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EDITOR’S PEN...

Dear Friends,

Sunshine is delicious, rain is refreshing, wind braces up, snow is exhilarating,
there is no such thing as bad weather, just different kinds of good weather.
-John Ruskin

After lots of BOOM, BOOM, BOOM in Diwali its time to chill. As diwali, festival of lights seek to arrive next year
there are yetanother reasons to keep our spirits high.

As the winter arrives the warmth of sunshine feels pleasant and soothing, The belief of good health and hard work
holds true for this month. December is also believed to be the month of renovation of the texture of body and skin
care. Besides that- long sleepy nights, cozy bed does not actually permit to work. Lazy mood and a sip of hot coffee
incool mornings of December feel so heavenly.

The month starts with the CME on Menopause-New Horizon on 11th Dec.2010. Following this is the SOGOG
conference which would be an academic extravaganza.

The later half of the month is rejuvenating and fun filled. Christmas-the day of holiday, the birth of jesus, the blastic
celebration of Christianity on 25" December is marked as one of the most popular celebratory customs worldwide. It
includes giftgiving, carols, church celebration & lots of decoration. Santa Claus, makes the celebration more
fascinating and awaited.

The last day of this month is no less than a carnival as well. Old year's night (Dec. 317),the gala night gives us
stimulus to look up to the upcoming year with huge passion and welcome it with our arms wide open. 31st
December night is the night of parties & social gatherings to greet everyone yet another happy and healthy year
ahead.

"Knowledge speaks, but wisdom listens."

Dr. Kanthi Bansal Dr. Raj Iyengar
CME : MIRENA
Tuesday Beyond Contraception
14 December, 2010 Venue: Courtyard - by Marriott

Ramdevnagar Cross Road, Sateflite Aoad, Ahmedahad.

Chairperson : Dr. Pravin Patel

8.00pm to 8.10pm Introduction

8.10pm to 8.15pm Welcome Note

8.15pm to 8.20pm Lighting the Lamp

8.20 pm to 8.30pm Introduction to the speaker

830 pm to 93opm  Prof. Ahmed Shawki : IUCD from genesis to perfection

Mirena : Millennium choice for treatment of women disorders.

9.30 pm to 9.35pm Introduction to the panelists and moderator
9.35pmtotoaopm  Panel Discussion - Mirena - Benefits Beyond Contraception
Maoderator @ Dr. Parul Kotdawala
Panelists  : Dr. Manish Banker » Dr. Tushar Shah » Dr. Ajit Rawal
Dr. Jignesh Shah = Prof. Ahmed Shawki . il
10.10 pm to 10.30pm Q&A Professor of Obestetrics & Gynecology
oA D
Program Coordinator : Dr. Anil Mehta = Dr. Vinod Arora

Special interests : Endoscopy surgery and

Sponsored by :



Dr. M. C. Patel
98250 27818
drmcp54@yahoo.co.in

Hon. Secretary
Dr. Kiran Desai
98250 87144
kiran 1954@hotmail.com

President - Elect
Dr. Vijay Shah
98240 79295
drvijayrshah@gmail.com

Vice President
Dr. Dipesh Dholakia
99250 16031

Hon. Jt. Secretary
Dr. Anil Mehta
98253 16970

Hon. Treasurer
Dr. Mahesh Gupta
94264 99922

Nawaging Comeni
Dr. Jignesh A. Deliwala
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Sunday
2 January, 2011

WORKSHOP

Thyroid and Women

Venue: Ahmedabad Management Association, Near Atira, Ahmedabad.

