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<. Refta i

“COVID 19” g gegd qisq!

AT HET SN FARTER AT e
g gt WEmd Global Calamity  féban
Global Catastrophe 3R Walgel S, 3Gl
IcllpsT PIBIT  FEUST  UpfONTT  IdhIa!
STl Tal T 190 HETRMURl  BhRRIsetedT
URIGIRNT fHesdTd. JITcicl dral Heridhe &l SRHMY’
(natural) R AISURY @R &ral ‘g’ (man
made) IERIT HISUNY BIct. U AT Rl Y 'l
TERAdCIH! AT AT 1eRen: S arde JMmfor
P AN g ITERIERT RIS FUi g
R ST,

TR ITPI il HERAhe STTHRTT Nafaet
g SIT Fepeld HMa Shart g |ree Ao g=
STell M U Sgd aNEl anlel Iaiel
e, <IN idd "Hurricane’ digerel. &
B FIR IRT §OIR AME Sfiarar g1 edel.
AT AR 00878 AERE  qHIR
“SATH T BU AR HERIFRI fTeted HaheH
SR, sficiat, SféT YRT g UTTeieHE) AR
3 ARG HHGT 3TYAT Sitq THITET AN, TR F9
200¢ HEY JHMORATIT 3MeiedT ShiTaT HETHIDR
araceid (blizzard) AR T §9TR H-dT 9o S7Tel.
U IATET ATHTeAT SRS AR ATHY 3Tfhehd
3TeTeT HETgRI gLEldR Je[d 3Fd Je, feda.
T 2099 #EY Yo AMhehdl Teetedl Hivu gepresld
TR GAR 3T ARI Al =Sl Tel. AT 0037
IRIUTA 3TTeledT IS ATed GAR TR 89K 9o,
3Medel. NS} 3fefidhs FgUN 2090 HEY Haiti H&d
STeiedl IV YU AR A9 ARI b gt
T,
disq’ aferdel. WG UbfTeAT QeI SR
AMefdeiear MR oRE ‘Igd disd’ S
3raet. fagy rgu oTSTEl @ ‘died’ idetel TR,
3megfien s 3 el wds W dheleft SR &

TD ST AEfIT fTetel ATET. SWIT fafder T
37T QAT 3Metedl RTEAT aed (Pandemic)
3R Y 3ledel 3red. fasTu[es (virus) ffor
STeTeT IATTET FIHEY FHIEL gl

‘SaIE &1 RANTe Igactedr Arefid |9 2093
7 GAR 3713 g9IR ey 3edel 3med. HIN1 &
fawTUEIes SeledT ‘TS Uel, &1 el e’ el
3R TS Apred] A1 Uois gt o7 et
R, &1 fawTSi el SRmE ST Heg e R
Tl g MMTet ‘Ggerd’ fHfor awal. SARS (Severe
Acute Respiratory Syndrome) He ¥ 2003 A&
SHTTCHET Tarefiy QeI ATl @ARTOT SiTef! SATfoT AR
3T J 3ATeaet.

& |alR ®S pell o Jpard  dHE)

JaBA]  corona & fuvES  Igaeted
COVID 19 7. &1 s Sweliet g v weha
godgi®  Hffdel 3. NOVEL CORONA
eTiciiet &7 fasTopEr f&HaR 209 Hed yIgHld Bigd
M Igdeiell I THEIH FHed R sRa
R SHTTliel gAR Q2T &1 W B0 HISel JATeel.

A ¥4, TS, Widhel, SR, FIGHE! d SIga!

AR g0 SiTelell 81 Aoy caTell =T RTiel
YT AT gy aaohd™ a7 S7url AT
THUT BT AT RIThI &0 vl g eRIRI e
T fhe Ry Jagg el F o
TR WIEd gdherdl. dTed rardd gar Yeft
ETR BI0THT T fsToLht 1T SiTett 3R QI ESTRIaR
BRI EIRECIR

Jehlg qoEd 9 TR 37 SR IR
AT ATCIFATT SUTIATS! AT, M. SRTHRT A
Hones AT (Research Institutes) & INTMER
T vt Ul S AGR ¥ SUTed BIVIRT SR
FIAG AR e, A TH IRRRdT wd
ST TS ATE ICIFAT ITUTITT LT AT
T 0 R Ol R ®WWw
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fafaer gpooldia SuRBran
3. firet Toig e 4. Tgel PrYEe, WA e,

IS - el 81 IRRIT HefedTH del WRrerlel
S 3RET GE Fetel QY eRRTS @S AR aren
Pfcrd /fapd oot o fSemft daud g fagdt
fomfor sheara @ e SgdQRh P SR [areel
ST, 3 g et GeFURIE T SRIT ool § Ay
TEAT UGy TIM 3. UM A1 Tes
GITEAT 31T FEIRIT dhel ST, TR HHE
TR S el 9ui et 3TTR.

‘g3 mem ymg FEEII (3.f4.¢/99)

P8 & IGRNERANI Qe SR AHed
feMUTedmEr IR AT UG B STRYdarh
I g ame fafdherelt 1o e IR SueRy
g YD T ITH hAGRIT QM Iepumed Al
fafear awam andifieE, e g dueimeda
3TN AT QuTHeTe Hae g e e e
BRI el fRfdheiuRid 75 ardhal.

PS 7 eive FHAERH A1 GRAR MeT
fafdear wifidet oM. amed favad e wafar
TRA=I! R el TR fREm SHfifg e g
GeT™ &S 1.

I - P8 AR e FAR I g
TR,

TN faaem-

At - genfd 9g: Py + g Pk
(FeqpeTgH)

REAT — Ta1: Pelw<] Jgue GRT: PBHLT~T el
SpletIUTET qReTeRTd gsunTfer a1g aq: 11 (31.8.1.9%)
@ Pfcrd/fdpd Fxum=n @il $¥ oW
TEUT.

-7 = -

I - IGH, FE O - INid I - Feled
T - I, onforg, 7T, TRIepT

1g faaR - SRS

Af¥yehl g AT - 91"
FTH - TIILAER:
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(qaT 6. 9)
g HufR 8o
Rl ereuT, g e oM, QICFALT — AIARIY — AR | GHAT, AT
G e, e o gasr
affcrgarar, ST, AT | FARIg SRAGT
T, &Y, T aTad e - 3 figga Jaudf, uRSTE, TR, STRREGT,
TeTRMAT
2, FER, B 9 uketam, | argEt figd 1ol g e | dmed, e, g
ESIBIGRCEIKE|
PIS—ARIRTAH
g, fearam PHYDY+ MG &g, TP, TR
affcrRAdT, 5, i [RSEIGEEIG] ey, TR
31y tauT, 3t g evaTd - eI AT eT Aqu, AT fagdt
19 G, JRRSHET 3IHA aTeft f39y & T8 el Fresared

Ui Rifhedn foeft s wreamed faved qdf @
UL ATl SULRT- JTFULRT AT e 3 dhet
3R, TEIfirchh e, HRldhedud gd, SIHIR ga ar

gmed ey, daud, Py, 3. ANTHE HeT IUAT
fiyosTeT, XA gUTATGYRIT B ARID ore ?’ffﬂﬁ
ﬁ?fr arelt. wIg Ry dem FHfor seaaR

el BurEt wpdl, M g ardife SNgER

‘<*'15ICNI'-I & I YT DU I>|C‘J_C1015I"I e @

IMITR FgUHTS! fas defl gt g 4 O v Ko™
T AT FuE el IMaR FgfaR e @
I e g e del. IS AR QI PIEd
AV Ugd B, FID e e e R
o Bgd oM faws @ el figad @
fREATISR 48 g olg Weumed ST gard
3. 1 foaToft formmTef et gedieh deuvermTid
g igra 9T el M. 9eaTd JFEIAR T
o BTN fea, Dl qem qure FeuEyd g
QCTTRAUT SASiT $hH Y9N hetl. g crefur fRveror
icuft e,

?) AR IR e, faunfeepT, wvicd, g,
a1, qusd, fafder g FgM el BT FHmael
ITER 31T,

3) TG g, davd, BEd @, IR, I,
IRl g, AT, THIAGRUI, YLD AT
e 32 et ate. 9 fAfdy e dHRIT fava
FH freTele U G AU ITaT R el
e,

g) ML JEAM MRIR FUHM Jg Hlelel,
AITlel g afelel QI/alM QY FgdFM
S B PISIA I, (IRIT-DISAT) B,
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ORI et Wi TSeTT & BTUTRT SR3SiT shH T,
y) foreE 81 fORT-pohgeran 418 IUHH ST, TR
IRAR e frfdrear wifidet 3R,
Y& THTTBEATIRGUITE, ARITHTAT
NIRRT
NIES R RSIGIENEINIEHEICULEE
ArIgEEe 11 (31.8.R.9% /%¢)
§) Yag A oeft eefid MR, PR (RRIRH
IHRIRY) Thag AT eIl T —Tellgl ML
Th 9 fommer snsmrsRll ey oo™ U 9
QY faRTH, WhRTg! thelgRil 31Te. Hiiag |Alasd
YT FY G @ 38, TGag ARG QB &
ORI UM MR, & B FErer g R
ST 8T HE<dTdT 2 3Te.
o) femrdt Bga g 98 ome. “fRem g
891" (4.9.9/3)
g - o Tawumed AR U R, frgd e,
I IR SR Tl IRUANT ATERY el
fewr T g, dordiiel QN HHT aR. S
ST BT e,

g ¢ g, TEIH ol TS, HedH
TS I R AR AT SR, R b} h
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IUGTh L. Prad cTeraT B8 O g I dRfeS Felg PH
¢) TaRETgdT FgT-FdGT dhed Alaidiel ferebe RITIRT A 2.
S¥elet /S QI IS @ AT G DHISI 3fTetel il
S G TR TSI STUTEUTHTT,
faRa™ 38 HuTHT- i
MR FHEUH —FAITH REgRiuECIL)
+ +
Hafm FgT W STYTNTSTAT MYERT 37er: Tayciol
(T ey oy ofF Wieeg QI 7afkT gacem) y
‘ g dem gEm faRe 2.
AT o QI ST 8o HIsTa JTI Il
e . SE QT fERr e SugR
v 4
foae aitweft anr (Brgd oig) arehier
¥ T BI0T IR ATREIehT TRATOIT URTeT aoRe!
wd IO e 3RIH, I "ewdqul orell ofe. Rifheamgd o
V fafreameaTa Femied SuerRy AIGTe. 31el HaR
SHRTTG, ~ e, G AN RN QIoweer] P faves & fafdhear wargrl ame. (JaT . 2
- fasg=eaf=y 77T
\ sy - 9) P8 A1 T IRIR MY T Hgw
devm-QefRESRI- TR JgaNT - 3. FoRar gt weh—foret FrgRor .
&R Q) R IrIrIEeR) fopdly, furet, wer, thgs,
¥ arHT, Fugd, [t g e sRielel T JHTaer
(e 3. Q) FARteror aehT -
I&ToT Arithmetic Mean | Standard Deviation | P Value Significant
et Bt 2.9 1.5670 0.0075 Significant
At 1.2
dqudf Bt 4.8 1.7764 0.0021 Significant
At 2.4
SEll Bt 7 1.1353 0.0001 Significant
At 3.2
TADBIAGRY | Bt 5 1.9120 0.007 Significant
At 2.9
qrosy Bt 4.5 2.4060 0.052 Significant
At 2.8
ME Bt 2.2 1.0593 0.0037 Significant
At 0.9
SNl Bt 2 1.3333 0.0418 Significant
_ At 1
By Bt 5.2 1.6865 0.0005 Significant
At 2.4
[CENISE Bt 3.3 1.4337 0.0091 Significant
At 1.8

Note : Bt = Before treatment At = After treatment
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Dhatugat Avastha In Kushtha
With Special Reference To Leprosy

Dr. Sarika Sonavane,
PG Scholar, Dept. of Rognidan,
SSAM, Hadapasr, Pune.

