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SATIUIRT SR ROIT AR JTfALRT 3TFiE Bl
3.

AT B AT AT o T ST BT TRATYAT e
frelt Aig Public Trust 78U dhilel! 3TTe. FRidge 31T ATfact
U oiRaTd Tt 3fe. ‘A8’ a1 g Ieel Feuel Hieard 9
ST S BT FAT (#RTTT 7 AT FHRIHD GBI ST SATHIT
TS ¥ SFIT TS IT Tgel AFTGL 0T BT TR, T el
IR JMTFET Fa-d SUHH 7RI,

Hf¥are &1 T S BR AT THIUNER JT@esdl. T
3 TR d 8T 3NTed, Y07 I QI TR SR STTEHT.
q) eI (0A) @ ?) BHCIsS NYlafed (RA).

OA & YR SR THIUNT auas dAlhicl fo=aa). gt
TRt SeTcoledT ATURTUDT Yo o & o Tes oliehi=TT T Afarcrar
TRT SR, 3 TN INIRTET TR YSAUT=IT AL AR &l
AT S BTSIAR RN e MeR0T (Fat) I O
THES, IS 8IS ThHBIER R ATIAd 9 e da-] J&
BT, HEIRT TN [hdar HHredT i TEregaRT
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AT I ITIRAT T &1 ¥ o BIal. JaaRIeR el
378 (inflammation )% 1A, SRR Fal Gt IR PRI
I hell TR} T UfRed RS dd e ald ATeld. 8%, 86,
AT 3THRE! Jeetal. AATERIYO JIS AieT, Faurt Teo
J HET AT, TR TRRMET IR Fdd TS o U g
ANTATd. dS1ME g Antiinflammatory (318 T JoT &1
FROTRY ) 3L HTE! THTONC SUART TSI, Yo7 A8 R ERTe
Mol ST TR RATHI BT ATSRIIUT R I, I IR
BITAT 3R TSl 3 HH A qo- Y4 qufeRiq feahara.
RA BT T VAT 9T G 81 21ehall. AT Fo sIugra
HROT IS YO0T ST ATRId. I SFaifIdhaar 9rT M3

3118, BT U autoimmune disease ST ST, FEUTord ST
YR il hra! feTS Bl ot 3TUed SRIRT I Tcehielt
&< TETC. BT RT JouTve Reiie SR JMessdl a Tl aaT)
e . R a1 aaren = ot Qe serrd g
1A, AT ATRIYO! I AR 819> 808, 3Hd
e feersdTd. <18 (inflammation), Tett AT, IS I ST &
g7 QEWI%T UHY Ygcdh M. Immune system LB 3D
frETS BICTd. INTFIT AR SHTeITeR HIe! auicrd A dsaihs
B IRR FAIUIGHE TS SR B a¥7d. AT ATl R
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1S RO AT J TR SeHTd HITd AR,

U TR A SiFexid! TRRY I&Tdt STRT. 3iuer Ty 7gRT
SR, FHATSIT AICHUT ATa—aT A el BRTTe! eicaT-HedT
HIIRRAT IR ST TaTd AR FT fRredTs 8l
AT AT HPTEET R AR BTeTTel HHI 8IS dor
qIed G ATAeRISR Afyardrer IRTE! aredl. fhcdd sivar
YR & IRII AT, Fees!  Aarsd, g o
BIST, YUT 3F1h A T, J UG 51 Teesd SiTcl. Qe g
SRR STl &1 JATUVT ST, BIfHaIIURl, Sfaguder, dg, 79T,
TTSER, IATeAT a9, 3R Hd TR e, IS J BIfratef 3
TTeT SUIR 37T, TUT AT dos] SIFeiT ST Tl /dT
e 3TaToT ST Tfel. T <t JiT9er A= SRAeaT 10T JUIRT
WY I AN G TSI INT Ted s, JoT 7 ST 0]
SiFe} gl BTl I IYARIT AA 8T ATel. IRMERERT
AT WS GO 8 A fID 1T Id. a1 | e
CTBUITART AT HTRIHeh STaReId RS ST ATve
US> AT SIAT U, TRAFTEY JgdTdd SredT IRFITe!
THATS BT 3. FeaThg IRYR HRTFT 3TU&l 3TAd, aur
fF STTSTRUYT Ul TR 9. Jo5eT e Ve,
I, faSTictt, Ui JMTER g HATel TR, HhRIHD R
T T SATUT 37T SFRATE TR T FHIOTC HTel et
TG ST 2Tehal.

YA T UGS SR 3 I 3ATed i sarat
T AT T,

TR UIRT §€ HATIR 55, BF, ATGURT RAITHEAT T
TEUIS! 31fRUeRT ((osteoporosis). BT T HTal THTUNT Yo Feda!
3l e IRRIcTel Th H, Tgior, Jefie o
Y STeT 31T fdet Bl AT YR F8UrT TS fokges BIdTd
T AT BTeraTeliH! el IR F8UNT fracture BN o
TRYR FET=T Ueref, IR, JiNGT AT 0T, ST ¥l
BT 7 fe@che ‘SN =1 Mo uvl § U 31T,

31T T &TS T AT SR AfReR ATfRel R i
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3T T 9T 8 Adgel delid oid dradhige ATl
e fosa= arefeasre A et & fadivie AR
TR MBI, ‘AIFATT FEUT BRI 2 YU o Hiardrea
AT ATIUAT, TR A, M, YIh 6K,
e, ARIATANRE SR JTNIR, UM 3GHd e
foiaier ol a1 3idhTd el 31T=d. T MU SUIIIT USciiel
T IR 3TerSciiet 3reft el 31e. et et 7ol
BT STB) hosdTdld.

3ipTclier A AR e SRgHRT T JThreT HUTEHTd
BT 31ch ThITTT R0l R HSIT el SR,

7 3DIcHe] A SERIAGR 3 HUITd e AATARH
MR Y. AT SR Al I&TaT &1 TTefHT,

L4 2 4
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e are proud to present to you this Special
w Issue of Mission Arthritis India, " MAI ", to
coincide with our third birthday celebrations.
MAI has been founded as a public trust by and for the
patients of arthritis and allied diseases. More information
regarding MAI and its activities have been presented in
the next article authored by the chairman of MAI. The main
aim of MAI is to bring awareness to the patients regarding
the diseases of joints and bones, available remedies, and
guide them about the ways to develop a positive attitude
towards their condition and life in general. From that point
of view, several awareness programmes are arranged and
sponsored by MAI .
Arthritis is a very common disorder all over the world.
It is a slowly progressive, noncommunicable chronic
disease. Although morbid, it is not considered to be a fatal
disease. There are various types and forms of arthritis with
two most common forms, viz. osteoarthritis(OA) and
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rheumatoid arthritis (RA).

OA is very predominant among the elderly population,
both men and women. 50 - 60% people after the age of 50
complain about pain and stiffness in one or more joints. It is
a degenerative form of arthritis, mainly involving weight -
bearing joints,e.g. knee and hip joints, and at times joints of
the spine. It is the result of wear and tear of joints, trauma
or occupation related overuse of joints and the end result is
break down of cartilage, a rubber like translucent tissue
covering the ends of the bones. With the progression of
disease, the bones are denuded, rub against each other,
causing pain, stiffness and inflammation. The cartilage
cannot regenerate in its original form and the joint structure
is disfigured. Analgesic and anti-inflamatory drugs give some
relief; but in advanced stages, joint replacement surgery
may be the only answer. Such replaced joints may last for
10-15 years.

RA is more debilitating and morbid as compared to OA.
Itis more common in women and shows its first signs in the
3rd and 4th decade of their lives.There is no age
restriction, as juvenile form can be observed in very young
children. There is a heredity factor involved. It is an
autoimmune disorder, wherein the immune system reacts
against certain protiens and other components of the body,
leading to immune changes and inflammatory reactions,
ultimate result being the loss of cartilage and joint
destruction. Typically, the disease first appears in small
joints and then many other joints are involved. Because of
the insidious nature of the disease and associated physical
disabilities, the patient has to deal with many socioeconomic
and psycological problems. The patient has to be frequently
in touch of his doctor, high costs of medicines have to be
borne, deleterious side effects of medicines have to be
faced. The patient is unable to perform simple tasks due to
the pain and discomfort, which also hampers the social life.
Friends and relatives often give advices. The patient is
confused and in the hope of feeling better, changes many
pathies and doctors. If an ayurvedic and homeopathy
doctor is not able to properly understand patients "prakruti",
wrong medicines may be given and a great deal of time
and money are wasted while the disease is progressing.
The patient then falls prey to disillutionment and loss of hope
for the future. Additionally, in Indian family system less
emphasis is given on the womens' health and care. Although
she is expected to work for the family around the clock,
very rarely the family members care for her health, diet,
medicines and proper rest. With the help of these
commodities and family support, the patient can develop a
positive attitute. Although the disease cannot be
completely cured, there are ways to overcome the
difficulties and lead normal life.
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N/

Many women in the postmenopausal stage, and
thereafter, develop osteoporosis, mainly due to the lack of
secretion of estrogen in the body. In a minor percentage,
osteoporosis can affect men also. Osteoporotic elderly
patients are prone to develop bone fractures. The treatment
for osteoporosis includes hormone replacement therapy,
bisphosphonates, calcitonin, parathyroid hormone and
mainly the diet rich in calcium and vitamin D in natural form.
Also calcium and vitamin D pills are available.

Not many patients are aware of their diseases and the
modalities of available treatment. In every issue of MAI
magazine, we adopt a theme and bring to you guidance
from the experts in that area. In this Special Issue, the
articles cover a wide range of subjects, e.g. what is
arthritis, diagnostic tests, treatment, recomended exercises
and diet, osteoporosis, patients' experiences, etc. Itis hoped
that the information will be valuable to you. We urge you to
send us your reactions to the articles and the format.

We thank the author - participants. Without their active
support, publication of this magazine would have been
difficult.

We acknowledge with gratitude the support and
contribution of the pharmaceutical companies in placing their
advertisements in this magazine.

Thank you and best wishes.

Dr. Kalindi Phadke
Editor
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Y. 9.9, TER, Fore, g

$' &I YT ST TS 372, FEUH HTS 8T 91eq
m TR STUATAT 31T g U JRIAT
33T 0T B ATBRorhd 31Te. 37eft & ‘A%’ g for
TRl ARfee 7 Afrard (Arthritis) STSeledT SO
U <ETd &1 I &7 M Red ront e & areft
T TR RO SRJel g &1 ORI Jerhi dostiong
HERIIT MR AR Alcga] 00 ALY ‘A8 o
FATOAT STeAT. T Rl BRISR Tawy STATHRAT At
g TSI e w¥en’ (Public Trust) F8UH FRUATd
3MTett 31T
I G Il TSI IR dart AT 301 9
Td eI &I ISR, RTaR 815 SThuIT=iT SUT oY
g AR hgaT BT HHT Beft SadT Jgd, Ul e BT
Sttem arferamTieres goar 8 oTdhet, &7 faweft STRreasan femfor
TR T 3N, TN HS IeMTell NGO AR AT
Tifget <o, fafay siivenuar ggdissa (ST Allopathy,

‘TS’ - Aderer 2003 fydmim
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3Mgda, Accuprenure SRITGT ) FTRT SUT, DTSRI Sueted
It o} Ffect TR uigteEn, SeeaT anfife
uRFRTAR Afdard a1 favaredier FelemTer dicrs S,
S BRI 1], 3TTed. IR A ST ITAST T
CATIURT SRadT B0TT Iugeh aren fafde fawaier apre
AT g FerT |V, TS g FRISH S-al WINId ATed! 37
YT dhelel 32T T 2 3ih LT d ARG TRUTT
ITSIIUITC 3fTeTet 31T, 3120 e Affeled fIsRItdh! Hret
MR -

9. ATYETATAT BN el STSIaITRT T UTesuITIT
TeCiaEe .
BrerA f&guuT (osteoporosis) Feaell AR,
TIHMIGIR [SEITe! ST hicbot!,
AR oI JUINY IS 3fiTer gt
ATt I ST BIedoil.
UG 37T,

v. fafdy sazamT smaTes g U =R

¢. fara BT Jun=n S rsTvht g 1 gaa

PROGTRRICT TP U
R, P AGRIUNAT (joint replacement) ATfacH.
9 0 AT UTaetieRk URUI, SATeRaT SUART &R,
ORI AdATEROT0T QeI fadsfa.