Chairpersons : Dr. Shilpen Gondalia (Surendranagar) ® Dr. C. R. Kakani

10.00am to 10.30am
10.30am to 11.00am
11.00am to 11.30am
11.30am to 12.00nn

Registration & Breakfast

"Women & Hypothyroid Disorder"
“Women & Hyperthyroid Disorder”
"Controversies surrounding pregnancy,
maternal thyroid status, and fetal outcome"

12,00nn to 12.30pm Management of pregnancy with thyroid disorder

Dr. Parag Shah
Dr. Tiven Marwah

Dr. Ramesh Goyel
Dr. Kiran Desai

Program Coordinators : Dr. Mukesh Savalia ® Dr Kamlesh Jagwani

Program is sponsored by

- Registration -
¢ members

Frae 107 10 e compulsery

.n-w...:nrr ’;”D e

Ccant

Predise dosing for precise treatment

Abbott

A Promise for Life

the makers of

Thyroq&m Thyroggb THYROWEL

Received 10 pairs
Jointly with Red Cross Eye Bank Ahmedabad
5 pairs each collected by Dr. Dilip Shah (Sabarmati) and Dr, M. C, Patel
Including previous collection of 7 pairs makes total collection 17 pairs.

=

INFORMATION

———& FOGSI Recognized 4 days' training course on "PPH Drill”

from 8" to 11" December 2010
at V. 5. General Hospital and N. H. L. Municipal Medical College, Ahmedabad
Includes demonstration of cadaver dissection of Female pelvis and it's blood supply
(Up to Internal lliac Vessels) in Anatomy Dissection Hall, Lectures On PPH,
Panel discussion on management of different cases of PPH,
Videos on different life saving procedures for PPH and
LIVE DEMONSTRATION OF "STEPWISE DEVASCULARIZATION"
i.e. Uterine artery ligation, Ovarian artery ligation and
Dissection of Internal lliac Artery by experts.
Course Fee is only Rs. 5000/- in favour of FOGSL
Course is only for FOGSI members. Certificate will be given.
Last date for registration is 4* Dec. 2010.
Maximum 10 members will be trained in a batch.
For registration and other details please contact :
Dr. Alpesh Gandhi Chairman, Practical Obstetrics Committee, FOGSI: : 09825063582,

——& S0GOG Conference at Bhavnagar from 17" to 19" December 2010
Registration available at AOGS office during office hours

——4& 54" AICOG Conference at Hyderabad from 5" to 9" January 2011

3
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Members willing to render
their services may contact

+« Dr. M. C. Patel »

+  Dr. Dilip Shah(Sabarmati)
* Dr. Kaushik patel

Congratulations

Dr. C. B. Nagori for
being awarded
AOGS oration at
SOGOG Conference at
Bhavnagar on
19 December 2010
Topic : Practical tips on
Ovulation Induction
and IUI



“Fluid Therapy in Medical Disorders”

Almost every third hospitalized patient needs fluid infusion
and therefore proper understanding of fluid management is
mandatory. Proper fluid management plays very vital role in
treatment of all critical patients. While planning fluid therapy it
is essential to consider following factors.

1. Severity of dehydration.

2. Etiology of dehydration.

3. Presenceof Electrolyte disorders (Na & K).

4. Presence of acid base disorders.

5. Associated coexisting disorders (i.e. DM, HT, CHF, renal
failure, liver failure etc).

Aims of fluid therapy:

1. Correction of shock and establish proper tissue perfusion.

2. Correct fluid deficitand ongoing losses.

3. To provide maintenance requirement of fluid electrolyte if
needed.

4. Proper selection of fluid so as to correct electrolyte and acid
base disorder simultaneously.

Selection of 1.V, Fluids (C

For proper selection of IV fluid it is essential to remember basic
facts about its contents,

idering Its C )

#Table No. 1 Sodium concentration of various LV. fluids.

IV Fluids RL lso-G Iso-M lso-P
Na(mq/L)| 1540 130.0 40.0 25.0
3% NaCl 2mi=1mEgNa, 7.5% NaHCO3 10 ml =9 mEq Na
*Table No. 2 Potassium concentration of LV. fluids
IV Fluids| lsoM | 1soP | 150G | RL |stiamp
20mEq/
KimEq/L) 35.0 200 17.0 4.0 10mi
*Table No.3 Characteristics of IV fluids.
Characteristic 1.V, Fluids Characteristic LV, Fluids
Most physiological RL Glucose free |  Saline, RL
Richin sodium | NS, DNS, RL Sodium free | Dextrose solutions

Richin chioride | NS, DNS, Iso-G | Potassium free [NS/DNS, Dxir sol.

