


e§I§ MH«§$ Obm¡H$m§ XYV_¥VKQ§> MméXmo{^©üVw{^©: &
gyú_ñdÀN>m{VöÚm§ewH$n[a{dbgZ² _m¡{b_å^moOZoÌ_² && 

H$mbmå^moXmo‚dbmL²>J_² H${Q>VQ>{dbgƒménrVmå~amT>ç_² & 
dÝXo YÝdÝV[aV§ {Z{IbJXdZ àm¡T>Xmdm{¾brb_² &&
Z_m{_ YÝd§V[a_m{XXod§ gwamgwa¡dpÝXVnmXnL²>H$O_² & 

bmoHo$ Oamé½^`_¥Ë`wZmeZ§ YmVma_re§ {d{dYm¡fYrZm_² &&

3March  2020

ISSN - 0378 - 6463

Magazine
AYURVIDYA
Rashtriya Shikshan Mandal's

IMP · Views & opinions expressed in the articles are entirely of Authors. ·

ISSUE NO. - 10 MARCH - 2020

PRICE Rs. 25/- Only.

&& lr YÝd§Va`o Z_: &&
amï´>r` {ejU _§S>i, g§Mm{bV

Am`w{d©Úm
_m{gH$

CONTENTS

"AYURVIDYA" Magazine is printed at 50/7/A, Dhayari - Narhe Road, Narhe Gaon, 
Tal. - Haveli, Pune -41 and Published at 583/2, Rasta Peth, Pune 11.

By Dr. D. P. Puranik on behalf of Rashtriya Shikshan Mandal, 25, Karve Road, Pune 4.

To know latest in "AYURVED" Read "AYURVIDYA"

A reflection of Ayurvedic Researches.

(ISSN-0378-6463) Ayurvidya Masik

l g§nmXH$s` - “COVID 19” d _¥Ë`wMo Vm§S>d!  - S>m°. {X. à. nwam{UH$ 5

l {Ìd¥Îm bohmMr {daoMZmÛmao {d{dY Hw$ð>mVrb Cn¶mo{JVm - d¡. {eVb JO|Ð ¶mXd, d¡. amhþb H$mWdQ>o 6

l Dhatugat Avastha In Kushtha 

With Special Reference To Leprosy - Dr. S onavane, Dr. Anand 9

l A Review On Clinical View Of 

Developmental Anamolies Of Eye - Dr. Sonali Narke, Dr. Chandana Virkar 12

l Study Of Rujakar Marmas Of  Urdhva Shakha 

With Special Reference To Manibandha Marma - Dr. Sanjay R. Gaikwad 18

l Conceptual Review On Causative Factors 

(Hetu) Of Obesity (Sthaulya) -                    Vd. Anushri Deshmukh, Dr. Minakshi  Randive 23

l Ahdmb - Am¶wd}XmMm¶© ZmZb é½Umb¶mMm dYm©nZ{XZ 17

amï´>r¶ {ejU ‘§S>i - n§Mdm{f©H$ {ZdS>UyH$ (2020-2025) 28

amï´>r¶ {ejU ‘§S>i - 96 dm dYm©nZ{XZ g‘ma§^ - {X.9 ’o$~«wdmar 2020 29

{Q>iH$ Am¶wd}X ‘hm{dÚmb¶mg nwUo ‘.Z.nm. Am¶mo{OV ñnYmª‘Ü¶o nm[aVmo{fHo$ àmá - àm. S>m°. Anydm© g§Jmoam‘ 32

A{dîH$ma 2019-2020 - S>m°. ‘mohZ Omoer 33

Report - National Seminar on Ayurvedic 

Management of Skin Disorders (Twak Vikara) - Dr. Mihir Hajarnavis 30

l A{^Z§XZ! - 27, 33

l Congratulations! - 31

l  Cng§nmXH$s¶ - O¡{dH$ ñ’$moQ>H$m§À¶m C§~aR>çmda... - S>m°. gm¡. {dZ`m Xr{jV 34

l  About the Submission of Article and Research Paper - 4

Sarika Kalaskar

Am`w[d©Úm _m[gH>>mV\}>> ~r.E.E_.Eg d E_.S>r/E_.Eg. (Am`w)
narjm§_Ü`o `eñdr [dÚmÏ`mªMo hm[X©H>> A[^Z§XZ! 



4 (ISSN-0378-6463) Ayurvidya Masik March  2020

Write Your Views / send your subscriptions

To

Editor - AYURVIDYA MASIK

583 / 2, Rasta Peth, Pune - 411 011. 
E-mail : ayurvidyamasik@gmail.com 

Phone : (020) 26336755, 26336429  Fax : (020) 26336428
Dr. D. P. Puranik - 09422506207 Dr. A. S. Inamdar - 09422003303 

Dr. Vinaya Dixit - 09422516845

"AYURVIDYA" MAGAZINE Subscription Rates : (Revised Rates Applicable from 1st Jan. 2014)

"AYURVIDYA MASIK" 

(Outstation Payment  by D. D. Only)    

Pay to ............................................................................

Date : .....................

Rupees ..........................................................................

............................................................ Rs. ...................

Payable at Pune

Payment by Cash / Cheuqes / D. D. :- in favour of

For Individual Persons - For Each Issue :- Rs. 25/- Annual :- Rs. 250/-  For 6 Years :- Rs. 1,000/-
For Institutes -Each Issue Rs. 40/-  Annual :- Rs. 400/-  For 6 Years :- Rs. 2,000/-

Full Page

Half Page

Quarter Page

- Inside Black & White - Rs. 1,600/-

- Inside Black & White - Rs. 900/-

- Inside Black & White - Rs. 500/-

( Each Issue )

( Each Issue )

( Each Issue ) {
Attractive

Packages

for yearly 

contracts

About the Submission of Article and Research Paper
�   The article / paper should be original and submitted ONLY to “AYURVIDYA” 
� The national norms like Introduction, Objectives, Conceptual Study / Review of Literature, Methodology, 
Observations / Results, Conclusion, References, Bibliography etc. should strictly be followed. Marathi 
Articles / Research Paper are accepted at all levels. These norms are applicable to Review Articles also.
� One side Printed copy along with PP size own photo and fees should be submitted at office by courrier / 
post / in person between 1 to 4 pm on week days and 10 am to 1 pm on Saturday.
� “AYURVIDYA” is a peer reviewed research journal, so after submission the article is examined by two 
experts and then if accepted, allotted for printing. So it takes atleast one month time for execution. 
� Processing fees Rs. 1000/- should be paid by cheque / D.D. Drown in favour of “AYURVIDYA MASIK” 
� Review Articles may be written in “Marathi” if suitable as they carry same standard with more 
acceptance. 
� Marathi Articles should also be written in the given protocol as - 

n«ñVmdZm, g§H>>cZ, [d_e©/ MMm©, [ZarjU, [ZîH>>f©, g§X^© B.

Magazine
AYURVIDYA
Rashtriya Shikshan Mandal's

AD
VE

RT
ISE

M
EN

T 
RA

TE
S

Dr. V. V. Doiphode - President
Dr. B. K. Bhagwat - Vice President
Dr. D. P. Puranik - Secretary
Dr. R. N. Gangal - Treasurer
Dr. S. N. Parchure - Member
Dr. B. G. Dhadphale - Member
Dr. M. R. Satpute - Member
Dr. S. G. Gavane - Member
Dr. R. S. Huparikar - Member
Adv. S. N. Patil - Member
Dr. S. V. Deshpande - Member

Dr. D. P. Puranik - President / Chief Editor 

Dr. Vinaya R. Dixit - Secretary / Asst. Editor

Dr. Abhay S. Inamdar - Member

Adv. Shrikant N. Patil - Member

Dr. Sangeeta Salvi - Member

Dr. Apoorva Sangoram - Member

Dr. Mihir Hajarnavis - Member

Dr. Sadanand V. Deshpande - Member

AYURVIDYA MASIK SAMITIGOVERNING COUNCIL (RSM)



5 (ISSN-0378-6463) Ayurvidya MasikMarch  2020

A Magazine dedicated to  "AYURVED" - "AYURVIDYA" To Update "AYURVED" - Read "AYURVIDYA"

S>m°. {Xcrn nwam{UH$ 

g§nmXH$s`g§nmXH$s¶ 

AYyZ ‘YyZ OmJ{VH$ ñVamda doJù¶m doJù¶m 
H$maUm§Zr ‘hmg§H$Q>o qH$dm ‘hmAmnÎmr AmoT>{dboë¶m AmhoV. 
ømbmM B§J«Or nar^mfoV Global Calamity qH$dm 
Global Catastrophe Ago g§~moYbo OmVo. AJXr 
AbrH$S>À¶m H$mimV åhUOo EH${dgmì¶m eVH$mVhr 
OJmVrb H$mhr ^mJmV Aem ‘hmAmnÎmr H$mogiboë¶m 
nhmd¶mg {‘iVmV. ømVrb H$mhr ‘hmg§H$Q>o hr 'Añ‘mZr' 
(natural) gXamV ‘moS>Umar Va H$mhr 'gwëVmZr' (man 

made) gXamV ‘moS>Umar hmoVr. EH$ ‘mÌ Z¸$s H$s øm 
‘hmg§H$Q>m§Zr ‘mZdmÀ¶m ‘¥Ë¶w§Zr Ajae… W¡‘mZ KmVbo Am{U 
AZoH$ ‘mZdOrdZ d Ë¶m~amo~aM H$amoS>m|À¶m g§nÎmrMr amI 
am§Jmoir Pmbr.

EH${dgmì¶m eVH$mV Or ‘hmg§H$Q>o OJ^amV AmoT>{dbr 
d Á¶m g§H$Q>mV ‘mZd OrdZm§Mr d gmYZ g§nÎmrMr hmZr 
Pmbr Ë¶m‘Ü¶o àm‘w»¶mZo C„oI H$amdm bmJob nwT>rb 
g§H$Q>m§Mm. Q>o³gmg àm§VmV ’Hurricane' dmXimMm. øm 
dmXimZo gw‘mao ~mam hOma ‘mZd OrdZm§Mm ~ir KoVbm. 
Ë¶mZ§Va {S>g|~a 2004‘Ü¶o gm‘w{ÐH$ ^yH§$nmZo 
"ËgwZm‘r'À¶m ê$nmZo ̂ maVr¶ ‘hmgmJamV Amboë¶m g§H$Q>mZo 
B§S>moZo{e¶m, lrb§H$m, X{jU ̂ maV d Wm¶b§S>‘Ü¶o gw‘mao 2 Vo 
3 bmI ‘mZdm§Zm Amnbm Ord J‘dmdm bmJbm. Ë¶mZ§Va gZ 
2008 ‘Ü¶o A’$Jm{UñVmZmV Amboë¶m ~’$m©À¶m ‘hm^¶§H$a 
dmdQ>irV (blizzard) gw‘mao EH$ hOma ‘mZdr ‘¥Ë¶y Pmbo. 
EH${dgmì¶m eVH$mÀ¶m AJXr gwadmVrg gmD$W Am{’«$Ho$V 
Amboë¶m ‘hmnwamV hm:hmH$ma ‘mOyZ AZoH$ ‘¥Ë¶y AmoT>dbo. 
gZ 2011 ‘Ü¶o nyd© Am{’«$Ho$V nS>boë¶m ^rfU XþîH$mimV 
Va gw‘mao AH$am bmI bmoH$ ^aS>bo Jobo. gZ 2003‘Ü¶o 
¶wamonmV Amboë¶m CîUVoÀ¶m bmQ>oV gw‘mao nñVrg hOma ‘¥Ë¶y 
AmoT>dbo. AJXr AbrH$S>o åhUOo 2010 ‘Ü¶o Haiti ‘Ü¶o 
Pmboë¶m ^rfU ^yH§$nmV gw‘mao VrZ bmI bmoH$m§Mm ~ir 
Jobm.

da C„oI Ho$boë¶m Añ‘mZr g§H$Q>m§Zr OJmZo "‘¥Ë¶wMo 
Vm§S>d' ~{KVbo. na§Vw EH${dgmì¶m eVH$mV OJ^amV 
AmoT>{dboë¶m amoJamB©Zo AgoM "‘¥Ë¶wMo Vm§S>d' OJmZo 
AZw^dbo. {deof åhUOo AmOhr ho "Vm§S>d' Wm§~bobo Zmhr. 
AmYw{ZH$ {dkmZ d d¡ÚH$s¶mZo àM§S> àJVr Ho$bobr AgyZhr ho 

‘¥Ë¶yMo W¡‘mZ Wm§~{dVm Ambobo Zmhr. OJmÀ¶m {d{dY ̂ mJmV 
AWdm XoemV Amboë¶m amoJamB©À¶m bmQ>oV (Pandemic) 
Ag§»¶ ‘¥Ë¶y AmoT>dbo AmhoV. {dfmUy§‘wio (virus) {Z‘m©U 
Pmboë¶m amoJm§Mm øm‘Ü¶o g‘mdoe hmoVmo.

