. (attach documentary proof) (Homocopathic
Teaching Experience / Health Sciences: Teaching Experience 25 Years 10 Months
pmrmn;n Experience Clinical Experience 25 years 10 Months

(Attached document proof with signatureof Head of

08. the Institute. Also it is mandatory to atach self-
attested Photocopy of the Experience Certificate of
each Mentor in the Subject of concerned
Fellowship/Certificate Course)
09. | Present Appointment Mentor
. | Publications (List& Proo Sr.N
10 ( ] - Title of Paper/Book
2k mpact of Comprehensive Diabetes Care (CDC)
S 01 Management Program im Type |1 Diabetes Melitus: A
ctive Study By
mpact of Comprehensive Diabetes Care on Glycaemic
g [Cantrol With Reduction in Dependency of Oral
{ypoglycaemic Medicines in Diabetic Patients: A
ive Study
udy of The Liver And Renal Function In Patients of
03 Chronic Heart Failure Based On The Body Mass Index: A
rospective Study
o Ero Study F fect of Heant Failure Reversal Therapy
HFRT) on The Anthropometric Obesity Parameters
n Patients of Chronic Heant Failured Obesity
¥ Micacy of Low-Corvhydrate Dict (1.CD) and Obesity
03 Aanagement Program on Obese Patints
Post Graduate Teaching experience( Attach Attached
1. evidence)
1 Any other relevant information

-

Date: - 2.3.05.22

For the use of affiliated Training Center:

e

Name & Sign. of Mentor

| have verified the eligibility of the above Mentor as per the criteria of eligibility prescribed by the

University vide clause no.7 of the University Direction No. 0572017 (Amended) and University Circular No.

MUHSAUDC/FCCC/736/2019 dated 30/092019.

/
irector
VRT s Madhavbaug Institute of
Preventive Cardiology &
Sign & Stamp Research Center
Dean/ Principal/ Director of Training Centre
Date: 23 06.29
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MADHAVBAUG INSTITUTE OF PREVENTIVE CARDIOLOGY

/ &%  Vd.Sane's Ayurvedic Education and Agricultural Research Trust's f /
MUHs [ A Chair of Maharashtra University of Health Sciences, Nashik] V&7

Date : 21/05/2022

Experience Letter

This is to certify that, Dr. Prabha B. Acharya is
working with us as a Mentor, since 1* Nov 2020 till date.

Dr. Vilas D. Potnis
Trustee .
Vd' Sane's Ayurvedic Education
P agncaftual Research Trust

(5 |
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z & e 1 'F‘;;:\
Direclor NG
VRT's Madhavtaug Institute of > .
Preventive Cardiclogy & ( MIPC |
Research Center 8
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. ~UE COPY

Office : Ishan Bldg No, 2, 701, 7th floor.IGokhale Road, Naupada Thane (W) - 400602 | Tel. No. 7722088789
Website-www.mipconline.com Email - mipccoursecoordinator@gmail.com
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STUDY OF THE LIVER AND RENAL FUNCTION IN
PATIENTS OF CHRONIC HEART FAILURE BASED ON
THE BODY MASS INDEX: A RETROSPECTIVE STUDY

De Ruhit Sune's Dr Gurudati Amin’,
Dr.Manisha Ghurde', D, Snehal Dongre',
Delrabha Acharya’ and Dr. Rahul Mandole®!

Department of Research and Development,
Madhavbaug Hospital, Khopoli. India.
Department of Clinieal Operations, Mudhay by
Hospital, Khopoli lndig
Mudieal Heade Madhavbaug Hospital, Khopulr,
Il
Departiment off Research and Development,
Madhavbaug Hospual, Khopoli, Inda.
‘VRT's Madhavbaug Institute ol Preventive
Cardiology. Thane India.

*Corresponding Anthor: e Rubil Mandole

Deparmment ot Research and Developnient, Madhivbig
Huspital. Khopoli, hindia

ABSTRACT

Background: Chronie heant fnlure (CHE} s known 1o
affect hepatic and renal - Function adversely. bt
relevant Indian data is scarce. This study mmed lo
assess liver function tests (LETS) and renal funetion
tests (RFTS) of CHF paticats and their relition 1o BMI
status.  Methodology: The refrospective  study
considercd data of patients who consulted
Madhavbaug clinics 1 Maharashtra. Inda belween
July-December 2015 Baseline LETS ind RITs were
analvzed wholly and based on BMI stitas, vy
normal-BMI, ovenseight and nbese Resulis: OF 147
patients, majority were males (74 15%) with mean age
of SU.15410 28 years. Based on BMIL thive panent
suib-gronps were made: (56 with normial BM1 60 were
overweight and 30 were vbese). Mean SGOT and
SGPT were lower in obese group, but thiy wis
insigmficant (p~0.05), OverallALP was mereased
all CHE patients but sas compavable i all three sub-
wroups (-0 05). Muan direet biluubin werg aboe-
narmal in all sub-groups, but mean il and indoye
bilirubin were nonmal, Mean A Gorabio was nornal m
all sub-groups ot serum protein wans below npnl
in all sub-groups, being lowest in overweight group,

but these findings were insignilicant (p>(L.05), RITs,

vz BUN and serum ereatimine, were aormal and
compatabile i dlb sub-groups (p-0.035). Conclusion:
Mild elevation in direet bilirubin and notable ALP
clevabions were seen in CHE patients but their RFTS
were nornil. Mean LFTs and RFTs were comparable
in patients with nornal BMI, overweight or obese
patients, idicating lack of assocration between BMI
andd b patic e renalfunc tion

KESMWORDS: Toover funetion. Rooal Tap e, Bandy
Muss Index. Heart Falure

INTRODLCTION

Cardiovascular discases (CVDs) are few of the
comimionést reasons for morbidity as well as mortality
i the workd, and India s no exeeption. According lo
avaulable dats, CVD is the conmumoenest cause of death
m Indier Chrome heart farlure (CHF), which s
reduced proficiency of the heart 1o pump the blood it
e sastenie circulation o inabibity 1o Gl self
sttably wath bload, alTeets abowt 10 millon Indians
[he prevatence ol CHE s about %210 thecounlry

CHF 15 assoctited with hepatie derangement due o
liver congestion, which are generally asymptomatic
but associhed with deranged hver fuaction tests
(LEF 50 Abnormal biochermical LFTs may be scen m
CHE patients. but studies have shown variability in the
fndings Ao, i1 there are massive elevaliom seen in
1) Is of CHE patents. these may e predictive
wlidverse owicomes * There ure studies based on the
FFT<in CHT patients mthe des eloped vountries. bt
stchalatam the Indn Setmg mscarce

Renal function 1s o known, but often nogloctad
determinant of CHE prognosis.” Studies have reported
that venal insefficiency may be associated with poor
CHE putcomes Howeser, there is o definite paucity
of data watl respect to the  prevalence of renal
sulticieney in CHE patients in the Indsn context.
Budy mass ickex (BMI), which 1s used to indicate the
presence o absence ol obesity in the population, 18
wuiaideied o be s impurtint detennmnant ot CHE nish
Al prognosis Stichies have shown that there is an
merensal risk of CHE development in patientswith
mereased BML Obesity, which is defined as BMI
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more than 30 kgm2, = comidercd an mmpotmaatl rek
factor for development of hypertensson (11TN)
daabetes metlstis { DM) and dyshpiderma. all of whach

are drscascy which waorsen the CIF

PRI

CHF pstients are obese. amd thrs may be retated 1o the
imnprired LFTs and RFTs in these panemts. However,
the specific impact of mereascdBMI on the RFTs and
the | .FTs have not been studsed in detnt

In thix retrospective study. we planncd o sesess the
bascline LFTs and RF s of CHF rateonts wheo v sated
the Madhavbaug clinics in India 10 tap the
abnurmalities i the hiepatie or renal functioning. We
alko toed o assesn these biochemecul panmrcens
bused on the BMI states of the patens, afto

vlassifymng the patients as thuse with normal BMIL
overweight or obese

METHODOLOGY

s retrospective study was conducted utilizing the
it of patients who suftered from CHEF and visited the
Madhavbaug clinics in the Indian sale of
Maharashira, These CHE patients vistted the <linns
fur cheek-up between July 2018 to December 2018
The case recond files of these pativnts were dssoaed
for completeness of the basoling chanwicristics, 1

demographic detmls, anthropometne detarls, Iiver
funchion tests (LFTY and the renal fiawlon 1o
(RET), Data of only those patients wits assessed whn
had completeness of the baseling records

The CHIE patiems who came to the Madiun g
chimes Tor the Tirst ime were subjectest o general and
systomie

cxamintion, followed by bloed collection 1o swess
the LETs and the RETS. The blood was coliceted fion
the antecubinl veintand sent (o the abuoatory o
reporting. The biochemical values obtamed were thea
entered in the ease records of these patients altes the
tost reports arened. The LFTS which were Lihen mie
consideration  fronn the baseline chinal revonds
included alkaline phosphatase, serum  glutam-
oxalacetic wansaminase (SGOT). seum wlntan -
PYMIVIC transaminase (SGETY serim bilibhen otk
direct and indirect), albunn to globulm mtw and total
protein fevels. The baseline RETS which wure uinahod
for i the medieal iovands included sernm Greatanne
and blood urea nurogen (RUNY The nommal v fis
the 1 FTs and RETS were donsedeéred from Stancand
textbuoks and publishad hitvaature (Table 1)

Laermure search revealed that imagonity of

The patients were classitied based on the BMI as those
bz BMIE v normal raage, those who ane
overweight or obese based on the WHO classification
Glowed winldwuke The BMI of betwneen 182449
kwm2 were considered nosmal, between 25 to 29.9
kam2 wore comrherad overweieht while those above
Wke'm2 wore comsidered obese The arean RFTs amd
LFTs valoes wore caleulated separately for these three

BM! <ub. zroups ami then the mean values
werecompared.
Tahk 2 Moemd R bar | Py amd RETs
Sedufett by (T &
SEarpall [y (A
TR 7 HT¥RT)
Fotad Paha nfiee tinse M) n 21
Ira e b Pabonntonn e By 0
Irew wb Felncdome tmge U |
\h rllrla:‘l.-'-i. b valats I“-h: |
telad sty 0 "X
I s ome dh P20
Svrnat e et vt adln 07l

Data entiv as well ax coding was done i
Wit syl Ciaphpadinstin Solwire wis unhzed
T bt sty s Catvgorical dany was represented in
fee uricrn e aand contimuous data was deseribed
v anott t SD The et valiws of LTTs and RFTS
were vompansd between the thiee subsets (normal
BML overwaght and obese) using Analysis of
Vapaoey EANOVA) test P value of less than (.05 was
coppsnderat 1I.I|I\|il.'ilﬂy' "Igﬂlhullﬂ

RES LIS

147 patinis visited the Madhavbaug clinics between
e stundy peried and had all the relevant detaild present
e canievoids Fhie data ol these 147 palicnts was
imcluded 10 the study for anilysis. The demographic
detls were revorsded, and 1t wars found that most o the
pateits W et cnales L1092 patients, 74.15%). The mean
aec of e UL patents includied i the study was

S91S yoars, wilha mean weight of 69.21 and inean
heighiof

16 meners, . [0 centimwiers. The mean BMI
calvakued  fonthe  patienis way 2069 Kg/m'
1Tane?)