Rich in potassium| Iso-M, P& G  |Avoid in liver failure| RL, Iso-G. 5%D
Corrects acidosis| RL, All Isolyte |Avoid in renal failurg  RL, All Isolyte
Comects alkalosis| Isolyle-G, NS Provides phosphenug  Isolyte-M

%wﬂw*ﬁf”%ﬂﬂwmmﬁgnwimw

- Dr. Sanjay Pandya o ose

Conmuliing Hghrologler Sunarpan Hoopis
*Table No. 4
Initial selection of IV fluids for various clinical disorders.
Clinical Disorder | Ideal initial fluid | Clinical Disorder | Ideal initial fluid
Hypovolemic shock| LV, Fluids Bumns Ringer's lactate
Diarrhea RL, NS Intra operative | Ringer's lactate
Vomiting Isotonic saline | Starvation Deficit| 5% Dextrose
Diabetic T ) )
 keloacidosis Isotonic saline | Hypokalemia | [solyte-M, KC1 drip |
: 3% NaC1+
Adult maintenance Isolyte-M SIADH IV Frusemide
Post TURP | Ns, Avoid 5%D |Stroke, Neuro surg. NS, Avoid Dxir sol

(Abrevations used: RL-Ringer's lactate, Is0.-G- Isolyte-G, Iso.-M-
Isolyte-M, Iso.-P- Isolyte-P, Inj. KCl- Inj. Potassium chloride, NS-
Isotonic saline, DNS- Dextrose saline, 3% NaCl.- Hypertonic saline,
Inj. NaHCO3 - Inj. Sodium bicarbonate. )

Considering above mentioned basic facts proper selection of IV
fluid should be done for given patient.

Selection of LV. Fluid in C Clinical Probl

Fluid Therapy In Hypovolemic Shock:

Fluid loss leading to hypovolemia, hypotension and shock are
common problems. Amount of fluid to be given is decided by
clinical and other guidelines. Most important question to be
answered is that which fluid should be given and why?

Potency of various IV fluids, colloids and blood products are
different in correcting shock. Agents which can effectively
expand intravascular volume and raise blood pressure are
preferred for initial treatment of hypovolemic shock (as
summarized below).

* Table: Rise in intravascular volume with IV agents

Type of Fiuid % Isotonic Colloids/
1,000 Dextrose Saline BT
se in
Intravascular Vol | 30 300w | Roughly 100% |

Selection of LV solution for initial treatment of hypovolemic
shock is summarized below.

1. Fluidstobeavoided : 5% Dextrose, all lsolyte fluids.

2. Mosteffectiveagents: Colloids, albumin, blood products.
3. Most preferred fluids : lsotonic saline, Ringer's lactate,

So for initial treatment of hypovolemic shock.

Avoid 5% dextrose:

Avoid 5% dextrose because (a) It is ineffective in raising blood
pressure (1000 ml of D-5% will increase intravascular volume
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only by 83 ml). (b) It carries risk of hyponatremia (as it lacks
sodium) and (c) It leads to urinary fluid loss. Larger and
faster infusion of D-5% (>25 gm/hour) will lead to
hyperglycemia and osmotic diuresis. Two distinct
disadvantages of osmotic diuresis are (1) It delays correction
of dehydration and (2) It misguides clinician by creating false
impression that there is satisfactory correction of fluid deficit.
In such setting rate of fluid replacement may be reduced,
despite hypovolemia. This can be detrimental.

Avoid all Isolytes:

Isolyte M, P and G, all should be avoided in initial treatment of
hypovolemic shock because of poor sodium content (so less
effective in correcting hypotension); high potassium content
(risk of hyperkalemia in oliguric patient) and its dextrose
content (can lead to osmotic diuresis and fluid loss).

Isotonic saline is most preferred:

Because it corrects hypotension effectively (1000 ml of saline
will increase intravascular volume by 300 ml so effective in
raising blood pressure) and is safe even when glycemic status is
not known. Advantages of saline over colloids/ blood products
are less cost, easy availability and no risk of reaction.