JMIBR Tl fafay fvaadie mifkdt ‘=18’ won ad
RIS Nerfduar wrf 9rfie 3 aufd PHRuaTd 3felel
I

Lox W

on
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ITiraT gut ereRTeaT fafay arnd avEsiERar a
AIATYRUT BB N HHT B T RTATeodT Tletiel ARTGe
SUCTEY FRUITT 3MTelet 3172, ATYSa! AFLIH I g I
gfoaTe A@Tea™ SR 3Fd [uIier |97 g dsiie
ARG SaveelT TR HF 3R,

S’ < FIIG & d AT ST T Fe =
TRIT SR AN 7765, 2Tendt. FoTi oAl AHAGTDGT heh
Yo DYITT 0T LT AT, T g 3 IR SThiel
HEHTA STSTIA D e Th19H F SR BRI SudTd ATe.
&I R AF YS! aiftieh afuft . qoo SRIUITT 3fTedt
3.

T ST dhetel TR T 3ffd IUGH BrIDHH
NEICEIERIEICEINGRE R R Bl oG R LR R REap]
SRR AT B JTUETT 3T, & B STk Uil T,
T 3% IUYh BRIGH JRAT PRI Fed 81 4o
FRUIT I 3T SN AT STATE 3772,

L4 2 4

o

‘AT’ - 3fideier 003 fa9wi

N/

Mission Arthritis India (MAI)

Al (Mission Arthritis India) is a registered So
ciety as Public Trust, formed by Arthritis Patients

to create public awareness. MAI publishes
literature, holds meetings and counsels patients. It is the
only body of Arthritis Patients, which actively supports and
participates in Bone & Joint decade activities to allow them
to lead better life style.

Mr. P. C. Nahar
Chairman, MAI
L X 2 2
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THE ‘BONE AND JOINT
DECADE’(BJD)
AN OVERVIEW

Dr. Arvind Chopra , MD, National Secretary,

BJD-India: National Action Network
Center For Rheumatic Diseses, Pune.

ifespan of man has increased significantly over the
last century or so largely due to the control of in
fectious diseases by potent antibiotics. The ever
enhancing diagnostic facilities continue to facilitate early
diagnosis and proper therapy. Numerous other factors
concerning living conditions, modernization and
environment control have all made singular contributions
to his longevity. But, health issues connected with the quality
of life seem to have made lesser
progress. And ‘bone and joint’
health relates to quality of life.

In Jan 2000, WHO (World Health
Organization) organized a scientific
expert group meeting in Geneva,
Switzerland, to launch it's Bone and
Joint Decade (BJD), 2000-2010
program. Over 70 expert partici-
pants, belonging to different fields
(Rheumatology, orthopedics,
epidemiology, social sciences,
statistics, economics, health
planning, etc), from all over the
World were invited to launch the
BJD global movement. This
meeting focused on 5 major
disorders namely rheumatoid
arthritis (RA), osteoarthritis (OA),
osteoporosis, spinal disorders and severe limb trauma
that pose maximum threat to quality of life. While RA and
limb trauma can disable young people, OA and
osteoporosis gradually cripple people in advancing years
of life. However BJD will look at all other form of crippling
diseases and deformities that affect bone and joints.

The current burden of rheumatic and musculoskeletal

diseases in the World is enormous. Some of the published
statistics are revealing:-

‘ATE’ - 3ffqciay 003 faowis

Reaching out and working together are the
foundation of the Bone and Joint Decade
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(1) Arthritis accounts for over 50% of all chronic
conditions in persons aged 60 years and above. 10-20% of
population visits doctor for all kinds of rheumatism.

(2) The WHO COPCORD (Community program for
control of rheumatic diseases) in village Bhigwan (Pune),
ongoing since 1996, has shown that about 13-14% of this
rural population suffered from some kind of rheumatic ache
and pain, and many required medi-
cal care. If you extend this to the
entire country, there would be more
than 150 million patients- much
more than TB, AIDS, heart diseases,
cancer, etc

(3) Several hundred million people
worldwide already suffer from bone
and joint diseases, and this figure is
set to increase sharply due to the
predicted doubling in numbers of
people over age 50 by the year
2020.

(4) Osteoarthritis is the 4th most
frequent predicted cause of health
problems worldwide in women and
the 8th in men.

(5) Back pain is the second
leading cause of sick leave from work.

(6) Fragility fractures, due to osteoporosis, have
doubled in the last decade. It is estimated that over 40% of
all women over the age of 50 years (as women are more
likely to suffer from osteoporosis after menopause) will
suffer from osteoporotic fracture.

(7) The frequency of global hip fractures from
osteoporosis will double in Asia and Latin America in the
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coming decades.

(8) Every 30 seconds someone dies from an accident
on the world’s roads. Every year 23-34 million people
worldwide are injured in road traffic accidents.

(9) By 2020, road traffic accidents ( RTA ) would
compete with heart disorders and cancers to be amongst
the 3 leading causes of human mortality and morbidity.
Almost, 700,000 people are killed globally by RTA, which
are estimated to be the tenth leading cause of death (World
Health Report, 1999 ).

(10) 25% of the health expenditure in the developing
countries is expected to be spent on trauma related care
by the year 2010.

The key goal of the BJD is summed up in its slogan
“ keep people moving ".The BJD movement, through its
national action network (NAN) in every country, hopes to
raise awareness of the growing burden of rheumatic
musculoskeletal diseases on the society, thereby
promoting better treatment and prevention. Through health
education, it will empower patients to make the right
decision regarding their bone and joint health. The BJD will
encourage research in these disorders.

Itis generally believed that doctors, especially the young
lot, all over the World lack the proper skills to combat bone
and joint disorders in patients and community. Management
of pain continues to be a major challenge for the medical
community. A specific goal Of BJD is to improve the
undergraduate curriculum on bone and joint diseases in
medical schools and colleges. The diagnostic and
treatment skills of the general practitioners (GP) need to be
improved as well.

Finally, it is hoped that the BJD program world wide will
reduce the expected increase in bone and joint disorders
by 25 % at the end of the current decade

The BJD-India is officially recognized by the
Government of India. At present, India does not have a
national program of any kind concerning rheumatic
diseases. BJD-India has experts from related medical
disciplines, especially orthopedics and rheumatology. Public
and medical professional programs have been held in
several regions of India, from Jammu to Chennai. For the
first time in India, BJD-India has recently sponsored major
research programs in arthritis and osteoporosis to be
conducted in Chennai, Delhi, Nagpur, Jammu and Pune in
2003-2004. Mission Arthritis India (MAI) is a founder
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member of BJD-India and supports and shares its vision in
providing awareness and knowledge to the community
about bone and joint disorders.

You can send your query on BJD-India by email to
bjdindia@vsnl.net. You can also support this cause by
becoming a member of the BJD. This MAI anniversary
issue contains a BJD membership form.
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~Sraratfeaszar (Antibiotics) SUTITTHD
a ST IV A FAT0 ETe AR,
AATT SiadTel aieell 3MTe, UNg AFarel

ST (quality of life) REM Tt FTetel! ATaY.

SHaRT 2000 ‘?‘éﬁﬁlﬁc_&ﬂ, Rceicie o areft g Heft
STl goard (bone & joint decade BID) TaT - ST,

T FHd gHelss JMRIfCA (Rheumatoid Arthritis )
anifeanemeRrafed (Osteoarthritis ), AUTERIT TSR (spinal
disoraders) 3MfECIMNURIRTT (Osteoporosis-3TEerT)
JUETATS BIVIR 3ITETd §. 4 Hewqul Telier d1&f dhald
TR SRIUITT 3TTe.

TEU A RA T ITETA ST ST B A )
JEHE OA T RIS T I~ 81 el

&0 T JITRICT 40 % TABITE PIVIT AT DHIVT FhIR
SFRRATAT 3MNIR g IaTe.

93-9% % AIHIALY BT AT HIAT UH AT
N RURATNT deT ST FRTauT efiet gl JMexd 3flel
3TTe.

ST Aerraedt A SMRecaenREeH a1 @ T
3R BT 3T STS[a! dTed SR 3772, BRI G ¥ Yo RieT
AT HEIT T 2020 T S S5 ST Blgct 3R I
EZSAVIN

Ao 3R v dHRIA OA AT FHHIBER d
TONME ¢ T TRAFIER 3R,

AT ST STd65 9 R 3Tes] Al gH e BIc (SRSt (RHD)
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= IR 37T, RHD T A thiak SMeRIfCH s 811 I T 3RS @ THIU go Tep S 318 d & 3TNIR Sienfies
e 9 IUAR GeR $Tel TR a_T Bl Il RHD BT Siq,  JIET=AT derid Wieiiel JTeiel qoumded SR JH1uma
TR 81l g BT <IRdT I, TR el & gEIRIT,  JMeddld. & - Ry -Heflra Qrefian FHeier. usurm=a

HEHRNT T ARG Jog¥ HRU crediel Tef ava sea a iR aroTrt SiTvfia aed <o,

2020 AR T MR g I TE BRU 8IS b, GRETT g gav ARy -Hehra Ame FeM SUER g

¥t 9, 00,000 AIH R GHed I UEard, o g0 e UfiFemfawdt dene

90 I PHRUT T2 (WD ARG FEST 37@ara 91%%). 3Ny Al el e @ STARTTE TR v,
090 AT Wchefier AFHR Y T T IMaTaRiae FeThIT ARTIRTeRIY dHid T & Higerd UTeafaiens fareror

TR el STSt. JIRAETITIeS AV BV YA AT T, SRl Ufaee e dleed aredTd. IT Al Aaet
ST T d1e 3R T Yo T qITERIC 3IToT 8o Tk HIUETd, STREAERITIe BIVIN TR, g STeTd 3. T HHI
AEAT STTEAETITIeS BIVMAT AR T BT, (BRUT  SMhSIRIT Y Tep 711 €T Blect 37 AT 3773

TSITiHaR AfgeT e JTFRAERIT UHT0T aTed. ) I Hicsol]
gdci! T8l IR GegTedT IR ¥ 10T 107 9% 0 HeY

1. 3Rfde =

9.9 375l goh Bl O 040 AR §.3 37esT TS Bl ot Apedy, .. ()

AT SRR STYFATET ATEIRIERT SER TS0 T efiet
SAHEY M B aTe HAeiel! 3TTe. Widielid qenHed

Tt I Aedd
L X X 2
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Ceremonial lighting commemorates the inauguration of the bone and joint decade in india.

Dr. K. Phadke , Mission Arthritis India
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Dr. Ekta Chanchani

HAT IS A JOINT?
A joint is a junction of two or more bones. It
gives movement and mobility in our various day

to day activities like walking, running, cycling, sitting,
getting up (arising) etc.

TYPES OF JOINTS :

There are three main types of joints in our body
depending on the type of material present between the two
joining bones.

1. Fibrous Joints : The two bones are separated by
a thin fibrous tissue. Adjacent bones are thus attached firmly
together. So, no movement is possible between the two
joining bones.

Example, cranial bones in the skull are joined by
fibrous joint.

2. Fibrocartilagenous Joints : The two bones are
separated by a fibrocartilage which is flexible so a little
movement is possible between the bones.

Example, in the spine, the intervertebral discs and
also in pubic symphysis the two hip bones are joined by
fibrocartilagenous joints.

3. Synovial Joints :  These joints are most mobile of
all joints. Gross movement is possible in these joints
because the two joining bones are separated by a joint
space containing synovial fluid. Most of the joints we use in
our day to day life are synovial joints.

Examples the knee, elbow, hip, ankle etc. are all
synovial joints.

TYPES OF SYNOVIAL JOINTS

\’t:;,L
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Pivot(peg-in-hole)

[}
e.g. proximal radioulnar
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PARTS OF A SYNOVIAL JOINTS
i 1 o
& “"H ' et Bone
g \l Hdia Joint Capsule
T @i Cartilage

serve 5d Synovial Fluid
919t Pell Synovial Membrance

Capsule : - The ends of the joining bones are covered
by a fibrous covering known as joint capsule. It makes the
joint compact and strong and also encloses the joint cavity
which is filled with synovial fluid.

Hyaline Cartilage : - The free ends of the bones are
covered by hyaline cartilage. It is not as hard as the bone
and therefore it is not seen on X-ray. It provides two smooth
apposing surfaces which have very little friction between
them for easy articulation (joining). It also provides an
elastic tissue which gets deformed easily so that load from
one bone gets evenly distributed on to the other bone. This
prevents erosion during motion and loading. Sometimes
additional fibrocartilage pads divide the joint cavity
completely (Discs, in the spine) or partially (Menisci, in the
knee).