"B~mobm' øm {dfmUy§‘wio CØdboë`m gmWrV gZ 2013 
n¶ªV gw‘mao AmR> hOma ‘¥Ë¶y AmoT>dbo AmhoV. H1N1 øm 
{dfmUy‘wio Pmboë¶m 'ñdmB©Z âb'y øm ì¶mYrZo H$ha Ho$bm 
AgyZ Ë¶m‘wio bmoH$m§À¶m ‘ZmV àM§S> YmñVr {Z‘m©U Ho$br 
Amho. hm {dfmUyOÝ¶ ì¶mYr AOyZhr AYyZ ‘YyZ S>moHo$ da 
H$mT>Vmo d Amnbr "XheV' {Z‘m©U H$aVmo. SARS (Severe 

Acute Respiratory Syndrome) ‘wio gZ 2003 ‘Ü¶o 
OJmVrb n§Mdrg XoemV Ë¶mMr bmJU Pmbr Am{U gw‘mao 
AmR>eo ‘¥Ë¶y AmoT>dbo.

øm gdmªda H$S>r Ho$br Vr ZwH$Ë¶mM MrZ‘Ü¶o 
Cgiboë¶m corona øm {dfmUy‘wio CØdboë¶m 
COVID 19 Zo. øm {dfmUyZo MrZ‘Yrb dwhmZ ehamV EH$M 
hcH$„moi ‘mO{dbm Amho. NOVEL CORONA 
g§dJm©Vrb øm {dfmUyMm {S>g|~a 2019 ‘Ü¶o àmXþ^m©d hmodyZ 
Ë¶m‘wio CØdbobm amoJ àm‘w»¶mZo MrZ‘Ü¶o {g‘rV Agbm 
Var OJmVrb BVa XoemV øm amoJmMo é½U gmnS>V AmhoV. 
àm‘w»¶mZo gXu, nS>go, ImoH$bm, Áda, ñZm¶wXþIr d A§JXþIr 
ømnmgyZ gwé Pmbobm hm g§gJ©OÝ¶ ì¶mYr ídgZ‘mJm©bm 
ì¶mnyZ Ý¶y‘mo{Z¶m hmodyZ ídgZ{H«$¶og ~mYm AmUVmo Am{U 
EHy$U é½UmÀ¶m à{VH$maeº$sg jrU H$aVmo d earamMo BVa 
‘hÎdmMo {H$S>ZrgmaIo Ad¶d {ZH$m‘r H$arV é½Umg 
‘¥Ë¶yÀ¶m ImB©V T>H$bVmo. MrZ‘Ü¶o AmÎmmn¶ªV gw‘mao Eo§er 
hOma é½Um§Zm øm {dfmUyMr ~mYm Pmbr AgyZ XmoZ hOmam§da 
‘¥Ë¶y Pmbobo AmhoV.

d¡ÚH$s¶ VÁkm§Mo d emókm§Mo AWH$ à¶ËZ amoJmMr 
gmW AmQ>mo³¶mV AmUÊ¶mgmR>r Mmby AmhoV. OJ^amVrb 
g§emoYZ g§ñWm (Research Institutes) øm amoJmda 
à{V~§YH$ bg {Z‘m©U H$aÊ¶mgmR>r à¶ËZerb AmhoV. na§Vw 
gd© MmMÊ¶m nyU© H$ê$Z gXa bg CnbãY hmoÊ¶mg ~amM 
H$mbmdYr bmJUma Amho. Ë¶m‘wio àmá n[apñWVrV gd© 
d¡ÚH$s¶ VÁkm§Zm ì¶mYr AmQ>mo³¶mV AmUÊ¶mV ¶e bm^mo 
hrM lr YÝd§Var MaUr àmW©Zm.

“COVID 19” d _¥Ë`wMo Vm§S>d!



6 (ISSN-0378-6463) Ayurvidya MasikMarch  2020

{Ìd¥  bohmMr {daoMZmÛmao 
{d{dY Hw$ð>mVrb Cn¶mo{JVm

V

d¡. amhþb H$mWdQ>o,  gh¶moJr àmÜ¶mnH$, 
n§MH$‘©, [Q>iH>> Am`wd}X _hm[dÚmc`, nwUo.

d¡. {eVb JO|Ð ¶mXd, 
E‘.S>r., n§MH$‘© 

àñVmdZm - ËdMm hm earamV gd©ì¶má ~mø ñVamdarb 
B§{Ð¶ AgwZ Xþï> Pmbobo Xmof earamVrb ËdMm{X Mma YmVy§Zm 
Hw$pËgV/{dH¥$V H$ê$Z ËdMoÀ¶m {R>H$mUr d¡dÊ¶© d {dH¥$Vr 
{Z‘m©U H$aVmV Ë¶m ì¶mYrg Am¶wd}Xmoº$ Hw$ð> Ago g§~moYbo 
OmVo. Hw$îR> hm ì¶mYr Xe©Znarjm Jå¶ AgyZ ËdMm ho dm¶w 
‘hm^wVmMo ì¶nXoe ñWmZ Amho. åhUyZ ¶m ì¶mYrg 
"ñne©Z¿ZmZm‘²' Ago g§~mo{YV Ho$bo OmVo. MaH$g§{hVoV à‘oh 
ì¶mYrZ§Va Hw$ð> ì¶mYrMo dU©Z Ho$bo Amho.

"h{d… àmemV² à‘oh Hw$ð>mZm§&' (M.{Z.8/11)
Hw$ð> hm ~hþXmofmdñWmO{ZV ì¶mYr AgyZ ¶m‘Ü¶o 

{ZXmZn§MH$mMm Aä¶mg ¶mo½¶ nÕVrZo H$ê$Z Am¶wd}Xmoº$ 
e‘Z d emoYZ {M{H$ËgoMr ¶moOZm Ho$ë¶mZo {‘iUmam Cne¶ 
hm ì¶mnH$ d CÎm‘ ’$bXm¶r Aem ñdê$nm‘Ü¶o {‘iVmo. 
{M{H$Ëgm H$aVmZm ì¶mYr{ZXmZ, bjUo d g§àmár‘Yrb 
AdñWm d Ë¶m§Mm XmofYmVw‘bm§er g§~§Y hr g‘rjm H$ê$Z d¡Ú 
é½Umg ’$bXm¶r {M{H$Ëgon¶ªV ZoD$ eH$Vmo.

Hw$ð> ¶m ì¶mYr‘Ü¶o gwlwVmMm¶mªZr ¶m dma§dma emoYZ 
{M{H$Ëgm gm§{JVbr Amho. ¶m‘Ü¶o {daoMZ emoYZ H$‘m©Mm 
VmaVå¶m§Zr {dMma Ho$bm Va {daoMZmZo H$‘©{g{Õ àmYmÝ¶mZo d 
gwb^ hmoD$ eH$Vo.
CÔoe - Hw$ð> ì¶mYr‘Ü¶o {daoMZ H$‘m©Mo H$m‘w©H$Ëd {gÕ 
H$amdo.
J«§Wmoº$ {ddoMZ-
{Zéº$s - Hw$îUm{V dnw…& Hw$f² + h{Z Hw$fm{V& 
(eãXH$ënÐþ‘²)
ì¶m»¶m - ËdM… Hw$d©pÝV d¡dÊ¶© Xþï>m… Hw$ð>‘wepÝV VV²&
H$mboZmono{jV§ dñ‘mËgd© Hw$îUm{V VX² dnw…&& (A.õþ.{Z.14)
Xohmg Hw$pËgV/{dH¥$V H$aUmè`m ì¶mYrbm Hw$ð> Ago 
åhUVmV.
Xmof-Xÿî¶ {dMma -
dmV - CXmZ, ì¶mZ {nÎm - ̂ «mOH$   H$’$ - ³boXH$
Xÿî¶m… - ËdH$, emo{UV, ‘m§g, b{gH$m
YmVw {dMma - aº$àXmofO
A{^ì¶º$s -ËdH$ amoJ‘mJ© - ~mø
A{^ì¶már - ËdJmX¶íMËdma…

òmoVg {dMma - 1. agdh òmoVg 2. a³Vdh òmoVg 
3. ‘m§gdh òmoVg  4. ñdoXdh òmoVg
{ZXmZ {dMma -
AmhmaO hoVy - {damoYr AÞnmZ, Ðd pñZ½Y Jwé{U, 
A{V^w³Ëdm CngodrZm‘² erVmå~wgo{dZm‘², ZdmÞ, X{Y, 
‘Ëñ¶, A{V bdU, A‘b {ZfodUm‘², ‘mf, ‘ybH$,{nï>mÞ, 
{Vb, jra, JwS>m{eZm‘²
{dhmaO hoVy - N>{Xª M à{V¿ZVm‘², ì¶m¶m‘², ì¶dm¶§, {ZÐm, 
{Xdmñdmn
‘mZ{gH$ hoVy - A{Vg§Vmn, l‘, ̂ ¶
{deof hoVy - n§MH$‘m©nMm[aUm‘², nmn§ H$‘©, Jwê$OZm§Mm 
An‘mZ
(VŠVm H«>>. 1 nhm)
g§àmár - 

Ì¶moXmofm… ¶wJnV² àH$mon‘mnÚÝVo
�

ËdJmX¶üËdma… E¡{Wë¶‘mnÚÝVo
�

{e{Wbofw… Xmofm… àHw${nVm… ÑWmZ‘{YJå¶
�

ËdJmXrZ² Xþf¶ÝV…
�

ËdM… Hw$d©pÝV d¡dÊ¶©
(d¡dÊ¶©, am¡ú¶, B©fV²H§$Sw>, ñdoXZËd, ñne©hm{Z)

�

H$mbàH$fm©X² aº$m{Xfw ^d{V 
(aº$, ‘m§g, b{gH$m d eof ‘oXm{X YmVw)

�

agJV - d³Ìemof, H$mH©$í¶
aº$JV - ËdH$ñdmnmo, amo‘hf©, ñdoXm{Y³¶, ny¶
‘m§gJV - {nS>H$moÒ‘², ñ’$moQ>, pñWa ‘ÊS>b