Hosat! or e BRI the patients wure classified as per
v WHO zacdelines i 1hree calegones: those having
e vt TN vhese whoe were oserweshi and those
who were obese ( Table 3). S0 patiems were found tw
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hsve normal BML, 0V paticnls were over-weight while the rensnning JU were found o beobuse.

Table 2: Demographic Details of CUT Patieans (0=147).

Meoan agce (vears) 905 ¢ 102N
Medun age (yeuars) §9 ( Ritnge. 30-80)
Nunber ol wales [ {74.05%)

IN (25.85%)

Number of females

Mean baschine weiglit (hy)

621 - 1439
Meoan hascling height tmeten I 6 UON
Muoan Body mass todes (BMI} (ke i 2) 26 69 4,97
Table 3: Classification of paticnis based on BMI(n=147)
Mot WA S-20 99 Lo gu g A0 ar s oo g 2500 0 Lo i) e IR m
Se [0 11

The mwan vitlues of all the LFTs and the RFTs were
calculated based on the BM[-bised subgroups and the
comparisen of these mean values was mide between
the three sub-groups. Amangst the LFTS e mean
SGOT end SGPT values were Tower i tlie obyse
group.. but s wax not statistcally sigmlican
(p>0.08). The vverall ALEP was incecased in all the
CHF patients. However, the mean ALP was
comparable in all the (hree sub-groups (p=0 05) but
wiis fowestin the normal BMI group The mean direct
bilirubin levels were tound o be abos e the ol
range i A geoups, but the ol andihe

ielirect bulirubin levels were in the normal range Total
brlirubin and indivect bitirubin weee Towest in the
obese group. and this was a statistically signiticant
findinge gpe B OS) The mvan \ G ratio was Toud o be
i the nonnul riage, but the ksl serum proiein was
Fowver Hhane i nowmiad ronge i all the sub-gioups. e
meam A G ratio was lowest but mean totul protein was
highest in the normal-BMI geoup, but these Findings
were statistivally insignificant (p>0 05). The RFTs,
viz BUN et serum creatinine, were all in the normal
range i all e groups, and comparable i the sube
somps (. MO8 labled)

Tahte 4 Conpruison of T iver fuetion testand el Fund on fest icording o BV pecarcters inCHF
Teafionis, :
Nornud B | Owervegele (25- (hese
Vil ienal :j:::':ff:;; OSSN Ny | k) | P
heur) (N=56) | (V) £ \=30p
NMDNUL WM 3L T | 2178 | 27674902 050
S N IAMS 200 1T | 12 16 | 2IR7 ¢ 1INT a2
N_l;tlux:ﬂuqim.w.:{:\ll‘l JANT N 0k W22 eSS R | SN TR 047
Jatal bl 0 - IEERTRS ‘ not 0w U082 | e
Dt Bl D3 O sty nilt o) At -3 0
Todhact bl gwe 05 (3 B 11 ] TRk N R ANl
AbhminGildbdin ctiv 1574 EUIVRYi Ia3 =180 .56 +(157 077
Tl protan 0.0 -1 Ho=-10K hbi-| ™ 64T #1138 0K
AN ) 27N PRT T ; T bW 1850 ¢ N7
S ihrddons I B 1 Li2 o o 4R 11 0% ﬂ-ﬂ
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DISCUSSION

Obesity is an important risk factor for CVDs including
CHF. and BMI is an important indicator for imminent
or prevalent obesity. Multiple studies have found that
CHF paticats having BMI higher than the normal
range are al an enhanced risk of mortality - Higher

multiple metabolic discases including [TTN and DM,
Hence, dircctly and indirectly, BMI altects the CHIF
development and prognosis. CHE IS also known 1o
alfeet the liver and the renal” funciion o1 the body
according to many studies published in the developed
comntries, but it not clearly known whether the same
van be siidabout Indian CHF patients, v is also not
clear that whether BMI plays o role in the deranged
LFTs and RFTs m the CHEF patiems. tlence, the
authors decided o analvze the available baseline daa
o evaluate whether CHE patients showed  any
brochemical derangement in LITTs or RETS, bothas

a whole as well as based on (he BMI stitus of the
patients,

The bascline LET and RET diata of 147 CHIE patients
were analvzed. On evaluation ol the whole data set.
was fouml that, outof the LFETS. the nwean AL and the
mean direct bilirubin were raised ahove the normal
range. The mean serum total protem was Tound 1w be
mildly lowered in the CHF patients. However, the
mean SGOT, mean SGPT. mean total hilirubin as well
as mthireet bilirubin, and the mean A/ ratio were in
the normal range An increase in the direet bilirubin s
secn in parenchymal liver disease, wlich nay be dug
w CHE. The mean AL levels an this stinly wae
mereased approximately twice the nurmal ringe. The
inereased central venous pressure (CVP) leads o
passive congestion of the Jiver in CHE, whivh van lewd
10 ALP elevation along with elevation of other liver
enzymes.” Another important reason lor elevated liver
enzymes is deereased hepalwe perdusion dug (o
reduced cardiae ompul in CHE, therehy causing
hepatoceliular domage and elevated liver enzymes
and bilirubin. However, the ALP s a non-speeilic
enzyme which may be rsed in bile duct obstiv tion,

thim normal BMI s related 1o the dos Clopment off

- chronie Kidney disease (CKD) in Lite life while the

cirhosis or even i bone disease. Hence, the raised
ALP may not be linked with CHF, in the presence of
nurmal SGOT and SGPT. The decreased mean protein,
which was mild. can also be physiological due to aging
or due to deereased hiver function. Once again, the

change in serum proiein s mild and  hence.
ncong lusisy

The RFTs which were noted down were serum
creatmme and BUN_ and both were i the normal
range. This was 1n contrast 1o multiple studies in the
western countres, which have shown that how long-
ter CHE can compronuse renal functions. In a study
by Tonelli et al . 33%, of patienis with CHF developed

numbet was 2% o another study by Damnpinet al
Just [ike the mamn causes o
compromisedrenal Tunction i CHF  patients  are
mercased CYP and reduced renal blood flow. Initially.
renal  autw-regulation maintains the kidney function
and tUns may by the reason why patients in our sludy
had normal RETs. However, glomerular filtration rate
(GFR)Y dechmes over a penod of time, and there s
compromised renal function in the later siage oflife. *

lorhiver  Bunetion,

The mean BMI for the CHF patients i s study was

20,69 kg/m , falling in the ovenwveight category.* 60 of
the 147 patiems were overweight, 56 of them el in the
noral BMI category while 30 of them were in the
obese citevory. 1twas found that all the values. except
total biirubin and mdireet bilirubin, were comparable
 the thiee BMI categories. Even though the wtal and
the indarect nhrubin were significantly lower i the
wbese class of CHF patients, the values in all the
groups were i the normal range and hence this
statstical signilicance was chimcally irclevant. In our
knowledge, this iy one of the first stucies which has
tried to assess the LTS and RETS i CHF patients,

bined o the BMI and hence, this siudy holds a
nus ety Gwtor ’

Fhe study hada few Timitanions fhe stwdy was carnied

-‘ n'..-.-?‘;‘g}-.! -
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only in Western indin. and hence patients of the whale
country were aot represented in the sample. creating
region bins. Also, the sample size was low A sy
with a bigger sample size, multiple centers and over
longer period may help in ereating more
robustevidence.

CONCLUSION

Mild elevation m direet Balirubsn and - notable
elevations iIn ALP were seen in CHE patients but then
RFTs were in the normal range. The mean LFTS and
RFTs values were comparable in patients with normal
BMI, overweight or obese patients indicating possible
lack of associution between BMI and hepatic or renal
derangement in CHF patients. More evidence needs 1o
be generated in Indlian

CHF patients (o vreate stronger evidence with
regurds to the LFTs and RETs in CHF patients.
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Abstract

Background:Chronic  hearl failure (CHIEY s @
common canse of mortality and morbicdity: Obesiny
influences the CHF development and prognosis: This
study was conducted to assess effect of Hearl failure
reversal therapy (HFRT). a combination of
panchakarmit and allicd therapivs, onanthropometrie
parameters in CHF  patients. Methodoelogy: [his
retrospective study was conducted on data of patients
whe visited Madhavhaug clinies in Maharashtra. Incia
between July-December 2018, Selection was based
upon the availability of complele bascline tday | ol
HFRT) and Tollow-up dita (day 30 of HERTy ol CHIF
patients who were admited for mininum 5 days Tor
HFRT, Results:Out  of147 patients, 74.15% were
males with mean age 59, 15+10.28 yeas. There wis
statistically significant decrease (p<0.05) i both
mean BMI and abdominal girth at day 30 ol HFRT 42
of 147 patients (2X.57°4) had hyperiension (HTN)
with CHE, 22 patients (14.97%) i deibetes mwelhitus
(DM) and 61 patients (41 49%) had both HTN and
DM. In all these sub-groups, mean BMI and
abdominal girth was significantly decreased (p<i 05)
al day 30. Strong positive correlition wis found
between BMI and abdominal gicth on day | (R«0.9,
P<0.05) and day 3 (R=0.83. P<0.05) by Pegison's

correlation. Similar correlation was found between the
two parameters in subsets of CHF paticats having HTN
or DM or both DM and HTN (p<0.05).
Conclusion FR] decreised BMI and abdominal
circumlberence  significantly in CHF paticnts,
irrespective of ihe presence of HTN or DM. Both the
anthropometrie parameters correlated strongly n all
co-morbidity subsets o CHFpatients.