Hyaline cartilage does not have its own blood
supply and thus gets its nourishment from synovial fluid
present around it.

Ball & Socket

J

e.g apophyseal joints e.g hip
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Synovial Membrane :-  This membrane is present on
the inner side of capsule and on the ends of bone present
inside the capsule. Itis made up of cells and elastic tissue.
It secretes the synovial fluid. It has a very rich blood supply.

Synovial Fluid :- It fills up the joint space and is
useful because it provides lubrication to the joint and thereby
reduces the friction between the two bones.

Ligaments :- They are thickened portions of the
capsule or separate fibrous structures. They help to make
the joint strong.

Bursae :- They are sacs which are filled with fluid.
They are important because they allow easy and smooth
movement between the two bones.

Enthesis :- The site of firm attachment of fibrous
structures (tendon, ligament, capsule) on to the bone is
called enthesis. This site is often inflamed through
mechanical trauma or are involved in inflammatory disease,
e.g. inflammatory arthritis or spondyloarthropathies.

Muscles :- The muscles are important for active
movement of a joint. Contraction of one muscle (or a group
of muscles) is always accompanied by relaxation of the
opposite muscles, thus balancing and giving power to the
joint movement.

Tendons :- They act as bridges between muscle and
bone. They help in motion and also help to make the joint
stable.

The range of movement and stability of the individual
joints depends on —

1] Shape of the joining surfaces.

2] Strength of the capsule.

3] Ligaments.

4] Muscles acting across the joint.

5] Presence of adjacent structures.

It is important to understand the structure of a joint
because different types of arthritis involve the different types
& different parts of a joint.

For example, in rheumatoid arthritis, the synovial
membrane gets inflamed causing pain. Cells get collected
on the membrane forming a structure known as PANNUS.
This pannus causes erosion of cartilage & bone, leading to
deformities.

In seronegative arthritis, including infective arthritis,
reactive arthritis and degenerative arthritis, including
osteoarthritis, and spondyloarthritis, the fibrocartilagenous
joints and fibrocartilage (hyaline cartilage) of the synovial
joint is affected.

In degenerative arthritis, erosion of the cartilage
occurs, reducing the joint space & thereby increasing the
friction between the two bones during movement causing
pain.

L 2 2 4
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AN OVERVIEW OF ARTHRITIS

Dr. Vinaya Kunjir

ARTHRITIS — CONCEPT AND CLASSIFICATION

he term ‘arthritis’ refers to disease of the joints,
characterized by pain, inflammation & swelling
of the joints. Rheumatism is a broad based term
which describes diseases affecting joints and associated
soft tissues like tendons, ligaments and muscle attachments.
The effects of arthritis are different for each
person. Some people are affected over many years, others
for only short periods. Symptoms vary in severity as do the
number and type of joints affected. The age, circumstances
and attitude of people with arthritis often affects how well
they cope.

Arthritis can be broadly classified into the
following groups :-

1. Non-infective inflammatory arthritis, like Rheumatoid
Arthritis, Childhood Rheumatic Diseases.

. Connective tissues Diseases.

. Spondyloarthropathies.

. Crystal arthropathies.

. Arthritis associated with infections.

D 01k WD

. Arthritis associated with degenerative, metabolic
and endocrine disorders.

7. Soft tissue Rheumatism.

) Non-infective inflammatory Arthritis :

a) Rheumatoid Arthritis - It is a systemic chronic
disease, characterized by symmetric polyarticular joint pain
and swelling, morning stiffness, malaise & fatigue. It
occurs in about 1% of world’s population with  twofold to
threefold female predominance. Rheumatoid Factor,
immunoglobulins & auto-antibodies are the main
serological markers found in about 80% patients.During the
past 10 years, epidemiological studies have unearthed
information about the true potential of this disease.
Rheumatoid Arthritis is a chronic disease that leads to joint
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damage within first 2 years of onset, causes marked
functional limitation and 30% loss of work within first 5 years
and shortens life by 5-7 years. Hence, this aggressive
disorder demands the early institution of an equally
aggressive therapeutic approach aimed at altering the
disease course and maintaining function.

n A L o

i 1 ®  Rheumatoid

/ 7 ;- P Arthritis of Hands
[ ) SR \

b) Childhood Rheumatic Diseases :- The rheumatic
diseases of childhood represent a diverse group. A
majority of these result from the combination of genetic
predisposition, autoimmunity and unknown environmental
factors.To be designated juvenile rheumatoid arthritis (JRA),
the arthritis must start before the age of 16 years and must
last for more than 6 weeks. The common forms of chronic
synovitis in childhood are Juvenile Idiopathic Arthritis,
Rheumatic fever arthritis, spondyloarthropathies and arthritis
associated with vasculitis.

Unless diagnosed early and treated adequately,
some forms of the disease may lead to crippling disability
and blindness from chronic eye complaints. However, with
combined efforts of a multidisciplinary health care team,
education and support of the family members, most young
patients can now hope to lead a near normal life and keep
away from the confines of a wheel chair.

1) Connective Tissue Diseases :

a) Systemic Lupus Erythematosus(SLE) :- Itis a
multisystem disease with a spectrum of clinical
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manifestations and a variable course characterized by
relapses & remissions. SLE is marked by multiple
autoantibodies that may participate in tissue injury. Fever,
skin rash and arthralgia are the main clinical presenting
features of this disease. The most common organs affected
are skin, heart, lungs, eyes, brain and gastro-intestinal tract.

b) Systemic Sclerosis or Scleroderma :- It literally
means hard (skleros) skin (derma) and consists of both,
disease restricted to the skin (localized scleroderma), and
disease with internal organ involvement (diffuse
scleroderma). Diffuse scleroderma is also called as
systemic sclerosis. Systemic sclerosis is an acquired
noncontagious disease that occurs worldwide in sporadic
cases.

c) Sjo’gren’s Syndrome :- It is a chronic
inflammatory disease associated with inflammation of
exocrine glands. Dry eyes and dry mouth are the 2
characteristic findings of this disease. Sjo"gren’s syndrome
can be primary or secondary depending upon the absence
or presence of connective tissue disorders. Rheumatoid
arthritis and SLE are the most common connective tissue
disorders seen in association with secondary Sjo” gren’s
syndrome.

d) Polymyositis (PM) and Dermatomyositis (DM) :-

It is an inflammatory disease of skeletal muscles.
Sometimes when a characteristic rash is present, the term
used is Dermatomyositis. PM occurs at any age but mostly
between 40-60 years with mild female preponderance. A
childhood form of DM isalso  recognized. Current thoughts
relate to abnormal changes in immune system that lead to
development of cells capable of injuring muscles. The
presenting features are proximal muscle weakness,
characteristic skin rash of DM and elevated serum muscle
enzymes.

e) Vasculitis :- Itis a heterogenous group of diseases
which consist of inflammation & necrosis of the walls of blood
vessles. Vasculitis may be a primary process or secondary
to other diseases such as SLE, RA. Early recognition and
prompt treatment of vasculitis is essential. If the condition
is unrecognized, infarction of vital organs, renal failure and
death may follow.

1) Spondyloarthropathies

a) Ankylosing Spondylitis (AS) :- It is an
inflammatory disorder of unknown etiology that primarily
affects the spine, axial skeleton and large proximal joints of
the body. The distinctive feature of the disease is the
progressive fibrosis and ankylosis of involved joints. Most
commonly affected are young men in the age group of 20
to 40 years. AS has a strong association with HLA B27
histocompatibility antigen.
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Although AS is not curable, most patients who
maintain disciplined exercise and posture programmes and
take antiinflammatory medication can lead relatively
normal & active lives with minor adjustments in life style.

b) Enteropathic Arthritis :- It is an inflammatory
arthritis that occurs 1-3 weeks after an acute intestinal
infection with certain bacteria (Shigella, Salmonella, Yersinia
species). The larger joints of extremities are usually affected.
It is usually seen in a patient positive for HLA B27.

c) Psoriatic Arthritis :- It is an inflammatory arthritis
occurring in 5% to 7% patients with psoriasis. Some
patients may have co-existing psoriasis and rheumatoid
arthritis. Family studies suggest an extremely high (>50%)
risk in first degree relatives of patients with arthritis. The
patients present with asymmetrical involvement of distal
joints of hands, psoriatic skin changes & nail changes. The
severity of arthritis tends to parallel the severity of skin
disease. Milder forms have good prognosis. Approx 5% of
patients develop severe disabling and deforming arthritis.

®  pgoriatic
Arthritis

1V) Crystal Arthropathies :

a) Gout :- It is the name given to clinical
manifestations caused by deposition of crystals of uric acid
in the tissues. This results in acute arthritis or chronic
deforming arthritis associated with deposits of uric acid in
the subcutaneous tissues (tophi) or renal stone disease.
Gout is mainly a disease of adult men and post menopausal
women. Risk factors for development of gout include
obesity, family history of gout, renal insufficiency, diuretic
drugs, high alcohol intake & exposure to lead.

b) Pseudogout :- Itis aninflammatory arthropathy with
acute & chronic forms caused by deposition of calcium
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pyrophosphate(CPPD) crystals in the joints. Aging, OA,
genetic defects and certain metabolic diseases cause
changes in cartilage that enhance deposition of CPPD
crystals. These crystals are shed in the joints & cause
inflammation in the joints.

Although pseudogout itself has no known effects on
life expectancy, associated diseases carry their own
prognosis. Joint symptoms can be controlled by
antiinflammatory therapy.

V) Arthritis Associated With Infections :

a) Infectious or septic arthritis :- The micro -
organisms, commonly bacteria, invade the synovial
membrane and joint space, and cause inflammation and
tissue destruction and subsequently loss of joint function.

b) Rheumatic fever arthritis :- Rheumatic fever
arthritis is preceeded by infections with specific types of
bacteria in the throat and upper respiratory tract. These
bacteria evoke an abnormal immune response in the joints
& sometimes in the heart & kidney also.

VI) Arthritis associated with degenerative,
metabolic and endocrine disorders :

a) Osteoarthritis (OA) :- It is the most common
musculoskeletal problem in people over age of 50 years. It
may be initiated by multiple factors like genetic, aging,
metabolic and traumatic causes. OA is characterized by
joint pain, tenderness,limitation of movement, crepitus and
variable degrees of local inflammation. The most commonly
affected joints are knees, spine, hip, small joints of hands
and feet.

®  QOsteoarthritis Of
Knees

The prognosis of OA is variable. Disease of weight
bearing joints is likely to cause disability. Orthopaedic
surgery is performed in the treatment of chronic arthritis

‘AT’ - 3farelaN 003 fyoiwia

\15/

with disabiling deformities to relieve pain and improve
function and quality of life.

b) Osteoporosis (OP) :- Itis a condition in which bone
mass is below normal for a person’s age, sex and race.
This leads to defects in the bone structure and
susceptibility of bones to fractures. Nutritional deficiency,
smoking, alcoholism, diabetes, chronic illness, menopause
and long term use of drugs are the risk factors of OP.

c) Endocrine Arthropathies :-  The musculoskeletal
manifestations in endocrine diseases like diabetes, hypo
or hyper thyroidism are variable. They include muscle pain
or weakness, neuropathies and osteopenia.

VIl) Soft tissue Rheumatism (STR) :- STR describes
a number of syndromes which are characterized by wide-
spread pain and diffuse tenderness. The syndromes are :-

a) Fibromyalgia (FM) :- FM is a painful, non-inflam-
matory condition characterized by tender points at discrete
regions of the body. Factors such as physical trauma,
infection, autoimmune disorders, endocrine disorders and
emotional stress seem to be capable of “triggering” the
development of FM. Although FM is a chronic illness, most
patients can lead a relatively normal life with proper
management.

b) Occupational Overuse Syndrome (OOS) :- Due
to repeated movements (usually work related), muscles
become stiff and painful. Pain causes more muscle tension
& so the muscle keeps on paining even after the work is
stopped. A painful and stiff muscle causes the surrounding
muscles to do the same in sympathy. For example - a farmer
has pain in forearm muscles, as he makes repeated use of
the hand while reaping & cutting, but the pain may spread
to muscles of neck & shoulders also.

c) Regional Myofascial Disorder :- In this disorder,
the pain is more limited in distribution. It may be confined to
a particular region, for example, pain in heels and calf due
to prolonged standing.