�

B{V Hw$ð> ì¶m{Y…
Hw$ð> é½Um‘Yrb {daoMZmMm Aä¶mg- 1) EHy$U 10 
é½Um§‘Ü¶o ñZohnmZnwd©H$ {daoMZ d níMmV² g§gO©Z H«$‘ ¶m 
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nÕVrZo {M{H$Ëgm {Xbr AgyZ Ë¶m§À¶m‘Ü¶o {daoMZ nyd© d 
níMmV bjUm§‘Yrb Cne¶-AZwne¶ ¶mMo {ddoMZ BWo Ho$bo 
Amho. ‘hm{Vº$H$ K¥V, ‘hmH$ë¶mUH$ K¥V, Xm{S>‘m{X K¥V ¶m 
ñZohm§Mr é½UmMr àH¥$Vr, {ZXmZ d dmVm{X XmofmZwgma 
Amä¶§Va ñZohnmZmgmR>r {ZdS> Ho$br hmoVr. d 5 Vo 7 {Xdg 
dY©‘mZ ‘mÌoV ñZohnmZ {Xbo. Ë¶mZ§Va ñZoh{dam‘ {Xbm d 
~mø ñZohZ d ñdoXZ Ho$bo. ¶m‘wio emIoVrb Xmof H$moð>mV 
¶oÊ¶mg àd¥Îm hmoVmV. gå¶H$ ñZohZ bjUo {Xgë¶mZ§Va 
é½Umg {Ìd¥V bohmZo {daoMZ H$‘© Ho$bo. {Ìd¥  ho 
{daoMZmgmR>rMo loð> Ðì¶ boh ñdê$nm‘Ü¶o A{YH$ gwb^ 
R>abo. ¶m {R>H$mUr {daoMZmW© Aï>m§J õX¶moº$ H$ënñWmZmVrb 
{Ìd¥  bohmMm dmna Ho$bm Amho. níMmV ew{ÕZwgma g§gO©Z 
H«$‘ é½Umg {Xbm. é½UmMr àW‘ VnmgUr ñZohnmZnyd© d 
nyZV©nmgUr g§gO©Z H«$‘ níMmV Ho$br. d bjUm§Mo {ZarjU 
Zm|XUr Ho$br.
2) gXa Aä¶mgm‘Ü¶o {H$Q>r^, {dnm{XH$m, M‘©Xb, EH$Hw$ð>, 
nm‘m, ‘ÊS>b, {dM{M©H$m ho {ZXmZ Agbobo é½Um§Mm g‘mdoe 
¶m‘Ü¶o Amho.
3) VgoM eyb, d¡dÊ¶©, éjVm ËdH$OmÚ, nméî¶, Xmh, 
Amaº$Vm, H§$Sy>, òmd², VH${dXmaU, ‘Ëñ¶eH$bm{X bjUm§Mo 
{ZarjU BWo Ho$bo Amho. d {d{dY Hw$ð>mÀ¶m àH$mamV {daoMZ 
H$‘m©Zo {‘imbobm Cne¶ d AZwne¶ ¶mMm Aä¶mg Ho$bm 
Amho.
4) ¶m§‘Ü¶o dY©‘mZ Amä¶§Va ñZohnmZmZo d¥Õ Pmbobo, 
òmoVgmVrb {MH$Qw>Z ~gbobo Xmof/brZ Xmof ñZohnmZmZo 
Ðdr^wV² hmoD$Z H$moð>mV ¶oVmV. (emIm-H$moð>JVr) hmoVo. 

V

V

¶m§‘Ü¶o am¡ú¶, d¡dÊ¶©, H§$Sy>, B. bjUm§‘Ü¶o Aën Cne¶ 
{‘imbm. ñZohnmZmXaå¶mZ é½Um§‘Ü¶o gå¶H²$ pñZ½Y bjUo 
{XgyZ Ambr. gå¶H²$ pñZ½Y bjUo {Z‘m©U Pmë¶mZ§Va 
ñZoh{dam‘ XoD$Z VV² níMmV é½Umg {Ìd¥ bohmZo {daoMZ d 
{daoMZmonJ ‘¥ÛrH$m ’$m§Q> {Xbm d é½Umg g§gO©Z H«$‘ {Xbm. 
5) {daoMZ hm {nÎm-H$’$Xþï>rMm loð> CnH«$‘ Amho. VgoM 
dma§dma emoYZ {M{H$Ëgm gm§{JVbr Amho. 
njmV² njmÀN>X©ZmÝ¶ä¶wno¶mX² ‘mgmÝ‘mgmV²
emoYZmÝ¶ß¶YñVmV²&
ew{Õ‘y©{ÕZ© ñ¶mV² {ÌamÌmV² {ÌamÌmV² fð>o fð>o
‘mñ¶g¥L²>‘mojU§ M&& (A.õ.{M.19/96)
6) agdh òmoVg ËdMoer g§~§YrV Amho. H$maU (aggma‘² 
ËdH$gma‘²) aº$dh òmoVgm§Mo ‘ybñWmZ ¶H¥$V-ßbrhm Amho. 
aº$ d {nÎmmMm Aml¶ml¶r g§~§Y Agë¶mZo {nÎmmMm loð> 
CnH«$‘ {daoMZ, aº$mghr ’$bXm¶r Amho. ‘m§gdh òmoVgm§Mo 
CnYmVw ñZm¶w d ËdH$ Amho. ñdoXdh òmoVgm§Mo Xþï>r hoVy 
{damoYr AÞnmZ Amho. Oo H$s Hw$ð>mÀ¶m hoVw§‘Ü¶ohr {damoYr 
AÞnmZ hm ‘hËdmMm hoVy Amho.
7) {daoMZm§gmR>r {Ìd¥  ho loð> Amho. ""{daoMZo {Ìd¥Ý‘yb§ 
loð>‘²&'' (M.H$.7/3)
{Ìd¥Îm - boh ñdê$nm‘Ü¶o ‘Ywa {dnmH$s Amho. {Ìd¥  ê$j, 
CîU dr¶© Agë¶mZo ³boXZme H$aÊ¶mg gmhmæ¶ H$aVo. 
VrúU JwUm‘wio öX¶, H§$R>mVrb Xmofm§Mo H$f©U H$aVo. Xmofm§Mo 
AmewVoZo haU H$aVo.

{Ìd¥  ho ~hþXmofmdñWoV, ‘Ü¶‘ ~b é½Um§gmR>r, ‘Ü¶‘ 
ewÕrgmR>r CÎm‘ Ago gm¡å¶ {daoMH$ Amho. H«w$a H$moð>r ì¶º$sg 

V

V

V

V

(VŠVm H«>>. 1)
hoVw g§àm{á bjUo
{damoYr AÞnmZ, Ðd pñZ½Y Jwé{U, XmofmoË³boe - òmoVmoamoY - {d‘mJ©J‘Z gwáVm, íbjUVm
n§MH$‘m©nMm[aUm‘², {Mb{M‘§ M n¶gm
A{V^w³Ëdm, CngodrZm‘² erVmå~wgo{dZm‘ òmoVmoamoY AñdoXZ‘²
ZdmÞ, X{Y, ‘Ëñ¶ YmVwg {dX½YËd - aº$ {dX½YËd d¡dÊ¶©, n[aXmh, Amaº$Vm, A{VñdoXZ‘²
‘mf, ‘ybH$, {nï>mÞ, {Vb, jra, ³boX CËnÎmr òmd
JwS>m{eZm‘²
ì¶m¶m‘², ì¶dm¶§, N>{Xª M à{V¿ZVm‘² dm¶yMr {dH¥$V JVrZo Xmofm§Mo ËdJm{X bmo‘hf©, {ZñVmoX, eyb

ñWmZmV {d‘mJ©J‘Z
H$moð>-emImJVr

{ZÐm, {Xdmñdmn H$’$àH$mon+Am‘d¥{Õ H§$Sy>, ËdH$OmS>ç, Jm¡ad
A{Vg§Vmn, l‘, ^¶§ {nÎmdmVàH$mon am¡ú¶, nméî¶
A{V bdU, Aåb {ZfodUm‘² V¡úÊ¶mV-YmVwe¡{Wë¶-‘m§gN>oXZ d¡dÊ¶©, ‘Ëñ¶eH$bm{X {dH¥$Vr
nmn§ H$‘©, Jwê$OZm§Mm An‘mZ ì¶mYr {deof hoVy Hw$ð> ì¶mYrMo H¥$ÀN>gmÜ¶Ëd 
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Cn¶wº$ Amho.
8) {daoMZmnydu ñZohZ-ñdoXZ Ho$ë¶mZo òmoVgm§Vrb {MH$Qy>Z 
~gbobo/brZ Xmof H$moð>mV gwImZo ¶oVmV d H$moð>mV Ambobo 
Xmof gwImZo ~mhoa nS>VmV.
{daoMZmZo Hw$ð> g§àmár^§J-

Amä¶§Va ñZohnmZ-K¥VnmZ
�

gdmªJ ñZohZ ñdoXZ
(pñZ½Yñ¶ gyú‘ofw A¶Zofw brZ§ ñdoXñVw Xmof§ Z¶{V ÐdËd‘²)

�

òmoVgmVrb brZ Xmof Ðdr^yV hmoD$Z H$moð>mV ¶oÊ¶mg 
‘XV hmoVo.
�

{daoMH$ Am¡fYr ¶moJ ({Ìd¥  boh)
�

ñddr¶}U öX¶‘wnoËW
�

Am¾o¶ËdmX² -ñWyb, gwú‘ òmoVmoä¶… earaJV§ Xmofg§KmV‘² 
- {dî¶ÝX¶pÝV
�

V¡úUmV²-Xmof{d{ƒN>ÝXpÝV- eñ¶Vo ~hþXmofmUm§ -Xmof§ 
haË¶{n
�

V

{Ìd¥  bohmÀ¶m éj JwUm‘wio d CîU dr¶m©‘wio ³boX H$‘r 
hmoÊ¶mg ‘XV hmoVo.

�

AUwàdUm^mdmV²
�

n¹$me¶ AmJå¶
�

AYmo^mJà^mdmV² Am¡fYñ¶ AY… ÀdV©Vo
�

{Ìd¥  bohmZo gwImZo {daoMZ hmoVo.
�

Xþï> Xmofm§Mo {Zh©aU -bjUm§V Cne¶ 
�

Ì¶mYre‘Z
     ¶m é½U Aä¶mgmV gm§p»`H>>m n[a_m[UV narjm dmnabr 
AgwZ, VwcZm ‘hÎdnyU© Ambr Amho. {M{H$Ëgmnyd© Vo 
{M{H$ËgmníMmV bjUm§‘Ü¶o Cne¶ {‘imbm. Aem àH$mao 
Hw$ð>mV {daoMZ hr {M{H$Ëgm ’$bXm¶r Amho. (VŠVm H«>>. 2 
nhm)
{ZîH$f© - 1) Hw$ð> ¶m ì¶mYrV dma§dma emoYZmg AË¶§V ‘hÎd 
Amho. {daoMZmZo XþfrV² aº$-{nÎm {Zh©aU hmoVo.
2) gXa Aä¶mgm‘Ü¶o {H$Q>r^², {dnm{XH$m, M‘©Xb, EH$Hw$ð>, 
nm‘m, ‘ÊS>b, {dM{M©H$m ho {ZXmZ Agbobo é½Um§Mm g‘mdoe 