Dr. Anand V. Kalaskar, M.D. Kayachikitsa-
Vikritivigyan (BHU, Varanasi),
Associate. Professor, Dept. of Rognidan,

SSAM, Hadapasr, Pune.

Introduction - Leprosy or Hansen’s disease is
chronic non-fatal infectious disease caused by
Mycobacte- riumleprae (M. leprae). The
organism mainly affects the cooler parts of
body such as skin, mouth, respiratory tract,
eye, peripheral nerves, superficial lymph
nodes, and testis. In addition, in a group of
patients other organs viz. liver, spleen,
muscles, bones and joints may get involved.
Leprosy is a slow communicable disease and
the incubation period between first exposure
and appearance of sign of disease varies from
210 20 years (average about 3 years).

Leprosy is of five types -

1) Indeterminate leprosy

2) Tuberculoid leprosy

3) Lepromatous leprosy

4) Borderline leprosy

5) Neuritic or poly neuritic leprosy
Ayurvedicclassics have considered each type
of kushthato be a tridoshajamanifestation.
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Kushthais one of the vyaddhiof raktavaha
strotas. Kushthatypes are mahakushthaand
kshudrakushtha. Tridoshaand four
dushyasviztwaka, rakta, mamsa, lasikaare
involved in samprapti of kushthaand thus form
the sap- tadravyasangrahaof kushtha.
Mahakushthais significantly characterized by
dhatugatavastha. Dhatugataavastha is a
condition in which there is involvement of
uttarottardhatu, viz. rasa, rakta, mamsa, meda,
asthi, majja, and shukra. The dhatugatavastha
in kushthais most dreadful condition, which is
seen only in mahakushtha. Due to the subse-
quent involvement of dhatus,disease
prognosis shifts towards asadhyata.

According to Dalhanathe word mahaof
mahakushthais ability to penetrate in
uttarottardhatu (sequential- from rasa to
shukra) and kshudrakushthadiffers by not
having the ability to penetrate the uttarottar
dhatu.

(15sN-0378-6463) Ayurvidya Masik



Material and Method - Materials

Sample size - 60 Patients. (Dr. Bandorwala
Leprosy Centre, Kondhwa, Pune)

Method - Study type - Observational
Analytical Cross sectional

Study design - 60 diagnosed patients of
leprosy were selected by simple randomized
sampling technique by lottery method. Valid,
legal, informed, written consent was taken
from each patient prior to case taking.
Detailed case of patients was taken with the
help of specially designed CRF (Case Record
Form) Lakshana of dhatugataavasthawas
studied in these patients according to our
samhitas. Leprosy and dhatugataavastha in
kushtha was compared as per designated case
record form. Observations were made and
analysis of results was done. Conclusion was
drawn from the basis of ob- servations and
results.

Inclusion criteria -

o Clinically diagnosed case of leprosy.

e Age group 18- 60 years of age.

e Gender- Both males and females,
irrespective of religion, occupation and socio
economical status.

Exclusion criteria -

e Other skin diseases viz. scabies, eczema,
vitiligo, pemphigus,

e Patients of known chronic diseases like HIV,
Tuberculosis, Cancer, and skin Tu- berculosis
and skin cancerpatients.

e Pregnantwoman.

Criteria for assessment -

e 3 cardinal signs of leprosy

1) Hypopigmentation / Erythematous skin le-
sions. 2) Sensoryimpairment 3) Peripheral
nervethickening.

e Types of leprosy =5

1) Intermediateleprosy. 2) Tuberculoidleprosy.
3) Lepromatousleprosy 4) Borderlineleprosy
5) Neuritic/ poly neuriticleprosy

e Dhatugataavasthain kushtha. Reference
(Su.Ni. 5/25t030)

1) Tvak - Sparshahani, Swedana, Kandu,
Vaivarnya, Rukshata.

March 2020

2) Rakta - Tvakaswap, Romharsha, Sweda-
syaabhipravartana, Kandu,Vipuyaka.

3) Mamsa - Bahulya, Vakrashosha, Karka-
shyam, Pidakoudgamana, Toda, Sphota,
Sthiratva.

4) Meda - Daurgandha, Updehasya, Puya,
Krimiutpatti, Gatranambhedanam.

5) and 6) Asthi-majja - Nasabhanga, Kshiraga,
Kshatecha, Krimisambhava, Swaropa- ghata.
7) Shukra - Kaunya, Gatikshayaanganam,
Sambheda, Kshatasarpanam.

Table 1: Division of patients according to type
of leprosy

Type of leprosy No.Of |Percentage
Patients

Lepromatous leprosy 42 70%
Borderline leprosy 15 25%
Intermediate leprosy 1 1.66%
Tuberculoid leprosy 1 1.66%
Neuritic leprosy 1 1.66%
Total 60 100%

In this study maximum number of patients i.e.
70% were lepromatous leprosy, 25% patients
were borderline type of leprosy, 1.66% pa-
tients were intermediate type of the of leprosy.

Table 2: Division of patients according to

dhatugataavastha observed.

Dhatugataavasthaobserved | No.Of |Percentage

Patients
Medodhatugataavastha | 31 51.66%
Shukradhatugataavastha | 20 33.33%
Asthi-majjadhatugataavastha | 8 13.33%
Mamsadhatugataavastha | 1 1.66%
Total 60 100%

In this study maximum no of patients were of
medodhatugataavasthai.e. 51.66%, 33.33%
patients were of shukradhatuavastha, 13.33%
patients were of asthimajja dhatugata avastha
while 1.66% patients were of mamsa
dhatugata avastha.

Table 3: Division of patients according to

medodhatugataavastha
Type of leprosy in No of Percentage
medodhatugataavastha Patients
Borderline leprosy 15 48.39%
Lepromatous leprosy 14 45.17%
Tuberculoid leprosy 1 3.22%
Neuritic leprosy 1 3.22%
Intermediate leprosy 0 0%
Total 31 100%
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The study shows that 31 number of patients
had the medodhatugataavasthaof which
48.39% patients were borderline type leprosy,
45.17% patients were lepromatous type of
leprosy, 3.22% patients were tuberculoid type
of lep- rosy and 3.22% patients were neuritic
type of leprosy.

Table 4: Division of patients according to
asthi-majjagataavastha

Mamsa dhatugata
avastha lakshanas

No. Of
Patients

Percentage

Bahulya

100%

Vakrashosha

Karkashtha

Pidakoudgamana

Toda

Sphota

Sthirtva

(o] o] o] o} (e} (o]

Total

—|O|o(o|o|o|o|=

100%

It is evident from study that, in
mamsadhatugataavasthal number of patients

Type of leprosy in No.Of | Percentage
asthimajjadhatugataavastha | Patients

Lepromatous leprosy 8 100%
Borderline leprosy 0 0
Indeterminate leprosy 0 0
Tuberculoid leprosy 0 0

Neuritic leprosy 0 0

Total 8 100%

In asthimajja dhatugata avastha total 8 patiens
i.e. 100% belonged to be of lepromatous
leprosy.

Table 5: Division of patients according to

i.e. 100% were of ba- hulyalakshana.
Table 8: Division of patients according to
lakshanas of medodhatugataavastha

Medodhatugataavastha | No.Of | Percentage
Patients
Dourgandhyamupdehascha | 25 80.64%
Gatranambhedanam 9 19.36%
Puya 0 0
Krimiutpatti 0 0

shukradhatugataavastha

Type of leprosy in No.Of | Percentage
shukradhatugataavastha | Patients
Lepromatous leprosy 20 100%
Borderline leprosy 0 0
Indeterminate leprosy 0 0
Tuberculoid leprosy 0 0

Neuritic leprosy 0 0

Total 20 100%

It is evident that maximum number of patients
25 (80.64%) were of daurgandya
mupdehasyalak- shana and 9 (19.36%)
patients were of gatranambhedanamlakshana.
Table 9: Division of patients according to
lakshanas of asthimajjadhatugataavastha

In shukradhatugataavasthatotal 20 patients
i.e. 100% were found to be of lepromatous
leprosy.

Table 6: Division of patients according to

Asthi-majjadhatugataavastha| No. Of | Percentage
Patients
Nasabhanga 8 100%
Akshiraga 6 75%
Kshatechakrimisambhava | 0 0
Swaropaghata 0 0

mamsadhatugataavastha

It is evident from the study that maximum
numbers of patients were of nasabhanga
lakshana and 6 (75%) number of patients of
akshiragalakshana.

Table 10: Division of patients according to

Type of leprosy in No.Of |Percentage
mamsadhatugataavastha | Patients

Tuberculoid leprosy 1 100%
Lepromatous leprosy 0 0
Borderline leprosy 0 0
Indeterminate leprosy 0 0

Neuritic leprosy 0 0

Total 1 100%

In mamsadhatugataavasthatotal 100%
patients belonged to tuberculoid type of
leprosy.

Table 7: Division of patients according to
lakshana of mamsadhatugataavastha.
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lakshanas of shukradhatugataavastha

Shukradhatugataavastha | No. Of |Percentage
Patients

Kaunya 20 100%

Gatikshaya 18 90%

Anganamsambbheda 0 0

Kshatasarpanam 0 0

S 113

It is evident from the study that maximum
20(100%) number of patients were of
kaunyalakshana and 18 (90%) number of
patients were of gatikshayalakshana.
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Discussion - Leprosy anddhatugataavasthain
kushthawere compared as per case record
form. It can be said that mamasadhatugata
avastha can be correlated to tuberculoid type
of leprosy, medodhatugata avastha can be
correlated to border- line type of leprosy,
asthimajjadhatugata avastha and shukra
dhatugata avastha can be correlated to
lepromatous type of leprosy.

Conclusion - On the basis of review of
literature and observations made by this studly,
which was con- ducted on randomly selected
60 diagnosed patients of leprosy, the following
conclusion can be drawn.

It can be concluded that out of 60 selected
patients, the incidence of medodhatugata
avastha; correlated to border line type of
leprosyis found to be more than other
dhatugata avastha followed by shukra
dhatugata avastha, asthimajja dhatugata
avastha both correlated to lepromatous type of

leprosy and mamsa dhatugata avastha
correlated to tuberculoid type of leprosy.
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A Review On Clinical View Of
Developmental Anamolies Of Eye

Dr. Sonali A. Narke, M.S.
Shalakyatantra (Netra)

Introduction - In the human embryo ,the eyes are
formed by a delicate and complex process
problems. This process can lead to congenital
(present at birth) eye malformation. These
conditions are relatively rare, occurring in
approximately 5 per 1000 live births. The
opthalmologist should be aware of the importance
of the proper psychological approach to the parent
of a child with an ocular abnormality. He also
should know the urgent need for early corrective
surgery in a child with a coloboma of the eyelid,
bupthalamos or complete congenital cataracts in
order to spare the child and its parent’s real psychic
trauma.