Any form of arthritis can be effectively treated with
modern therapeutic and supportive regimens. The
therapeutic success in chronic forms of arthritis depends
upon the state of disease at which long term treatment has
begun. Arthroscopy of certain joints may be surgically done
to remove the cause of pain and disability. A totally useless
but painful joint may be replaced by an artificial prosthesis
to restore painless function.

A lot of research is being done to formulate new
medicines which will cure arthritis at an early stage without
causing many side effects. New methods are being
developed to correct the ‘immunological’ abnormalities
which cause damage to the joints in arthritis.

But the success of treatment depends not only on drugs
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but also on the support of the family members of the
patient, regular exercises and positive change in mental
attitude of the patients.

Osteoarthritis

Rheumatoid Arthritis
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JOKE

subway seat next to a priest. The
man's tie was stained, his face was plastered with
lipstick, and a half empty bottle of gin was

and began reading.

and said, " Say, Father, what causes arthritis?"

fellow man."

"Well, I'll be damned," the drunk muttered, returning
his paper.

The priest, thinking about what he had said, nudged
man and apologized." I'm very sorry,

| didn't mean to come on so strong. How long have
had arthritis?"

does."
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After a few minutes the disheveled man turned to the pf

A man, who smelled like a distillery, flopped down on a

red

sticking out of his torn pocket . He opened his newspaper

iest

"Mister, it's caused by loose living, being with chepp
wicked women, too much alcohol, and a contempt for your

to

the

you

"I don't have it, Father. | was just reading that the Pope
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Dealing With Rheumatoid Arthritis

heumatoid Arthritis is one of the many types of

inflammatory arthritis, affecting predominantly
young females. It is a chronic, multisystem,
crippling disease with many medical/ psychological /
functional / socioeconomic consequences. But early &
aggressive therapy can definitely halt progression of
diseases. Although it is not a total cure, long term
supervision and appropriate medications can lead to
remmision of the disease. The therapy of RA includes
combination of drugs, painkillers, anti-inflammatory agents
& disease modifying antirheumatic drugs & or steroids. But
the choice / combination of drugs should be made strictly
under medical supervision, watching out for the side-effects
of drugs. Along with drugs, exercise, rest, physiotherapy,
surgeries & counselling of patients & his relatives do play a
supportive role. Though not curable, RA is controllable with
early & proper medications under expert medical
supervision.

Dr.Vaijayanti Lagu - Joshi
L2 2L 4

References : (1) Manual of Rheumatology and out patient Orthopaedic
Disorders - Paget et al . (2) Oxford Text book of Rheumatology - Meddison.
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ROLE OF LABORATORY IN
RHEUMATIC DISEASES

1. Is laboratory testing essential for Rheumatoid
Arthritis and other Rheumatic diseases?

The basis of the practice of rheumatology is clinical
diagnosis. The history and physical examination of the
patient presenting with symptoms of rheumatic disease are
usually diagnostic. However, laboratory testing becomes
extremely essential not only because it provides
supportive evidence, but also because the information
received from the laboratory tests helps to monitor disease
activity.

2. When does a doctor advise on laboratory tests?

Laboratory tests may either be:

1. Diagnostic tests or

2. Evaluative tests.

Diagnostic tests are those that differentiate individuals
who have the disease from those who do not have the
disease. These tests are usually concerned only with the
current status of the individual being tested.

Evaluative tests are concerned with measuring changes
in clinical status or disease activity. The goal of evaluative
testing is to compare the current status of a patient with his
status at a previous point of time to determine if
improvement or worsening has occurred.

Some laboratory measures may be useful as both
diagnostic and evaluative tests. However, some tests that
are useful diagnostic tests may not be good evaluative
measures.

3. What are the routine lab test that a patient with
rheumatic complaints needs to undergo?

The first time a patient visits the rheumatologist, one
needs to have a baseline value of a total body profile along
with the essential diagnostic tests and also some tests to
indicate the disease status of the individual. On subsequent
visits, it is essential for every patient on treatment to
undergo a minimum number of tests which may indicate
either improvement or deterioration of the condition of the
patient or for observing any toxicity/adverse effects of the
medication.

These include :

1. Haemogram/Complete blood count -

This test includes
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€ Anuradha Venugopalan

(a) Haemoglobin (HB)- It ndicates whether the patient
is anemic, the nutritional status and also gives an idea of
the disease activity.

(b) Total leucocyte (white cell) count- It is an important
test for patients who are on steroids. It is also helpful in
differentiating patients with diseases like SLE, Sjogren’s
syndrome, MCTD and Felty’s syndrome, in whom the count
is low from those with Inflammatory Rheumatic Disorders,
Systemic Vasculitis and Juvenile Arthritis in whom a high
count is observed.

(c) Differential leukocyte (white cell) count- This test
gives and indication of a co-existing infection, vitamin
deficiency, splenomegaly etc.

2. Platelet Count -

Platelet count is a measure of disease severity and
also a measure of disease activity. This test is very
essential and needs to be done every 2-3 months.

3. Erythrocyte Sedementaion Rate -

The ESR test is a useful, simple and less expensive
test which indicates disease severity. It is also useful for
serial measurements when monitoring patients who lack
clear clinical markers or who are taking anti-inflammatory
or slow-acting antirheumatic drugs. The ESR test is believed
to correlate with the severity of inflammatory disease, but
some patients with active rheumatic diseases may have a
normal ESR level. However, the ESR can also be elevated
by conditions unrelated to rheumatic disease, such as
aging, anemia, infection, pregnancy, trauma, malignancy
and stress. It is usually higher in women than in men.

4. Rheumatoid Factor(RF) -

This is a test used to confirm the diagnosis of
Rheumatoid arthritis. However, a negative test does not
rule out the diagnosis of Rheumatoid arthritis. Rheumatoid
Factor is positive in 75-80% of patients suffering from RA.
If RF test is positive, it is essential to quantitate the value
further in order to know how strongly positive the test is
from the normal range in the given population. An RF value
of less than 20 IU/ml is considered normal. In our setting, a
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value of more than 40 IU/ml is taken as significant. RA
patients who are RF negative may sometimes show a
positive RF test a few years after the onset of disease.
Similarly, often due to therapy, the RF may become
absent.

5. C-reactive protein(CRP) -

The CRP test, just like the ESR, is another marker for
disease activity and is an ideal test for following responses
to anti-inflammatory treatment. It is not as simple and
inexpensive as ESR,; it takes a day to perform and requires
assay equipment. As with ESR, CRP level/titer can be
elevated by pregnancy, trauma and stress, but it does not
vary with the patient’s age or sex.

6. Antinuclear Antibody (ANA) Test -

This test is a special test done to confirm diagnosis of
some rheumatic diseases like SLE, MCTD, Scleroderma
etc. 95% patients with SLE test positive for ANA. The ANA
titer provides more specific information to the clinician.

7. Anti-DNA Antibody -

This test is very useful because a high titer is
diagnostic of SLE. The anti-DNA test is also useful
therapeutically because it reveals active disease that is not
necessarily symptomatic.

8. Serum Uric Acid -

This test is usually performed in order to diagnose gout.
However, high uric acid levels do not necessarily confirm
the diagnosis of gout. High values of serum uric acid are
usually associated with an increased risk for the
development of gout. Also, it is important to realize that a
normal serum urate level does not exclude the diagnosis of
gout. Often a second determination after the acute attack
has subsided will show an elevated level.

9. Blood Sugar Level -

It is always advisable to get a blood sugar level test
done, not only for patients with rheumatic complaints and
are of age above 40 years, but also for those patients
suffering from some of the other rheumatic diseases and
who are on long-term steroids.

10. Liver Function Tests -

A mild degree of abnormality in liver function is
observed in patients with diseases like SLE. Liver function
tests are essential for patients with rheumatic diseases to
monitor disease activity and drug toxicity.

11. Kidney Function Tests (Blood urea nitrogen,
serum creatinine) -

The baseline levels of serum creatinine and blood urea
must be known before beginning the treatment with a long
term drug. Kidney function tests are also performed as part
of laboratory investigations for collagen vascular disorders
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e.g. SLE.

CONCLUSION

Every patient must remember that laboratory data must
be interpreted in the light of clinical findings by the
specialist, keeping in mind situations when false positives
or false negatives may occur. Laboratory tests are
mandatory to monitor the disease activity and safeguard
against drug toxicity in patients on long-term therapy.
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References : (1) Kelley's Text book of Rheumatology - 6 ™ ed.

(2) API Text book of Medicine - Sidharth Das.
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Use of X-rays, C.T. Scan and
MRI for Diagnosis.

adiology plays an important part in diagnosing

and characterizing the type of arthritis. Various

radiological modalities come handy for the
purpose, however X-ray remains the most basic and most
widely used modality.

X-rays can pass through the soft tissues of body,
however are variably attenuated by calcium in bones
giving rise to excellent pictures of bones, joints and
articular surfaces. They also give an indirect idea of joint
space and cartilage. In degenerative arthritis, there is joint
space narrowing, subarticular sclerosis, erosions and
osteophytes formation, while in rheumatoid arthritis there
is initially joint space widening with periarticular osteopenia
with soft tissues swelling. Slowly, there is joint space
narrowing, articular erosion finally leading to ankylosis (bony
fusion) and deformities. In psoriosis, there is abonormal
bone formation, particularly along the sides of vertebrae
with large osteophytes and occasionally bone sclerosis. In
ankylosing spondylitis, spine has a "Bamboo" like
appearance.

CT scan uses X-ray in a slightly different manner, to
obtain thin sections of a body part and are used for
evaluation of sacroilic joints, apophyseal joints.

MRI scan is based on imaging with strong magnetic
field allowing us to visualize soft tissues like muscles,
ligaments, cartilage and synovium like nerves before. It is
particularly useful to visualize synovial hypertrophy in RA
and to differentiate TB from arthritis. Atlantoaxial joints are
also well evaluated with MRI. Sonography has nowdays
been used for joint evaluation, particularly for joint fluid,
status of capsule, ligaments and muscles.

Dr.Vardhan S. Joshi
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Text book of Radiology & Imaging - David Sutton.
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HOW TO HANDLE
MEDICINES?

€ Manjit Saluja

e cannot do without medicines in today’s time and

place. Sometimes, they find a place only next to

food and water. In fact, you will often find
medicine bottles (still better if they are foreign!) on dining
tables in many a home. People have accepted vitamins and
minerals as essential dietary supplements. Children are also
forced to take these pills under the pretext of strengthening
mind and body. Everyone wants quick relief. And often,
these medicines have to be taken for prolonged period of
time which may even become a lifetime. Medicines do save
lives. And much quality of life in certain chronic debilitating
ailments depends upon medicines.

BUT these very life saving medicines become life
threatening when used indiscriminately. To derive the
benefits and eliminate the negative effects of medicines they
must be used with utmost care and good sense. The
culture of over the counter (OTC) medicines and popping
pills is very hazardous and destructive.

There are some common misconceptions of people
regarding the use of medicines.

1. Medicines are always necessary

Medicines are NOT always necessary. For example, a
common cold will just go away by itself. There is no need of
pills and syrups.

However, some illnesses will not go away without
medicines. In these cases, delaying treatment would make
the disease worse. Later, it can become difficult to control.

2. Injections are always better

It is true that any medicine, when injected, has a greater
effect. BUT this is needed only rarely. It is also much easier
to give too much of a medicine while injecting. This can kill!
So injections should be taken only when absolutely
necessary, and under the doctor's guidance.

3. Intake of medicines should be stopped once the
symptoms disappear

When the disease is under control, the symptoms of the
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disease disappear, but this does not mean that the disease
has been CURED. The therapy has to still be continued in
most of the cases. For example, TB may be cured
completely, but the medication has to be taken for at least
one year. After stopping medicines abruptly there is also a
greater chance of a severe relapse, besides making the
body resistant to the medicine.

Medicines should be strictly used under the doctors
guidance only. They should not be stopped without the
course being completed as prescribed by your doctor.
Stopping them earlier, results in incomplete cure. Only stop
the medicine if there is any sign of allergy e.g. rash on skin,
itching, or difficulty in breathing. Your doctor should be
consulted immediately if such a side effect occurs. The
adverse event may be a coincidence, or it may also be
due to other concomitant disease, e.g. an arthritis patient
may suffer from diabetes, hypertension or cardiac
problem, and the adverse event maybe due to medication
prescribed for these diseases.