Keywords: HFRT, Obesily, Body mass Index,
Abdaminal Girth, Comorbidity

Introduction

Cilobally, cardiovascular discases (CVDs) are few of
(e communest cises of muorbidity and mortality and
the pictare i India matches the ulobal scenario. In the
e setine, CVD his become the commonest canse of
death i the conntry. ' Chromie beart lilure (CHF ) isan
mtaeate ehineesl svidrome which iavolves reduction
m the ability of the heart 1o pump the blood in the
systemie  circulation or inability 1o fill itsell
appropriately with blood.”™ Approximately 3-10
million Ipdians are sullering from CHF, with an
extimated prevalence of 1% There are well-known
uidlelines winch talk about different pharmacolugicul
agents hike angotensm <converting cozyme (ACE)
inhibiors. angiotensin receptor blockers (ARBS),
visodilators as well as beta blockers for the
management of CHE. However. despite these multiple
treatmentoptions, the CHF mortality in India is as high
as 20%- 30" " Hence, there is a need of new treatment
modahtivs w ich willimprove the progaosis ofCHFE.

i 1l of vbesity i the desclopment or the CHIF s
widely debared Acconding 1o the Framingham Study
there s an enbianevd sk of deseloping CHF in people
I ng vievined body niass index (BMI) (5% nisk in
men amd 70 visk i women tor cvery rfising  point of
IMD).™ Thoaugh there are doubts over  the role of
obesity  po o solitaey risk fetor in the CHF
development s well as prognosis, it is o proved fact
that obuesity s ussovnted indirectly or directly in the
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development aFhypertension, type 1) diabetes mellitns
and dyslipidemia, all of which are visk factors for CHI
progress and development.™ Hence, there needs 1o be
development of therapeutic options which can help
control obesity, benefitting the patients ofCHF.

F’hyswmns practicing alternative medicine belies ¢ that
in the chronic stage of hem
panchakarma Wherapy (1 5« step procedure 1o
delivering mternal body purificauon) s an elivetine
add-on therapy.™ Heact fatluee: reversal therapy
(HFRT), alsuo known as stmunu-:mhrn'r
| dayshwdhikaran(SHS) therapy. is a blend of herbal
treatment with panchakarma and allied the
rapeuticmodalities.™™ The techniques unilized in
HEFRT mclude snchana (massige ), swedanis (passive
heat therapy ) and bast imedicaed enemil, which are
known to free the body Irom the toxins.

There has been some recent published evidence on the
cffect of the HERT therapy on CHE patients. However,
there isa paucity of data on the specific e[Tect ol TIFRT
on the modifiable anthropometric  parameters for
obesity in the CHF patients. which are BMI aml
abdominal circumivrence. Though BMI s o
commonly utilized parameter 1o monitor obesity in the
population, it does not give information on the adipose
tissue distribution in an individual. Abdominal
obesity. which is indicated by waist wircumlerenee,
plays a crucial role n the cardivvascular  risk
assessment. Mujor health organizations like Warld
Health Onzanization (WHQ) have also suggestet! the
combination of BM! as well as abdominal vbesily Lo

StepafHFR T Typeal Therap

hlure, use ol

Heebs usal oy theeapy

determine the distribution of adipose fissue in a more

proloundway it

In this retraspective study, the cffeet of HFRT was
analyzed on BMI as well as waist circumference in
CHF patients. to know the impact of 1 IFRT on both the
gencralized audy Tt as well ason the

Lable 1 Study Treastment: Heart Failure Reversal
Pherapy (HERT)

alidominal ebesity. W also assessed the correlation of
the two anthropumetric obesily parameters 10 check
whether they go hand- in-hand. buth before as well as
aler HERT iatervention

Methodology

This wirs s petrospectis e stindy conducted on the dati of
the patients whao visaed the Midhavbauy clinks in
Maharashira. India between July 2018 fo December
201%. The data of unly those paticals was considercd
who hod been administered HERT over minimum 5
days of admission in the Madhavbaug clinics. Cases
were identficd, and data was assessed from the
medical fecords ol Madhavbaug  chmics 0
Maharishia, The selection was based upon  the
availability of complete relevant baseline data (day |
ol HERTY and tollow-up data (day 30 of HFRT) of the
paticnts. The mformation about co-morbiditics, ifany.
were nuted down trom the medicalreconds.
The HFRT 15 an amalgamation of panchakarma as well
as allivd therapies. HEFRT oses dallerem wils and
decochions, which constnites of @ 4-step procedury,
described below intable 1.

tmvution of | herapy -

av mreews Roinl

st T N sl
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On the first day of hospital admission before starting
HFRT, the BMI was cvaluated by takmyg  mto

constderation the height and the weight of the patients
and using the formula: weight in kjlograms/(herght 1n
meters)’. The abdominal girth of pnucms\ was
measured on day | before initiating HFRT using a
measuring lape and noted down in medieal m:onls? In
asimilar way. the measurements of height. weight and
abdomunal girth were done on day 30 from HER]

mitiation and the comparison with the bascline BA
and abdominal girth was done,

Data was entered and coded in Microsofl Eacel
spreadsheet. Graphpadinstat soliware was used 10
analyze the data. Categorieal dala were represented
the numeric form and contimuous data were presented
as (he mean £ SD. Pared -1est was used to assess the
difference between the valuts at basele and 30th day
alter treatment initiation. Correlation between BMI
and abdominal girth was caleulated using Pearson’s
correlation coefficient. Pvalue <

0.05 was considered statistically sigmificim.
Itesults

A totul of 147 patients' data was mncluded n the study
for analysis: The demographic details were compiled,
and it was found

that mijority ofthe patients were males (74.15%0). The
maean age of the CHE putients was 39,15 years, with a

wrean basclin waghtol
69 21 kilograns and mvan heght of L6 metens (Table
=
Table 2: Demographiv Details of CHF Patients
(n=147)

TS 10 :
30 (Range: 0-N0)
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AL headioe heighl fnater 16 00R

On comparing the mean BMI of all CHF patients
between dav | and diy JO of HFRT treaiment, there
was statshically signslicant decrease, assessed by
paired T test Siular findings were noted for mean
abdomual ginh. with statistically signilicant decrease

il by

30, 42ofthe 147 patients (28.57%) had hypertension
(TN assocrated with CHF, 22 patieats (14.97%) had
type 11 diabetes mellitus (DM) and 61 patients
31,490 had both HTN and DM along with CHE, In
all these sub-groups, the mwan BMI and mean
abdominal girth was  Tound to be significantly
decrcased al day 30 compured 1o that on day I
(Fable¥)Table 3: Change in Anthropometric
Obesity Parameters in Patients of CHF based on
co-morbidities

e Sodivasir [y Wk podnent Mol

MECTIE patients [N 147 Ao N (e 2tk 4406 2300 _35.8 noil
Moo Ahdaml geihion KRS 1M Yok~ 2.3 T
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P<.05 considered significant by Paired Ttest
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s Pearson Correlation - CoelTicient:
(Strongeorrelation

Re 9

Hamed Lmsrl ol tasms 8 fenikcdinle o 1o e

T A R L TR R TR e U L aler

: an
: sil's it

Pearson’ Correlation Coefficient: R=0.83
{Strongeorrelation) '

On subgroup corrclation analysis based: upon the
associated co-morbidities: we lound strong vorrelation
between BMI and abdominal girth in subscts of CHF
patients having only HTN, only DM or: both DM and
HTN. and all these correlations: were slatistically
significant, Table- 4: Correlation between BMI and
Abdominal girth in'paticnts of CHE with various co-
morbidinie

Obesity poses as a risk factor for multiple CVDs,
promment of which are CAD and CHF. BMI s
considered as an important indicator of sedentary
[itestyte as well as mpending or prevalent obesity.
Many studivs have shown that CHF patients havin
high BMI are ot an increased risk of mortality™"™
Abdomnal obesity, indicated by caleulating  the
abdommal guih, i1s associated with development of
multiple metahalic diseases like HTN and DM, These
metihohe diseases are known risk factors for not only
the development of CHEF but also alters the prognosis.
Henee, owasunng of the anthropometric  obesity
indlientors, which are 1$MI and abdominal girth, are
cqually miportant 1o predict the development or
prognosis ol CHE.

The existing treatment modalitics bave positive eflects
on the cardiovascular parameters but when it comes (o
their effect on BMI or abdominal girth, none of the
drugs of CHE are known 1o be alfecting them. There is
cartainly adive need of modalines which can help
maodily these anthropometnie parameters. which may
diceetly and ndirectly help in making the CHF
prognosis more  positive  'hysicians  practicing
aliermative medheme utthze panchakarma therapy as
an add-on therapy for reatment of CHF and HFRT isa
combination of panchakarma with allied therapics.™
However. the effect of HFRI on the spevific
anthropometric parameters in patients of CHF are not
well established, and po study his taken the co-
morbidities besides CHE into consideration. Hence, it
was thought to evalnate the etieet of HFRT on BMI

and abdomimal gicth in CHF patients, and also analyze

lll.\”d" asesnent ' Conundilelity seen R{Gf‘nmb" . huerprettion " Pvalue |
cewfficient)

[y 1 10100 ABCTR pitienis X 1478 IR Nt aitivcoueckdan nar
A sarmy Hypmasenson LT s [N 42 HNS Nt e sl concke i Aang
£ T whili Dranaes il st DA DN 2 4y N el C Nk ul®

) I vl Db TES s U] S0 000 | i Nt s O onckunont e

[y ol 1ERL ACTE ptients [N 147 ThY Sugposine sackdnon e
CTIF with Hlyperensaon ¢HTN) [N h St positiv e conckation A01*
CTIF with Dilstes vt e DN N -0 i St panitivg concke g <(n*
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the data based on the subgroups sufterin glrom IVIN or
DM orboth.

In this study, we assessed the ¢fect of HFRT. a novel
treatment modality. in CHF patients, on the obesily
parameters of BMI and abdominal girth, afier 30 days
of HFRT initianion. It fourdl thin HERT
significantly lowers the BMI and abdominal eirth
day 30, compared 10 the baseline. The sub-group
analysis to assess the effect of HFRT in CHF patients
sulfering from DM and HTN, separately and towsether,

Wias

yiclded positive results, This was done 10 evirluate
whether any underlying metabolic diseiise will alfect
the positive elleet off HFRT on the anthropometrie
measurements, which was not 1he case. Hence,
ierespeclive of the underlying metaholic discase of
HTN and DM, HFRT may benefit the paticnts bascd un
BMIand abdominal girth.