This review puts light on such congenital eye
malformations and the need for urgent plan of
management regarding such anamolies.
Objectives:- 1) To survey the literature review on
developmental anamolies of eye. 2) To synthesize
the information regarding developmental
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anamolies of eye into summary. 3) To critically
analise the information gathered, by identifying
gaps in current knowledge; by showing limitations
of theories on congenital anamolies of eye.

Review of Literature:-

Developmental Anomalies Of The Eye

Eye made up from 3 germinal layers

e Neuroectoderm (the optic sulcus,which later
becomes the optic vesicle in the 4th week)

e Surface ectoderm the first sign of lens on the day
32.

eMigrated neural crest cells which are the stem
cells of the anterior chamber during 7th week.

e The mesodermal embryonic layer contributes the
vascular endothelial cells and the extraocular
muscles visible in the 4th week.

Developmental anomalies classification

e Agenesis: developmentalfailure

e Hypoplasia: developmental arrest

(15sN-0378-6463) Ayurvidya Masik



e Hyperplasia: developmental excess

e Cryptophthalmos: abnormal development

e Failure to divide or canalise

e Dysraphia: failure to fuse

e Persistence of vestigial structures.

Developmental anomalies of the eye as whole

e Anophthalmos: When eye is absent or only a
cystic remnant of the eye is present.

e Embryologic basis: Represents complete failure of
the budding of optic vesicle.

e Early arrest of the development of the optic
vesicle.

e Aetiology: Presence of teratogenic agent at the
time of embryogenesis.

e PAX 6 gene association .

e Exposureto LSD

e 14q22-23 association..

e Treatement: Use of hydrophilic or inflatable
orbital implants.

o Safety glasses.

Microphthalmos

e When axial length of an adult is less than 21 mm
or 19 mminaone yearold child.

1) May or may not be associated with
microcornea. 2) Associated with abnormal
formation of the posterior segment. 3)
Classification; Simple- not associated with other
ocular abnormalities. Complex when ocular
abnormalities are present. 4) Colobomatous 5)
Non colobomatous.

e Can be autosomal dominant, autosomal
recessive, x linked recessive, xp22, 31
e Ocularassociations

1) Anterior segment anomalies i.e. peters and
reiger’s anomaly. 2) Cataract 3) PHPV 4) Retinal
disorders . 5) Aniridia 6) Colobomas. 7) Associated
with orbital cysts.

Microphthalmos
e Systemic associations

1) MIDAS syndrome[microphthalmos, dermal
aplasia, sclerocornealxp22.3 2) Delleman
syndrome; skin tags, punched out lesions of the
skin, mentalretardation, hydrocephalus, orbital
cysts. 3) Mental retardation 4) Macrosomia 5) Facial
clefts 6) Ectodermal dysplasia. 7) Microcephaly
Cryptophthalmos
Failure of differentiation of eyelid structures.
Complete : The eyelids are replaced by a layer of
skin without lashes or glands, skin fused with the
microphthalmiceye, no conjunctival glands.
Incomplete cryptophthalmos - 1) Lid coloboma
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(medially) 2) Small conjunctival sac 3) Exposed
cornea.

Abortive form upper lid fused with upper cornea
and conjunctiva, may be colobomatous.
Nanophthalmos

e Small eye, hypermetropia, a weak but thick sclera
with abnormal collagen, a tendency to form angle
closure glaucoma.

1) Abnormal presence of fibronectin

e Cylopia and synophthalmos

1) Fusion of two eyes ,along with failure of
development of  cerebral hemispheres,
maldevelopment of mesodermal structures.

e Diplophthamos: doubleeye centrally
Developmental anomalies of the lid embryology

e During the first month the optic vesicle is covered
by athin layer of surface ectoderm .

e During the 2nd month active cellular proliferation
of cells form circular fold of mesoderm lined on
both sides by ectoderm .

e The mesodermal portion of upper eye lid arises
from fronto-nasal process and that of lower lid from
maxillary process.

e The process of fusion of eyelids by an epithelial
seal begins at 8 weeks and the lids start separating at
6th and 7th month.

Developmental anomalies of the lid

e Cryptopthalmos: the eplthelium that gives rise to
cornea and the conjunctiva does not differentiate
and gets fused with the skin from the forehead and
the cheek. 1) Complete no lacrimal sac’ 2)
Syndactyly 3) Eyebrow absent 4) Microphthalmic
eye 5) Abnormal genitalia.

e Incomplete rudimentary lid.

1) Presence of lacrimal sac

e Abortive type - 1) Normal lower lid 2) Abnormal
upper eye lid’s forehead skin directly fusing with the
superior cornea and the conjunctiva.

e Coloboma of the lid - 1) Embryology is basically a
clefting defect failure of the eye lid folds to form
and fuse, if minor it results in localized coloboma,
and if major they result in cryptophthalmos. 2) Most
commonly seen in the nasal half of the eyelid, there
can also be multiple colobomas of the lid. 3) Rx
complete ocular examination. a) Forced duction
test. b) Eye lid reconstruction. c) Band excision.
Developmental anomalies of the lid

e Ablepharon - 1) Absence of eye lids,associated
with IUGR known as neulaxova syndrome. 2) Rx
to preserve cornea with lubricants and early eye lid
reconstruction.

e Ankyloblepharon - 1) Partially or completely

(15sN-0378-6463) Ayurvidya Masik



fused eye lids. 2) Horizontal fissure decreased.

3) Occur with ectodermal defects such as cleft lip
and cleft palate. 4) Ankyloblepharon
filiformadnatum 1 or more skin tags join the two
eye lids centrally with normal horizontal palpebral
fissure. 5) Rx surgical excision of the tags.

e Tarsal kink : Congenital horizontal kinking of the
tarsus causing secondary upper eye lid entropion.
Rx repositioning of the anterior lamella of the eye
lid.

e Distichasis : Presence of second row of lashes
exiting from the mouth of meibomian glands

1) Associated with webbed neck 2) Cardiac defects

3) Vertebral defects 4) Bifid uvula 5) Rx lid splitting
with cryo-therapy to the posterior lamella

e Electrolysis

o Blepharophymosis : small eyelids with horizontal
palpebral aperture reduced - 1) AD 2) Associated
with ptosis, telecanthus 3) Gene association
3¢22.3-23. 4) strabismus 5) Rx frontalis sling
procedure

Developmental anomalies of the lid

e Epicanthus : Folds of the skin coming from the
upper eyelid to the medial canthus

o Classified according to the area of origin -

1) Preseptal 2) Pretarsal 3) Orbital

e [farising from lower lid they are called epicanthus
inversus - 1) Rx ZPlasty

e Telecanthus : increased distance between the
medial canthus

e Normal interpupillary distance - 1) Rx shortening
of medial canthal tendons

e Hypertelorism : overgrowth of bone inter-orbital
width

e Epicanthus

Embryology in brief of the anterior chamber

o After separation of the lens from surface ectoderm
itforms the future anterior epithelium of the cornea.
1) First phase

e Mesenchymal tissue accumulates between the
surface ectoderm and the lens capsule.

e This mesenchymal tissue gives rise to corneal
endothelium by 8th week.

e Descemet's membrane is secreted by the
endothelial cells. 1) The Second phase of
mesenchymal activity results in development of
stroma. 2) Third phase leads to formation of anterior
chamber.

e Trabecular meshwork gets mature by 32nd week
of intrauterine life.

Developmental anomalies of Cornea

e Megalocornea : 1) Simple : a) Cornea size is of
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adult size at birth or 13mm at 2 yrs. b) X linked
disorder. ¢) IOP not raised. d) Endothelial cell
density is normal. e) Corneal thickness is normal. f)
Associated with cataract, lens dislocation, corneal
dystrophy, low myopia. g) Systemic associations. h)
Ichthyosis. i) Marfan’s syndrome. j) MMR
syndrome.

2) Complex associated with other ocular
abnormality like glaucoma.

Developmental anomalies of Cornea

e Microcornea : Corneal diameter smaller than
10mm

1) Simple microphthalmos - a) Axial length of eye 2
SD below the mean b) Corneal diameter normal

e Complex - a) Microcornea plus Microphthalmos
e Keratoglobus : 1) AR disorder 2) Characterized by
generalized thinning and anterior bulging of cornea
Developmental anomalies of Cornea

e Keratoconus : The central or paracentral area
undergoes thinning giving cornea a cone shape

e Cornea Plana : Abnormality of curvature of
cornea associated with coloboma and sclera
cornea

Developmental anomalies of Cornea

e Agenesis of Bowman'’s layer : 1) Sclerocornea :
Congenital peripheral corneal opacification with
vacularization - a) Associated with micro-cornea or
corneaplana. b)Increasein IOP. c) Strabismus.

d) Nystagmus: If central cornea becomes opaque.

e) Rx Glaucoma should be excluded and if present
should be treated with medication.

e Agenesis of Bowman's layer (contd) :

e Peter’'s Anomaly : 1) Bilateral. 2) Central. 3)
Sclerisation of limbus.4) Associated with Glaucoma
5) Microcornea. 6) Cornea Plana. 7) Coloboma.

8) Dysgenesis of Iris.

e Peter’s Plus Syndrome - 1) Ocular anomaly with
short stature. 2) Cleft lip/palate. 3) Abnormal ears.
4) Associated with foetal alcohol syndrome.

e Management : 1) EUA for glaucoma - a) If
unilateral with normal IOP and no axial corneal
opacity in less involved eye no treatment required.
b) If IOP high then medical treatment followed by
trabiculectomy, cyclodestructive surgery. c) Dense
bilateral corneal opacity requirelensectomy,
vitrectomy, PK.

Developmental anomalies of Cornea

e Choristoma : congenital overgrowth of normal
tissue atabnormal location - a) Dermoidchoristoma
b) Lipodermoidchoristoma. ¢) Epibulbardermoid.

e Posterior keratoconus : discrete posterior corneal
indentation seen. a) Rx Spectacle correction.
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Angle anomalies

e Posterior embryotoxon : Prominent schwalbe’s
line more so temporaly - 1) Associated with
increased IOP. e Alagille’s Syndrome- a) Congenital
bile duct hypoplasia. b) Deep set eyes. c) Cardio
vascular defects.

2) Axin field anomaly - a) Posterior embryotoxon.

b) Bridges of Iris tissue crossing the angle to
schwabe’s ring.

Anomalies of the Iris

e Rieger's Anomaly : Hypoplasia of anterior Iris
stroma resulting in flat Iris with Iridotrabecular
bridges to schwalbe’s line. 1) Polycoria. 2)
Ectropion uvea. 3) Coloboma of iris. 4) Optic disc
anomalies

e Management : Glaucoma if present to be treated
medically then surgically.

Anomalies of the Iris

e Congenital Iris cysts and cilliary body cysts : Fluid
filled in epithilium lining. 1) Iris stromal cysts

2) Pigmented epithilial cysts. 3) Associated with
glaucoma. 4) Management excision.

e Photocoagulation

e Injection of sclerosants

Anomalies of the Iris

e Brushfield’s spots presence of hypercellular areas
of iris tissue with surrounding stromal hypoplasia .

e Persistent pupillary membrane incomplete
involution of the anterior tunica vasculosalentis
membrane attached to the collaratte. Associated
with microcornia, megalocornea, microphthalmos,
coloboma. 1) Rx surgical removal with iridectomy.
Anomalies of the Iris

e Aniridia developmental anomaly characterized
with iris hypoplasia, due to anomalous
development of the neuroectoderm or the neural
crest. 1) Smooth muscles are absent. 2) Angle
poorly formed. 3) Retina present only over the areas
of parsplana and pars plicata of the ciliary body.