But there are illnesses where taking medicines properly
is very necessary and delay can cause complications.

4. High power medicine tablets are ‘heaty’ and
dangerous

It is difficult to interpret the concept of ‘heat’ in any drug.
Some drugs do produce more acidity and stomach
problems. But do not change the strength of the medicine
without consulting the doctor. You may take half the
prescribed strength of an antibiotic under this wrong
impression and make your infection worse or cause germs
to become resistant to antibiotic.

5. The power of the medicine depends upon its
strength (in mQ)

Medicines are available in many forms, such as tablets,
capsules, liquid forms (syrups). The amount of the
medicine contained per unit weight or volume is given on
the packaging e.g. per 100 milliliters, per teaspoon.
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Tablets and capsules are in milligrams. The strength or
potency of a 100 mg tablet of any one medicine is not the
same as 100 mg tablet of another medicine. Often, tablets
used for heart ailments have low strength (e.g. 1 mg ), but
certain antibiotic tablets may be dispensed in larger strength
(e.g. 500 mg). Follow the prescription instructions. In case
of doubt, contact the doctor. Do not be guided by the
chemist.

Look carefully at the packaging. The dose mentioned
should be equivalent to the prescribed dose. For example,
suppose you are prescribed 250mg of an antibiotic and the
chemist gives you a capsule of 500mg, do not accept it. Do
not open capsules to take the drug or divide it into lesser
strength.

Measuring liquid is best done with a standard spoon of
5 ml. This is sometimes supplied free with a medicine.

6. Medicine should be taken as few times as
possible.

The frequency of medication is often decided by the
duration of action of any particular drug. While some drugs
in a single dose may work for 24 hours, other drugs with
shorter action may require 3-4 times administration. So
follow the advice given by your doctor. The doctor always
writes the medicine on a sheet of paper called the
prescription. This contains written information on the dose
required i.e. how much medicine to be taken and when.
Always check the prescription before leaving your doctor.

7. One need not tell one doctor about the
prescription of another doctor

Incase you are suffering from arthritis, as well as from
some other disease like hypertension, or any cardiac
problem, you may have to visit another doctor for
consultation. It is always a must to show all your
prescriptions to the concerned doctor, so that he is aware
about the past and the current status of your medication.

Some medication for diseases such as diabetes,
hypertension have to be taken lifelong in the prescribed
dose. Stopping them may be very dangerous for you.

8. Medicines have to be taken with meals

Some medicines work best when you take them on an
empty stomach. Some medicines work best only on a full
stomach, while some work well only when taken with meals.
There are certain medicines which should be taken with
water and some may have to be taken with milk. The
instructions for the same should be strictly adhered to.

9. In chronic diseases, one can take medicine for
long periods without consulting doctor especially when
the condition is stable

In chronic diseases such as arthritis, your condition might
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get stable after a certain period of time. But still monitoring
of the disease is required to control the disease and
prevent it from spreading to the other organs of the body.
Hence, it is imperative for you to meet the doctor as
advised, even if your pain has disappeared completely.
Also, the doctor needs to check you at regular intervals for
any drug side effects.

10. Medicines must be gradually stopped

It is true in few cases, like patients who are taking
steroids. Steroids should not be stopped abruptly. The
dose has to be tapered and brought to a minimum before
they are stopped.

11. Several tablets can be taken together

If you are suffering from a chronic disease, you might
have to take many types of tablets.

But all these tablets cannot be taken together. Follow
the doctor's instructions about the timing and frequency
for all the medication. Drugs can interact with each other
and reduce the efficacy. Sometimes when tablets of
different medicines are taken together, patients develop
serious side effects especially related to stomach.

12. Medicines from different ‘pathies’ can be taken
together

Once you are taking treatment from a doctor for a
particular disease, it is always better to continue his
medicines. Based on past prescriptions, “friendly advice”
from colleagues, you may already be consuming both over
the counter and prescription only drugs for the same dis-
ease from a different pathy. It is advisable to follow only
one pathies and minimize complications. A new symptom
or sigh may not be due to a new disease but the adverse
reaction of a drug which is already being taken. Also there
is very little scientific rationale to combine medicines from
different pathy e.g. Ayurveda, homeopathy with modern
medicines.

13. Modern medicines are always toxic

Every medicine with potent benefits has certain side
effects and toxicity. Like a missile, which when fired
destroys the harmful cause, but also leaves some
destruction around it. The same implies more to modern
medicine which are more powerful. There is always a
concept of the Benefit-Risk ratio to modern medicines.
Chronic excessive exposure to any medicine, in particular
pain killers, may result in numerous side effects. But all
these can be counteracted by following the doctor's advice
on timing of the drugs and consuming lots of fluids, fruits,
exercising and regular monitoring for their effect on blood,
liver, kidney etc. You should consume 2-3 litres of water
daily. Only in certain heart and kidney diseases doctors
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restrict the intake of fluids.

14. Ayurveda, Homeopathy and other pathies are
not toxic

Actually Ayurveda and Homeopathy do have a element
of toxicity. They are less potent in treating an illness and
show effect over a long period of time, hence their side
effects are generally mild. However, patients can be
allergic to any drug. Sometimes serious side effects can be
seen with herbal medicines, e.g. Bhallataka (Semecarpus
anacardium) more popularly known as “bibba” is a
powerful drug used in Ayurveda and known to have
numerous medicinal properties. But its side effects are also
innumerable such as allergy, hyperacidity, generalized
itching and burning sensation and urinary problems.

15. Modern medicines make you weak

It is the disease that makes you weak, your immunity
becomes low due to the disease you are suffering and not
by the medication you are taking. In few cases, medicines
can make you weak e.g. drugs like Methotrexate, which
are used to treat rheumatoid arthritis, can weaken your
immune system. You can always supplement the medicines
by vitamins and healthy and nutritious meals.

MORE TIPS

i)  While administering drugs to children special care
should be taken. Similarly, special care should be taken
while administering drugs to the elderly. Drugs for both the
children and the elderly should be given under a family
member's guidance only.

i) The inserts of the medication strip should be read
carefully, but they are only to educate you. It is not
necessary that the adverse events mentioned may
necessarily imply to you. It is mentioned to caution you.

iii) Do not indulge in self-medication. For a short-term
illness like flu, over the counter drugs can be taken, but
meet a doctor if symptoms persist.

iv) If the symptoms and disease are similar with
someone in the family, do not share medication. The same
medication may not be effective for the other person.

v) Before purchasing drugs, check for the expiry date.
vi) In acute disease, bed rest is mandatory.
vii) Do not take medicines with alcoholic drinks.

Medicines not only give us relief but they heal and
rejuvenate our bodies, but these scientific wonders must
always be used scrupulously. Handle them with care based
on proper knowledge and guidance. Always follow
instructions from the doctor. And in case of doubt, never
hesitate to ask the doctor again to explain about the
medicine. It is better to be cautious rather than be sorry
afterwards.
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e &Jr doctor prescribes a new medication for
our lingering disease, we are awed by the sky
high price of that drug. We wonder how a
common man can afford to pay for such presription and
why the price of such a tiny pil should be so high.

How many of us give a thought to what goes on
behind the screen before such pill arrives in the market ? |
had a good fortune to be associated with a giant
pharmaceutical company in the United Staes for a number
of years as a scientist, and had an opportunity to witness
and participate in developing new and novel allopathic
drugs. | would like to share with you the gargantuan and
mind- boggling effort that is invested in such an endeavour.

These drug houses in U.S.A. generate tremendous
profits by marketing drugs and have to pay heavy taxes to
the government. If they spend a part of these profits on
research & development ( R&D ), the expenses for such
efforts are tax deductable. Furthermore, the R&D activities
are the basis for development of new drugs and therefore
more profits ! The major drug companies in U.S.A. spend
millions of dollars every year on R&D.

The R&D subsidiary company employees many
researchers with different backgrounds. Chemists, biologists,
biochemists, pharmacologists, pharmacists, toxicologists,
medical doctors, veterinerians, statisticians, computer
scientists, etc. work together on various projects. They have
access to fully equipped and ultramodern laboratories,
animal houses, animal farms and hospital. More emphasis
is generally given on common ailments, such as heart
diseases, stroke, brain disorders, arthritis, osteoporosis,
diabetes, asthama and emphysema, and development of
new and novel antibiotics. The maket survey department
furnishes information on number of patients suffering from
a particular disease and the number of prescriptions
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written by doctors in USA and all over the world.

The research starts at very basic levels. The
chemists synthesize different chemical compounds
belonging to various structural categories. The biologists
and biochemists make “models” to mimick the disease
process in toto or in parts. The disease similar to that in
humans is created in small animals. Also, if the pathway of
progression of the disease is known, parts of that pathway
are reproduced in animals, or in the laboratory at cellular,
subcellular or tissue level. The compounds synthesized by
the chemists are tested in these different “models” at
various doses. If any of them shows significant activity in
supressing the disease or any part of it, the structure of that
compound is altered in many ways by chemical reactions
and the activity retested, thereby establishing the structure-
activity relationship for that series. The compounds showing
slightly less activity are reserved as “back up” candidates.
A quick study is done on the toxic effects of the most active
compound at high doses on rats or mice.

Once a compound is identified as a possible future
drug, an application is made to the Federal Drug Agency
( FDA) for introduction of new drug or IND, citing all the
data on activity of that compound in test models. FDA has
a major job of watching and scrutinizing every detail of such
application. Main aim of the drug companies is to make
profits by marketing new drugs, while FDA is highly
concerned about guarding the safety and interests of the
common man. It is but natural that the drug makers and
FDA are at times suspicious and at odds with each other.
The drug makers tend to ignore minor side effects of the
drug, while sometimes FDA can be too critical in its point of
view. Once the IND application is passed, a project team
for that compound is formed within the drug company,
consisting of scientists with different specialities. From this
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point onwards, all the data generated on that compound
are to be properly recorded and made available to the FDA.
The compound is given a serial number and here onwards
is known by that number. The information regarding the
structure and activity of that compound are kept as closely
guarded secrets to avoid any future problems of leaking
such vital information to the other drug companies.

At this stage, the active compound is subjected to
rigorous and thorough testing in various ways. Short term
and long term toxicology studies commence using two small
animal species, such as mice, rats, guinea pigs or rabbits
and two large animal species, such as dogs, sheep or
monkeys. It is observed whether the compound is
carcinogenic, i.e. produces cancer of any type, or causes
genetic defects in the progeny of small animals.
Concurrently, drug metabolism studies are undertaken,
i.e. the time required for absorption of the compound from
stomach of the animals, the form in which it is carried to the
blood, duration to achieve maximum blood levels, the rate
of degradation of the compound, analysis of the metabolic
products, excretion pathway(s), and whether the compound
gets deposited in any tissue and if so, adverse effects of
such deposition over time. Simultaneously, the pharmacists
make proper formulation of the compound as a liquid,
tablet, capsule, aerosol preparation or injectable, so that it
is easily absorbed in the body. According to the activity
profiles, the compound is formulated in large batches.

Once the project team satisfies itself about the
excellent activity and low or negligible toxicity, a “new drug
application” (NDA ) is made to the FDA. With its approval,
the compound turned into potential new drug is adminis-
tered to a small group of carefully selected patients, under
the strict supervision of company doctors. Once these data
on humans are approved by FDA, a sizable group of
patients is subjected to blind studies. One group of patients
is treated with the drug and the other with a similar
formulation in appearence, but devoid of drug,i.e. placebo.
The doctors in charge and the patients do not have the
knowledge of which group is receiving what. If the results
show that the drug is effective for the disease, double blind
studies are undertaken. The group receiving placebo is
treated with the drug and that treated with the drug receives
placebo. These are sure fire tests for assessing the real
activity of the drug, eliminating all types of psychological
barriers in the minds of patients as well as doctors. All the
data have to be statistically evaluated and found
significant. Any toxicity, not previously seen in animals, but
observed in humans cannot be ignored. Blood sera, urine
and faeces of patients are analysed frequently. The patients
periodically undergo many other test procedures, such as
X- rays, sonography, MRIs, etc.
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All the data generated on patients, including
efficacy, toxicity, metabilism, etc, etc are submitted to the
FDA. If everything passes the scrutiny of FDA scientists,
multicentre trials commence in U.S.A. and sometimes
abroad. The drug is tested on a large number of patients
from a variety of population segments in terms of age, sex,
race, severity of the disease, etc. The drug and the
protocol of treatment, approved by FDA, are provided to
these hospitals. Only after obtaining favourable results with
patients in these trials the drug enters the market. The
accompanying literature must include the chemical
structure of the drug, route of administration, dosage,
metabolic data and side effects. Clear warnings have to be
posted if the drug is carcinogenic or teratogenic at high
doses or after long term usage, and deleterious effects, if
any, on pregnant women, lactating mothers, infants and
children.