HERT comprises of Swehunatexternal oleation or
massage). Swedana(passive heal therapy).
Hridaydharaldecoction dripping thempy) as well as
Basti (per rectal drug administration).  Published
literature states that the sympathelic nervous system i
activated in obesity."™ It has been theorized that
Snehanadecreases the "

sympathetic activity of the body, which may be one of
the factors which may be deereasing (he body fal
Swedanainvolves exposure of the body to external
heat, which is believed Lo decrease the subculimeous
body fal. Stress is # common faclor which is assoctated
wilh increasing BM| as well as obesity which may be
tackled by /lridaydhara, which leads (o patient
relaxation both mentally -as well ay  physically,
According to a published research on obese patients,
Basti moderates the immune responses by controbling
the pro-inflammatary  cytokines, immunaglubulins
and functional propertios of T-cells. These alicrations
areassocinted witha reduction in the bodywyight,""

BMI does not discriminate between the fat mass and
Fat-free mass, which is an accepted indicator of the
general health status. The robustness of BMI as an
adequate obesity indicator is not proved in elderly
mdivaduals, as the fat-free mass decreases with age."™
Waist circumlerence or abdomimal ginth helps in
:lulcrmming abdominal adiposity, which is a betier
indicator ol nsk to develop various metabolic diseases.
By checking the voreelation between BMI and
ubdemmal vircumteience, 1t was proved  that
wrespechive vl the assocrated co-morbidity with CHF,
HEFRT significanily decreases gencral body mass as
well as on abdominal adiposity, which correlated well
inall subgroups of CHFpatients.

The study had a few hmitations, The study assessment
was donge only atier 30 days of HFRT., so long wrm
eiledts o HERT on the anthropometric parameters was
not assessedd. The study was ol retrospective design,
and so was Jdependent on the availability of patient
data. Future rescarch over a longer study period and
with i prospective study design may be planned lo
generate nune evndence for effoct of HERT on
anthropometricmeasurements.

Cuncluyion

HERT decreased BMI and abdominal circumference
significantly in patients of CHF, irrespective of the
presency ol any other co-morbiclity like HTN or DM.
Both the anthropometric  parameters correlated
strongly in all the co-morbidity subsets of CHF
patienis,
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vyl vl

escakation m Ahe prevalence otubosiiy
PRYSICIINY U multis faceiedd siratees 1o e
abesity which anciudes 4 woibinatoen ol Low-
1 it

Coanbabiydeate and Obesits Maaagomeant

Provedure. The present oty was condug ol e

Jdemonstrate the efticacy ot dow carby divdrateabet

and the Avurvedn ahesh
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provedute meoseducre Ghestlv Vet by

absgirvalivinag ~l..d_\ Wy oy el
Madhay bang Chines Lo Soptamibgg 21 * I3
March 2018 ALl pabents with BBMI

were ineluded in the study. Duning the stndy. the

) ke

patients peceived  seven Sessions ul” ubesity

araauement procedure which aluded
combination ol Sucianty aaternal oluation o
s Sweikitng passive il thoraphs

Hasti Audba Sunullaneously, patenis were
presctibed supens ixed low canbohy diate dict dnly
for YU days. The primary cilicacy v pouit was

v tion i bods w .,‘n..'h'l while secembars and

ponts mclided  changes 0 abdonnnal sirthe
systnhe anid dustohie Pl [“L““l'.i"..' et rily
alter M0-dlay fotlow =L c.*mp.l:;;l vobusehine A

ool

! . . 1 " - bl
SRS Catsw ereetitoliedamdatiersereenmg. i hwer

sty Mostotthepatientswersnind

24 it and tennades (03 §Ya). The primary

et i the prosent study (budy w cight)
decreased stentticantly from XY N7+ I8 SR kgon
[y |t N6l 20 SS Ry on day 90 (pr0.001)
N C ot anges sore alsaapprecable m
vie B SBES DBE abdomunal girth values
privastivd

o iy 1oand day Y0 respeetively

e ottty The prosent sttndy demenstrates
trat e con bination of fow carbohydiate dictand
A el

STeate it reducingobesity

Abesity nuincement procedures are

hy wur s Wi vethie sty .\].lli.l;&u‘l!u‘lll
Hasts R, Low Carbohydine Diet, Obesity

Schiaii. Swedana

L lntroduction
Obsestty oo 1 najor public health prroblen which
canelts trvan s anbalines Between energs ntake
World  health
orezating (WHO) detines an vbese person as
o witha M ol Mior more 2]

Joowiee . \|l|.'1u|l:hl'\' | ! ]

BT s as vaeid s acnteron considering its strong

TRl '
Wl (L

soth cardiovascular murtality,
diatiete b uther conurhidities. mortahity and

disatbity  The worldwide obesity  prevalence
juky and 2008 In
s, 16 of men and (47 of women in the
world were abese (BMI

with 3

mereased pidly between

30 kg/m ), compared
ey and ¥
tor et 1 1980 Anestimated 205 mulbion men

wrd 297 pallen waoinien over the aue of 20 were

abese 3 total ol more than halt a bilhion adults
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worldwide.

India s not excmpted from tis pandenie and
recent studhies reveal that 12" of the entin
pupulation is overweight orobese (3 According
to the National Family HealthSurvey (NFHS-4).
the prevalence of BMI & 25 Kg/mamong Indin
female s 20 7% and male s 186" [4] Current
woci0- economic development has shifted dictan
patterns towards energy-dense mnk foods whi I
coupled associated  sedentary - hilestyle have
contributed to the rise i overwaight/abesity |31,
Obesity is closely associated with ercasad
incidence of non-communicable discases Tike
diabetes.cardiovasculardiscase  and henee
appropriate. management ol obesity s i
public health challenge [3].

The current management protocol o obesity
meludes long term therapy  with deags hike
Phenternune, Orhistat, Sibutiamme, Lo,
Topramate which have doubttul eflivacy witl
serious salety concerns, Henee, the seareh forsale
and etlective alternative 18 af utmost niportance
i the management ol abesity [6].

Ayurveda s an age old scientific medicmal
svsten adigenous o Indie Avarveda mcus
Wowledge ol hie', whneh comprises ol twa
Sanskotwords, Ayuhifer amd Veda (hnowledge w
science). The principal wm of Ayurveda s o
achicve equilibrium between the physiological
and  structural  entities,
culmmates o good  health. Any disparity - o
anevenness  because of external ormterl

Gictors may lead 1o disense development | 7]

which ultimately

Ayurvedie  vatment aims oo restore the
cquilibaium through the utilization of different
techniques, regimens, dict as well as medivines
[N Ancient Ayunvedie texts (Charahasambhini.
Sushrutsambit, AshitangSangrahiam,  Ashtanea
Hridayam) mention the clinwal feate ol
treatment ol obesity (Sthaulyarog) mdicating thin

the know ledee of the discase was present with the
Avuryedic physicians| Y|

I our astitute (Madhaybaug - Hospital and
Chines) the Ayurvedic physicians are using a
mult-Taceted obesity management protocol to
treat ohesity which includes alow- carbohydrate
dict and combination of herbal treatment namely
Fast Kandha

ol revetted that there s dearth ol

Sochamt Swadio, However,

Peteratin
published lterature to demonstrate the efticacy of
this treatment modahty m obese patients. In this
bachdrop, the present study was conducted 1o
demonstrate the eflicacy of low carbohvdrate dict
and Avurvedic obesily management program n
treatinzehesaty

2. SubjectandMethods

Study Setting and Paticnt Scelection

A retrospective observational study - was
conducted i Madhavbaug Clinies, fora period of
ay months startme from September 2007 o
March 2008 1o address the study objective. All
patients w il M greater than 30 kg/mowerc

considered cligible to participate m the study. The
Case detinthan ot obesity was defined as patients
wol [IVH

atter wbtamme watten iformed consent from

WL [V Patents swere rociuitad

Uiem The study wits conducted according o the
cthival principles mentioned i the Declaration of
Helsimki, Good Clinieal Practices, and appheable
revlitory requarements
Sty Pracedure
atients st BME ke were considered o be
cligibic i e V0-day study after mnal sereening
The exchiston ertenia were (1) severe cardiag,
tetl o hepatic discase () pregnancy. On day |
wl the stuay. baschine chinical status ol the patient
wasdetermed by measunme body weight. bloodd
precsre. BAML abdonimal ginth, Following this
E ¢ this,
low carhohydrate alict plan and  obesity
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management  provedure were started on the
patient. A superyised daily diet plan with calorific
value 800 keal was prosenbed tor the patict
which consisted of 33", carbohydrate 23"
protein: 0% fat The patient was ashed Lo tollow
the diet plan for 90 days. In the study period ol B0
days. the patient also recenved 7 sessions ol
obesity management procedure detals ol which
e Obesity
combhimatron o
ONP uses

various decoctions and otls and constitutes ol 3-

below. NLeeinent
(OMD)

sanchakarma and allied therapies

are  gIven

Progiam il

step procedurenamely:
() Snehana 7 esternal oleation or Mussee

(23-30 munutes): Massage or external olilion

Ive

HY Y et

RETI8 RUs I TR B R A L

TR L P TR AL R I TLRIA S AL

Statistical Lnalysis
Darta was entured i MS exeel and analyzed using
R Version 3.5.0 soltware. The data ol only (hose
panents who

could complete the entire freanment ol O dave
e

ellicacy end point wis reduction in body weigl

were  considered  for amalysis, [PFIGELY
while secondary end pomis include reductivn
Abdomimal Gty SBEC DBP TR alta YO-day
follow -up as compared to day | (haschine). Panred
Trest were dused o teststatistical signilicanee ol
Primary and Scecondary Fad Point We also
caleutated Correlation between weight & 1IN
and werghtand Abdonnal Cirth

I, [esults

D the study penod, s total vl AN paticits

b Swedina - passive heat therapy (15 -20
annutes): Dashmoola (group ot ten herbs) steam
ol temperature not more than 40 was then passud
seadily for T0-15 mumutes. Atter the treatment.
patients wergished to relas for 3-4minules.

cnema

kadha; Medicated

adimmistered per-rectal, should ben body for -

L Bast

L3 nunntes tor masimum absorption.