4) Complications are Peripheral Anterior Synechiae
with corneal endothelial growth over the angle.

5) Thick fibrovascularpannus| due to epithelial and
bowman’s layer abnormality]. 6) Corneal pannus,
conjunctivalisation. 7) Systemic Assciation:- Wagr
Syndrome., gillespie’s syndrome. 8) IOP is normal,
if high then abnormal shclemm’s canal is to be
suspected. 9) Rx trabeculectomy, with use of
cycloplegic agent.

Anomalies of the Iris

e Iris coloboma results from abnormal closure of
the foetal fissure of embryonic optic cup which
occurs around 6-8 weeks post conception.
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Colobomas which do not originate as a defect of the
fetal fissure give rise to defects outside the
inferonasal quadrant.

e Atypical can be of types as follows - 1) Peripheral
2) Notch in the pupillary border. 3) Pigment
epithelium defect. 4) Heterochromia of the iris.
Anomalies of the Iris

e Albinism is a hereditary error of metabolism with
in the pigment cells. is of two types. 1) Ocular
albinism. 2) Oculocutaneous syndrome.

a) Clinical features decreased vision. b) Nystagmus
c) Decrease in contrast senstivity. d) Foveal
hypoplasia causes nystagmus, refractiveerror,
amblyopia. e) Iris translucency. f) Chiasm of the
albino has decreased proportion of the uncrossed
fibres. g) Tested by hair bulb incubation test that
detects tyrosinase level in individuals over 5 years
of age.

Oculocutaneous syndrome

10 types of oculocutaneous albinism

1) Oa 2) X linked recessive 3) AROA 4) OCA

5) OCAT(TYROSINASE DEF) 6) OCATA (STEELY
WHITEHAIR) 7) OCA1B (YELLOW ALBINISM)
8) OCA 1TS(peripheral pigmentation) 9) Oca2
tyrosinase positive oculatenous albinism.10) Adoca
11) Albinism with cyst disease. 12) Oca3.
Anomalies of the pupil

1) Micropupil 2)Polycoria 3) Coloboma

4) Peninsula pupil 5) Persistent pupillary
membrane.

Anomalies of the Lens

e Aphakia :- Occurs when surface ectoderm in
developing embryo fails to form a lens placode and
vesicle.

e Microspherophakia :- Lens is less in size but is
spherical. Occurs due to arrest in the
developmental secondary lens fibres or the
insertion of the secondary lens fibres.

e Duplication of the lens is an extremely rare
disorder due to metaplasia of the surface ectoderm
which prevent the lens placode from invaginating
into asingle lens vesicle.

e Lens coloboma a wedge shaped defect or
indentation in the lens or only a flattening of a
segment of the lens or in a region where the zonules
have failed to develop, Mostly seen in the lower
portion of lens.

Anomalies of the Lens

e Lenticonus axial deformities of the anterior or the
posterior surfaces. Anteriorlenticonus associated
with allport’s syndrome.

e Remanent of the anterior tunica vasculosa are
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residues from the vascular network which surround
the lens ,leading to formation of PPM.

e Mittendorf dot is a remanent of the posterior
tunica vasculosalentis seen as a white dot
inferonasal to the posterior pole of the lens.
Developmental anomalies of the trabecular
meshwork

e Any interference of the neural crest tissue cell
formation or migration and differentiation of the
cells leads to trabecular dysgenesis .

e Trabeculo-dysgenesis :- The irido trabecular
junction is abnormal with normal looking iris. A
pale membrane with vessels running from iris to the
schwalbe’s line (barkans membrane)

1) Aflat iris insertion, either anterior or posterior to
the scleral spur. 2) A concave iris insertion where
iris stroma continues upto trabecular meshwork.

3) Rx- goniotomy

e Irido-trabeculodysgenesis includes posterior
embryotoxon, axenfeld’s anomaly, rieger’s
anomaly (abnormality of the iris stroma) and
aniridia.

e Retention of the primary endothelial tissue on the
iris and across the anterior chamber angle, with
excessive basement membrane formation, causing
arrest of the angle structure formation.

e Rx Trabeculectomy  Yagargon laser.
Embryology of the vitreous

e Develops from the vascularised mesenchymal
tissue.

e Ist phase separates lens vesicle from
neuroectoderm of the optic cup. (primary vitreous)
e 2nd phase at 9 weeks, viteous becomes avascular
(secondary vitreous)

e Vitreous lying between the ciliary body and lens
becomes separated from secondary vitreous to run
from ciliary processes to lens (tertiary vitreous).

e Persistent hyaloid artery - artery extending from
the optic disc to the back of the lens.
Anteriorremanants give rise to mittendorf spot.

e Vitreous cysts arise from the remanants of the
hyaloid artery.

e PHPV - failure of the primary vitreous from
regressing, leading to presence of fibrous plaque
adherant to the back of the lens extending from one
ciliary process to another.

e Posterior type - presence of a retinal fold from
optic disc to oraserrata with condensation of
vitreous and retinal detachment.

e C/F leucocoria, microphthalmos, nystagmus,
strabismus.

o Rx Prevention of glaucoma

March 2020

Vitrectomy.

8 163

Anomalies of Optic disc

® Morning glory syndrome due to abnormal closure
of embryonic fissure or abnormal development of
the distal optic stalk at it's junction with the
primitive optic vesicle.

e Appears as a funnel shaped excavation of the
posterior fundus that incorporates optic disc. The
surrounding retina is elevated with increased
number of vessels.

Anomalies of Optic disc

e Coloboma of the disc - may be a part of the
complete chorioretinalcoloboma or may involve
only the proximal portion of the fissure causing
deformity of the optic disc alone.

1) Deep central excavation lined with glistening
white tissue with blood vessels crossing over the
deep edge of the cavity.

e Myelinated nerve fibre normallly starts at the
lateral geniculate body to the lamina cribrosa.

1) Appears as white superficial retinal area with
frayed and feathered edges that follow orientation
ofthe normal nerve fibre layer.

Anomalies of Optic disc

e Tilted disc syndrome (fuch’scoloboma) superior
pole of disc appears elevated and the inferior nasal
disc is posteriorly displaced. Presence of scleral
crescent, situsinversus (a nasal detour of blood
vessels) .Patients have myopic astigmatism,
bitemporal hemianopia.

e Begmeister papillae - presence of the remanents
of hyaloidartery as glial tissue on the disc.

© Megalopapilla - abnormally large disc diameter.

e Optic nerve hypoplasia - decreased number of
optic nerve axons of normal architecture.yellow to
white ring around the disc called double ring sign.
Anomalies of Optic disc

e Optic nerve aplasia

e Optic pits or holes similar to coloboma , usually
appear in the inferotemporal quadrant or the central
portion of disc.

e Peripapillarystaphyloma posterior bulging of the
sclera with optic disc occupying the center of the
bowl.

e Double opticdisc.

e Pedlar’scolobomacoloboma of the optic disc with
overlay of peripapillary retina.

Retinal anomalies

e Fundal coloboma - typical coloboma arising from
defectin fetal fissure closure .

1) Type 1 partial or complete. 2) Type 2 with or
without macular involvement. 3) Type 3 cystic or
non cystic.
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Anomalies of the nasolacrimal system

e Atresia of the lacrimal puncta results from the
failure of the upper end of developing structures to
canalize.

e Super-numary-puncta.

e Congenital lacrimal fistula epithelial lined tract
extending from common canaliculus or lacrimal
sac to the skin of lower lid.

Methodology - All material collected from from
various modern books, internet, articles, review
journals.

Observation :- The pattern and prevalence of
congenital anomalies may vary over time or with
geographical location, reflecting a complex
interaction of known and unknown genetic and
environmental factors including socio-cultural,
racial and ethnic variables. With improved control
of infections and nutritional deficiency diseases,
congenital malformations have become important
causes of perinatal mortality in developing
countries like India.

Discussion :- Understanding the preoperative
clinical features of congenital/developmental
cataract is very useful for the planning of
comprehensive treatment strategies of this vision
threatening eye disease. However, studies in large
sample size are rare in Asian countries like India.
Conclusion :- Proper knowledge of developmental

pathogenesis of congenital ocular anomalies is
highly important for correct diagnosis and early
intervention.

Early detection of congenital defects is the
ultimate aim of medical knowledge. Preventive
measures can be applied if history is taken properly
during evaluation of patient.
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Study Of Rujakar Marmas Of
. Urdhva Shakha With Special Reference
To Manibandha Marma.

Dr. Sanjay R. Gaikwad, M. D. (Ayurved) (Shareer Rachana), Associate professor,
Dept. of Shareer Rachana, Rural Institute of Ayurved, Research Center and Hospital,

Mayani, Dist- Satara.

Introduction - Ayurveda is ancient medical
science. Itis one of the most reliable and complete
medical science which has been proved for more
than 5000 years.

’Sharir Rachana’is one of the important branch
of Ayurveda. It involves sub-branches such as
Garbh sharir, Asthi sharir, Marma sharir, Sandhi
sharir, Praman sharir, Sankhya sharir etc. Here the
main focus is on Marma sharir.

The Ayurveda science existed such a long and
extensive period of time, by its fundamental
principles. Without implementation of these
principles, any science cannot stand for long time
period. Ayurveda has its own principles or
concepts, which stand in modern era also. These
principles are scattered throughout the science and
their study is need of time. Marma is such valuable
concept of Ayurveda.

There are specific points in the body which
may cause death or severe pain if subjected to
trauma, such a vital points of body are called as
‘Marma’. Detail knowledge of Marmas in the body
is important for surgical point of view.

Procedures like shastrakarma, agnikarma,
ksharkarma are used as part of Ayurvedic surgery. If
these procedures are conducted on Marmasthanas,
it causes either pain, permanent deformity or death.
Hence study of Marma is great importance from
surgical point of view.

In today’s fast life it is very important to protect
our Marmasthanas because of heavy road traffic
accidents, sport injuries etc; causing injury to
Marma. Thus any accidental or surgical trauma to
Marma causes pain or permanent deformity or
death.

There are 107 different Marmas mentioned in
Ayurvedic texts which are classified into 5 types on
the basis of their effects as Sadhyapranahar,
Kalantar pranhar, Vishalyagna, Vaiklyakar and
Rujakar.

Rujakar marmas - Agni and vayu mahabutas are
maximum on the site of rujakar marma. Both agni
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and vayu causes severe pain. Due to this, when
there is traumatic injury pain occurs.

There are 08 Rujakar marmas - 1) Manibandh
marma -02 2) Gulf marma -02 3) Kurchashir
marma -04

Out of these 02 Manibandh and 02 kurchashir
are included in urdhva shakha. Manibandh marma
is situated at manibandh sandhi (wrist joint).
Anatomically itis sandhi marma.

Traumatic injuries to Manibandh marmais very
common in today’s life. Incidences of trauma takes
place in various sports like volleyball, cricket,
tennis, karate boxing, wrestling etc. Trauma to
Manibandh marma occurs in various industrial
workers. House women when twist their wrist joint
during various house work like washing clothes,
Ruja (pain) at Manibandha marma may occur.
Injury to Manibandha marma may occur in
fractures like Colles’ fracture.