In spite of all the pretesting and precautions,
unexpected and unacceptable toxic effects of the drug may
be reported and it has to be withdrawn from the market.
The comparison of efficacy dose and toxicity dose is
extremely important in cases of chronic diseases, where
patients have to be treated with the drug over a long time
period. If the drug is not rapidly metabolised and is
deposited in some internal organs for considerable time,
this can create problems.

When a new drug with novel mechanism of action
is marketed, the drug makers earn tremendous profits. The
other companies then follow by making “me too” drugs of
similar nature and capture smaller share of the market.
Smaller companies, which cannot afford to have such
gigantic R & D efforts have to be contended with obtaining
license from the parent company to distribute the drug in
developing countries under their brand name.

To make a novel drug, it is estimated that after
testing about 30 -40,000 compounds, one compound
gqualifies for IND status. Out of 50 IND level compounds,
one passes for NDA status, and out of 5-10 NDA level
compounds only one enters the market as a drug !

We all can appreciate that it is almost impossible
for the drug houses in India to undertake such gigantic effort
to produce new and novel indegenous drugs. Our FDA is
not strong enough to be the watch dogs in order to protect
the rights and safety of a common man.

From all this discussion it would be clear why we
have to import many drugs from abroad and pay hefty sums
for our prescriptions.

L4 2 4
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BALANCE SHEET OF LIFE

Our Birth is our Opening Balance

Our Death is Our Closing Balance

Our Prejudiced Views are our Liabilities
Our Creative ideas are our Assets

Heart is our Current Asset

Soul is our Fixed Asset

Brain is our Fixed Deposit

Thinking is our Current Account
Achievements are our Capital

Character & Morals, our Stock - In - Trade
Friends are our General Reserves

Values & Behaviour are our Goodwill
Patience is Our Interest Earned

Love is our Dividend

Children are our Bonus Issues

Education is Brands / Patents

Knowledge is our Investment

Experience is our Premium Account

The Aim is to Tally the Balance Sheet Accurately
The Goal is to get the Best Presented Accounts
Award Wishing You Balance Always

Shradha Raja
(Source : Internet Article)
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COPING WITH
ARTHRITIS

I n a developing country like ours where majority

of the population is engaged in agriculture or un

skilled labour, Rheumatic diseases have a
significant impact on the overall morbidity in terms of loss
of labour and man-hours. Arthritis affects the ‘psyche’ of an
individual more than that seen in chronic diseases like
Diabetes or hypertension. The visually obvious handicap &
deformities in arthritis cause great suffering to patients. In
families, where the earning member is affected, arthritis and
its disabilities can cause great disaster and disruption.

Interpersonal relationships in the family and society
suffer consequently and contribute to psychiatric problems
in patients with chronic arthritis. The orthodox and
traditional Indian society does not view the problems of the
arthritis patients with kindness or compassion and the
suffering is more if the patient is a woman.

From studies based on community concepts and
society beliefs the following conclusions can be drawn

1) Ageing, family tendency and climate were considered
some factors causing arthritis.

2) 36% of patients believed that arthritis was curable while
30% did not expect any real relief from modern day
management.Over 50% patients expressed concerns about
the side effects of allopathic drugs used in arthritis and
consulted alternative systems of medicine.

3) The causes of major worry to arthritis patients were
disruption to family life, loss of man hours in work,
financial burden, chronicity of the diseases and its
uncertain prognosis and poor social relations.

4) Majority of them were disappointed with the negative
attitude of the doctors, inadequate time allocated for
consultation and poor doctor patient communication.

Psychosocial factors affecting the patients of
Rheumatoid Arthritis

A variety of psychosocial factors may influence the
health status of patients with arthritis. Some of them are as
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follows —

1) Environmental Stress — Arthritis and related
musculoskeletal disorders (ARMD) are frequently
associated with multiple stressors including depression and
other psychologic disorders, work disability and loss of highly
valued social leisure activities.

Patients frequently reported that increase in stress tends
to precede flares in disease activity and frequent stresses
lead to altered immune function.

2) Depression — Depression is common in patients with
ARMD. Itis seen that depression amplifies pain and also is
influenced by pain. Loss of valued activities may be better
predictor of depression among patients with arthritis than
increase in disability.

3) Learned Helplessness — Many patients may develop
the belief that their disease is beyond their control because
it is of unknown cause, has no cure and is predicted to
have a chronic or generally unpredictable causes. This
perception of uncontrollability causes anxiety and
depression in patients and may lead to increased pain and
reduced attempts to adapt themselves to disabilities and
distress. Hence improving control over arthritis symptoms
is necessary.

4) Self Efficacy — The mental suffering in the patients with
disabilities leads to loss of their self confidence and
consequently changes in their attitude to look at life.

The coping process comprises of several stages.

1) Recognizing the threat associated with a particular
stressor.

2) Performing coping strategries that may control the
impact of the stressor.

3) Evaluating the outcomes of there actions and if
necessary performing alternative coping response.

Psychologic adjustment and low levels of pain and
function impairment have been associated with strategies
focussing on positive thoughts during pain episodes and
infrequent use of beliefs that no coping strategy will be
effective in controlling symptoms.

Psychosocial Intervention :-

1) The sufferings of the patient with disabilities and
deformities should be lessened with adequate symptom
control and he should be encouraged to a live happy and
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normal life as much as possible.

Inspite of the pain, the patient should be encouraged to
continue doing his everyday chores and take part in
whatever he enjoyed before the disease onset.

2) The people around the patient should ignore the
obvious disability and help the patient to adopt a positive
outlook in order to avoid the inevitable depression and self
pity .

3) The patient should eat balanced meals and exercise
regularly, change or add medicines with his doctors
approval only. Learn meditation and relaxation techniques.
The patients should cultivate a hobby or activity that diverts
his attention from the pain and disease.

4) Besides proper and adequate medication, the patient
needs close rapport with the doctors .The doctor should
help the patient in overcoming the both physical and
mental problems. Sometimes despite unsatisfactory
therapeutic results the doctors must maintain an optimistic
approach & encourage the patient to have a positive
attitude.

5) In the developed countries, a Biofeedback Assisted
Group therapy is practiced. Trained patients with arthritis
help other patients and their family members is relaxation
and develop behavioral problems solving skill in them,
Sometimes, the trained personnel deliver the coping skills
to the patients through telephonic conversation. ‘Mission
Arthritis India’ (M.A.l) is a similar organization established
in Pune, India. It is a voluntary support group for patients of
arthritis and rheumatism; they provide proper and scientific
information and guidance about all aspects of arthritis.

It is important to bear in mind some of the psychosocial
beliefs of the community while planning the strategies for
health education and control and prevention of rheumatic
diseases in India.

The community deserves much more attention from the
medical profession, which consists of prescription of drug,
regular exercise and a good doctor patient communication.

Dr.Vinaya Kunjir
244
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rthritic Patients have to cope with pain, more
A pain and joint stffness. Unavoidable daily

routine of life has to be continued with the
help of pain relieving and antiarthritic drugs. Some-
times, patients are fed up, feel depressed and en-
gage themselves in self pity. It is very important to
avoid indulging in negative thoughts. There are many
examples around us, where people in worse physi-
cal conditions have been able to lead meaningful
lives. How do they achieve it? Through intuition,
survival instinct, positve attitude and self discipline.
It is a "half filled glass" syndrome ! One must con-
sider it to be half full rather than half empty.

Dr.Kalindi Phadke
L X X J
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Physiotherapy

& Rheumatoid

Arthritis

Do’s and Dont’s in management of

Rheumatoid ~ Arthritis

Dr. Suniti Shrotriya

heumatoid Arthritis is a systemic disease
R characterized by remissions and exacerbations

which vary in severity and time among people.
The chronic nature and often degenerative course causes
those treating patients with R.A to follow these guidelines :
maintain the patient's physical,
psychological and functional
abilities for as long as possible
through an ongoing carefully
planned treatment programme
and patient education.

Roles of Physiotherapist
and Occupational therapist
vary with different stages of the
disease. In acute stage, when
joints are inflammed, painful,
swollen, red and hot, the goals
are:

1) Relief of pain by
various methods.

Don't- use heatin already
inflammed joint.

Do - Apply ice pack.
Interferrential currents are also beneficial as they have
strong analgesic effects.

2) Prevention of deformity.

Do’s - Gentle mobilizing exercises in the limit of pain
directed towards recovery of function. Do isometric exer-
cises. Position and support painful joints with the help of
pillows, sandbags and splints.

Don't - Avoid excessive and forceful movements and
also movements in typical pattern of deformity, eg. shoul-
der adduction and internal rotation.

Do's - Active assisted exercises.
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Don't - Passive streching of joints.

3) In subacute or chronic stage aim is to improve mo-
bility and strength.

Do’s - Apply heat in the form of infrared, shortwave
diathermy, waxbath or hot
packs to reduce pain before
starting any exercises. Gentle
passive stretching of the
contractures is done after the
pain subsides. Asjoint  loos-
ens up, mildly resistive exer-
cises are given to improve
strength.

Don't - No abrupt applica-
tion of stretch which may rup-
ture the tissue. Excessive resis-
tance is avoided while doing
exercises.

4)Patient education
about joint protection and en-
ergy conservation:

Do's - Maintenance of muscle strength and joint range
of motion by regular exercise regime provided by therapist.

Don't - Avoid positions of deformity and pressures on
the joint, e.g. twisting the knees when standing up first and
then turning. Avoid strong grasp or pinch, movement of the
wrist in ulnar deviation e.g. opening and closing lids, press
the cloth than wring it.

Do's - Use of proximal body parts in lieu of the more
distal ones, e.g. slip a pocket book or shopping bag over a
forearm instead of holding in hand.

Energy Saving Techniques.
Do'’s - Use light weight energy saving equipments. Plan
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ahead to balance rest with exertion, gather all necessary
equipment ahead of time, make convenient and sit to mark
when possible.

Don't - Avoid unplanned events or work. Do not push
beyond your capacity. Also avoid complete bedrest as
inactivity can result in weakness, stiffening and loss of
mobility. It can also start a cycle of discouragement,
depression and further inactivity.

Group therapy to deal with issues of disturbance of
self image, body image, job status, family relationships
coping mechanism. would be useful.

An "Arthritis Club" run by and for person's with R.A
and their families would improve the persons chances of
coping successfully with the disease on a long term day to
day basis.

L 2 2 4
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211for zaferate

Heiss snyfafew & ardarel et araTea
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[ERCIESS
q9) g |WRETT (acute stage)
® SICET AL T 3R ATl SR & a1 81 ST
AT T2 dTRh &1 Ie9T 3RTA!. TR HTeledl Aeda”
ST TR 216 735 Y. ATAC IS THIeAT AT SR ST
el
o I 3Teledl AT gl STRuarTe!, AR
BICTaTel!, IR ST, ST d ATha I ST CTRIe.
® 3(IT HIEJTAT splints TIT FTRYTA YN JUATH

AT Bletdiet! I IT8drd.
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?) Chronic Stage

® SiceT ATETER ol A cIea] dal il hRUITATS! TRA
91/ Diathermy dTORUIRT & el

e fdpdt (contractures & deformities) CTRUITHRAT
passive, Fﬁﬂi{, I SRR R

o TT FRE! ATeha IRIVIATHRAT Tl AT 3TaeTeh
IR

Energy (2reh) araaquar &1} a3 -

® TR MEIT G &l

® ORI UTRT ATEH BHT GorrT Sal.

® T e eRhIUcians ST, He+d TIel, TRy quf

517t TTaT, BRI AT AiedTaT dTequT oI JTRiel

T BIRIEHT 3 Y Bt
® U ORUY 7 37T T AR g Siof Hes0d ™y g
RIST B,
ST T s
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Strength

Mobility
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Exercise for low back pain
1) Lie on your back with your arms above your knees
bent. Now move one knee as far as you can towards your
chest and at the same time straighten out the other leg. Go
back to the original position with both knees bent and re-
peat the movements. Switching legs. Relax and repeat the

exercise.