Al the cond ol V0 days, the patients were exinmned
and Bods werght, BMISBI DBPAG were g
meastred and compiared with the bascline
«hedule of Ayurveda obesity

s deseribed below

Ihe  detaled
Piataiecient procedure

Fabe o

. Table 1. Pratocod of ohesiy aranageneni
(centripetal upper strokes on thebody ) '
prroceding ) s
St Lapv ol Than Pertnousad b theeany — Duetion ol Hheny B
RS TR TLTORY PR Trernrearey e PR U LA IR R LR A e L TR O ST T MR RR G B, AL L Se b
ITPT IRSRETH LIRS U sl e 100 e st er!
Sl l"--l\\"lk;ll s m v sl ke R Jgn mansaiae e b g vy mae (RS L TS I ! "i}. '
PO L b TS R S 4 M LY

R ST
Vi ST

Lot

LIl .

were enrolled and after sereenmg 31 were

e Taded e study.
Al of them continucd the treaiment up 1o day YU
and were considered lor analysis. There were no
reports ol serions adverse drug reaction in the
studv participants. Most ol the enrolled pauents
were middic aged (31 35 ¢ LEA4 years) and
Famle son (68 870 The baschine BMI ot the
pabients (3 30

3331 as measured oo day Dowas v ¢l abose
WO eritera of vbesity On day 1L the baseline
abacoal gath, S, DB were also mcaswed
Tabie2. Table 2.

(o ixont ) cluncal prametery henveen

ad s been mentioned

[EN TSI vty and Y0 day
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Obesity is related 1o several chronie discases Tthe

hypertension,  cardiovascular— disease. and

drabetes methitas and henee obese paticnts are

preserived medices tor these co-morbidities. In

our study. the concomitant medications

consumed by the  patients on day T onelnde
Aniotensui e eptor hlockers, Caleiumchanncel
Blochets, Slalins, [Jurctic. HL‘I&[-I’I'I.IL'I\'C!'.\',
Sultonyviurea, Breuanides and Antiplatelet drugs
However, at the end of day 90, there was an
appreciable decrease - themedication use by the
patients. which has been shown i table X,

G Tuble 3. Comsumpuion of - allopathie
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| 5] Accumulated T alters movement ol Vot
which leads 1w nerease mappeute. Person
therefore eats more and the entire food 15 then
comerted imtos

proper far issue. As per the line of treatment of

obesity, the diet presenbed should b

Apatarpanatne nounshing)  The  Apatarpana
quality of food will help in the redaction of fatin
thebody[9. 18] Thishasalsobeenreiieratedmiecen
istudies whneh indicate diets lower
carbohivdrate have shown promise Torwereht loss
when compared to tvpieal reduced energy and
dicts (13, 14] In parteular. mulnple studies
mdicate that a tow carbobydinte dietmay prodoce
areater weight Joss than o tradditional Tow Lt diel
over 6 months and may be comparable toa fow
dictover 12 months Ty the present sty alse: low
carbohydrate diet exerted a benehieral etiectn
reducing body weight.BMI

In the present stady, we have combined three
Avurvedie progedures mour uhu.n\ management
procedure munely Snchii, Swedana and Basn
Ladha Avunvedie teats cleady mention ke ol
cach ot these procedures m reducing vbosity
Suaveddnan i a0 Emporkant preparalory medsu [
the management of obesity [9. 15). W hguedies the
itiated Dosha which are spread theough the bhady
Snelana is an apartant Poorvakarm which s
admistered prior o Samshodhan pros vdure
Because of apphication of Swedamy. the vitnted
Doshas are expelled outobthe body [4. 15]

1Basti has 2ot an important place in Panchakannu
therapy and s ndies ated Tor the treatment ol
obesity 10s having not only vorie achion bl
also preventive activns. Fhe Hasty by gts s otue ol
is Lekhana property reduees the Mada and
cimulaneousty pacifies the Vit (V. 11 10S] Hhis
miny be atiiibutable o the hpid Towenoe

wsedin hasn

NS T

l‘l\‘[‘k‘i'l‘\"- ol the herbs

ety Kdathi Do frostatfon e ).

(Faoper borleand Meshashring
(Coamacmasvivesire) []:-.]_ [)L‘t:l'cus.lng l]lc
tormation ol new adipose tissue and formation of
fal reserses through mhibition of differentiation
of pre-adipocyles mto mature adipoeytes s
constderad s oan eftechive  strategy to
wnl-'n=!‘.u|:|'-tr;unummncd:-.ucdthsc;:scs.cspccmlly
obesiy | 19 Modulaton ot adipogenests and
Bpolvsis i humans may thas Jead toa reduction
W the bdden al obesity, Extracts from
hulatthac dofchosbitlorus). NagavallPiper
feticand Moeshashimge (Grameniasvlvestre)
exhibited potent anti- adipogemcand lipolysis
promoting activinies i carhier studies [19] nan
carher chinteal study conducted by AutSS (2013},
ekhana Bastt was administered o stady
patticipants which reduced  body weight of
paticits by 35470 and BMI by 330" s
compared to baselme] 7).

| Conclusion

The present study demonstrates that combrmittion
ol Tow carbuobvdrate dict and Ayurvadic vbesity

minagentent procedures acted insynergy o cause

gemihicant wduction me body weight BMI,

abdonunal arth, wathout Gy adverse ethect

Purther stdios with longer duration can uller

more meanmeful evidence on cthicacy at this

Geatment modidity
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Impact of‘Comprehensive Diabetes Care (CDC) Management
Program in Type Il Diabetes Mellitus: A Retrospective Study

Rohit Sane', Pravin Ghadigaonkar, Rekla VO af CDCOut of A% enrolled elderty male
Chanre, Sangeeta Jain', Shweta Wahane', patients. 34 were cluded tor analysis. CDC
Manisha Ghuorde', Aarti .\:Il|:l|llith". showed sgnthicant improyvement in HbA ¢ from
AaratiBadee’, Prablia Acharya’ Rahul N2T oMt 0= 1300 p 0000, BMI trom
Mandole' ‘ 2UAA A 200 2391 ¢ 329, p 0.0001), weight

Department of - Rescarch and - Development, Hom 7275 0 10.7010 69 40 £ 10 39,
p 0o Abdommal wieth cfrom 1000 £ 9.08 10

Uy bt [ p U Oy, also showed \ll__'lllrll.‘ilﬂl

Madhavbaug Cardrae Care Clumes and Hospitals,
Mumbar, ndia Department of Medival
Operations, Madhavbane Cardiae Care Clinies rediction Dependenc s on concomtant medicmes
and  Hospitals, NMumba India - NMadban baag
Cardiae Care Clinies, Mumban, Tndi

“Madhavbaug Cardiac Care Climies, Nagpur. Indi

Madhay haug Cardiae Care Chimes, Latur, India

VRIS Madhawvbaug  Insbitute ol Preventive

was reduead, with namber of patients on no
concomitant medicines mereasing from 3% to
15%., CDC and allopathy both are tound to be
clticactous: but CHC acts dually, by reducing
HbALe, as wel as reducmg  dependency  on
allapathic medicanons.

IKevwords: Comprehensive Diabetes Care. nc,
Panchahainn. HOATC, BMIL DM, Aliernative
Aedicme

L. [ntraduction

Dibetes metlitus type DM prevalence has
reached epidemic levels in global scale
health care expenditures. India is the 2%country International diabetes Tederation quotes that
with maximum number of diabetic paticnts, with aumber of diabeties in 2030 will rise by extimated
[V, 200 milhon rise i number ol'cases, ascompared o

Cardiology, Thane. India

Email address:  cromilagroaeemail.com(i,
Mandole)
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Abstraet: Glooalhy, Drabetes methuas (DA
prevalence has created menace. beme b nnor

culprit of mereased mortality and morbidity and
4

an estumated  prevalence ol around

Y » : v [ i i N SN ETNA
Comprehicnsne Diabetes Care (€ DC) 1s o Prevaleneen 2000 ] This s lar more coneemy
i Do, s hiere it s estinated that around 171070t

the pupulanon s anthcted by DML with

signihicantlyhigh

combmnatton wt Panchobarma and Dt
nLAnaueen s \llltl}‘ wils conducted 1o
evaluate the effect o CDC on glycosviated
haemoglobin (HbATe) body mass indes (BMI).
body werght, abdomipal girth and dependency on

conventional  thetapy e DN Patenis Has kb nes 120 3 Fhistoncally, Gistingblood

retrospective study was conducted from Tuly 017 e lesed R 2eme dband postsmenl blood suzar

to Lapuary Julr s heram the datin ol elderls male Level 140 gl which opcther conshitute an

type 2 DM patients (DA TE -6 3%y who attendud - 0rit glucose tolerance LS wsed tor diagnosis ol

PN Nowadays, glhyeoss bated  hemoglobm

Meadliovbaug lacee s sy Maharastina, Jodhi were
(HBATC) s osed tor diiggnoses o DM as it depicts

sentified Data of patients w hossere adinmmisierad
CDC 0075 nunutes) swithe i G st Blood gluvose Teveds over preveding 2-3 months

over 0 duss 12 18 diaysr wore vomsadanad IO B e cls -0 30 s diatniostic ol DN winlde

Ponvebobesathom 603 Db icas than 3 e are dictan

Varsables serccommparcd beta contan Toda
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comsidered s prediabetion Most ol ihe pudelines
suggesttarzet HOATC a8 6 5% 1) Plethor of
comphications of DM, yrouped as mieros asculin
and mvierovascular, shorl twom and long tenm,
makes  the disease morg dangerous  Stroke
myocardsal imfarction, penpheral viseula dingine
are some ot the macros asculi comphications,
while retimopathy, nearopathy i nephropathy
dre ':tll'ilI]"L‘l.‘ under nucrovaseular '»l“ll'llﬂlt.llltlll"
Howevar, mapor culpit tor morhiditny and
monahity modabetie pabients o cardiosasenlar
ciseases (CVD [S]Foot uleers amputations g
some of the aner etlects ol dabetie newropathy.
winle diabenie nepheopathy s one of the miagor
cause ol mortbidity and mortahity e diabetie
patents atter CVD [O-9]0 Diabetes s presently
managed by advocating dictiny conrections and
regular physical oaercise along waith freatiment
with ol antidiabetic diugs ol hy pogiveeng
azents (OADS Tt s recommended o start OAD
only when diet management and other measures
are unable 1w brng down levels of HbATe w -
634 alter 2 months, The nagarity of the OADS
act by ather, reducing the mtrnsic glncose
production, mcreasimg hissue uptake or mereasing
Caetion thizolidinedione
are some ol the examples ol