In this study, Anatomical changes taking place
at Manibandha Marma after traumatic injuries are
studied in detail and compared with granthokta
viddha lakshanas described in Ayurvedic texts.
Aims and objectives - o To study Manibandha
marma according to ayurvedic view in detail.

e To study Manibandha sandhi sharir (Anatomy)
according to modern science.

e To compare anatomical changes taking place at
Manibandha marma after traumatic injuries
(Marmaghat) to the Granthokta viddha lakshanas of
Manibandha Marma as Rujakar Marma.

Materials and methods - The subject is studied as
follows - 1) Total 30 Patients suffering from
traumatic injuries to Manibandha marma (sandhi)
from various hospitals, dispensaries and play clubs
were selected and considered as experimental
group and normal marma of same patient is
considered as control group. 2) Only those patients
are studied who fulfill the acceptance criteria.
Selection Criteria - Inclusion Criteria - 1) patients
suffering from traumatic injury to single
Manibandha Marma. 2) Age group =20 to 50 yrs.
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3) patients are selected irrespective of sex , marital
status and socio economic status.

Exclusion Criteria - 1) Patients suffering from
diseases like Amavata, Vatarakta etc. 2) Patients
suffering from congenital Manibandha marma
disorder. 3) Patients in which traumatic injury
occured in both Manibandha marma.
Methodology - Phase -1) Literature Research -

1) All references regarding marma etc. are collected
from various ayurvedic texts. 2) All references from
modern science (anatomy etc.) are drawn as and
when necessary.

Review of literature - Marmas are the specific
locations on the human body, which when
traumatized, will either surely cause death or
permanent deformity or extreme pain.

The detail description of Marmas is given by
Acharya Sushrut in 6th Adyaya of Sharir Sthan-
'Pratyek Marma Nirdesh Shariropkrama Adyaya’.
According to sushrut Samhita, ‘"Marma’ are the
points or places in the Body where Mansa, Sira,
Snayu, Asthi and Sandhi unite together. These are
the points of natural expressions of life i.e. Prana.
Trauma to these points can cause life threatening
complications. These points are also called as
'Pranayatana’

According to Ashtanghridya, this is the point
where irregular beats are felt and on applying
extreme pressure these points give rise to pain.
These are the sites where 'Prana’ principally
resides.Twelve types of ‘Prana’ are described by
Ayurveda (Tridosha, Triguna, Panch Indriyas and
Aatma) depending upon structures which
principally constitute it.

The 'Marma’ are vital points which have
potentials to kill the individual when traumatized.
These are formed by union of Mansa, sira, snayu,
asthi, sandhi which when pressed hard, prana is
affected. Depending upon the main structure at the
site, '"Marma’ are classified in five categories.

Injury to any of the Marmasthana can lead to
fatal outcome, because ‘Marmas’ are principal
locations, where Prana, satva, Raj, Tam, Agni, Soma
and Vayu all are united in body. Because of this,
"Marmas’ are called as ’Jivadhar’ by
Vaghabhattacharya.

Marma has extraordinary relation to prana (the
soul) and hence any minor injury to Marma leads to
major problems. They are important as a site of life
to the living organisms. Knowledge of Marma is a
half part of Shalyatanta.

Phase -2) Clinical Research - 1) Study is totally

March 2020

8 193

based on clinical observations.

2) Patients suffering from traumatic injuries to
Manibandha marma are studied accordingly to
special rugna patrak ( case format ) designed for the
study .

3) The study include the following symptoms such
as Ruja, Shotha, Kunthata, Sparsha, Sparsha sahatva
,Varna, Vrana etc.

4) The anatomical changes taking place at
Manibandha marma after traumatic injuries are
studied with help of ayurvedokta trividha pariksha
and these findings are co-related with Radiological
findings (X-RAYS)

5) The anatomical changes in injured Manibandha
marma are compared with normal Manibandha
marma of same patient.

6) The anatomical changes are compared with
Granthokta viddha lakshanas of Manibandha
marma.

Application Of The Concept Of Marma - 1) At the
time of surgery to protect the Marmasthanas from
being injured. 2) At the time of war to protect
oneself and to combat enemies. 3) To rejuvenate
self physically and Psychologically. 4) In the
prognosis of diseases. e.g. Head Injury.

Rujakar Marma -

There are 8 Rujakar Marma in human body
Sr.No. | Name No.
1) GulphaMarma 02
2) Manibandh Marma 02
3) Kurcha Shira 04

Total No. 08

A Marma which produce pain after injury is
called as Rujakar Marma. Rujakar Marma possess
Agni as well as Vayu predominant property thus, it
is always painful. If injury take place at the
periphery of Rujakar Marma site then it would
produce only mild pain.

An injury to any of the Rujakara Marmas gives
rise to various kinds of pain in the affected organ,
which may ultimately bring about a deformity of the
same, if placed under the treatment of an ignorance
and unskilful Vaidya (Surgeon).

Rujakar Marmas Of Urdhva Shakha
Kurcha Shira Marma (Upper extremity)
Measure and Type

No. - Two, Type-Snayu (Rujakar),
Measure - 1/2 Anguli.

Site - Under the Manibandha Sandhi.

Trauma at this site results in inflammation and
pain. And as structurally it is Snayu Marmatype. It
results in symptoms of inflammation and swelling.
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It is present in both hands. Its Pramana
(dimensions)is one Anguli. By the type of Marma, it
is Snayu Marma in its structure; and Rujakarais its
Viddhata Lakshana.

Anatomical Structures - Ulnar collateral ligament
and Radial collateral ligament, Transverse carpal
ligament, Tendon of flexer Carpi Radialis; Tendon of
Abductor Policis Longus. Tendon of Extensor Carpi
Radialis Longus; Tendon of Extensor policis Longus
and Brevis.(Above 3 Tendons form snuff box)

Signs if Injured - Shushrut says that If Kurchshir
marma is injured then ruja and shotha (Sprain)
occurs, which results from sudden violence applied
at this marma directly or indirectly as in street
accidents or playing. Injury may cause impairment
of the function of the flexion and abduction of the
wrist as well as severe bleeding from the Radial
artery and severe pain due to injury to the Radial
nerve.

Manibandha Marma - An injury to the manibandha
Marma results specially in inoperativeness
(kunthta) of the affected hand.Manibandha marma
is located at manibandha sandhi.

Measure and Type -
No. - Two, Type-Sandhi, Measure - 2 Anguli.
Tissue involved - Wrist joint (radio carpal

joint),Distal Radio ulnar joint and Inter-carpal joints
and Carpometacarpal joints. Radio-ulnar and
Radio-carpal ligaments.

Anatomical Structure : Radial and median nerve
and artery.

Signs if Injured - Injury may cause the loss of
function of flexion, extension, adduction and
abduction of the hand. It can cause incoordination,
dislocation and disfigurement of the hand. It may
cause wasting of hand also.

Observation and Discussion - For this study 30
Patients having traumatic injuries (i.e. Marmaghata)
to any one side at Manibandha Marma (Sandhi)
were selected according to inclusive and exclusive
criteria. Injured Manibandha Marma was
considered as Trial group whereas Normal
Manibandha Marma was considered as Control
group.

Table 1: Age wise distribution of cases

Age (Yrs)[20-25[25-30[30-35|35-40]140-45/45-50[Total
Freque- |7 5 3 5 7 3 30
ncy
1) Age - There is no any relation between Age factor
and Anatomical changes at ManibandhaMarma
(Sandhi) after traumatic injuries (i.e. Marmaghata)
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Table 2 - Sex wise distribution of cases

Sex -Male, frequency - 19. Female, frequency -11
Total -30.

2) Sex - Males are more affected than female
because they spent more time away from home for
Service, Driving Vehicle, Playing game etc. in
danger situation.

Table 3 - Occupation wise distribution of cases

Occupation | Frequency Occupation | Frequency
Service 9 Hosewoman| 3

Farmer 6 Player 5

Worker 5 Student 2

Total 30

3) Occupation Anatomical changes taking place at
ManibandhaMarma (Sandhi) after traumatic
injuries (i.e. Marmaghata) can occur in any person
irrespective of occupation.

Table 4) Distribution of Aghataj Hetu

Aghataj Frequency |Aghataj Frequency
Hetu Hetu
Road Accident [ 9 Working 2
Fall from Height | 7 Slip 7
Playing 3
Total 30
Criteria_ |Grade _ |Trial group [ Control group
5)Ruja _ |[none 0 19
mild 0 11
moderate|10 0
severe |20 0
6) Flexion|Less than
25 degree|28 0
25-50 |2 0
Degree
50-75 0 16
Degree
75-90 |0 14
Degree
7)Varna [Normal |3 28
Bluish |10 2
Bluish- |8 0
Reddish
Reddish |9 0
8) Vrana_|[Yes 9 0
No 21 30
9) Strava |Yes 10 0
No 20 30
10)Vikruti|Yes 20 2
No 10 28
11)sparsha|Sheet 0 4
Anushna |10 24
Ushna |20 2
12) Sparsh|Normal |0 14
sahtva [Mild 0 16
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Moderate|15 0

Severe |15 0
13)ShothaNormal |0 16
Mild 0 14

Moderate|18 0

Severe |12 0

14) sandhi|Yes 12 1
shabdata|No 18 29
15) radio- [Normal |10 28

Logical [fracture |17 2

findings|Dislocation (3 0

4) Aghataj Hetu - 1) 30% patients had injured due

to Road Accident. 2) 22.33% due to Fall from

Height. 3) 22.33% due to Slip. 4) 6% due forceful

twistwhile workingand 5) 16.66% dueto Playing.
It proves that these are various Aghataj Hetu for

traumatic injuries (i.e. Marmaghata) to Maniandha

Marma(Sandhi).

Table 5 - Distribution of other criterias

Gradation of ruja -

None -[0] No Ruja (pain)at ManibandhaSandhi

Marma.

Mild [+] (1) Ruja (pain) at Manibandha Sandhi

Marma while working.

Modrate [+ +] (2) Ruja (pain) at Manibandha Sandhi

Marma on movement.

Severe [+ + +] (3)- Ruja (pain) at Manibandha

Sandhi Marma without movement.

Gradation of shotha and sparsha sahatva -

Name of [ None|Mild Moderate | Severe
Lakshan |[0]  |(+)(1) (+4) (2) (+++)(3)
Shotha [No |Shotha 1 cm [Shotha 1 Shotha more
Around to2cm than2 cm
Manibandhajaound around
Sandhi Manibandha | Manibandha
Marma Sandhi Sandhi
Marma Marma
Sparsha-[No  |Sparsha- Sparsha- | Sparsha-
sahatva sahatva sahatva sahatva
Applying  [Moderate |On just
Pressure pressure | touch

5) Ruja - In Trial group, 10 patients had moderate
Ruja while 20 patients had severe Ruja. In Control
group, 11 patients had mild Ruja, While 19 patients
had no Ruja. There was a significant difference in
Ruja between Trial group (Injured Manibandha
marma) and Control (Normal Manibandha sandhi)
at 5% level of Significancei.e. p-value < 0.05.

The Ruja was found Significantly more in Trial
group because of traumatic injuries (i.e.
Marmaghata), Fracture, Dislocation, Ligament
injury, Inflammation etc. Literature also says that
Marmaghata to Manibandha marma (i.e.