?) ISR AT ST, Sal 8T RIRTST Gial dToell
SIAd d R TSI d1hdTad. alval Jed Idefd BIiaR
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2) Lie on your back with your arms at your sides and
your knees bent. Now bring your knees up to your chest,
and with your hands clasped pull your knees towards your
chest. Hold for a count of 10 keeping your knees togather
and your shoulders flat on the mat. Repeat the pulling and

holding movement 3 times. Relax and repeat the exercise.

3) UTGIR IATUN ST, QIFal 810 ST BIad
U ST aThdrdd. 31T YIeT Y Tg 3ooldd, T
RIR YIRS TR T TR FaUIel YU UTS STeiel
el STTge. AT R o 3idh A= BT,

amd\

3) Relax with your arms above your head and knees
bent. Now tighten the muscles of your lower abdomen and
your buttocks at the same time so as to flatten your back
against the mat. This is the flat back position. Hold the po-

sition for a count of 10. Relax and repeart the exercise.

) TeT GdTeR TG T, 7R SRED, ATl ardhd Sich
TSR] Wel! A9y~ SI1d. 37T e FR] °E J7agd
Sh TR Il AR T, ATST I fASTicht e el drd R

Ea4CIN
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4) Sit on a hard chair, Let your body drop until your
head is down between your knees. Pull your body back up
into a sitting position while tightening your abdominal

muscles. Relax and repeat the exercise.

4) Tt GataT fohar CaaTTaT JMYR 8 a6 I M.
TR e JSU AThdd alal YITed] JasdIeR S g 0Rd
od Rl I19. fastict e gt A ST T,

5) Stand errect while holding onto a table or chair.
Squat down, straighten up again, relax and repeat the ex-

ercise.

TSEATATS! IR

Knee Exercise

9) ISR IAU Y IR RS TR, FR Uh TR
PRI §BEF R IJdeld SIdl. STHIHIIRIT 3iaT % 4

1) Lie flat with injured leg straight. Keep good leg bent
to protect lower back. Slowly raise injured leg about 24" off
floor, always keeping leg as straight as you can. Hold posi-
tion for 5 seconds, then let leg down slowly. Rest for 5 sec-
onds, then repeat.

R) UISIeR IV SIYH URI RS TRIAT d AR ASH
ged ¥R ( Quadricps ) 919 fiideh B @i, are Ry
4§ Ry Y& @ e YR T,
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2) Lie down with injured knee flat and straight. Tighten
front thigh muscle (Quadriceps) by trying to push back of
knee to floor, Making legs as stiff as possible. Hold for 5,
seconds, relax muscles for 5 seconds, then repeat.

3) ARSI AT R (Hamstring) @& FRUARITS!
TSR 0T SIYH IR ¥R UFRIAd, 9 Qlal Rl e
SFHIER 9 foda™IT gg SEred.

r

T U

3) To strengthen back thigh muscles (Hamstring), press
down with heels instead of knee.

8) 8! UT AR ST UTer) ST, Ueh UT TSN dTehdl
PHICHMHIT A IR Iad], Ird FRUIT 3 Heha BId 9 gd
TR 1. R s I URd ST U aRieT TET0 SR
[T,

W

=

4) Lie on stomach with both legs straight. Bend injured
knee back to make right angle (or as much as you can)
Hold for 3 seconds, then let foot down slowly. Rest for 2

seconds, then repeat.

&Y : oA PIUTATET T FBR SR I o R,
HIGYAD FRER FodId IRTAT. JHATAIAT ATST AT STl
R G ST A, U 94- 20 FHfFeiar SR de der
R 95 AR ATEarET d SIqexiedl FecdTeEr uRd
R FH% .

YITRITH FHAA STRIER, UTdes des fohdT ST daTex. 32
FRIGT. T TN SIFRIRITA! BIST UTeies 32t e,
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Osteoporosis

1) It is reduction in bone mass / density or presence
of Fragility fracture characterised by deterioration
in architecture of selection leading to increased risk
of fractures.

2) The bone density remolding is dependent on sev-
eral factors like vitamin D, calcium & hormones,
like Estrogen, Androgen, Parahthormone etc & os-
teoporosis results from imbalance between bone
resorption & formation.

3) Risk factor for Osteoporosis are-

Deficiency of Vit D/ Calcium/ Oestrogen/ Andro
gens.

>

Smoking / Alcohol.
Inadequate exposure to sunlight.
Genetic factors.

Immobilisation.

nmoow

Chronic use of certain drugs, steroids.

4) The spectrum of severity can vary from asyptomatic
state to fracture of vertebrate / femur with its com
plications.

5) The treatment of osteoporosis includes:

A. Management of fractures.

B. Suplementation of Vit D / Calcium.

C. Pharmacologic therapy, Estrogen,
Bisphosphonates

6) Modification of risk factors - at least extrinsic / modi
fiable factors is in our hands -

A. Balanced diet with calcium / Vit D supplement.

B. Exposure to sunlight.

C. Avoidance of smoking.

D. Regular exercises.

Thus Osteoporosis is preventable, as well as treatable,
but as they say Prevention is always better than cure. Isn"t
it true for “Healthy bones”?

- Dr. Lata Bichile
L 2 2 4

MAI - October 2003 Special Issue



Diabetes,

Hypertension &

Rheumatoid Arthritis

Dr. Vaijayanti Lagu - Joshi

hese are frequently found chronic illnesses that have
many features in common.

1) All are chronic, lifelong illnesses with multifac-
torial aetiopathogenesis — with genetic background as well
as environmental factors involved in pathogenesis.

2) The diseases are multisystemic — having impact on
many systems of body, skin, eye, kidneys, lungs, nerves,
heart etc.

3) They are all aggresive & are progressive in nature. If
uncontrolled & aggressive, can lead to life threatening
complications, increase in morbidity as well as mortality.

4) They are not curable but definitely controlled with
proper medications & lifestyle modification.

5) Thus, they are to be detected / diagnosed as early
as possible & treated as aggressively as one can. They
have to be regularly followed up under expert guidance.

6) There are certain circumstances where these
diseases can co-exist & drugs do have some interactions,
e.g. prolonged treatment with high dose of steroids for
arthritis may lead to development of diabetes /
hypertension.

7) Diabetes itself can give rise to arthropathy and
decrease joint mobility.
Now let us consider a few things regarding these illness
their management & prevention.

Diabetes -

It results from either insulin deficiency and / or insulin
resistance. Accordingly, there are 2 main subgroups of
diabetes:-
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Type | — Insulin dependent
Type Il — Non — Insulin dependent

The clinical features as well as management differ in
these groups.

How to diagnose diabetes?

Some of the clinical features -
1. Recent weight gain / loss
2. Polyphagia
3. Polydypsia
4. Polyuria
5. Recurrent infections, like urinary tract infections
Laboratory Criteria.
1. Fasting plasma glucose > 126 mg / dl
2. (2hr) Post prandial glucose > 200 mg / dI
3. Random blood glucose > 200 mg / dI
on 2 random occasions.

Multisystem complications of diabetes are —
Nephoropathy (Kidneys)
Vasculopathy (Blood Vessels)
Neuropathy (Nervous System)
Retinopathy ( Retina of Eye)
Cardiomyopathy (Heart Muscle)
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Control of diabetes

It involves non — pharmacological as well as
pharmacological measures. Non pharmacological
measures play important role.

A) Diet :-

® Calorie intake & actual requirement of calories is to
be calculated for every patient.

® No fasting / feasting.
® Frequent, small meals are better.

@ Cut down sweets, refined sugar, excess tea/
coffee, saturated fats / oils.

B) Exercise: -
® Regular daily exercise — at least 30 min walk.

® Type & timing of exercise according to patient’s
convenience.

® No exercise in fasting state or after a full meal.
® No vigorous exercise without expert opinion.
C) Stress Management

Yoga, meditation and other relaxation techniques better
for stress management .

D) Drugs —
i) For glycemic control.

1) Oral hypoglycemic agents — Increase insulin
secretion and improve sensitivity of insulin receptors.

2) Insulin — Dose, time, type and strength should be
confirmed by experts.

® To be taken strictly under supervision.

® No missing of meals / drugs.

® No long acting hypoglycemic agents in elderly patients.
® Learn proper technique of injections & dose.

Doses of drugs not to be changed without expert’'s
opinion.

i) For associated problems like hypertension and
dysplipidemia -

Antihypertensives and lipid lowering agents.

E) Monitoring of diabetes
1. Regular blood glucose profile — Fasting and
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Postoprandial measurements are to be done 2 monthly in
well controlled diabetes, or as & when required.

2. Other periodic investigation are needed to rule out
complications

i. Urine examination for proteinuria also should be
done, in addition.

ii. Renal Functional tests.

iii. Lipid Profile.

iv. Eye chekup.

v. Neurological examination.

vi. Special care is to be given to feet, nails, eyes.

Hypertension —

It is a condition in which there is elevation of blood
pressure in peripheral arteries. Readings are mentioned
as systolic pressure that indicates contractility of heart and
diastolic pressure indicates tone / resistance of peripheral
vessels. The blood pressure of an individual varies with
time . Factors like age, posture, sympathetic nervous
system activity, etc. affect the blood pressure from time to
time.

Average blood pressure for adults ( 18 years or older)
120/80 mm Hg is taken as normal blood pressure, 2 or more
diastolic BP reading > 90mm Hg on at least 2 subsequent
visits is taken as diastolic hypertension.

At one end hypertension can remain asymptomatic,
however, it can give rise to fatal sequelae like acute left
ventricular failure or renal shut down. Hence it needs to be
detected early & treated aggressively.

Risk factors for hypertension —
i. Male sex
ii. Family history
iii. Smoking
iv. Hyperlipidemia
v. Diabetes
Target organ damage can manifest as
® Left ventricular hypertrophy
® Angina, Myocardial infarction
® Stroke, ( hemiparesis / hemiplegia)

® Peripheral vascular disease
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® Renal impairment
Treatment of hypertension aims at
diastolic BP< 90mm Hg.
systolic BP < 160 mm Hg .
Nonpharmacological Measures:-
To be continued lifetime along with definitive treatment.
® Reduce / control of weight if obese.
® Reduce dietary fat/saturated oils
® Reduce salt intake
® Stop smoking
® Limit / stop alcohol intake
® Regular exercises
® Stress relaxation - yoga
Drugs —

Many anti hypertensives are available for the treatment
in the market, but choice of drug depends on many factors
like age, renal status associated conditions like diabetes
etc. Hence, proper selection of proper drug is most
important.

® Drugs to be taken regularly, at fixed timings, if
possible

® No missing of drugs.

® No changes of drug doses / drug, unless consulted
with the experts.

L4 2 4

References : (1) Principles of Internal Medicine - Harrison Vol 1 & 2. 15t
ed. (2) API Text book of Medicine - by Siddharth Das.
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Arthritis, Obesity & Diet

Dr. Kalpana Joshi

overweight and may become overweight as a

result of their decreased mobility and / or an
inappropriate dietary intake. Weight reduction is an
important measure to minimize stress on the joints, to
reduce pain and maintain or improve mobility.

M any patients diagnosed with osteoarthiritis are

Osteoarthritis has no specific dietary indications but
lack of mobility may hamper physical activity and increase
boredom eating. Incidence of the weight bearing joints is
higher in obese than in lean persons and this condition
worsens with higher weight. For patients with OA weight
reduction seems to improve joints.

Overweight is defined as a body mass index (BMI) of
25 to 29.9 and obesity is defined as BMI greater than 30
(NIH, 1998). Body mass index is ratio of weight in Kg to
square of height in meters. Following table gives us
classification of overweight and obesity, based on BMI.

BMI (Body Mass Index) :

19-24.9 Kg/m’ Normal
25-29.9 Kg/m2 Overweight
30-40 Kg/m” Obese

>40 Kg/m2 Severely obese

Imbalance in energy input leads to accumulation of fats.
Excess energy consumed relative to individual's energy
requirements leads to putting on weight. Complex
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interactions of factors like excess intake of food, lack of
energy expenditure and heredity result in overweight and
obesity.

Dietetic management of Obesity

Necessary changes in eating and physical activity
together can bring in weight reduction. Calories restriction
by giving moderate energy deficit or low calorie diet and
increase in physical activity can mobilize the fat stores. Diet
should contain variety of patterns like low fat, high
carbohydrates to complex carobhydrates and saturated fats
to unsaturated fats can bring in the desired effect. Complex
CHO are less fattening, because they are much less easily
converted to body fat.