Sulphonyiureas,
biguaindes, ¢k
conventional class  olantidiabetic drugs. When |
OAD 35 umable 1o reduce the HbA e below
NTEE HbA L
recottiinsmded 1o gee combunation ol OADs hrom
dilferent class (101 But, magor
withthe wse of OADS e a plethora vl adyerse

cllects

"_?.5('“
baseling v loo highe b s

pssties Laeed

which mnelude hypoglvecmia,

pangreatitis, anginin, e L These advenw
clects ahomy woth e mereased costot therapy s
found to deastically redoce medicaton adhvenc
W patients o DALY Dlespate thy N R A
numErows vl ol OADs and extensively Ll
down gudehines number ol vases ol AL e
consistently ancreasing [12] Thus, an ellective
alter it g e, s needed, that wall comnterigd

there advur tects ul conventivnal mvdicmes

A mcrease patient adherence 1o medications for
optdl - outcome OADS act by reducing blood
sugarley els i the body. Various herbal drugs have
shown sinlar eltects in chmeal studies, including
sieniticant reduction in HbATe [13-15) This
makes Avurvedaa potential therapeutic alternative
m patients of type 2 DM Ayurvedic physicians
advocate Panchakirmie a0 multu-stiep  body
detoxahication process i the chronie phase of
discase  Hanchakarma and et therapy s
combined ar Comprehensive Diabetes Care
(CDC ) Nanagement Program, Three techmgues
e used i Panchakarma m CDC- Snehanan e
olcation, Swedanane passive heat therapy and

Basti e rectal drug  administration
Ve Bharma 15 2

pur
well-known  procedure os
aterl datonaitication ot the body [16-17] Since
reduction mo quality of hie. depression are
assoctted with DMoawve planned this retrospective
study melderlynuile
patients of type 2 DM, 1o assess the efficacy of
CDC o varous paramicters like HbATe, BMIL
redduction i bady waight, abdominal airth and
conventional

reduction an dependency  on

medivations atter completion ol CDC

2, Subjects andMethods

Stredy Design

Ietrospecting record based study.

Stiedy Site

Viadhen baves Cline s tron all over Maharashera
Study Peviad

July 2007 1w Ly 2018

Stadv Participants

Flderly male (260 years), sufterning from type 2
DN b TC 6370, “who attended Madhavbang
Aoy acress Vadaravitra

Viethodology

I he data ol patients who had been adiministered
CDU sl i 6 sithings oser a span ol YU
davs Cr P davs bwere considered tor the study, owt
al gl et s were done i the I"jnumll,:md |

st peeoonthc tornext Dmonths: These patents

peer reviewed journal’.
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vere manntinned on U pln -
SRR uned onadiet plan ol 8001000 BN for day 1oand day Y0 ol the patients was

calones antake per day. according W opatient caleulied by cheeking the werght and the height

medical records. The diet plan consisted of Tow
carbohydrates, moderate proteins, and low Tl

. S Were 1ile Tt e " i o t. : -
Cases were ulumlfud. and daty was assessed rom wgererst) . The dependency on standard medication
the records ol .'\'!1!1‘“”“"‘”-'”.' chinies wita vale Ill..h'l.llhliilﬂllll.l‘\ 1ol \[.l) Q0 0lCDC as
Vaharashra Phe selection was based apen e the percenisent patients out of the total enrolled

vnes whoo pequired o conventional allopathe

from the mcdwal data sheets ofpatients and using
the  tormada swerght e kdograms: (J"h.'.fgfﬂ mn

amakibilny of complete relevant baseline data
(ay ot CDC) and final day dita (diy Y001CDCY theapentic agent dunng the study  penod  of
of the patients. Fhe mformation about preseribed 90y
concomitant medicmes. 1l any, was alse noted
down, On day ool CDC, e patents had
undergone HhATe werght, BN abdonnaal ginth
measarements  as o per o gwdelnes [1X] This

[he CDC s a 3ostep procedure which was
perlormed on the patients of type 2 DM after a
Light hreak st One sitting of the procedure ook

6GS-73 minates. as deseribed in table 1[19-20]
readimgs were consicered as baselme readimy

Uiy process was repeuted on day 90 of CDC 1o

calcubite the change Tfrom baseline reading. The

Table 1. Studv Treatment Comprehensive Digbetes Care (COC)

N ot DU hypeal Tharagn Hleatiy il fol hasph Iuiwsition of Therapy

ALRQRIS o e ek olea i ceentr il T el A ieair ot procesaed m ST )
St Saeda W l 2530 numags

L sttobes o the ey ) woa g ol
m Bassne et thempy to e body Ly byl v of 1o halal sy with steimie =<0 1520 pnmtes = 34 nuud =
sigpet COC Thape st Tharam Lo In usal for Uiz Draratiomn ol Theragn
dogreas i vl ol ICRLATI M ST provedue
Tor ) ebrpe ol m instraim oy shasah e At o NP G ELn it ees sl L 200
Hoas ha'ta watande bom PR amiras fon ey Prariloe iy Hateas st <0 ashinuding 10 it
whisagiwn o hvarrhis ekl
Statistical Analysis darnDay 1 and Day Y0) and the inclusion eriter.

Data were pooted and coded in Mictosolt Eaeel 34 patients were selected. andd therr data was
spreadshect. K Version 3401 software was used (o considered  lor analvsis  The  present study
analyze the data Categorieal datg were imvohedanogiol 34 male patents with more than
re ]\' resented an the lreguency  Msearsage having o diabete lustory and HbA e
formandeontnuousdatinverepresentedisntheMean “ 00 S The mean aue of the patients was 66 32 ¢
=5 Parred t-tost o owas used 1o assess e 4.-\(1\\.'.1I‘.'nllit|IllCi'IIH'lL‘i},'.hl\\I'l\' 163 34+6530m.

difterence between baseline values and 90"y Climeal parameters compared between: baselie
]

alter treatment The hstogram aere asad e values and atter Soday was as showa m Daible 2

.\]m;,,ull.ln,:'_';.qlln At 1 ddons o neatment there ws ?\l:._!l'lllll\.'.lt'll

redtction e the Hb AL oo
1. Resulis Hhicre was

Mundy popnidaition (v

Figioe 7).
signtheant eduction e weight
Frewre 200 BN (1 0 oo, |'-I‘:.:I.lls'-.1F
Vhidomenveorth (P 0007 -
Facons hpvstioatmento Yo s

Aokl oF A5 pabrents” dat wie sereened o o and

:llLI\I'-\l.'II (311

the study Hoswevdn, based on the asatlabyie ol
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Tuble 2. Comparison of clinical paramerers beta .
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W found inegative relationshp
We also assessed the correlation between the BT

and HbA Le, abdominal girth and HDA T (table
3y There wos i weak positive correlation between
BMILand HOATC O
treatment and 1t wis not stnsteally seamilicant

treatment which was notstatistica
ONY) (feare S0 We tommd
relationship between them alte

e DSy v oy i

UU5) onthe Ist day ol thw

and 1owoas
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‘.’lnnu-“] ol bload sugar levels s the wmost
important factor i diabetic patients, sinee 1t has
heen established that poor blood sugar ievel
contiol 1s associated with imereased mewdence of
'-"“ml“f"'*“f"m-‘ [24]. €DC ¢can help m reducing
conplications of DM since it showed .,L,\-|_-Hm.:|
reduction m all paramceters ke A TG BN,
body weight.ete

Another magor issue with the use of conventional
drugs s increased cost of therapy along with
increased incidence ol adverse effects associied
wilh use ol these drugs |25, Hence, we assessed
the etiect ol CDRC on dependency on conventional
medications. In our present study, we Tound that
there was an overall reduction i dependency of
patients on conventional medications at the end of
the study pernod.  Also, the number ol patients
who went ol the conventional drugs increased al
the end o 90 day

In order 1o generalize the findmgs of oar study Lo
the larger population, we recommend conducthion
of sinnlar studies with dual arms. to allow dirent
u:mn:trimn with conventional therapy.
prospective design. and Jong Tollow up period
with larger samplesize.

i, Conclusion

Major parameters ol the body derangad in DNare
BMI, body weight. abdominal girth all of which
worsen complication rate. Although conventional
correct these parameters 10 some extent, vost ol
therapy and adverse eflects oftset their benelicial
clfects and deercase patient compliance, cne
corrected all these parameters cffectively andalso
reduced dependency on cunventional drugs, all el
which have positive  contributory cifect on
enhancing patient complimee. Thus itis sitfe to
conclude that CDC canbeconsidered as cllvchine
and sl therapetic option for reatiment ol PhY
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|

| S - i ¥ ; : :
Pawar . Prabha Acharya VaidehiReyandhin?
and Rahul Mandole”

Department of  Research and - Development,

Madhavhbauy Cardrac Care Clinies

Hospitals, Mwnbar. India

i

Muchavbaug Cardiae Care Clines, Munidat
India

Vadlionbaug Candiae Cai

Clines Nasgypn
Tndia

FRT' Madhavbaug Insnnie of Froventing

Cardiology. Thune, India

*Corresponding anthor

Abstract

Although multiple new drugs are contig v
the market. fncha has the 27 Tghest number vl
diabeties in the world The aim o this study wis
o evaluate efleets of Comprehensive Diabetes
Care (UDC) on Glycosylated  haemoglobin
(HbA Loy and metabulic parameters 1 pre-obese
diabetic paticnts: In this retrospecing shudy. data
of pre-ubese DM patients whu flad reeened ©
CDC sittimes over 20 days in the ol Patien
departments (4 WS ab Madhovbanedhimes was
collected between May 013 1w Apnl oE
Demuoyraphie and - co-morhithity detily were
toted. TIbA T, body mass mde (WM.
abdonunal wieth, systolic and dustohi Pload
[‘\IL“«\'HI'L’ (S, DP, dependeava on

Rohit Sane'. Minal Naild. Manisha Gharde'.