V

V

(VŠVm H«>>. 2) {ZarjU Vº$m -
bjU Arithmetic Mean Standard Deviation P Value Significant

eyb Bt  2.9 1.5670 0.0075 Significant

At 1.2
d¡dÊ¶© Bt  4.8 1.7764 0.0021 Significant

At 2.4
éjVm Bt  7 1.1353 0.0001 Significant

At 3.2
ËdH${dXmaU Bt  5 1.9120 0.007 Significant

At 2.9
nméî¶ Bt  4.5 2.4060 0.052 Significant

At 2.8
Xmh Bt  2.2 1.0593 0.0037 Significant

At 0.9
Amaº$Vm Bt  2 1.3333 0.0418 Significant

At 1
H§$Sw> Bt  5.2 1.6865 0.0005 Significant

At 2.4
ËdH$OmS>ç Bt  3.3 1.4337 0.0091 Significant

At 1.8
Note : Bt = Before treatment  At = After treatment
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¶m‘Ü¶o Amho. ñZohnmZg‘¶r am¡ú¶, d¡dÊ¶©, H§$Sy> ¶m 
bjUm§‘Ü¶o Cne¶ {XgyZ Ambm.
3) {daoMZm‘yio Xmh, Amaº$Vm, eyb ¶m bjUm§‘Ü¶o ~Xb 
{XgyZ Ambo.
4) Hw$ð>mV Am¶wd}Xmoº$ {M{H$ËgoZo Cne¶mMo à‘mU OmñV 
Amho.
5) Aem àH$mao Hw$ð>mVrb hoVw, g§àm{á, Ë¶m‘wio earamVrb 
~Xb d Ë¶m‘wio ì¶º$ hmoUmar bjUo ¶m§Mm gwú‘ d ì¶mnH$ 
{dMma J«§WmV Ho$bobm Amho. ¶m {ZXmZn§MH$mMo AÜ¶¶Z 
Ho$ë¶mg AmnUmg {M{H$ËgoZo CÎm‘ Cne¶ {‘iVmZm {XgVmo.
g§X^© J«§W- 1) ¶mXdOr {ÌH$‘Or AmMm¶©, MaH$g§{hVm, 
{ZXmZñWmZ, Hw$ð>{ZXmZ AÜ¶m¶ 5, Mm¡Iå~m àH$meZ, 
dmamUgr, 2011
2) ¶mXdOr {ÌH$‘Or AmMm¶©, MaH$g§{hVm, {M{H$ËgmñWmZ, 
Hw$ð>{M{H$Ëgm AÜ¶m¶ 7, Mm¡Iå~m àH$meZ, dmamUgr, 

2011
3) ¶mXdOr {ÌH$‘Or AmMm¶©, MaH$g§{hVm, H$ënñWmZ, 
‘XZH$ënAÜ¶m¶ 1, Mm¡Iå~m àH$meZ, dmamUgr, 2011
4) ¶mXdOr {ÌH$‘Or AmMm¶©, gwlwVg§{hVm, {ZXmZñWmZ, 
Hw$ð>AÜ¶m¶ 5, Mm¡Iå~m g§ñH¥$V g§ñWmZ, dmamUgr, 2015
5) ¶mXdOr {ÌH$‘Or AmMm¶©, gwlwVg§{hVm, 
{M{H$ËgmñWmZ, Hw$ð>AÜ¶m¶ 9, Mm¡Iå~m g§ñH¥$V g§ñWmZ, 
dmamUgr, 2015
6) H${damO A{ÌXod Jwá, Aï>m§J öX¶‘², {ZXmZñWmZ, 
Hw$ð>{œÌH¥$‘r {ZXmZ AÜ¶m¶‘² 14, Mm¡Iå~m àH$meZ, 
dmamUgr, 2009
7) H${damO A{ÌXod Jwá, Aï>m§J öX¶‘², {M{H$ËgmñWmZ, 
Hw$ð>{M{H$pËgV‘² AÜ¶m¶‘² 19, Mm¡Iå~m àH$meZ, 
dmamUgr, 2009
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Anand V. 

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 
2 to 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. 

Kushthais one of the vyaddhiof raktavaha 
strotas. Kushthatypes are mahakushthaand 
k shud rakush tha .  Tr idoshaand  fou r  
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.
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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 -
· Clinically diagnosed case of leprosy.

· Age group 18- 60 years of age.

· Gender- Both males and females, 

irrespective of religion, occupation and socio 
economical status.
Exclusion criteria -
· Other skin diseases viz. scabies, eczema, 

vitiligo, pemphigus,
· Patients of known chronic diseases like HIV, 

Tuberculosis, Cancer, and skin Tu- berculosis 
and skin cancerpatients.
· Pregnant woman.

Criteria for assessment -
· 3 cardinal signs of leprosy

1) Hypopigmentation / Erythematous skin le- 
sions. 2) Sensoryimpairment 3) Peripheral 
nervethickening.
· Types of leprosy =5

1) Intermediateleprosy. 2) Tuberculoidleprosy.
3) Lepromatousleprosy 4) Borderlineleprosy
5) Neuritic/ poly neuriticleprosy
· Dhatugataavasthain kushtha. Reference 

(Su.Ni. 5/ 25 to30)
1) Tvak - Sparshahani, Swedana, Kandu, 
Vaivarnya, Rukshata.

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.
  Dhatugataavastha observed 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
  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 
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%

In shukradhatugataavasthatotal 20 patients 
i.e. 100% were found to be of lepromatous 
leprosy.
Table 6: Division of patients according to 
mamsadhatugataavastha
  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.

  Mamsa dhatugata No. Of Percentage
  avastha lakshanas Patients
  Bahulya 1 100%
  Vakrashosha 0 0
  Karkashtha 0 0
  Pidakoudgamana 0 0
  Toda 0 0
  Sphota 0 0
  Sthirtva 0 0
  Total 1 100%

I t  i s  ev ident  f rom s tudy  tha t ,  in  
mamsadhatugataavastha1 number of patients 
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

It is evident that maximum number of patients 
25  (80 .64%)  were  o f  daurgandya  
mupdehasyalak- shana and 9 (19.36%) 
patients were of gatranambhedanamlakshana.
Table 9: Division of patients according to 
lakshanas of asthimajjadhatugataavastha
  Asthi-majjadhatugataavastha No. Of Percentage

Patients

  Nasabhanga 8 100%
  Akshiraga 6 75%
  Kshatechakrimisambhava 0 0
  Swaropaghata 0 0

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 
lakshanas of shukradhatugataavastha
  Shukradhatugataavastha No. Of Percentage

Patients
  Kaunya 20 100%
  Gatikshaya 18 90%
  Anganamsambbheda 0 0
  Kshatasarpanam 0 0

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 study, 
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.
References - 1) N. R Colledge B. R. Walkar S. H. 
Rasalton Davidson's Principles and Practice of 
medicine page no.341 reprint2012.
2) Dr. Kasper D, Bravnwald E, Dr. Fauci A.S, Dr 
Hauser S.L, Dr. Longo D.L, Dr Jameson J.L. 
Harrisons principles of inter- nal medicine 16th 
edition. Delhi: McGraw Hill Medical Volume 1 
page no. 1364, Re- print2012.
3) Acharyashukla V. Prof. Tripathi R.D. 
Charaksamhitas: reprint 2009 chauk- humbha 
publication house, Delhi: chauk- humbhasur 
bharati prakaran; 2009. (Cha.ni.5/3).
4) SushrutSamhita Of Sushrut with Niband-  
hasangranha commentary; edited by  Vaidya 
Trikamji Acharya; from the Be- ginning to 
9thadhyaya of  Chikitstana and rest by 
Narayanramacharya Kavyattrtha; Chaukhumbha 
Sanskrit sansthan  (Su.ni5/7)  page no. 284.
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A.S. Medicine for students;  Neel graphics Mumbai: 
Dr Golwalla A.F; 2003 Page no 685.
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A Review On Clinical View Of 
Developmental Anamolies Of Eye

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 

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
· Neuroectoderm (the optic sulcus,which later 
becomes the optic vesicle in the 4th week)
· Surface ectoderm the first sign of lens on the day 
32.
·Migrated neural crest cells which are the stem 
cells of the anterior chamber during 7th week.
· The mesodermal embryonic layer contributes the 
vascular endothelial cells and the extraocular 
muscles visible in the 4th week. 
Developmental anomalies classification
· Agenesis:   developmental failure
· Hypoplasia: developmental arrest
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· Hyperplasia: developmental excess
· Cryptophthalmos: abnormal development
· Failure to divide or canalise
· Dysraphia: failure to fuse
· Persistence of vestigial structures.

Developmental anomalies of the eye as whole
· Anophthalmos: When eye is absent or only a 
cystic remnant of the eye is present.
· Embryologic basis: Represents complete failure of 
the budding of optic vesicle.
· Early arrest of the development of the optic 
vesicle. 
· Aetiology: Presence of teratogenic agent at the 
time of embryogenesis.
· PAX 6 gene association .
· Exposure to LSD
· 14q22-23 association..
· Treatement: Use of hydrophilic or inflatable 
orbital implants.
· Safety glasses.

Microphthalmos
· When axial length of an adult is less than 21 mm 
or 19 mm in a one year old 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.
· Can be autosomal dominant, autosomal 
recessive, x linked recessive, xp22, 31
· Ocular associations 

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
· Systemic associations

1) MIDAS syndrome[microphthalmos, dermal 
aplasia, sclerocornea]xp22.3 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 

(medially) 2) Small conjunctival sac 3) Exposed 
cornea.
Abortive form upper lid fused with upper cornea 
and conjunctiva, may be colobomatous.
Nanophthalmos
· Small eye, hypermetropia, a weak but thick sclera 
with abnormal collagen, a tendency to form angle 
closure glaucoma.
1) Abnormal presence of fibronectin
· Cylopia and synophthalmos
1) Fusion of two eyes ,along with failure of 
development of  cerebral hemispheres, 
maldevelopment of mesodermal structures.
· Diplophthamos:  double eye  centrally 

Developmental anomalies of the lid  embryology
· During the first month the optic vesicle is covered 
by a thin layer of surface ectoderm .
· During the 2nd month active cellular proliferation 
of cells form circular fold of mesoderm lined on 
both sides by ectoderm .
· The mesodermal portion of upper eye lid arises 
from fronto-nasal process and that of lower lid from 
maxillary process. 
· 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
· Cryptopthalmos: the epIthelium 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.
· Incomplete rudimentary lid. 
1) Presence of lacrimal sac
· Abortive type - 1) Normal lower lid 2) Abnormal 
upper eye lid's forehead skin directly fusing with the 
superior cornea and the conjunctiva.
· 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
· 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.
· Ankyloblepharon - 1) Partially or completely 
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fused eye lids. 2) Horizontal fissure decreased.
3) Occur with ectodermal defects such as cleft lip 
and c le f t  pa la te .  4 )  Anky loblepharon 
filiformadnatum   1 or more skin tags join the two 
eye lids centrally with normal horizontal  palpebral 
fissure. 5) Rx surgical excision of the tags. 
· Tarsal kink : Congenital horizontal kinking of the 
tarsus causing secondary upper eye lid entropion.
Rx repositioning of the anterior lamella of the eye 
lid.
· 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
· Electrolysis
· Blepharophymosis : small eyelids with horizontal 
palpebral aperture reduced - 1) AD 2) Associated 
with ptosis, telecanthus 3) Gene association 
3q22.3-23. 4) strabismus 5) Rx frontalis sling 
procedure
Developmental anomalies of the lid
· Epicanthus : Folds of the skin coming from the 
upper eyelid to the medial canthus
· Classified according to the area of origin - 
1) Preseptal 2) Pretarsal 3) Orbital
· If arising from lower lid they are called epicanthus 
inversus - 1) Rx ZPlasty
· Telecanthus : increased distance between the 
medial canthus
· Normal interpupillary distance - 1) Rx shortening 
of medial canthal tendons
· Hypertelorism : overgrowth of bone inter-orbital 
width
· Epicanthus