Dietary regimens such as low-calorie diet (LCD) with
total calorie intake of average 800-1200 kcal/day or very
low-calorie diet (VLCD) < 800 kcal/day , also called protein
diet could be used under proper medical supervision by
moderately or severely obese individuals.

Diet in Osteoarthritis

A well balanced diet that promotes maintenance of
desirable body weight is an important medical nutrition
therapy for arthrits.

Intake of calcium and Vit D should be optimum. High
intake of antioxidants, especially Vit C, has shown to be
reducing the risk of progression of arthritis. Dietary
supplements and complementary therapies have gained
popularity as cartilage regenerating and avoiding
degeneration. However, there is no scientific basis for their
benefits. Supplementation of Glucosamine and Chondroitin
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sulphate are advocated for providing building blocks for
cartilage regeneration and are reported to give
symptomatic relief. Products such as vinegar, honey, algal
extras and supplements of vitamins C, E, pantothenic acid,
selenium and zinc are commonly tried.

Dietary management in RA

Patients with RA are at risk of poor nutrional status.
There are no specific indications for diet in RA. Nutrition
related problems in RA are anemia and weight gain as a
side effect of steroid therapy. Dietary manipulations of type
of fats may be beneficial. Epidemiological studies have
shown that Omega-3 fatty acids may help prevent
rheumatic arthritis. Omega-3 fatty acids are found to be
down regulating production of proinflammatory cytokines
and modulate the effects of their inflammatory mediators
such as eicosanoids. Altering dietary polyunsaturated fatty
acids (PUFA) composition in favour of incresed levels of
Omega-3 fatty acids could therefore beneficially reduce or
mothe inflammatory process and thus reduce symptoms.
Diets with supplemental doses of Omega-3 such as flax oil
or almond oil have shown to be effective in improvement in
arthritic conditions and modulation of inflammatory
response.

Alternative and complementary dietary therapies

Strict vegetarian diets have been reported by patients
to improve symptons. Total fasting has been shownto result
in symptom relief, possibly as a result of reduced
production of the chemical mediators of inflammation, but
such a practice is also likely to have detrimental effects on
nutritional status and can not be recommended.

Ayurved, traditional Indian system of medicine, looks
at arthritis as 'vata vyadhi' and recommends diets that
reduce 'ama’ by avoiding fermented foods like idli, bread,
curd etc. Snehana, agnee deepana, ama pachana are other
lines of treatments suggested by Ayurved.

References

1) Manual of Dietic Practice, Third edition, The British
Dietetic Association, Blackwell Science

2. Modern Nutrition Health and Disease, Ninth Edition,
Ross et al.

3. Food Nutrition and Diet Therapy, Tenth Edition,
Mahann et al
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Bhigwan Copcord - A
revolution to control
rheumatic disease

W

HO & ILAR launched a special programme
for Rheumatic diseasewss called Community
Oriented Programme for Control of Rhumatic
Diseases (COPCORD) in 1981.

Dr. Chopra started India's first and world's 7th
COPCORD Bhigwan programme in 1996.

Its main aim is to study the rural prevalence of
rheumatic-musculoskeletal symptoms / disease (RMSD).

It began with survey of 6034 population in village
Bhigwan.

Follow up visits by Dr. Chopra & his medical team are
made on 3rd Saturday of every month. Patients from
neighbouring villages as well as cities like kolhapur, Satara,
Karad,

Mumbai, also travel to seek medical advice.

All services including investigation, diagnosis, and
therapy guidance till date are given free of cost.

CME sessions were held for local medical practitioners.
Distribution of free health education booklets in marathi for
the village people was done.

COPCORD Bhigwan has improved the quality of life of
the patients and this is the main success of this programme.

Many national and international experts like Dr. Khaltev
Co-ordinator WHO, Dr. Jan Decker, President of ILAR, have
visited Bhigwan.

WHO has announced COPCORD Bhigwan as a model
for other copcord programmes in the world.

RA
0 29%
1A-U Gout
5% 1%
AS
19 OA
30%

RA-Rheumatoid Arthritis, STR-Soft Tissue Rheumatism,
OA-Osteoarthrits, AS-Ankyosing Spondylitis, IA-A-Inflammtory
Arthritis - Unclassifiable, SRD-Symptom Related Dieseas
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Roap TRarric Injuries
AND
Poticies I Inoia

Dr. Dinesh Mohan*

ntroduction:
The world health organization has declared 20" Octo
ber as “World trauma day”. The very fact behind this
is every 30 seconds someone dies from an accident on the
World's roads. Every year 23-24 million people worldwide
are injured in road traffic accidents & these are the leading
cause of death & hospital admissions for people under age
40. The situation in India is worsening and road crash
fatalities & casualties have been increasing over the past
20 years
Road Traffic Accidents in India: Few Observations
® Around 15% of total road traffic fatalities in India
occur in 23 metros.
® In metros, MTW (Motorised Two Wheelers)
comprise approx. 70% of all vehicles & constitute
20 — 30% of fatalities.
® Heavy vehicles like trucks & buses are associated
50 — 70% of fatal road crashes both in urban &
rural areas.
[Non motorized transport constitutes a significant
share of the total traffic in Indian cities]
® Buses & trucks are involved in higher proportion in
fatal crashes with pedestrians & bicyclists than in
non-fatal crashes.
Motorised two wheelers & cars have a higher
involvement in non-fatal crashes than in fatal
crashes which is true for urban as well as rural area.
® The NMT road users consisting of pedestrians,
cyclists & other slow moving vehicles are the most
vulnerable group & account for 60 — 80% of the
fatalities.
® Between 8pm at night & 4am in the morning, crash
rates are high compared to the density of the
traffic. This may be due to prevalence of higher
vehicle speeds, low visibility, low conspicuity of
vehicles & alcohol.
® Thereisincrease in number of vehicles on the road.
® The same road space gets used by modern cars &
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buses along with locally developed vehicles for
public transport, scooters & motorcycles, bicycles,
tricycle rickshaws and animal & human drawn carts.

® Four lane divided highways in India do not have
parallel road links for slow & non motorized traffic
& there are no standards for providing services
needed by NMT.

1. The issue concerning safety of NMT have
not been given adequate importance.
Policies need to be developed so that these
groups are included as an integral part of
traffic in the planning of new highway & area
planning schemes.

2. Inadequate work is being done to analyze
the characteristics of road traffic crashes
involving NMT users so as to understand
& design suitable counter measures.

For those types of crashes to be reduced the following
counter measures need to be experimental with:

® Physical segregation of slow & fast traffic

® Provision of 2.5m paved shoulders with

delineation devices like cats eyes, studs, rumble
strips (300mm in width) between the main carriage
way & the shoulder.

® Provision of frequent & convenient under passes

(at the same level as surrounding land with
highway raised to provide clearance) for tractors,
pedestrians, bicycles & NMT.

e Traffic claiming in semi urban areas & villages.

® Provision of adequate run off area with out

impediments is very important on highways.

® Need for development of standards for provision of

convenient tunnels & other crossing facilities in
terms of designs & frequencies.

® Need of “service roads” along the highways for short

distance trips for local traffic.

® Vehicle design issues need special consideration

in aspects like body designs, provision of impact
absorbing padding lighting arrangements roll over
characteristics etc.

® Other standards & institutional issues have to be

considered like—helmets for MTW Seatbelts,
windshields for cars law against use of cell phones
in moving vehicles.

However, the expertise available in India in traffic
management and safety research at all levels (central, state,
city and departmental) is not adequate for the task at hand.
There are no well funded and functional road safety
departments at any level any where in the country. The
funds allocated for road safety work, audits and research
are also critically sub-optimal. Very few academic and
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research institutions in India have dedicated road safety
professionals at present. This is because the subject has
not been given any importance and no specialized groups
have been set up which have the critical mass necessary
to produce meaningful work on a sustainable basis.

The real issues and problems which road users face
and which are associated with road safety must be
identified and understood. Institutions, both governmental
and non-governmental, have to be set up and funded so
that road safety programmes can be set and implemented
on a sustainable basis. The identified road safety plans and
strategies must have the acceptance of a wide range of
community groups and new technologies and designs must
be identified, developed and implemented.

In recognition of some of these facts a recent report
published by the Planning Commission of the Government
of India has included the following policy recommendation
in the text of the Tenth Five Year Plan document on the
road sector:

“To evolve suitable corrective measures and initiate
actions it is imperative to have scientific analysis of
accidents. To improve safety in the long run, safety audits
must be undertaken on all the roads. To save the accident
victims it is essential to strengthen trauma care centres and
hospitals to exclusively deal with accident cases. Highway
surveillance through automated cameras and police patrol
may be enhanced. To address this serious problem of road
accidents Road Safety Boards will have to be established
at different levels namely, District, State and Central. These
institutions will address this problem on rapid and sustained
basis.”

* Henry Ford Professor for Biomechanics and Transporta-
tion Safety Transportation Research and Injury Prevention
Programme Indian Institute of TechnologyNew Delhi, India
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" Musculoskeletal disorders are the most
common causes of severe long-term pain and
physical disability affecting many millions of people
across the globe. They have an enormous impact
on the individual, society and health care social
systems. There are effective ways to prevent or
treat these disabling conditions. But we must act
on them now."

-Kofi Annan
Secretary-General, The United Nations
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Injury Prevention

In The Elderly

Dr. Satish Kutty

steoporosis & Osteomalacia affect nearly

everybody in later years of life causing significant

wearing of bones that form a part of the locomotor
system of the body.

Osteoporosis also known as brittle bone disease is
characterised by poor or deficient formation of bone while
osteomalacia relates to defeciency in its mineralisation.

Injury prevention in elderly consist of following
measures :

A) Injury prevention at home

Ideally the elderly should live in dwellings which are on
a single level. Falling off stairs form an important
mechanism & could be avoided by selecting such an
arrangement within a home. Rooms should be spacious &
well lit with a limited amount of furniture that is absolutely
necessary. There should be no barriers between doors &
corridors and indeed walking areas should have
bannisters for support. Flooring should be of a non slippery
type & often times uniform carpeting of the whole dwelling
is desirable.

Washrooms should have wet & dry zones with
support, particularly applied to walls in the wet area.
Showering or bathing in the wet area should be carried out
in a seated posture on a stool or chair fixed to the bath
floor. Bath or shower mat could also aid in providing a
nonslippery surface.

‘AT’ - 3fidcle] 003 Qi

The dry area of the washroom should be kept clean
and spillproof by wiping the floor, immediately after its use.

A walking aid such as walking stick is usually of a great
benefit and one should consider using it as & if deemed
necessary. The aid should have a rubber base & could be
of a tripod variety.

B) Injury prevention while outdoors -

It is best to wear nonslippery & comfortable footwear
while going outdoors.

Taking a walking aid, such as stick, usually is a safe
practice and one should always try to walk facing the
oncoming traffic, i.e. the right hand side of the road.

It is important to avoid uneven surfaces and paths or
roads that have potholes or ditches.

These are some of the measures which could help in
the prevention of injuries in the elderly.
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Dealing with Arthritis

y joint pains started at very young age. Using

pain killers kept me active. After | was mar

ried and had two kids, my condition worsened.
My elbow joint was stiff. After a surgery, | regained some
movement of that joint. Ayurvedic medicines and
acupuncture treatment were ineffective. | was unable to do
simple chores and was mentally depressed. Then | visited
a well known rheumatologist who told me that surgery is
the only treatment for the joints that are disfigured. With his
prescribed medicines and the advice regarding controlled
diet, proper exercises and positive attitude, | have recov-
ered and am leading normal and happy life.

Padmini Vyapari
L 2 2 4
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My Personal Experience of
Treatment for Arthritis

a number of years. The aches and pains,

restricted to knees and feet, were slowly affecting
other joints. RF titre and ESR values were high and | had
problems of movements of joints. The friends and relatives
were giving advices of all kinds and | was following them
with a hope of feeling better. | tried ayurveda and
homeopathy medicines, acupuncture, visited orthopaedic
surgeons. but nothing helped. Finally, my family doctor
advised me not to shop around, change doctors and
“Pathies” often. He recommended that | shuld consult a well
known rheumatologist in Pune. | started his treatment, diet
and exercises prescribed by his physiotherapist. | can walk
normally and am leading life with a positive attitude.
Generally, Patients are affraid of allopathic drugs due to
their side effects. A good allopathic doctor prescribes highly
effective drugs and watches for any side effects carefully.

I have been suffering from rhemmtoid arthritis for

Vaman Joglekar
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