March 2020

213

Manibandha Sandhi) causes Ruja.

6) Kunthata - There are 4 movements of
Manibandha Sandhi - a) Flexion b) Extension

c) Adduction d) Abduction.

| calculate the degree of each movement

separately by Goniometer of Trial group and
Control group. There was a significant difference in
each movement between Trial group (Injured
Manibandha Sandhi) and Control group. (Normal
Manibandha Sandhi) at 5% level of significance i.e.
P value < 0.05. The loss of movement and function
i.e. Kunthata was found significantly more in Trial
group because of traumatic injuries.
7) Varna (Darshana Pariksha) - In trial group 3
patients had normal Varna, 10 patients had Bluish,
8 patients had Bluish- reddish Verna while 9
patients had Reddish Varna. In control group ,28
patients had normal Varna while 2 patients had
Bluish Varna. There was a Significant difference in
Varna between Trial group (Injured Manibandha
Sandhi) and Control group (Normal Manibandha
Sandhi) at 5% of Significance i.e. P Value < 0.05.

The change in Varna was found significantly
more in Trial group because of traumatic injuries
(i.e. Marmaghata) Fracture, Dislocation, ligament
injury etc.

8) Vrana (Dorshana Pariksha - In trial group 9
patients had Vrana while 21 patients had no
Vrana.In control group 30 patients had no Vrana.

There was a significant difference in Vrana
formation between Trial group (Injured
Manibandha Sandhi) and Control group (Normal
Manibandha Sandhi) at 5% level of Significance i.e.
P Value <0.05.

The Varna was found significantly more in Trial
group because of traumatic injuries (i.e.
Marmaghata), Fracture, Dislocation, ligament
injury etc.

9) Strava (Darshana Pariksha) - In trial group 10
patients had Srava while 20 patients had no Srava.
In control group 30 patients had no Srava.

There was a significant difference in Strava
between Trial group (Injured Manibandha Sandhi)
and Control group (Normal Manibandha Sandhi) at
5% of Significancei.e. P Value < 0.05.

The Strava was found significantly more in Trial
group because of traumatic injuries.

10) Vikruti (Deformity) Darshana Pariksha - In Trial
group 20 patients had Vikruti while 10 patients had
no Vikruti. In control group 2 patients had Vikruti
while 28 patients had no Vikruti. There was a
significant difference in Vikruti between Trial group
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(Injured Manibandha Sandhi) and Control group
(Normal Manibandha Sandhi) at 5% level of
Significancei.e. P Value < 0.05.

The Vikruti in Darshana Pariksha was found
significantly more in Trial group because of
traumatic injuries.

11) Sparsha (Sparshana pariksha) - In Trial group
10 patients hadAnushna Sparsha while 20 patients
had Ushna Sparsha. In control group 4 patients had
Sheet Sparsha, 24 patients had Anushna Sparsha
while 2 patients had Ushna Sparsha. There was a
significant difference in Sparsha between Trial
group (Injured Manibandha Sandhi) and Control
group (Normal Manibandha Sandhi) at 5% level of
Significance i.e. P Value < 0.05. The Sparsha was
found significantly more in Trial group because of
traumatic injuries.

12) Sparsha Sahatva - In Trial group, 15 patients had
moderate Sparshasahatva while 15 patients had
severe Sparshasahatva. In control group 16 patients
had mild Sparshasahatva while 14 patients had
normal Sparshasahatva. There was a significant
difference in Sparsha Sahatva between Trial group
(Injured Manibandha Marma (Sandhi)) and Control
group (Normal Manibandha marma (Sandhi)) at
5% level of Significancei.e. P Value <0.05.

The Sparsha Sahatva was found significantly
more in Trial group because of traumatic injuries.
13) Shotha (Sparshana Pariksha) - In Trial group,
18 patients had modrate shotha. While 12 patients
had severe shotha. In control group, 16 patients had
normal shotha while 14 patients had mild shotha.
There was a significant difference in Shotha
between Trial group (Injured Manibandha Sandhi)
and Control group (Normal Manibandha Sandhi) at
5% level of Significance i.e. P Value < 0.05.

The Shotha was found significantly more in
Trial group because of traumatic injuries.

14) Sandhi Shabdhata (Crepitus) - In Trial group 12
patients had sandhi shabdhata while 18 patients
had no sandhi shabdhata. In control group
1patients had sandhi shabdhata while 29 patients
had no sandhi shabdhata. There was a significant
difference in Sandhi Shabdhata between Trial group
(Injured Manibandha Sandhi) and Control group
(Normal Manibandha Sandhi) at 5% of Significance
i.e. P Value < 0.05. The Sandhi Shabdhata in
Sparshana Pariksha was found significantly more in
Trial group because of traumatic injuries.

15) Details of Radiological Findings - 17 patients
had fracture, 3 had Dislocation and 10 had Normal
Radiological findings from Trial group while all
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these 30 patients of control group had neither
fracture nor dislocation i.e. normal Radiological
findings. The details of Radiological Findings were
found significantly more in Trial group because of
severe traumatic injuries (i.e. Marmaghata)
Conclusion - After evaluating the observations and
taking into consideration of the statistical analysis
and literary review of this study, following
conclusions drawn as follows -

1) Traumatic injuries to Manibandha Marma
causes various anatomical changes at Manibandha
Marma.

2) Ruja, Kunthata, Shotha, Sparshasahatva, Vikruti
(Deformity), Sandhi Shabdhata (Crepitus), Change
in Varna, Vrana-Utapati, Strava these anatomical
changes are found in Trividha Pariksha after
traumatic injuries (i.e. Marmaghat) to Manibandha
Marma.

3) Fracture and Dislocation is found in Radiological
Examination (x-ray) after traumatic injuries
(Marmaghat) to Manibandha Sandhi Marma.

4) Granthokta Viddha Lakshana of Manibandha
Sandhi Marma i.e. Ruja, Kunthata are found after
traumatic injuries (Marmaghat) to Manibandha
Sandhi Marma.

5) When radiological findings are positive i.e.
fracture, Dislocation is in x-ray then Ruja, Kunthata,
Shotha, Sparshasahatva, Vikruti etc. these
Lakshanas are seen in Trividha Pariksha of patient. It
proves that the anatomical changes taking place at
Manibandha Marma after traumatic injuries
(Marmaghat) found in Trividha Pariksha are in Co-
relation with Radiological Findings (X-ray).
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Conceptual Review On Causative Factors (Hetu)
Of Obesity (Sthaulya)

Vd. Anushri S. Deshmukh,
MD Scholar (Kriya Sharir)

Introduction - The term life style disorders
refers to those diseases which we gain as a part
and parcel of our lifestyle. In ayurveda,
lifestyle of a person is described in detail in the
chapters namely Dinacharya and Rutucharya.
In Yogratnakara the additional information
about Ratricharya is also explained, which is
really helpful for the person to become
healthy.

In today’s era, due to change in daily
routine food habits are also changes. This
change in “Ahar and Vihar’ give rise to many
lifestyle disorders. Obesity (sthaulya)
constitutes one of them; having prevalence
rate of 20-40% in developed countries. Also
obesity can affect people of any age group or
any gender. Hence, this review is to evaluate
progression of causative factors (hetu) towards
obesity (Sthaulya).

Aim - To analyze the causative factors (hetu) in
progression of obesity (Sthaulya)
conceptually.

Objectives - o To review the causes of Obesity
(Sthaulya) from Ayurvedic Sambhitas and
Modern literature. e To analyze the
progression of causes towards the disease.
Material and Methods -

Material - Ayurvedic compendia, Modern
literature through textual reference books,
articles published on internet.

Method - This is review in which causes of
obesity according to ayurvedic and modern
literature are discussed. An overview about
obesity, its assessment and relatives threats are
also summarized

Literary review - Definition - Obesity may be
defined as an abnormal growth of the adipose
tissue due to enlargement of fat cell size
(hypertrophic obesity) or increases in fat cell
number(hyperplastic obesity) or combination
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of both.

Types of obesity -

e Android obesity - Distribution of fats occurs
at abdominal region. This type has increased
risk for other diseases due to obesity.

Apple shape obesity/ Abdominal obesity/
Upper body obesity. There is involvement of
fat cells of upper body like abdomen, chest
and arms.

e Gynoid obesity - Distribution of fat is more
evenly and peripherally distributed around the
body. Thistype is less serious than other.

Pear shape obesity/ Gluteal femoral
obesity/ Lower body obesity. There is
involvement of fat cells of lower part of body
like hip and thighs.

Causes of obesity according to Ayurvedic
Samhita -

srfereiteamreafds geawa o 7 |ivem: ||

(e1.9.,38/93)

Causes of obesity according to modern texts -
e Age - Chances of obesity increases with the
age. o Gender - females are more prone than
males. e Genetic factors e Familial tendency
e Physical inactivity e Endocrine factors

e Drugs - Corticosteroids, insulin,
contraceptive pills e Food habits - Eat
between the meals, taking sweet food, refined
food and fats e Psychosocial factors -
emotional disturbances.

Factors which are inversely proportional to
obesity - e Education e Socio- economic
status
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Assessment of obesity:
Al Body weight - Most probably used
method is BMI
1) BMI(Quetelet’s index) Wight (Kg)

Height (m)*

height (cm)
Cube root of bod weight (kg)
3) Brocasindex height (cm)upon 100
B] Skin fold thickness - It is rapid and non
invasive method. Several varieties of calipers
are used for this. Measurement is taken at all
four sites - mid triceps, biceps, subscapular
and suprailiac region.
Assessment - Sum of the measurement should
be <40 mm in boys and <50 mm in girls.
C] Waist circumference and Waist: Hip ratio
(WHR) It is an approximate index of intra
abdominal fat mass and total body fat.
1) There is an increased risk of metabolic
complications with waist circumference >102
cminMenand >88 cm in Women.
2) High WHR (>1.0 in Men and >0.85 in
women) indicates abdominal fat
accumulation.
Classification of obesity according to BMI:

2) Ponderal index

BMI
Under weight <18.50
Normal range 18.50-24.99
Over weight =25.00
Pre obese 25.00-29.99
Obese class | 30.00-34.99
Obese class I 35.00-39.99
Obese class 1| =40.00

Relative threats due to obesity :

Greatly increased risk - NIDDM,
Dyslipidaemia, Insulin resistance, Breath
lessness, sleep apnea, Gall bladder
diseases

Moderately increased risk - CHD, HTN,
Osteoarthritis, Hyperuricaemia and gout
Slightly increased risk - Impaired fertility,
PCOS, Reproductive hormone abnormalities,
Lowback acheetc.

Discussion - Causes of obesity according to
Ayurvedic Samhita - According to Acharya
Charaka causes of obesity (sthauluya) are as
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follows : In Charaka Samhita while giving
information about eight types of condemned
people they include obese person as one of
them. And detail description about the same is
also given in that chapteronly.

q) SrferFgRuITe - 3iferisHTa (over intake)
AT AMER - A GITH AT Tpfal
TGV TSI hRAGLI AT | (7.3.4/¢)
- - -ArATafg - g fRadfafy dae, 7
AISHTURUERT, 3read uRUTAART (.f.9/38(3))

Above are the effects of Matravat Ahar
which include increase in strength, color, tone
of the body. Also it increases the life. These
things happen due to food taken in proper
quantity which does not affect the agni and so
digestion occurs unaffectedly. Rather it also
helps to increase agni.