Embryology in brief of the anterior chamber
· After separation of the lens from surface ectoderm 
it forms the future anterior epithelium of the cornea.
1) First phase
· Mesenchymal tissue accumulates between the 
surface ectoderm and the lens capsule.
· This mesenchymal tissue gives rise to corneal 
endothelium by 8th week.
· 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.
· Trabecular meshwork gets mature by 32nd week 
of intrauterine life.
Developmental anomalies of Cornea
· Megalocornea : 1) Simple :  a) Cornea size is of 

adult size at birth or 13mm at 2 yrs. b) X linked 
disorder. c) 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
· Microcornea : Corneal diameter smaller than 
10mm
1) Simple microphthalmos - a) Axial length of eye 2 
SD below the mean  b) Corneal diameter normal
· Complex - a) Microcornea plus Microphthalmos
· Keratoglobus : 1) AR disorder 2) Characterized by 
generalized thinning and anterior bulging of cornea
Developmental anomalies of Cornea
· Keratoconus : The central or paracentral area 
undergoes thinning giving cornea a cone shape 
· Cornea Plana : Abnormality of curvature of 
cornea associated with coloboma and sclera 
cornea
Developmental anomalies of Cornea
· Agenesis of Bowman's layer : 1) Sclerocornea : 
Congenital peripheral corneal opacification with 
vacularization - a) Associated with micro-cornea or 
cornea plana.  b) Increase in IOP.  c) Strabismus. 
d) Nystagmus: If central cornea becomes opaque.
e) Rx Glaucoma should be excluded and if present 
should be treated with medication.
· Agenesis of Bowman's layer (contd) :
· 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.
· Peter's Plus Syndrome - 1) Ocular anomaly with 
short stature. 2) Cleft lip/palate.  3) Abnormal ears.
4) Associated with foetal alcohol syndrome.
· 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
· Choristoma : congenital overgrowth of normal 
tissue at abnormal location - a) Dermoidchoristoma
b) Lipodermoidchoristoma.  c) Epibulbardermoid.
· Posterior keratoconus : discrete posterior corneal 
indentation seen. a) Rx Spectacle correction.
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Angle anomalies
· Posterior embryotoxon : Prominent schwalbe's 
line more so temporaly - 1) Associated with 
increased IOP. · 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
· 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
· Management : Glaucoma if present to be treated 
medically then surgically.
Anomalies of the Iris
· 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.
· Photocoagulation
· Injection of sclerosants

Anomalies of the Iris
· Brushfield's spots presence of hypercellular areas 
of iris tissue with surrounding stromal hypoplasia .
· 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
· 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
· Iris coloboma  results from abnormal closure of 
the foetal fissure of embryonic optic cup which 
occurs around 6-8 weeks post conception. 

Colobomas which do not originate as a defect of the 
fetal fissure give rise to defects outside the 
inferonasal quadrant.
· 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
· 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) OCA1(TYROSINASE DEF)  6) OCA1A  (STEELY 
WHITE HAIR)  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
· Aphakia :- Occurs when surface ectoderm in 
developing embryo fails to form a lens placode and 
vesicle.
· 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.
· Duplication of the lens  is an extremely rare 
disorder due to metaplasia of the surface ectoderm 
which prevent the lens placode from invaginating 
into a single lens vesicle.
· 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
· Lenticonus  axial deformities of the anterior or the 
posterior surfaces. Anteriorlenticonus associated 
with allport's syndrome.
· 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.
· 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
· Any interference of the neural  crest tissue cell 
formation or migration and differentiation of the 
cells leads to trabecular dysgenesis .
· 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) A flat 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
· Irido-trabeculodysgenesis includes posterior 
embryotoxon, axenfeld's anomaly, rieger's 
anomaly (abnormality of the iris stroma) and 
aniridia.
· 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. 
· Rx Trabeculectomy Yag argon laser.

Embryology of the vitreous
· Develops from the vascularised mesenchymal 
tissue .
· 1st phase separates lens vesicle from 
neuroectoderm of the optic cup. (primary vitreous)
· 2nd phase at 9 weeks, viteous becomes avascular 
(secondary vitreous)
· Vitreous lying between the ciliary body and lens 
becomes separated from secondary vitreous to run 
from ciliary processes to lens (tertiary vitreous).
· Persistent hyaloid artery - artery extending from 
the optic disc to the back of the lens. 
Anteriorremanants give rise to mittendorf spot.
· Vitreous cysts  arise from the remanants of the 
hyaloid artery.
· 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.
· Posterior type - presence of a retinal fold from 
optic disc to oraserrata with condensation of 
vitreous and retinal detachment.
· C/F  leucocoria, microphthalmos, nystagmus, 
strabismus.
· Rx Prevention of glaucoma Vitrectomy.

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.
· 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
· 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.
· 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 
of the normal nerve fibre layer.  
Anomalies of Optic disc
· 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.
· Begmeister papillae - presence of the remanents 
of hyaloidartery  as glial tissue on the disc.
· Megalopapilla - abnormally large disc diameter.
· 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
· Optic nerve aplasia 
· Optic pits or holes similar to coloboma , usually 
appear in the inferotemporal quadrant or the central 
portion of disc. 
· Peripapillarystaphyloma  posterior bulging of the 
sclera with optic disc occupying the center of the 
bowl.
· Double optic disc.
· Pedlar'scolobomacoloboma of the optic disc with 
overlay of peripapillary retina.
Retinal anomalies
· Fundal coloboma - typical coloboma arising from 
defect in 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
· Atresia of the lacrimal puncta results from the 
failure of the upper end of developing structures to 
canalize.
· Super-numary-puncta.
· 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.  It is 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 

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 it is sandhi marma.

Traumatic injuries to Manibandh marma is 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 - · To study Manibandha 

marma according to ayurvedic view in detail.
· To study Manibandha sandhi sharir (Anatomy) 

according to modern science.
· 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 '  a re  ca l led  as  ' J ivadhar '  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 

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) Gulpha Marma 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 40-45 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)

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 
twist while working and  5) 16.66% due to 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) (+ +)  (2) (+ + +) (3)
  Shotha No Shotha 1 cm Shotha 1 Shotha more

Around to 2 cm than 2  cm
Manibandha aound 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 Significance i.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. 

Manibandha Sandhi) causes Ruja. 
6) Kunthata - There are 4 movements of 
Manibandha Sandhi - a) Flexion b) Extension 
c) Adduction d) Abduction.

I 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 Significance i.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 
Significance i.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 Significance i.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 

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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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 
p rog re s s ion  o f  obe s i t y  ( S thau lya )  
conceptually.
Objectives - · To review the causes of Obesity 

(Sthaulya) from Ayurvedic Samhitas and 
Modern literature. · 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 

of both.   
Types of obesity -
· 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.
· Gynoid obesity - Distribution of fat is more 

evenly and peripherally distributed around the 
body. This type 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 - VX{VñWm¡ë¶‘{VgånyaUmX²Jwé
‘YwaerVpñZ½Ymon¶moJmXì¶m¶m‘Xì¶dm¶mV²
{XdmñdßZmÕf©{ZË¶ËdmX{MÝVZmãXrOñd^mdmƒmonOm¶Vo&
(M.gy.21/4)
AZno{jV‘mÌmXr go{dVo Hw$éVñVw Vo&
A{VñWm¡ë¶m{VH$mí¶m©XrZ² dú¶ÝVo Vo M gm¡fYm…&&
(A.g§.gy.24/13)
Causes of obesity according to modern texts -
· Age - Chances of obesity increases with the 

age. · Gender - females are more prone than 

males.  · Genetic factors  · Familial tendency

· Physical inactivity · Endocrine factors

· Drugs - Corticosteroids, insulin, 

contraceptive pills  · Food habits - Eat 

between the meals, taking sweet food, refined 
food and fats  · Psychosocial factors - 

emotional disturbances.
Factors which are inversely proportional to 
obesity - · Education · Socio- economic 

status
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Assessment of obesity:
A] Body  weight  -  Most probably used 
method is BMI 
1) BMI ( Quetelet's index)  Wight (Kg)

2 Height (m)
2) Ponderal index height (cm)

 Cube root of bod weight (kg)
3) Brocas index 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 
cm in Men and >88 cm in Women.
2) High WHR (>1.0 in Men and >0.85 in 
w o m e n )  i n d i c a t e s  a b d o m i n a l  f a t  
accumulation.
Classification of obesity according to BMI:

BMI
  Under weight <18.50
  Normal range 18.50 - 24.99
  Over weight = 25.00
  Pre obese 25.00 - 29.99
  Obese class I 30.00 - 34.99
  Obese class II 35.00 - 39.99
  Obese class III = 40.00
Relative threats due to obesity :
Great ly  increased r i sk  -  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 ache etc.
Discussion - Causes of obesity according to 
Ayurvedic Samhita - According to Acharya 
Charaka causes of obesity (sthauluya) are as 

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 chapter only.
1) A{VgånyaUmV² - A{V^moOZmV (over intake)

‘mÌmdV² Amhma - ‘mÌmdÕ¶eZ‘{eV‘ZwnhË¶ àH¥$qV 
~bdU©gwIm¶wfm ¶moO¶Ë¶wn¶moº$ma‘dí¶{‘{V& (M.gy.5/8)

---‘mÌmd{Õ - Am¶waod {ddY©¶{V Ho$db§, Z
Mmoî‘mU‘wnhpÝV, Aì¶W§M n[anmH$‘o{V (M.{d.1/24(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. 
¶Wm½Ý¶ä¶dhmamo@{¾gÝYwjUmZm§... (M.gy.25/40)

In case of over intake it affects agni and 
produce agnimandya. It produce prakopa of 
all three doshas.
A{V‘mÌmeZ - Am‘àXmofhoVyZm_² (M.gy.25/40)
AOrUm©Ü¶eZ§ - J«hUrXÿfUmZm_² (M.gy.25/40) 
A{V‘mÌ§ nwZ… gd©XmofàH$monU{‘ÀN>pÝV Hw$ebm…& (M.{d.2/7)

Atimatra ahar
�

Anavaha, Rasavaha, Purishvaha Srotas dushti
�

Agnimandya
�

Amanirmiti
�

Apachit ahar rasa
�

Apachit Dhatu Utpatti
�

Apachit Meda Dhatu Utpatti
�

(Uttarottar Dhtvagni Mandya)
�

Sthaulya

2) A{V Jwê$, ‘Ywa, erV, pñZ½Ymon¶moJmX -
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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pñZ½YJwé‘Ywa{npÀN>berV....íboî‘màH$mon‘mnX²¶Vo&& 
(M.{Z.1/25)
Jwé^moOZ -Xþ{d©nmH$H$amUm‘² (M.gy.25/40)
...Jwé{U nwZZm ©{¾gÝYwjUñd^mdmÝ¶gm‘mÝ¶mV², 
AVüm{V‘mÌ§ XmofdpÝV..&& (M.gy.5/6)

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.   
‘Ywaag-
Hw$éVo@Ë¶wn¶moJoZ g ‘oX… H$’$OmZ² JXmZ²&
ñWm¡ë¶m{¾gmXgÝ¶mg ‘oh JÊS>m~w©Xm{XH$mZ²&& (A.ö.gy.10/9)

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

and Kapha dosha. It has total opposite 
chracteristics of Ushna guna of agni which  
affects the digestion. 
A{VpñZ½Y - It produces Kapha prakopa. 

nmÊSw>Vm Jm¡ad§ OmS²>¶§ nw[afñ¶m{dn¹$Vm&
VÝÐmê${MéË³boe… Ñ¶mX{VpñZ½YbjU‘²&& (M.gy.13/59)