IKavishma Khaie', Haesha Mabajan’, Diw akar

e ation s w2t assessaed ondavs ad V0 of

CDC o The patients Tollowed speaific low-

clonie diet plian durg the study, 84 parhcipants,

(37 males, X7 temales) were enrolled. Mean

HbA L mcasurad ab day Y0 was -n-:-nn';c:mll}

o i that wnday 160 X6

C 24 s 02 2 179 pronty Mean BMEwas

sirmlicantly reduced on day 90 when compired
haseline (25,39 ¢ 1533 w8 27 24 ¢ 1 33, p=0001)
! it was sienificantly decrcased on
S cerparad o Buschine (9164

utl

v 20 v
Ted peuul) SBPEI22R3 13 S6vs
L3160 e b, p oty and DRP (77.02 = 681
LN D TR U AR peO DO werealso

~.1'__‘m!'|u;'.ml;.' decrcasadalter 90 days

Dependeney  onconcomitant medicines

st ed
Glhveaente contral and metabohe parameters
stmficantly improved alter 90-day CDL
peatment. Reducttan in hlood pressure and imake
ol concomntant medicaiions weie ahwnated
Iveawaords

Comprehensive diabetes care, cne,
Panchakarma, Didbetes melhitus, HbATe. Body

s ides, Ay e, \ternata emedicme
Intruduction

Prabeies methitus (DA s aknown global health-
Bzord, attectig mthons ol people worldwide
Accotding o AVed Healtntr ganization (WO,

the numbier ol diabetic patients has mereased fiom

11 s BRI
WEaT e 1A 2l

S3Tavhiaag Inslitute of
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Rezearch Cent

¥
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cinent ol DM

o s T the mnad

| e VoL
ih mudtiple adyerse cllccls.

LOR million i TOS0 to o staggering 4.2 nulhon m

14 (WHO, 2018) The Internanonal Diabetes NIRRT LIRS "”"‘t W

I
2011) Hence, there s a need for

(Groodman ! ol

Federntion (1D19) has mentoned
matve therapeutic modalities for the

that about | in 11 adults belongmy o the aue
group of 20 years to 79 years are suffering from
DM worldwide.  (International  Diabetes

Federation, 2018) 1t as mteresting o note that

new o alte

treatment ol DM,

Avirveda 1s o commonly practiced ancrent art vl

3 olthe patients suffering from DM worldwade  aliernative medicme in Inder. which simply means

‘Soience ol Lile. The nenn puipuse vl Ivies vedu 18

belong o the Tow-meome and nuddle-imeomey

countries, and India s one of them (Tapathver
al - 2007) Toas estimated that in 2015, India had
more than o9 million DN patients, which s
considered to bethesecond highest number in the
worldonextto only China. (Internationial Diabetes
2008) The DM

expected to double after 20 Yuills, becatse of thy

IFederation, prevalence s
clevatng age-eapectaney. mercismy ohesity as
well as the mercased exposure of populition 1o

vanous nsk factors The patents sudTermg from

lo keep an cqunlibrium between the phvsiological

mdicates good

aind structunal oentities, which

health (AYUSHL 2007) The descuption of DM
(Mudhicha) s present i the ancient Ayurvedic

hteratwre, mchcating that the knowledee ol the

drscase was present with the Ayurvedic physicrans.
Ihe

physicrms e using o mulu-faceted management

(U padhsay and Kantha, 1984 Ayurvedic

approach o treal DM n India. which mclude the

wsage ol Ponchakarme. herbal preparations, yoga

DM also are ar a risk of developing various — and  breathing exercises along  with  diet
dangerous  comphications hike retnopathy,  modilications Comprehensive  diabetes  care
neuropathy and various  microvascular and  progrun (CDCY s one such alternative treatment

macrovascular diseases. Current management ot modality, which includes a combination ot herbal

DM tims 1w render a good glyeacimie control and — tecatiment w i Zancidkarma and ablicd therapies

prevent the development o progression of  The weohngues used e pandc bakharma are
complications. There are anuluple treatment SuelanatCentiopetal oleaton). Siecdanat Thermal
modahities for the management o DM which  vasodilation) “and Basne (per rectal diug
mclude parenteral insulin preparations and ol adoinistiation), which are known to remove

hypoglyveaemic agents ke metlformin,  toxms from the budy. (Mishra, 2003: Uebabacs af |

sulfonvlurcas, sodium  glucose transport  2008) However, there s a0 paucitvol hiterature

whibitors,  thozolidmediones  Despiie the whadch andicates that dus alivrnative ireatment

presenve of these multiple chisses of drugs, the madatny s etficentm eontrothng DA

prevalence of DM s onan apswing Lieriture Flenoe aetiospecine sty was planped 1o assess

the elteet ol CDC i the treatment ol patients with

[N
FEATC the minn mdicator of DM control, was the

reveals glycated haemoglobin (HIDA T¢) the mam
imdicator of long term chabetes control, is i the

normal range i only SOU5 of the DN patients

20040 Prmary Quicome nieasaie in this study. The boddy

(el Canizo- Gomez and Morerra- Andics,
i des (BT appes 1o have a direet

e |
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relationship with the ¢ i '
relative ¢ Sever ‘

shronie condit; o . e risk ol severl procedures of the CDC regimen were carried out

chrome conditions, including DM, hypertension |

coronary - heart  discase. and cholehthiass

(Willewe er al .

onasingele day forone singlepatient

1999) Theretore, those 1A

ey

patents who had 4 pre-obese BMI anee wore

enrolled 10 assess the elfect of COC o anons
metabolic parameters like BMI. weght amd

abdominal girth along with the effectonl IhA 1o

Subjectsand Methods

This was o retrospective  study - conducted
between May 2013 w0 Apnl 2018, wheram we
wennfied the data ol patents who had attended

the out-patient departments (OPDs) a1 muluple

Maharashira in India and were sullering from
DM The data of patients having an HbhATe level
above 76 were mcluded m the study. The atha

mam mclusion crterion was that the mcbuded

kgmto 29 Y kg.m'. as the study mtended 1o
include pre-obese patients with DM The patients
were administered CDC onee a0 week e the
"month, followed by once a month in the next
two months, Data of only those patients were
metuded who hiad recenved the scheduled o siting
in A span 6! Y0 days. Cises were wdenutied, and
data revonds ol

The

were  assessed  rom the

Madhavbavachnies o Maharashira.
complete redevant basehine duta (day 1o CDCY
aned final day data Gelay 2007 CDEY Ol e pabicnts
Fhe antormation about proscibod convunitan
allopatinge medicines was also noted dowa Thy
CDC s a 3-step procedure which Lasts tor abuoat
an howr per sittmg The detnls o the egimen

Bave been mentioned o table 1 Voo

Madhayvbaugelinies located i various cities ol

patients must have a biseline BN between IN

selection was based upon the availability of

Vb att DO the Lastinge seram HEATC ol the

Paticnts swas assessed along with the assessmient
the weght hoght and the abdominal girth. The
detls of the concomutant anti-hyperglycaemic
treatment were also poted down on day | These
detils were aemn noted down onday 90 of CDC,
for compuieson with the baseline (day 1) findings

Fhe BV Tor day 1and day 20 of the patients was
caloalared by checking the weight and the height
Feonn the medical data sheets of patients and using
the tonmala wenthe e hdogranmsitheight  an
meters) Diabenie diet plan, based onthe prnciple
ol low-catorie and low-carbohydrate diet, was
tollowed by the patients throughout the YU days
studypenod Data were pooled and coded
R Version

sutbware ws tsed o analy e the dita Categorical

Microsolt Taeel spreadsheet 341
dati were capressad i the fonm of Bregquency (o)
and continuets data were expressed m the form ol
Mean = S The pared t-test was used 1o assess
the statistical difference between bascline und 90°
day vilues. The correlation between abdominal
wirth and HbA e ay well as between abdominal
aith amd BMD was caleutated using Pearson
conclation coctlicient. Scatier plotand bar graphs

were tsed torepresent the results
Results and Discussion

The stindy comprised of N9 participants with
SEhai g e piaduiniiainey N 130 Haselow
Vst tenntioy ab the stindy participants were as
pven i bable 2 Neawly thiee-tonth ol the study
pacticipants b past-ustory of diabetes methtus,
winle  the lnphest

secoid morbudity

history

Ie

peer reviewed journalts
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0
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reported was hypertension (45 82%0) The magor

basehne charactensties we mentioned in table2.

The comparson of ¢linieal parameters between
baseline values and those noted at 907 day e
Lable 3 The BN wae
reduced (20000 along wali the mensurad
abdomimal gieth (2 < 0.001) HBA L¢ (£ - 0.0,
systohe blood pressure (2 0.001) and diastolic

LIven st ity

blood pressure (£< 0 001) were also found to be
s ficantly ceduced afler 0 day s o reatment as
compared 1o the respectine e bl
values Figures

2to 5 represent the graphieal representation of the
comparison behween baseline and 90" diny i
paramcters. The correlation between abdominl
girth and HbA e, abdominal girth and 13M1 as
wellas between HbA Te and BMI was caleulined
using Pearson correlation coellicient (able 4).
Phere was a weak positive correlation between
abdomumal girth and HbA e (r-0.018) on the st
day of the weatment and it was not stalistically
significant (p=0.87), the same is shown in figure
5.1 After 90 days of trestment we found stronger
pusitive relationship between abdominal ginh
and HbAT¢ which was upproaching to statistical
stgnihicance (=0 18, p=0084) av showed m
figures 2

There was 2 correlition “between
abdonumal gith and BMI (r=0.28) on the Tst day
of the treatment and it was stanstcally significant
(P=0 007}, the same 15 showa i ligore 33 Al

posilive

YO days ol treanment we tound a highly signihicant

pusttive aelatonship between abdomimal garth
and BMI (5038, p= 0 001) sane s shown m

figure 3.4
Vil TUtES

concomitant medications Tor DM as well as other
co-morbidities. We compared the consumption ol
the allapathy medications by the parbicipants, on
day 90 and day 1, to check whether there was any
reduction e the dependency on these standard
Fabie S Fere 6 wives the

I €71

LT IS T AORTAR

comparisen helbween the consunmipbion vl

allopathic s diomies atdiay Fand day 20

Avurvedie practiioners have been treating DM

Usiny vartous preparations like
Choe g otmiece a0 fone ime T
hypathesized that Avarvedic medicines may be

duhing s sanous potential pancreatic and extra-
pancrentie ¢llects Comprehensne dinbetes care
(CDCY 18 one such Avirvedic intervention which
consists ol 3 muin components,
Sl Centrpelal vleatnond Na e Thermal
and  Bavie rectal

vasadilatation) (per

dragadministranion)

Wenssessed the ellegts ol this treatment teg hmique
on HbA e wewht, BMI and abdominal guth. All
these parameters were signitivantly reduced i the
patients on CDC management. at the end of 90
Gays HDA Te s asigmificant indicator of long-term
DM

capabihity o rellect the camulative glveaenig

elveaene cuntrol patients, wath the

wontiol e e e Lo theoe months

(Sherwani e ad , 20000 Theretore, HbATC was ow

JHEY s

proaey parmaeter st the reduction in HbAle by
CDC wves a wood evidence. Lierature search
pevealed that even aoamildly imcreased BMI can
ey e chances ot deselopme comphcations
TIREAY 2005 the positieg etledt ol
CODC e decieasmge BN can help present the