Ringer's lactate is preferred fluid:

Because it corrects hypotension effectively (1000 ml of saline
will increase intravascular volume by 240 ml approx. so
effective in raising blood pressure) and it is most physiological
(composition of RL is similar to ECF, so large volume of RL can
be infused without fear of electrolyte imbalance).

Colloids, albumin, blood products most effective agents:

All these agents are distributed chiefly in intravascular
compartment, so they correct hypotension most effectively
with least volume. However considering it cost and possible
side effects, it should be used judiciously.

Fluid Therapy In Diarrhoea:

As diarrhoeal fluid is rich in sodium, bicarbonate and
potassium, diarrhea leads to hypokalemic hyperchloremic
metabolic acidosis with dehydration. Most of the patients with
diarrhoea induced dehydration can be treated effectively with
ORS. Few patients with severe dehydration and shock need LV,
fluid therapy. RL is most preferred LV. fluid to correct
dehydration. Lactate content of RL gets converted in to
bicarbonate by liver. As RL additionally provides bicarbonate
itis preferred fluid in diarrhea. In severe form of Diarrhea with
acidosis and hypokalemia, treatment needs to be done
simultaneously and meticulously. If only metabolic acidosis is
corrected rapid, potassium will be shifted intracellularly. If
patient is hypokalemic, only correction of acidosis can
precipitate dangerous hypokalemia. Common complain in
such situation is weakness, uneasiness and difficulty in

breathing with fall in SPO2.

On the contrary, without correction of acidosis, potassium
supplementation can cause dangerous hyperkalemia. This is
due to failure of potassium shift into the intracellular
compartment (due to acidosis), even in state of potassium
deficit of the body.

Fluid Therapy In Vomiting:

Vomiting leads to hypokalemic hypochloremic metabolic
alkalosis with dehydration. Most preferred LV. fluid to correct
dehydration due to vomiting is isotonic saline. Saline
effectively prevents hypokalemia and corrects rest all
abnormalities. To restore previous and ongoing potassium
losses, 30-40 mEq/] potassium is added to saline (after
correction of shock and in absence of oliguria or renal failure).
Isolyte-G is the specific fluid used for the replacement of upper
Gl loss, as it corrects all electrolyte abnormalities. This is the
only fluid which corrects metabolic alkalosis directly. However
this fluid should not be used

1. In presence of shock, oliguria and renal failure (because of
17 mEq/1 potassium);

2. In patients with liver disorder (because of its content
ammonium chloride, which can precipitate or aggravate
hepatic encephalopathy); and

3. In presence of associated diarrhea leading to acidosis
(because lsolyte-G by providing H ion aggravates acidosis
caused by diarrhoea).

Fluid Therapy in Combined Loss: Diarrhea and Vomiting:
Most preferred LV. fluid to correct combined loss due to
diarrhea and vomiting is isotonic saline with potassium
supplementation. RL preferred to correct deficit due to
diarrhea, is detrimental in vomiting, as it aggravates metabolic
alkalosis. Similarly Isolyte-G preferred to correct deficit due to
vomiting, is detrimental in diarrhea as it aggravates metabolic
acidosis.

Fluid Therapy in Hyponatremia:

1. Ruled out pseudohyponatremia,

2. Hyp ia with dehyd (combined loss of both
salt and water i.e. cholera): Supplement both fluid and water
i.e. Isotonic saline or Ringer's lactate.

3. Hyp ia with A a (Retention of both, but
retention of water greater than retention of salt ie. CHF,
Cirrhosis of liver): Restrict both fluid and water with loop
diuretics.

4. Hyp ia with Euvol (Retention of water and
loss of salt ie. SIADH): 3% NaCl- Hypertonic saline in
symptomatic patients, with strict fluid restriction and loop
diuretics.

Fluid Tk py in Hepatic Encephalopathy:
Basic principles of fluid selection:
1. Avoid hypoglycemia (high risk due to hepatic failure

.-mama;aia-mmm-st.




leading to decreased gfycogen storage).

2. Avoid hypokal tabolic alkalosis (high risk due
to vomiting and dmmh:s]. These abnormalities may
precipitate or aggravate hepatic encephalopathy.