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 of them results in sthaulya.
3)  Aì¶m¶m‘   (Lack of Physical Exercise ) -

ì¶m¶m‘ - ñW¡¶©H$amUm_²
...Xmofj¶mo@{¾d¥{Õü… ì¶m¶m‘mXþnOm¶Vo&& (M.gy.7/32)
íboî‘j¶mo A{^àoV… ¶{X@{¾ H$Vw©ËdoZ {ÌXmofj¶mo@{n 
(M.gy.7/32 MH«$.{Q>H$m) .... Xrámo@{¾ ‘oXg… j¶…..&& 
(A.õ.gy.2/10)

All of these are effects of exercise which 
causes agni vrudhi, kshay of meda dhatu and 

kapha dosha (Tridosha kshaya). It also 
provides stability to body.  
But in case of physical inactivity (Aì¶m¶m‘)
Aì¶m¶m‘ -
CnhZZñ¶ A¾o… (M.{M.14/9)
H$’$ñ¶ àH$mon (M.{Z.1/25)

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) Aì¶¶m¶ (Abstinence from sexual 

intercourse) - 
~«åhM¶©-Am¶wî¶mZm§ (M.gy.25/40)

As there is no sexual intercourse it 
increases the shukra in the body producing 
shukra dhatu vrudhi.  Shukra inturn converts 
into oja.
AmoOñVw VoOmo YmVyZm§ ewH«$mÝVmZm§ na ñ‘¥V‘²&(A.õ.gy.11/37)

When there is shukra vrudhi it also 
increase the oja.  
AmoOmo {dd¥Õm¡ Xohñ¶ Vw{ï>nw{ï>~bmoX¶…&&(A.õ.gy.11/41)

But when Abstinence from sexual 
intercourse occurs forcefully it  creates shukra 
dhatu dushti.
AH$mb ¶mo{ZJ‘ZmV² {ZJ«hmV² A{V‘¡WwZmV²&ewH«$dm{hZr 
Xþî¶pÝV...&& (M.{d.5/18)

Hence when shukra vrudhi occurs due to 
dushta shukra , it also affects the oja.  Body 
gets nourish excessively which produce 
sthaulya. 
5) {Xdmñdmn  (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.
{XdmñdßZ.... H$’$àH$mon‘mX²¶Vo& (M.{Z.1/25)
H$’$d¥Õ bjUo-
íboî‘m@{¾gXZ...Ambñ¶Jm¡ad‘²&&íbWmL²>JËd§..&
(A.õ.gy.11/7-8)
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Due to kapha there is increase in Gurutva 
and shaithilya of mansa and meda dhatu, 
which produces Sthaulya.
6) hf©{ZË¶Ëdmƒ  (Uninterrupted cheerfulness) -

hf©… àrUZmZm§ (M.gy.25/40)
Cheerfulness or happy feeling help to get 

body nourished properly. Also this feeling is a 
sign of satisfaction.
{Zd¥{Îm… nw{ï>H$amUm§ (M.gy.25/40)

Hence when there is uninterrupted 
cheerfulness it produces extra nourishment 
which results in sthaulya.
7) A{MÝVZmV²  (lack of mental exercise) -

{MÝVm-
H$’$mone‘Zr (A.õ.gy.7/63)
‘oXmo@{Zûcoî‘ZmeZr (A.õ.gy.13/11)

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) ~rOñd^mdmV² - ñWyb‘mVm{nV¥OÝ¶ËdmV²

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:
AZno{jV‘mÌmXr go{dVo Hw$éVñVw Vo&
A{VñWm¡ë¶m{VH$mí¶m©XrZ² dú¶ÝVo Vo M gm¡fYm…&&
(A.g§.gy.24/13)

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 

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 meals i. 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.
It inhibits 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 



27 (ISSN-0378-6463) Ayurvidya MasikMarch  2020

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 - 
àkmnamYOÝ¶ì¶mYr

By practicing Yoga or doing exercise daily, 
maintaining mental health and managing our 
food habits we can interrupt the cycle towards 
obesity.
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S>m°. {gÕmW© naMwao øm§Mo Xþhoar ¶e
H$m¶{M{H$Ëgm {d^mJmVrb ghmæ¶H$ àmÜ¶mnH$ S>m°. 

{gÕmW© gwhmg naMwao øm§Zm National Seminar on 

"Ayurvedic Management of skin Disorders' øm A§VJ©V 
{X. 3-2-2020 amoOr gmXa Ho$boë¶m emoY [Z~§Ymg AÜ¶mnH$ 
g§dJm©V {ÛVr¶ nm[aVmo{fH$ àmá Pmbo. 

VgoM Birdies Club V’}$ KoÊ¶mV Amboë¶m ~°S>q‘Q>Z 
ñnY}V lr. AO¶ amdob øm§À¶m gmWrV àW‘ nm[aVmo{fH$ àmá 
Pmbo.

Am¶w{d©Úm ‘m{gH$ g{‘VrV’}$ S>m°. {gÕmW©  gw. naMwao 
øm§Mo Xþhoar ¶em~Ôb A{^Z§XZ!

A{^Z§XZ! 

S>mdrH>>Sy>Z - S>m°. {gÕmW© naMwao, lr. a[dc 
d Birdies Club Mo nXm[YH>>mar 
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amï´>r¶ {ejU ‘§S>i
n§Mdm{f©H$ {ZdS>UyH$ (2020-2025)

amï´>r¶ {ejU ‘§S>imÀ¶m {Z¶m‘H$ ‘§S>imgmR>r d Am¶wd}X agemim g{‘Vr d ‘oh|Xio XdmImZm g{‘Vr ømgmR>rÀ¶m 
n§Mdm{f©H$ {ZdS>UyH$m ZwH$Ë¶mM nma nS>ë¶m. gd© {ZdS>UyH$m {~Z{damoY Pmë¶mMo {ZdS>UyH$ A{YH$mar A°S>. {dZmoX ~mnQ> øm§Zr 
Omhra Ho$bo d nwT>rb gXñ¶ {ZdSy>Z Amë¶mMo Omhra Ho$bo.

‘oh|Xio XdmImZm g{‘Vr

1) S>m°. KZdQ> eoIa ‘wabrYa 

{Z¶m‘H$ ‘§S>i - 
g§dJ© - noQ´>Z -  

1) S>m°. nwam{UH$ {Xbrn à^mH$a 2) A°S>. nmQ>rb lrH$m§V Zmam¶U 

g§dJ© - ’o$bmo - 

1) S>m°. ^mJdV ^mbM§Ð H«$îUmOr 

1) S>m°. S>moB©’$moS>o {dO¶ {dídZmW 2) S>m°. naMwao gwhmg Zmam¶U 

g§dJ© -qgnWm¶Pa -  

g§dJ© - gm‘mÝ¶ g^mgX - 

1) S>m°. gmVnwVo ‘YwH$a am‘M§Ð  2) S>m°. YS>’$io ^mbM§Ð JUoe

g§dJ© - AmOrd g^mgX - 

1) S>m°. Jm§Jb a‘oe Zmam¶U 2) S>m°. JìhmUo g§O¶ Jwbm~amd 

g§dJ© - AÜ¶mnH$/d¡ÚH$s¶ A{YH$mar - 

1) S>m°. hþnarH$a amO|Ð eereoIa 

gd© ¶eñdr C‘oXdmam§Mo Am¶w{d©Úm ‘m{gH$ g{‘VrV’}$ hm{X©H$ A{^Z§XZ d hm{X©H$ ew^oÀN>m!

Am¶wd}X agemim g{‘Vr 

1) S>m°. Hw$bH$Uu à‘moX dmgwXod    2) S>m°. amZS>o ‘§Xma 

[Q>iH>> Am`wd}X _hm[dÚmc`mMo àmMm`© ho [Z`m_H>> _§S>imMo nX[gÓ gXñ` Agë`mZo Ë`mgmR>r [ZdS>UyH>> hmoV Zmhr.
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amï´>r¶ {ejU ‘§S>i - 96 dm dYm©nZ{XZ g‘ma§^ - {X.9 ’o$~«wdmar 2020
Ahdmc 

amï´>r¶ {ejU ‘§S>imÀ¶m 96 ì¶m dYm©nZ{XZm{Z{‘Îm 
{Q>iH$ Am¶wd}X ‘hm{dÚmb¶mÀ¶m EZ. Am¶.E‘.E. g^mJ¥hmV 
Xþnmar 4 dmOVm ^ì¶ g‘ma§^mMo Am¶moOZ H$aÊ¶mV Ambo 
hmoVo. g‘ma§^mg à‘wI A{VWr åhUyZ gwà{gÕ 
eë¶{M{H$ËgH$ d à»¶mV boIH$ S>m°. A{Zb Jm§Yr CnpñWV 
hmoVo. g‘ma§^mMo AÜ¶jñWmZ S>m°. {dO¶ S>moB©’$moS>o øm§Zr 
^yf{dbo. ‘mÝ¶dam§Mo hñVo lr YÝd§Var nyOZmZo g‘ma§^mMr 
gwédmV Pmbr. à‘wI A{VWr S>m°. Jm§Yr d AÜ¶j S>m°. 
S>moB©’$moS>o øm§Mo hñVo Amamo½¶ àXe©ZmMo CX²KmQ>Z Pmbo.

^ì¶ d gwemo{^V EZ.Am¶.E‘.E. g^mJ¥hmV 
ì¶mgnrR>mda S>m°. S>moB©’$moS>o, S>m°. Jm§Yr, amï´>r¶ {ejU ‘§S>imMo 
CnmÜ¶j S>m°. ^m.H¥$.^mJdV, g{Md S>m°. {Xbrn nwam{UH$, 
H$mofnmb S>m°. Jm§Jb, S>m°. amO|Ð hþnarH$a d S>m°. g. {d. 
Xoenm§S>o, S>m°. naMwao, S>m°. gmVnwVo, S>m°. YS>\>>io, A°S>. nmQ>rc 
ñWmZmnÞ Pmbo hmoVo. 

lr YÝd§Var ñVdZmMo ‘§Jb MaU Ami{dë¶mZ§Va S>m°. 
{X. à. nwam{UH$ øm§Zr àmñVm{dH$ ^mfUmV amï´>r¶ {ejU 

‘§S>i d ‘§S>imÀ¶m KQ>H$ g§ñWm§Zr Joë¶m 96 dfm©V Ho$boë¶m 
àJVrMm AmT>mdm KoVbm d CnpñWVm§Mo hm{X©H$ ñdmJV Ho$bo.

g‘ma§^mMo AÜ¶j S>m°. S>moB©’$moS>o d à‘wI A{VWr S>m°. 
A{Zb Jm§Yr øm§À¶m ¶Wmo{MV gËH$mamZ§Va gd© ‘mÝ¶dam§Mo 
hñVo ‘§JbXrnmMo àÁdbZ H$ê$Z g‘ma§^mMo Am¡nMm[aH$ 
CX²KmQ>Z H$aÊ¶mV Ambo.

nwÊ¶mVrb gwà{gÕ ZoÌ{M{H$ËgH$ S>m°. gwYmH$a ‘hmXod 
gmR>ço ho ømdfuÀ¶m ""OrdZ Jm¡ad nwañH$mamMo'' ‘mZH$ar 
hmoVo. Ë¶m§À¶m H$ma{H$XuMm AmT>mdm KoUmè¶m gÝ‘mZnÌmMo 
dmMZ S>m°. {‘hra hOaZdrg øm§Zr Ho$bo. Ë¶mZ§Va S>m°. Jm§Yr d 
S>m°. S>moB©’$moS>o øm§À¶m hñVo ~w{Õ‘ÎmoMo à{VH$ nwUoar nJS>r, 
emb, gÝ‘mZnÌ, ̂ oQ>dñVy, nwînJwÀN> d amoI é. AH$am hOma 
Aem ñdénmV S>m°. gw._. gmR>ço øm§Zm à{Vð>oMm OrdZ Jm¡ad 
nwañH$ma {dVarV H$aÊ¶mV Ambm.

gËH$mamg CÎma XoVm§Zm S>m°. gmR>ço øm§Zr amï´>r¶ {ejU 
‘§S>imàVr H¥$VkVm ì¶º$ Ho$br. 