(aas ol

potential vomphications o Research articles

have mentioned that abdominal girth as the best

The study patticipants  were on

(¥ Scanned with Oken Scanner



parameter 1o assess adiposity and predict the
outcome ot DM (Ghosh and Bandy opadhyay.,
2012) Tlence, we measured the effect of CDC
over abdomumal gicth, which revealed positn
outcome. We also Tound a0 strong positive
correlation between BMUand TIbA Le at the end of

CDC treatment “This goes i svae with a research
al

werght loss e the overweight populaton s

by Gummessones which mwentioned tha

Fabled Sy Treatment: Comprebensine Dieees

consistently associated with HbA Te¢,  a dose
2017) We
also found i reduction m the patients who were on
Fls andheates that CDC

may be dne ol the factors associated with the

dependent manner (Gummessones al.,
these allopatlne drugs

decrease m load of medications in DM patients,
and also helps them o avording the potennial
dalverse eltedes ot the allopathie medications.
Fable ! Study Breatment. Comprehensive
Dhabetes Care (CDCO)

Care el 0

. \'.L‘p of CDC _Tl:_\-'ﬁt:}_[- ierapy Herbs used lor therapy " Durationof Therapy
| Snchana Massage on evtermal oleon U0l oo achiemdicteem) 20 minutes
| i teeniepetal upper sirakes ois (e pudy) VMECT roessed 1 seiie o1l
i Swedna Paassive heat therapy G the hody | Deshampotatezsaup of o horbal roats) 13220 minuies - 34 minutes of
\ with steam <40 degrees Celsius) relaxation alter progedure
l Basti kel \ Per-rectal drog adwimsiration should \inture of 40%, 10 minutes
= | beambody for 15 miates or G Gramnemaslvesren, 20
|
| i

MM ihsorpiion i

I ulwaradra Hceberss aentaies and
0% Yahitimaadin (6o iz

' (.cntlcr n (")

1 j:-'au"r'uf . |
Table.2 Rascline characterines o the studsy participants
VMariable T - T N=89
Agc (Yeurs) i 536.19 1 1098

(Male
Female

YR T)
{ 37 (41.6)

Iy pertension
( J].‘)L:Hll}

~Cao morbidities n (“4)

Lol

I (43.82)
IS (16.83)

l)vu_ll1'|_1_|‘nlu_m|.| o R 1O 1L, . 24)
Ischemic heart disease o S (8 09y
Coronary artery discuse s (-.‘:._E;Zi

| C 11|m_'m. lu..nl I lllLllL'

s tareein . Yl e IS N R
||\_1_!t_‘-|_l|l\lnlt1.|*-\ln 3 L3373
Chronmie Kidngey dl».u..l-w | bol 12y
1O Coranary .un_,u:plnt\ | (.12 N

EEX™

a7 Instiute of

 fn |2 AL "..--'I ]l"‘

2
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Table.d Comparison ol sars hodt parametet A i da
Variable [ Bascline “Alter Yl tlm ["-"“_”_‘"_E p-value

..... T ————— e - . =0 AR
HbATe W o86: 1M 1278 00017
(T ST N 0 B

— —— e

U Abdonunal ‘Illh 1M ;*l! H 0.0 - H_l 6% _LJ‘JHI_'_'___J
TSP mmna NIRRT RN AN oot
Ul:l’lmnﬂlu le S 943 | 7 fuj :n\l §13 PRV ] A

Hf

Fabled Correlation hetween Ahdommmal Contly 1A

ol Y0 day s of the dreatmen

l'-hlf:r o }','fh‘\ e D ”JI“(UX.'I l-'t‘(.lf-'ff

CaN

vedommal Coetl, M

C nlltl!lll:ll |nl'-:l_lr_-~ﬂ__- Bascline | \fh’l’ Im d "ns
T T i ] 1 ] gk
_ Abduminal girth and Illr-\__I_t_-____;_ UL 05 1008y T oawd
' Abdomen girth and BN (.28 NUTH UAS 000
l _ HbAleand BN S 0w 007 0
Fable.S Comaumption o piedie e at B i e e g
_ Mdicine T T T T Afrer 90 days
Sullnn\]ull.d__ o 39 (43.82) I _‘_:‘"‘_24 72) |
Biguanide B hE lb_uhﬁmj (37.03)
\Iplm glucosidase inhibitor | 3 (1401 7(787) i
DPP -4 inhibior IT-[T‘;._I—J._— i 22.25) -
Thiazolidinedione (2,25} i 901011 '_Ji
(—_ Insulin 7(7.87) i 1102
_ i!t.l.t bInLI\u _..____I..I__" I"' 1{1] _i__&_ut;-l.(-\ﬂ?-h i
B ,\( 1' dnlibnor 2225 : uih ]
il ARB T an TR ey T
B N TV S S T
. UIIIIL‘!IL______ ) | ‘)Hll [Il | 4:13"1
L Statn D T
CNsAl T um Bl N9y |
f\.nuulunu lullnh |

40 (44 94) ;
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Snehanais provided

(Azadractaindica)

ll\il'lt.:: \eem

ol all over the body.

Olcation 1s an anxiolytic procedure which

F P 5 b P
deereases the sympatheue stress 1he redied

sympathetic action decieases e heputic
glucose production, which can be helptul 1o
reduce blood sugar levels. Azadiractaindicahas
antibactenial and antifungal action that can also
help to reduce skin infections i DM patients.
(Subapriya and Nagini, 2008) Swedanans o
provess wherem  diabetie patients get skeep
nside a wooden box full of steam with head and
neck outside  the box, temperature bemg
maintamed around 40-45-deerce Celsius. After
13-20 mun patient s asked to come outside the
box. I as hypaothesized that hot tamentiton
which is a relaxing process, induces sweating
and decreases the excess of sodum and water
which comprehensively  helps o maprone
vascular health of DM patient o keep them
away from probahle vasculur compheanons.
Basti involves per rectal adnmistranon ol
ayurvedic herbal extracts like
Gudmar{Gymnemasyvivestre),
Daruharidra(Berbers

deeviaie)  and

Yashtimadho(Glveyrrhiza vlaliya)
Gemnemasvivestrehas been found to stimulate
msulin release which may be responsible tor its
possible anti-hyperglveaemic action (Persaud.
1999) The msulin release may be due o the
possible regenciation ol isfer o Langathans, s

menttoned a0 study conducted  an

streptozotocin -diabetic rats

(Shanmugasundaramer ol 1990) An animal

study assessed the anti-hy peralyveaenue action

o lerberes arnviate and found strony putculi:ll
moregulating homeostasis. (Smgh and Kakkar,
2009) A chimcal study conducted intype 2 DM
paticntssound that Berboris aristate can reduee
HbA LG etficiently. (D Pierroer al. 2013) In
pre-cluncal study, Ghveverhiza glabra has been
found to prevent the deleterious elfects of DM
on learning and memory. (Hasanem, 2011y 1us,

that low

however. amportant to note
carbohydrate diet o SO0 calories day - was
advised to these patients throughout the Y0 days
period that could have add on benelit to this
e vention

Drabetes 1x hnown to be associated with poot
dictary Choees. Dictary chivices is a key driver
ton sl rosestanee. especilly man agig and
sedentary population. Increased consumption
of calone-tense toods hike Fast food, meats and
athot sl Latss aghly relined grams, and
sugar-sweetened beverages, are thought w play
a cotical role e the nising rates ol type 2
dibetes warldwide, Dictary changes hke intahke
of low calories & high consumption of complex
carbohydrates hike high intake of fruts and
vesvtabies legumes, nuls, good quahity fat can
help inreducmg insulin resistance. As perone of
the studies, beta cell Filure & msalin resistance
can bealleviated by avute negativeenergy
balance  Fasting blood glucose and hepatic

msulig seasitnaty reduced o

normal &
mtahepatie: hprd deereased by 30%, over 8
woeks and betar cell function elevated towards
normality, (b, 2001 Yaney, 2005; San,
017 MeMackenand Shah, 2017)

For sweeht doss one should reduce to around
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MN Cardiovascular risk factors o patients

,. For i o Jo reduce 1 ke of
1000Keal/day which will helpy reduce Tk Do we follow the

. 3 s,
coansi i ek & Jdke pe month Low with  type 2 diabe
Byl Wsighie sk Ay 16 Res Chin Pract 2004;

caloric and low carbohydrate diet helps m guidelines? [abetes

utilization of intra organ fat and reduces insulin 65:125-33. ) o
o Ayurvedi, Siddha, Unani anc

Ayush mn India

resistance which will help in the reversal of - Depiartmen!
' . AVL'S )
diabetes Dt plan ecommended o the Homeopatby AV SH f
: Inai e

patients was based on thas prnciple of Tow- Departiient o Avarveda, Srddha, Unan

vadorie and low -\'.11l\¢|11}'\[|,1|\' dhier, which s o ||umL".||'l.|I|Iy IAYUSH). .\]lill.\'[r}" of Health &

: 4 a3 117 .

be tollowed tor 12 weeks, 1as based on pulse  Famuly Welline, Govlt ol Indra, 2007 Di Prerro
protein, complex carbohivdrates. consumption £ Punenano P2 Montest L. Moscanello 5.
- ol ity and vegetables as well as sood quahity  Marchesint Reggrame Go Villanova N

ity As the diet plamoas Tow e calories, it can Prelimumary study about the possible glycemic

lead W normabise saling searction and - clamcal advantage i using o tixed combimation

continldiabetes, of Buerbeos anstata and Sdlybummarnanum

Thisstudy hada few hmtatons, wasasingle-  andardized  extracts versus only  Berberis

arretrospective study due oo which the yiganon patients wath type 2 diabetes. Clinieal

resulis were not compared wath the standard — phagmacology. Advances and Applications

care. However, this study was o proel-ol-  313:5 167-74.
concept research, and fiture cohort studies with— Ghosh JR. and Bandvopadhyay AR. Abdominal
larger sumple size and tonger durabion follow- Grrcuailvicnee vs a sereening measure for Type

2 Duabetes Kathmanda Uiy Med ) (KUMY)

ey idenee. 2002 g dny 128

up may be conducted. to generate o stronger
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