JATI T RISIAY&oIHL.... (T.,34/%0)

In case of over intake it affects agni and
produce agnimandya. It produce prakopa of
all three doshas.

SIfATATS - TSRS (T.9,2Y4/80)
rofurfeger - TguitquuTH (31.31,3Y4/¥0)
ST g: WAQHP VIR HEAT: | (2.R.2/0)
Atimatra ahar
'
Anavaha, Rasavaha, Purishvaha Srotas dushti
'
Agnimandya
v

Amanirmiti
+
Apachit ahar rasa
+
Apachit Dhatu Utpatti

v

Apachit Meda Dhatu Utpatti
¥

(Uttarottar Dhtvagni Mandya)
+

Sthaulya

2) 3fer %, wieR, offa, femeagme -

Excessive intake of heavy, sweet, cold and
unctuous food , all of them causes dushti of
Rasavaha srotas. Mansavaha srotas dushti
occurs due to unctuous food in excess
quantity.
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RrareagRitfReasdia... . sasama aaIgad ||
(u.f.9/3y)

THHIST TSI (.94 /%0)

IR SIS R PRGN RICIRS IR IR I
ST QNaf=.. 1 (T..4/€)

Hence it concludes that Guru ahar (heavy
meal) in excess produces agni mandya. Also it
produces prakopa of kapha dosha and so it
affects digestion.

HYRRA -
FOASYIANN ¥ AE: BB TS|
T ITINTGHIT 9g MUSTYRBT | (31.8.9,90/3)

Excess quantity of sweet food produces
Medaj and Kaphaj roga. There is direct
reference about producing sthaulya due to
Madhurrasain excess quantity, by producing
Agni mandya, Kapha dushti and Meda dhatu
dushti.
atfaefia ( Cold Food) - It increases both Vata

and Kapha dosha. It has total opposite
chracteristics of Ushna guna of agni which
affects the digestion.

AfAfERY - It produces Kapha prakopa.

qTUgHT TR SiTgd gRe=Tfausd|

TaTRa TRl eT: QATGITUTETI | (w.5,93/43)

Though these symptoms are explained in
Snehadhyay , they can be applicable for food
also.

Hence altogether they produce dushti of
rasavaha, mansavaha and medovaha srotas. It
produces agnimandya and kapha prakopa. As
a result it affects the mansa samhanana
producing mansa shaithilya. Apachit meda
dhatu in which there is increase in pichhil
guna and kleda guna of kapha produces meda
shaithilya. Both ofthemresults in sthaulya.

3) @M (Lack of Physical Exercise ) -

T - TRFARTOT
..qrersfigfgy: amamgueR 1 (31.3,9/ 3R)
soroar i aRsf ader BreRsh
(T.3,9/32 T.RP) ... FEIshH Jgw: am-..
(31.8.3,2/90)

All of these are effects of exercise which
causes agni vrudhi, kshay of meda dhatu and
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kapha dosha (Tridosha kshaya). It also
provides stability to body.

But in case of physical inactivity (3reamm)
I -

IugT 3 (T.f.9% /%)
FHE TBIT (T.54.9/24)

It causes agni mandya, also it produces
kapha prakopa. Physical inactivity is hetu of
medovaha srotas dushti. All of these together
produces apachit meda dhatu resulting in
sthaulya.

4) a<»ITT (Abstinence from sexual
intercourse) -
g - TSI (T.9, 4/ 80)

As there is no sexual intercourse it
increases the shukra in the body producing
shukra dhatu vrudhi. Shukra inturn converts
into oja.
3IISTR ISAT ST SIPT=ATT R FAH | (31.5.9,99/30)

When there is shukra vrudhi it also
increase the oja.
3Nt faggt v giRyfRadiea: 11(wz.q,99/89)

But when Abstinence from sexual
intercourse occurs forcefully it creates shukra
dhatu dushti.
3Tl AT AT SrferATe Igpmanfe-t
gL (3R /a¢)

Hence when shukra vrudhi occurs due to
dushta shukra , it also affects the oja. Body
gets nourish excessively which produce
sthaulya.

5) fearam  (Days leep) - One who doesn't

sleep at night or diseased person is allowed to
sleep during day time but it should be before
meals.

According to Acharya Vagbhata and
Acharya Charaka it produces Kaph and Pitta
prakopa. But according to Sushrutacharya it
produces tridosh prakopa. Also it is a hetu of
Mansavaha and Medovaha srotas dushti.

fearae..... FwydEEad | (3./4.9/2Y)
PG AL -
QTSATSFIRIGH. .. STTERRRTIRGH | IRAATEIA. . |
(3r1.8.9,99/9-¢)
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Due to kapha there is increase in Gurutva
and shaithilya of mansa and meda dhatu,
which produces Sthaulya.

6) g¥fAcgcar® (Uninterrupted cheerfulness) -

&Y o (=1.37,4/%0)

Cheerfulness or happy feeling help to get
body nourished properly. Also this feeling is a
sign of satisfaction.
fRafr: gt (a.33,34/80)

Hence when there is uninterrupted
cheerfulness it produces extra nourishment

which results in sthaulya.
7) sifea=q. (lack of mental exercise) -

fRrear-
FHIILH (31.5.9,9/&3)
HersfsSeTeFY (31.8.9,93/99)

When there are tensions they results into
decrease in Kapha dosha and meda dhatu,
which are important to produce sthaulya.

As this did not happen with those who
have lack of mental exercise, increases kapha
dosha and meda dhatu which causes sthaulya.
8) SoREUTaT - FYFHTATIISTI<aTd

It is a hereditary character or genetic
constitution which transfer to the progeny
from its parents through chromosomes.
Mutation at chromosomal level may produce
obesity and then it will pass to successive
generations.

According to Acharya Vagbhata causes of
obesity (sthauluya) are as follows:

GIELEaasiss il
Ffreitefieeaida aea= o = Aivem: 1|
(31.49.9,38/93)

Here for Sthaulya (obesity) Anapekshit
matra means over intake i.e. addhyashana,
ajirnadhashyana. The suffix ‘di * includes all
possible causes about amount, consistency,
type, guna, rasa of the food. It also includes the
state of the person it is taking i.e. if he is hungry
or not , is there occurrence of jirna aahar
lakshan or not.

Causes of obesity according to modern texts -
Modern texts also describes causative factors
of obesity. some of them can be correlate with
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ayurvedic hetus of sthaulya.

Following are some correlations:

1) Physical inactivity- avyayam

2) Genetic factors and familial tendencies-
Bijaswabhavat

3) Food habits like eat between the mealsi. e.
over intake- Atisampurnat

4) Taking sweet food in excess- Ati madhur
sevan

5) Refined food and fats-Atisnigdhopayoda
Other factors include:

6) Endocrine factors and Drugs-

a) Corticosteroids - If their level increases in
the body it produces Cushing disease.

Corticosteroids promote lypolysis through
glucagon, GH, Adr and thyroxine.
Redistribution of fats occurs as a result of
corticosteroids. In which subcutaneous tissues
over extremities loses its fat which deposits
over face, neck and shoulder and hence
person appears obese.

b) Insulin- Insulin increases the glucose
uptake and store it as fat and glycogen.
Itinhibits lypolysis in adipose tissue.

c) Hypothyrodism- T4 and T3, these are the
hormones which indirectly enhance the
lipolysis by potentiating the action of
catecholamine’s and other lipolytic
hormones. In case of Hypothyrodism, there is
decrease in the level of T4 which results in
weight gain.

7) Psychosocial factors- (emotional
disturnabces)

Emotional disturbances occurs due to
stress, hormonal disturbances or as a sign of
depression, anxiety, frustration and loneliness
etc.

As overeating is one of the symptom of
above mentioned psychological conditions,
person starts gaining weight.

Factors inversely proportional to obesity -
1) Education - As people getting educated
there is increase in the awareness about
health and so the level of obesity decreases.
2) Socio-economic status - When people get
financially rich, due to social status they have
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to look slim. Also they able to manage to take
proper nutritious food and gym like exercising
activities. Hence they get rid from the obesity.

But in case of people with low socio-

economic group they are unable to get such
nutritious food every time. Also due to high
energy requirement for physical activity and to
maintain culture status these people generally
have large body size.
Conclusion - As obesity (Sthaulya) is a lifestyle
disorder. In the above mentioned causes
except hereditary quality i.e. familial
tendencies and genetic factors all other factors
can be modified for the better health.

All other factors are occur due to our daily
routine and food habits. So according to
ayurveda it can be classified as -
SRToRTeSTIeare!

By practicing Yoga or doing exercise daily,
maintaining mental health and managing our
food habits we can interrupt the cycle towards
obesity.

References: 1) K. Park. Park’s textbook of Preventive
and social medicine. M/s Banarsidas Bhanot
Publishers, Jabalpur. 19th edition. Feb2007.Chapter
no.6.p332-335.

2) Vd. Joshi V, Vd. Joshi N. Ayurvediya Mahakosh
arthat Ayurvediya Shabdakosh, Sanskrit tom sanskrit.
1st part. Maharastra rajya Sahitya Ani Sanskriti
Mandal, Mumbai.

3) Acharya Shukla V.Prof. Tripathi R. Marathi
translation of Charaka samhita of Agnivesha
elaborated by Charaka and Drudhabala with the
Vaidyamanorama hindi commentry.1st Part (Pratham

Khanda). Translated by Vd. Kale V. Chaukhamba
Sanskrit Pratishthan.2016. Sutrasthan Adhyay no.-
5,7,13,21,25, Vimansthan Adhyay no.- 1,2,5,
Nidansthan Adhyay no.- 1.

4) Singh R.H. Charaka samhita of Agnivesha
elaborated by Charaka and Drudhabala with the
Ayurvedadipika commentary by Sri Chakrapanidatta.
Edited by Vd Trikamji Y. Chaukhamba Surbharati
Prakashan, Varanasi.2011. SutrasthanAdhyay no. 7.

5) Acharya Shukla V. Prof. Tripathi R. Marathi
translation of Charaka samhita of Agnivesha
elaborated by Charaka and Drudhabala with the
Vaidyamanorama hindi commentry.2nd Part (Dvitiya
Khanda). Translated by Vd. Kale V. Chaukhamba
Sanskrit Pratishthan.2014.Chikitsasthan Adhyay no.-
14

6) Dr. Kunte A.P. Navare K. Ashtanghrudayam of
Shrimad Vagbhat with Sarvangasundara commentary
of Arundatta and Ayurvedarasayana commentary of
Hemadri. Edited by Pt. Paradakara H. Chaukhamba
Sanskrit Sansthan,Varanasi. 2015. Sutrasthan Adhyay
no.-2,10,11.

7)Prof. Mitra J. Ashtangasamgraha of Vahata or
Vruddha Vagbhata with Sasilekha Sanskrit
Commentary by Indu. Edited byDr. Sharma S.
Chaukhamba Sanskrit Series Office, Varanasi.
2012Sutrasthan Adhyay no.24.

8) Tripathi K.D. Essentials of Medical Pharmacology.
7thedition.2013. Jaypee brothers medical
publishers(P) LTD. Chapterno.18,19,20.