3. Avoid hyponatremia (high risk due to vomiting and
improper sodium deficit fluid infusion). These abnormalities
may aggravate cerebral edema.

4. Avoid hypotonic fluid (like 5% Dextrose, which can
aggravate cerebral edema).

Selection of fluid:
1. 20% dextrose is preferred as it provides greater calories in
lesser fluid volume.

2. Provideadeq dium rich fluids to correct deficit due to

aggravate cerebral edema).
3. Avoid hyperglycemia (which can enhance brain injury and
breakdownof B.B.B.).

Selection of fluid:

1. Avoid 5% dextrose, as it is hypotonic and it leads to
hyperglycemia.

2. RL is appropriate fluid if volume of infusion is small. But
avoid if large fluid volume is required because of its slightly
low osmolality (Plasma 285 mOsm,/L vs. RL 274 mOsm/ L) and
presence of calcium in same, which may promote reperfusion

injury.
3. Isotonicsalineis theideal LV. fluid.

c

vomiting and diuretics and to provide e need
(abnut 100 mEq sudmm per day). Similarly provide adequate
1 to correct deficit and to provide

maintenance need.

3. Avoid Ringer's lactate. Due to hepatic dysfunction lactate
may not get converted in to bicarbonate by liver and its
accumulation may lead to lactic acidosis.

4. Avoid Isolyte-G. Due to hepatic dysfunction ammonia may
not get converted in to H ion and urea by liver and its
accumulation may lead to hepatic encephalopathy.

5. Oedematous cirrhotic patients need fluid and salt
restriction.

Fluid Therapy in initial phase of stroke:

Basic principles of fluid selection: In initial treatment of
patients with stroke

1. Maintain euvolemia. Avoid hypovolemia and hypotension.
2. Avoid hypotonic fluid and hypoosmolality (which can

¥
1. Select appropriate fluids considering etiology and
associated electrolytes/acid base disorders.

2. In correction of hypovolemic shock Isotonic saline is most
preferred fluid and colloid or blood products are most potent
a £
3. Indiarrhea RL, in vomiting isotonic saline and in combined
loss isotonic saline is most preferred LV, fluid.

4. In hyponatremia, principles of fluid and salt
supplementation are totally different in different hydration
status.

5. In hepatic encephalopathy, initial fluid therapy should
avo1d hypotonlc fluid, and avoid dehydration, hypoglycemia,
ia and metabolic alkalosis.
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- Dr. Sanjay Pandya wp one
Comsubting Nephrologist -Samarpan Hospital, Rafkot

4 Dec, 2010
5.00pm to 8.00pm

15 Dec. 2010
3.00pm to 4.30pm

11 Dec. 2010

Sheth R.T. Vidyalaya
Adinatimagar, Odhay
18 Dec. 2010
Navrang School
Ambikanagar, Odhav

22 Dec. 2010

at Nalanda School,
Ghatlodia

Health and Happiness for all - Know your body
at Ahmedabad Management Association Hall.

Mid life to menopause
af Vallabh Sadan, Ashram Road.

Adolescent Health problems of teenagers
Aids Awareness

Rubella

Program Coordinator

Health problems of teenagers
Diet and Nutrition

Rubella

AIDS

Program Coordinator

Dr. Darshna Thakkar
Dr. Darshna Thakkar

Dr. Ushaben Shah
Dr. Kirti Vadalia

Dr. Ushaben Patel
Dr. Kirti Vadalia

Dr. Kanubhai Shah
Dr. Kaushik Patel
Dr. M. C. Patel

Dr, Shahikala Shahu
Dr. M. C. Patel
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Thyroid Disorder - Prevalence and Incidence in India

Prevalence '

Indians are
ith thyroid
der
as the
Prevalence of Diabetes

Thyroid Disorders in Women:
An Overview

Thyroid disorders are very
common in women.

Thyroid changes are especially
important during pregnancy
and in postmenopausal women.

Understanding the pathophysiologic features and
clinical management of various common thyroid
disorders in women is pivotal.
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