"Am¶w{d©Úm B§Q>aZ°eZb 2020 Volume I d E-

Ayurvidya' Mo àH$meZ S>m°. Jm§Yr d S>m°. S>moB©’$moS>o øm§À¶m 
hñVo H$aÊ¶mV Ambo.

à‘wI A{VWr åhUyZ ‘ZmoJV ì¶º$ H$aVmZm S>m°. Jm§Yr 
øm§Zr amîQ´>r¶ {ejU ‘§S>imZo Ho$boë¶m {dH$mgmË‘H$ àJVrMm 
Jm¡adnyU© eãXmV C„oI Ho$bm. VgoM 96 ì¶m dYm©nZ 
{XZm{Z{‘Îm Am¶mo{OV Ho$boë¶m Amamo½¶ àXe©ZmMr d S>m°. 
gw.‘. gmR>ço øm§À¶m Am¶wd}XmVrb g§emoYZmË‘H$ ¶moJXmZmMr 
àe§gm Ho$br. 

amï´>r¶ {ejU ‘§S>imMo dVrZo Am¶mo{OV Ho$boë¶m 
""ZmZb MfH$'' Am§Vad¡ÚH$s¶ ‘hm{dÚmb¶rZ amï´>r¶ 
ñnYmªÀ¶m Am¶moOH$ S>m°. ‘§{Oar Xoenm§S>o øm§Zr ñnYmªMm 
^maV^amVrb d¡ÚH$s¶ ‘hm{dÚmb¶rZ {dÚmÏ¶mªMm CËñ’y$V© 

_m. S>m°. A{Zb Jm§Yr `m§Mo hñVo OrdZ Jm¡ad nwañH>>ma 
[ñdH>>maVmZm _m. S>m°. gmR>ço d gm¡. gmR>ço. 

_§JcXrn àÁÁdcZ H>>aVmZm
S>mdrH>>Sy>Z - S>m°. gmVnwVo,
S>m°. naMwao, S>m°. ^mJdV,
S>m°. Jm§Jb, S>m°. nwam{UH$,
S>m°. Jm§Yr, S>m°. YS>\>>io,
S>m°. S>moB©’$moS>o, S>m°. hþnarH$a,
d S>m°. g. {d. Xoenm§S>o. 

S>m°. {Xbrn nwam{UH$ 
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à{VgmX ñnYmªZm bm^ë¶mMo gm§{JVbo d g{dñVa Ahdmb 
gmXa Ho$bm. ñnY}Vrb nm[aVmo{fH$ {dOoË¶m§Zm 
ì¶mgnrR>mdarb gd© ‘mÝ¶dam§À¶m hñVo nm[aVmo{fH$m§Mo {dVaU 
H$aÊ¶mV Ambo. d¡Ú d¥§Xm gmR>ço {bIrV "A{¾H$‘© {M{H$Ëgm' 
nwñVH$mÀ¶m qhXr Amd¥ÎmrMo àH$meZ AÜ¶j S>m°. {d.{d. 
S>moB©’$moS>o øm§À¶m hñVo H$a§Ê¶mV Ambo. 

AÜ¶jr¶ ^mfUmV S>m°. S>moB©’$moS>o øm§Zr amï´>r¶ {ejU 

‘§S>imZo Ho$boë¶m àJVrMm AmT>mdm KoVbm d ^{dî¶mV 
g§ñWobm àJVrÀ¶m Cƒ {eIamda ZoÊ¶mMr ½dmhr {Xbr. 

S>m°. ^mbM§Ð ^mJdV øm§Zr Am^ma àXe©Z Ho$ë¶mZ§Va 
g‘ma§^mMr Q>mù¶m§À¶m JOamV gm§JVm Pmbr.

S>m°. {‘hra hOaZdrg d S>m°. {dZ¶m Xr{jV øm§À¶m 
Iw‘mgXma e¡brVrb gyÌg§MbZm‘wio g‘ma§^mÀ¶m ̂ ì¶VoV d 
AmH$f©H$VoV ‘mobmMr ̂ a nS>br.

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 

ndIntegrated Medical Specialists of India on 2  
rdand 3  February 2020. The scientific sessions 

ndand 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 

Report of the National Seminar 
on Ayurvedic Management of Skin Disorders 

(Twak Vikara)

Dr. Mihir Hajarnavis

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.A.M.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 

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 

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.

Prof. Dr. Rajendra Huparikar appointed 
on Symbiosis University

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.

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

Dr. Manjiri 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. 1st Jan 2020.

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

Congratulations

Dr. Rajendra 
Huparikar

Dr. Manjiri S. 
Deshpande

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.
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A[^Z§XZ!
{Q>iH$ Am¶wd}X ‘hm{dÚmb¶mg 

nwUo ‘.Z.nm. Am¶mo{OV ñnYmª‘Ü¶o nm[aVmo{fHo$ àmá 

nwUo ‘hmZJanm{bH$m d¥j àm{YH$aUmV’}$ Am¶mo{OV 40 
ì¶m ’$io, ’w$bo, ^mOrnmbm àXe©Zm{Z{‘Îm {d{dY ñnYmªMo 
Am¶moOZ H$aÊ¶mV Ambo hmoVo. ¶m àXe©ZmMo CX²KmQ>Z lr. 
‘wabrYa ‘mohmoi, ‘hmnm¡a, nwUo ¶m§À¶m hñVo Pmbo. 

¶m àXe©Zm‘Ü¶o {Q>iH$ Am¶wd}X ‘hm{dÚmb¶mÀ¶m 
Ðì¶JwU d dZñnVr CÚmZ {d^mJmZo dZm¡fYr CÚmZ ñnYm©, 
Am¡fYr d gwJ§Yr Hw$§S>çm g§J«h, d¥j g§dY©Z d g§ajU B. 
ñnYmª‘Ü¶o gh^mJ Zm|Xdbm.

¶m ñnYmª‘Ü¶o {Q>iH$ Am¶wd}X ‘hm{dÚmb¶mÀ¶m 
Ðì¶JwU d dZñnVr CÚmZ {d^mJmg Am¡fYr dZñnVr g§J«h, 
àW‘ d V¥Vr¶ H«$‘m§H$, Am¡fYr dZñnVr CÚmZ, {ÛVr¶ 
H«$‘m§H$, Am¡fYr g§dY©Z d g§ajU JQ>mg V¥Vr¶ H«$‘m§H$, VgoM 
ËdMm {dH$mam§da Cn¶wº$ dZñn{V ñQ>m°b {deof gh^mJ, 
gÝ‘mZ{MÝh B. nm[aVmo{fHo$ {‘imbr. 

¶m àXe©Zm{Z{‘Îm {Q>iH$ Am¶wd}X ‘hm{dÚmb¶mÀ¶m 
Ðì¶JwU {d^mJmZo ËdMm {dH$mam§da Cn¶wº$ dZñn{V ¶m 
{df¶mda àXe©Z Am¶mo{OV Ho$bo hmoVo. ËdMm {dH$mam§da 
Cn¶wº$ dZñnVtMr EH${ÌV ‘m{hVr ‘m°S>ob, MmQ²g©, 
’$moQ>moJ«m’$ B. À¶m ‘mÜ¶‘mVyZ àX{e©V Ho$br hmoVr. ¶m 
{Z{‘ÎmmZo KamoKar dZm¡fYr  hr nwpñVH$m, Amamo½¶Xrn 
{Xdmir A§H$ 2019 , gdbVrÀ¶m XamV CnbãY H$aÊ¶mV 
Amco. ¶m àXe©Zmg ZmJ[aH$m§Mm CËH¥$ï> à{VgmX bm^bm.

{X. 16 ’o$~«wdmar 2020 amoOr g§^mOr CÚmZmV 
Am¶mo{OV ~{jg {dVaU g‘ma§^mV ho nwañH$ma àXmZ 
H$aÊ¶mV Ambo. àXe©Zm{Z{‘Îm Am¶mo{OV ~{jg {dVaU 
g‘ma§^mg d¥jg§dY©Z g{‘VrMo gXñ¶ lr. hmOr J’y$a 
nR>mU, lr. C‘mbo d CÚmZ A{YjH$ lr. AemoH$ KmoanS>o 
¶m§À¶mgh BVa ‘mÝ¶da CnpñWV hmoVo. ‘hm{dÚmb¶mV’}$ 
Ðì¶JwU d dZñnVr CÚmZ à‘wI S>m°. Anydm© g§Jmoam‘, Ðì¶JwU 

" " "
"

{d^mJ AÜ¶m{nH$m S>m°. Apñ‘Vm OmYd, S>m°. àkm JmR>o, S>m°. 
Jm¡ar Jm§Jb VgoM Ðì¶JwU {d^mJmÀ¶m gd© nXì¶wÎma 
{dÚmÏ¶mªZr ho nwañH$ma ñdrH$mabo.

¶m àXe©Zmg amï´>r¶ {ejU ‘§S>imMo g{Md S>m°. {X.à. 
nwam{UH$, H$mofnmb S>m°. a.Zm. Jm§Jb, CnàmMm¶© S>m°. gamoO 
nmQ>rb ¶m§Zr ^oQ> XoD$Z ¶m CnH«$‘mMo H$m¡VwH$ Ho$bo, VgoM 
‘hm{dÚmb¶mÀ¶m AZoH$ AÜ¶mnH$, {dÚmWu ¶m§Zrhr ^oQ> 
{Xbr. ¶m àXe©ZmV d ñnYmªÀ¶m Am¶moOZmV Ðì¶JwU d 
dZñnVr CÚmZ à‘wI S>m°. Anydm© g§Jmoam‘, AÜ¶mnH$ S>m°. 
Apñ‘Vm OmYd, S>m°. ñZohm Omoer, S>m°. àkm JmR>o, S>m°. Jm¡ar 
Jm§Jb VgoM Ðì¶JwU {d^mJmMo nXì¶wÎma {dÚmWu, d¡. 
ñdßZmbr, d¡. ê$noe, d¡. Jm¶Ìr, d¡. na‘oída, d¡. gbmoZr, d¡. 
ea‘rZ, d¡. gwdUm©, d¡. d¥fmbr, d¡. lr¶m VgoM CÚmZmVrb 
‘mir lr. ~mJwb d lr. ‘moao d Ðì¶JwU {d^mJmMo H$‘©Mmar lr. 
Hw§$̂ ma ¶m§Mm gH«$s¶ gh^mJ hmoVm.

¶m ¶emV amï´>r¶ {ejU ‘§S>imMo AÜ¶j S>m°. {d.{d. 
S>moB©’$moS>o, CnmÜ¶j S>m°. ^m.H¥$. ^mJdV, g{Md S>m°. {X. à. 
nwam{UH$, H$mofnmb S>m°. a.Zm. Jm§Jb, àmMm¶© S>m°. gXmZ§X 
Xoenm§S>o, CnàmMm¶© S>m°. gamoO nmQ>rb d S>m°. {‘hra hOaZdrg 
¶m§Mo ‘mJ©Xe©Z bm^bo.