9) En.m.wikipedia.org.(2019).Obesity.[online]
Available at: https://en.m.wikipedia.org/wiki/Obesity
[Accessed 9Aug2019]

10) Sangwan P. Sthaulya - A Conceptualized Study - A
Review Article. International Ayurvedic Medical
Journal [online] Jan2017. [Cited 6Aug2019].Volume5.
Issue 1.Available from: http://www.iamj.in

/posts/images/ upload/248_253.pdf TOX0X0)

i Rrgref R g et I

Pffhea ANl HgrRas Uiedmusd .
fogref g™ WER &M National Seminar on
"Ayurvedic Management of skin Disorders’ &IT 3icid
f3. 3-2-2020 i AR Peiedrr My FEaRT ream®D
Herte fgefier aTRafyes e 3mer.

T9T Birdies Club T% SUITT 3feledT (i
Taefe sft. erorT e g Arefia e uRaifes ure
et

srgffen mifie aftrfiah o figref g w_pR

\ & Gt geeeet ifgH!

C afee! )

srElegA - 31, Rigref iR, i, [
g Birdies Club o STy )

March 2020 {3} (155N-0378-6463) Ayurvidya Masik



4 TS fareror e > N
ggaTfies asu@ (2020-203Y)

RIE fRrerT HewreT FAmE HedRISl @ JMYdG @] AT d Hige qaRIMT Al &ITSiea
TaaTifer gt Jereamd UR ysedT. §d frasuen fmfiRly smear fague oifteart sfe. g s gt
STER el T Ieiel Heed fFag 3iedm STER e,
e e -

q) 1. SHIS oot feaer ?) &F. WX GE FREW
ot - et -

q) 1. g ol reerER
Ydex qarar wfh

N

q) . Prpull JHIG aRIed ) . IS HAR q) 1. TIC AR GRafER

fewd smde werfeenaar TRt g Frme Fear uehig e SRIcIM el fasud gid AT,
\_ e gerdt SHgawi™ smgfden wikie wfddiat gifds siftre g aifds gaesT! Y,

March 2020 {3% (155N-0378-6463) Ayurvidya Masik




et freror A - Qg a1 gUfAfed WARY - 2.9 thgart 2020
<. Refi s

M fRrerT HeRIRAT Q€ T FUTAICATIR
fewd SMgdS FRTfCRIerITeT U, 311 .UH.T. AHETd
AR ¢ T 9 AR AT PRUIRT 37Tl
gd. wOR ygw afyeft v guRig
Iegfafhcded g TREITd oRgd of. 31fiet Mieft Suferd
goard el Wxg affedl ef. wet g ey .
SISHIS &I g TR UG Sgere Hlef.

g g gafd TIHTHU SR
ITIAIGIER SF. SIS, . Meft, I frerr deer
IUTEE BT, WI.H. WA, Aia 1. fGefiy gRifrep,
PIYTel ST, THTe, Sl oG gie] g ol 9. fa.

g d HS®BIAT Bcdh ! NedT Q€ aufd hetedl
TRICHIT STTGTaT Sl T SURRIAT TS FaNTe dhe.
FERYT 37ee . SIShIS I W aifeeft =,
et wief) =T Fnfd AehRMOR Ad AR
T HIRIUT™ Usdeld ood THRYTE 3iiarRe
I FROIT 3Tt
quaTdie guRig Fafifheae ef. gamax Aged
A ¢ Fesfear *‘Sfia MRa REBRI’ AR
2. T PRIbSET SEE ST A
I Sf. iR gorRaTd T &I+ det. e S, ieft 9
1. SIEHIS & g gfgrd Ui goRt TEl,
9T, AT, WA, JSUTE T A 3, 37T IR
31T FEROUTT ST, GH. AT &A1 T Sfie ke

QMUTe, ST, IR, . AIAYd, Bl gethe, s, Ucie
I STl 81,
& o qifores & gRafdes Ao s Rramr

m.:ﬁ.aﬁanﬁ%ﬁuﬁsﬁvﬁmrﬁw
R RamT 91. =1, 9 9 4l |ic.

IR fIeRIT PRUTd AT,

AR TR QAT . AT &ivt Tk freror
TSI PreiclT Sh e,

‘agfden §exHeEeT 030 Volume | T E-
Ayurvidya’ o TSI ST TEft T ST SISHIS &
FI FROATT 3Te,

T 3ffciell FgUd AN each RaT Sl et
Y Il Rreror Hees™ deted fAmraTeTe TTchiaT
Tikaquf ereqT SPw@ Fell. T R§ T gufHA
TR AT dheled TR UeeArT @ S,
. IR T GG FALEATHD TRIGITT
TIAT e,

Tl frer Heor ade SR et
Ty e 8. AR quuis @il wafar
ARARINS derbr werfdenerdis feneafar g

o

Yy
/

(15sN-0378-6463) Ayurvidya Masik



yfeRITe, TaafHr e Fifidel 7 Afevar 3rgard
AR dar. wdda  gifivaifye  fasteaian
giepred] fedl SMrgeiid e Jfeger i, fafa

regefl Ao ST, SIS & Mg frarr

e holedl WA 3MSEl Odell g wfesgrd
THRYTH STeoa T TSRTT AT STe,

ol R goradN g ol faqar ifdg e
GATIGR eficiiel PoraerTe FHRYTeT Jedd d
el AATT R U, OO

Report of the National Seminar
on Ayurvedic Management of Skin Disorders
(Twak Vikara)

Dr. Mihir Hajarnavis

National Seminar on Ayurvedic
Management of Skin disorders was organized
jointly by RSM’s Center for Postgraduate
Studies and Research in Ayurved of Tilak
Ayurved Mahvidyalaya and Association of
Integrated Medical Specialists of India on 2"
and 3" February 2020. The scientific sessions
and poster presentations were held on 2™
February 2020. The scientific session began
with feast of knowledge by the lecture of
Vd.Prashant Suru, a renowned Ayurvedic
practitioner from Pune. He delivered his
lecture on the Panchabhautik aspect of Skin
Disorders. The panchamahabhuta theory,
classification of herbs as per mahabhuta and
case studies were presented in this lecture.
Prof. S. V. Deshpande was the chairperson for
this lecture.

This lecture was followed by the Inaugural
function. Dr. V. V. Doiphode, President of
Rashtriya Shikshan Mandal presided over the
function. Dr. Vijay Warad, renowned
Paediatric and allergy specialist was the Chief

Guest for the function. He presented his views
and experiences in the treatment of skin
allergies. Dr. B. K. Bhagwat, Vice President
R.S.M., Dr. D. P. Puranik, Director, C.P.G.S
and R.A. and Secretary, R.S\M, Dr. V. N.
Shendye President, A.I.M.S of India and Dr. S.
V. Deshpande, Principal, T.AM.V, were
present on dais for the function.

The next scientific session was on The
Ayurvedic management of Psoriasis. Dr. Sunil
Vasistha, a senior Ayurved Consultant from
Ahmedabad shared his experiences with case
studies on this topic. Prof. Mukund Erande and
Prof. Minakshi Randive were in the chair, co
chair respectively for the session.

Vaidya Ramdas Avhad from Kopargaon,
Ahmedenagar delivered his thoughts on
Panchakarma practices in Skin disorders. He
shared his experiences on panchakarma
treatment- vaman, virechana, raktamokshan
and other therapies in various skin ailments
with case studies. Prof. Maya Gokhale and
Prof. Manish Bhoyar were in the chair, co chair
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Inaugural Function:
From Left -

Dr. S.V. Deshpande,
Dr. B.K. Bhagwat,
Dr. V.V. Doiphode,
Dr. Vijay Warad,
Dr. D.P. Puranik,
Dr. V.R. Dixit,

Dr. M.S. Hajarnavis.
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for the session.

Vaidya Pramod Kulkarni, Ayurvedic
Twacharog consultant delivered his lecture
with experiences related to eczema,
ringworm, fungal skin diseases on the topic
Ayurvedic management of Kshudra Kustha.
Prof. N. V. Borse and Prof. Nilima Amrute were
in the chair, co chair for the session.

The last scientific session was on the
Clinical and Cosmetic Management of Facial
Skin Disorders. Vaidya Sarita Vaidya delivered
the lecture on this topic with live demo on the
facial skin treatments. Prof. Minal Lad, Prof.
Apoorva Sangoram were the chair, co chair for
the session. There were around 400 delegates
registered for the seminar. The organizing
committee was felicitated at the hands of Prof.
Dr. D. P. Puranik and Dr. V. N. Shendye after
the seminar. Prizes of posters were given.

The posters were presented on different

Release of Ayurvidya Issue
dedicated to Skin Disorders.
From Left - Dr. V.N. Shendye,

Dr. S.V. Deshpande,

Dr. B.K. Bhagwat,

Dr. V.V. Doiphode,

Dr. Vijay Warad, Dr. D.P. Puranik,
Dr. V.R. Dixit, Dr. S.V. Patil,

Dr. M.S. Hajarnavis.

aspects of Ayurvedic Management of Skin
disorders. Prof. Vidya Undale and Vaidya
Sachin Kadlag were the examiners for posters.

Paper presentations were organized on
3/2/2020. Total 110 papers were presented. 24
papers by teachers and 86 papers in the PG
students category were presented.

Vaidya Nilesh Kulkarni and Vaidya
Laxman Lavgankar received the first prize, Dr.
S.S. Parchure second prize and Dr. Vidya Naik
third prize in teachers category. Prof. Vrinda
Kaknurkar, Prof. Manjiri Deshpande, Prof.
Indira Ujagare, Prof. Nilesh Kulkarni, Prof.
Minakshi Randive, Prof. Anil Deshpande,
Prof. Sangeeta Salvi and Prof. Mohan Joshi
were the judges for the paper presentations.

Prof. Saroj Patil, Prof. Mihir Hajarnavis
and Prof. Vinaya Dixit worked as Programme
Directors for the seminar. Dr. D. P. Puranik was

the ‘Mentor’ of event. (UL X))

on Symbiosis University

/Prof. Dr. Rajendra Huparikar appointed

C Congratulations)

Recently, Prof. Dr. Rajendra Huparikar, Head of Panchakarma Dept. of Tilak
Ayurved Mahavidyalaya has been nominated as Member of Governing Body of
Symbiosis University of Applied Sciences, Indore. Dr. Rajendra Huparikar, has also been
nominated as Member of Symbiosis Skills and Open Univeresity, Pune and Member of
Board of Management of Skills and Open University, Pune.

Prof. Rajendra Huparikar is working as Executive Director of R.S.M.’s Chetan
Dattaji Gaikwad Institute of Management studies.

Rashtriya Shikshan Mandal, Tilak Ayurved Mahavidyalaya, C.D.G.I.M.S, RIHSM
and Ayurvidya Masik Samiti Congratulates Prof. R.S. Huparikar for the Nominations.

Dr. Rajendra
Huparikar

Prof. Dr. Manjiri Deshpande nominated
as Faculty on KLE University

Dr. Manijiri S. Deshpande, Associate Professor of Rognidan, TAMV has been
nominated as Member of the Faculty of Ayurved of KLE Academy of Higher Education
And Research, Deemed To Be University, Belagavi, Karnataka. This appointment is for a
period of two years. w.e.f. TstJan 2020. Lae

Tilak Ayurved Mahavidyalaya, C.P.G.S. & R.A. and Ayurvidya Masik Samiti Dr. Manijiri S.
Qongratulate Dr. Manjiri Deshpande for this prestigious appointment. Deshpande /
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