àm. S>m°. Anydm© g§Jmoam‘

nwañH$ma [ñdH>>maVmZm S>mdrH>>Sy>Z-
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A{dîH$ma 2019-2020
Ahdmb 

""‘hmamï´> Amamo½¶ {dkmZ {dÚmnrR>, Zm{eH$' Am¶mo{OV 
"A{dîH$ma 2019-2020' [agM© ’o$pñQ>db ¶m ñnY}V 
{Q>iH$ Am¶wd}X ‘hm{dÚmb¶mVrb EHy$U 11 {dÚmÏ¶mªZr 
gh^mJ Zm|X{dbm hmoVm. 6 doJdoJù¶m g§dJm©VyZ hm gh^mJ 
hmoVm. {XZm§H$ 22 OmZodmar d 23 OmZodmar amoOr {dÚmnrR>mV 
hr ñnYm© g§nÞ Pmbr. Ë¶mV A{^‘mZmMr Jmoï> åhUOo 30 
{dÚmÏ¶mª‘Ü¶o 8 {dÚmWu {Q>iH$ Am¶wd}X ‘hm{dÚmb¶mMo 
hmoVo. Vo nwT>rbà‘mUo -

Category Rank
 1) H.L.F. Teacher Dr. Mohana R. Joshi 1st
 2) C.M.L. Teacher Dr. Asmita M. Narkar 1st

PG Dr. Chandan B. Khairnar 1st
PG Dr. Mahesh V. Raut 1st

 3) AAH PG Dr. Vaibhavi V. Pathak 1st
 UG Mr. Shubham Dhoot 1st

 4) P.S. Teacher Dr. Gauri J. Gangal 2nd
 5) E & T Teacher Dr. Pradnya H. Gathe 2nd

¶m {dÚmnrR>mV§J©V {ZdS> Pmboë¶m 30 {dÚmÏ¶mªZm 14 
ì¶m ‘hmamï´> amÁ¶ñVar¶ Am§Va{dÚmnrR> g§emoYZ ñnY}gmR>r 
‘w§~B© {dÚmnrR>m‘Ü¶o {X. 28 OmZodmar Vo {X. 31 OmZodmar ¶m 
H$mbmdYrV nmR>dÊ¶mV Ambo. Ë¶mn¡H$s {Q>iH$ Am¶wd}X 
‘hm{dÚmb¶mVyZ 6 ñnY©H$m§Mm g‘mdoe hmoVm.

'14 ì¶m ‘hmamï´> amÁ¶ Am§Va{dÚmnrR> g§emoYZ ñnY}V' 
EHy$U ‘hmamï´> amÁ¶mVrb 20 {dÚmnrR>m§Mm gh^mJ hmoVm. 
àW‘ gd© ñnY©H$m§H$Sy>Z g§emoYZ àH$ënmda nmoñQ>a 
gmXarH$aU Pmbo d Ë¶mZ§Va nwT>o powerpoint 

presentation (A§{V‘ ’o$ar) round gmR>r Amnë¶m 
‘hm{dÚmb¶mVrb S>m°. ‘mohZ Omoer, S>m°. Apñ‘Vm ZmaH$a d 
S>m°. M§XZ I¡aZma ¶m§Mr {ZdS> Pmbr.

Ë¶mZ§Va S>m°. Apñ‘Vm ‘§Joe ZmaH$a ¶m§Zm A§{V‘ ’o$arV 
C.M.L. g§dJm©VyZ Teacher ¶m JQ>mVyZ "14 ì¶m ‘hmamï´> 
amÁ¶ Am§Va{dÚmnrR> g§emoYZ ñnYm©-A{dîH$ma 2019-
2020' ‘Ü¶o àW‘ nm[aVmo{fH$ {‘imbo. nm[aVmo{fH$ åhUyZ 
Q´>m°’$s, à‘mUnÌ d ê$. 5000/- àmßV Pmbo.

S>m°. ‘mohZ Omoer 

{Q>iH$ Am¶wd}X ‘hm{dÚmb¶mVrb eë¶ {d^mJ à‘wI 
S>m°. Z§X{H$emoa ~moago øm§Zm ZwH$VoM ‘§Jb ‘o{S>H$b A±S> 
[agM© ’$mC§S>oeZV’}$ "Life Time Sushrut Award' 
XodyZ Jm¡a{dÊ¶mV Ambo. 

Anorectal surgery À¶m go{‘Zma àg§Jr gXa 
nwañH$ma S>m°. ~moago øm§Zr à‘wI A{VWr ImgXma ‘m. lr. 
A‘a gm~io øm§Mo hñVo ñdrH$mabm. 

S>m°. ~moago ho eoR> VmamM§X am‘ZmW é½Umb¶mÀ¶m 
{Z¶m‘H$ ‘§S>imMo gXñ¶ d H$mofnmb åhUyZ H$m¶©aV AmhoV.

amï´>r¶ {ejU ‘§S>i, {Q>iH$ Am¶wd}X ‘hm{dÚmb¶, 
go§Q>a ’$m°a nmoñQ> J«°Á¶wEQ> ñQ>S>rO A±S> [agM© BZ Am¶wd}X d 
Am¶w{d©Úm ‘m{gH$ g{‘VrV’}$ S>m°. ~moago øm§Mo hm{X©H$ 
A{^Z§XZ!

A[^Z§XZ!
àm. S>m°. Z§X{H$emoa ~moago øm§Zm  Life Time Sushrut Award

ImgXma ‘m. lr. A‘a gm~io øm§Mo hñVo Jm¡ad ñdrH$maVmZm
S>mdrH>>Sy>Z - gm¡. ~moago, S>m°. Z.[d. ~moago, lr. gm~io,

S>m°. H>>m_Ro>. 

S>mdrH>>Sy>Z Xwgè`m S>m°. ZmaH>>a 
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- S>m°. gm¡. {dZ`m Xr{jV

Cng§nmXH$s¶  

"Amamo½¶ g§dY©Z d g§ajU' `mgmR>r Cn`wŠV  

** Amamo½`Xrn 2019 **
[Xdmir A§H>> 

* WmoS>çmM àVr [eëcH>> * 
* Amncm A§H>> AmOM _mJdm *

A[YH>> _m[hVrgmR>r g§nH©>> - 
n«m. S>m°. Anydm© g§Jmoam_ (9822090305), n«m. S>m°. [dZ`m Xr[jV (9422516845)

AmdmhZ!! 
amoQ>ar nwañH>>mamZo gÝ_m[ZV 

Amamo½`Xrn 
2017 d 2018

O¡{dH$ ñ’$moQ>H$m§À¶m C§~aR>çmda...

MrZ OJmVrb gdm©V ‘moR>m d ‘hÎdmH$m§jr Xoe! àM§S> 
bmoH$g§»¶m d V§ÌkmZmVrb àJVr ¶m g§KQ>rV ~im§da 
gm‘«mÁ¶mMm {dñVma H$aÊ¶mg gX¡d CËgwH$ Agm hm Xoe 
gÜ¶m corona virus ¶m  àH$mamVrb 
{dfmUw§‘wio ~m{YV gdm©V ‘moR>m OZg‘wXm¶ Agbobm Xoe 
Amho. AmO{‘Vrbm gw‘mao ¶m EH$mM XoemVrb 80,000 
OUm§Zm  ¶m {dfmUyMr bmJU Pmë¶mMr gaH$mar ‘m{hVr Amho 
d ¶m {dfmUy‘wio ‘¥V nmdboë¶m {MZr é½Um§Mr g§»¶m AS>rM 
hOmam§da nmohMbr Amho.

^maVmÀ¶m CÎmanyd© gr‘m§da OmoS>bobm hm Xoe Amho. 
AZoH$ ^maVr¶ {dÚmWu, ì¶mdgm{¶H$ d ZmoH$aXma BWo H$m‘ 
H$aVmV. Ë¶m§À¶m gwQ>Ho$gmR>r ̂ maV gaH$ma à¶ËZerb Amho. 
gd© Am§Vaamï´>r¶ {d‘mZVimda {dfmUyJ«ñV qH$dm ~m{YV é½U 
AmoiIÊ¶mgmR>r gwajm MmMUr nWHo$ V¡ZmV AmhoV. 
gÜ`mVar "VrZ' ^maVr` é½Um§Zm ~mYm Pmë¶mMo {ZînÞ 
Pmbo Amho d øm§Zm ñdV§Ì d¡ÚH$s¶ é½Umb¶rZ H$jm§‘Ü¶o 
gdm}Vmonar godm gw{dYm XoÊ¶mV ¶oV Amho.

BamU, qgJmnya, hm±JH$m±J, X. H>>mo[a`m Aem BVa 42 
Xoem§‘Ü¶o hr H$moamoZmMr bmJU ^¶mdh JVrZo ngaV Amho. 
ídmgmdmQ>o ngaUmè¶m ¶m àH$maÀ¶m {dfmUy§Mr bmQ> Joë¶m 
H$mhr XeH$m§V gmVË¶mZo {d{dY ê$nmV S>moHo$ da H$mT>V Amho. 
gmg©, ñdmBZ âby Am{U AmVm H$moamoZm-g§nyU© OZOrdZ 
AënmdYrVM Ywirbm {‘idÊ¶mMo gm‘Ï¶© ¶m {dfmUy§À¶m 
g§gJm©V Amho. OodT>o Global Village g§H$ënZoMo ’$m¶Xo 
AZw^dbo OmVmV. VodT>oM g§nH©$-àdmg d g§gJm©Mo ho 
AVrVrd« VmoQ>o hr Ìmg XoVmV.

‘mZdmMr àJVr AmYw{ZH$VoZo MH$mH$Umar Agbr Var 
ZrVr{Z¶‘ ‘moS>Umè¶m ñd¡amMmamMr H$mir gmdbr hr Ë¶mg 

Zoonotic

KÅ> Yê$Z Amho. ES>g² H$m¶ {H$§dm AmÎmmMm H$moamoZm H$m¶ ho amoJ 
{Z‘m©Vo d ‘mZdr OrdZmMo {dÜd§gH$ [dfmUy àmÊ¶m§H$Sy>Z 
‘mUgmH$S>o MwH$sÀ¶m ‘mJm©Mm Adb§~ Ho$ë¶mZoM Ambo AmhoV. 
{ZgJ©{Z¶‘m§Mr nm¶‘„r Ho$ë¶mMr gS>oVmoS> {ejm {ZgJ© 
MH«$mVyZ g‘moa ¶oVo Amho. MrZÀ¶m dwhmZ ¶m EH$m hw~oB© àm§VmV 
AmJrà‘mUo ^S>H$m CS>mbobm hm AmOma ËdaoZo {H$VrVar ‘¡b 
Xÿada Xoe{dXoem§V PnmQ>çmZo ngaV Amho d gd©M ‘mZdr 
OrdZmbm J«mgy nmhmV Amho. 

¶m àH$maÀ¶m pñWVrV ‘mZdmÀ¶m kmZmÀ¶m gr‘m, 
d¡ÚH$s¶ joÌmVrb Anwè¶m ì¶dñWm d àM§S> bmoH$g§»¶oÀ¶m 
aoQ>çmZo {MKiUmao àíZ ¶m§À¶m  XmhH$ dmñVdmMr OmUrd 
hmoVo. EadrÀ¶m AmYw{ZH$ OrdZe¡brV Xþb©j Ho$boë¶m AZoH$ 
KQ>H$m§Mr ‘moR>r qH$‘V Amamo½¶ d OrdZ ‘¥Ë¶yÀ¶m ñdê$nmV 
Úmdr bmJV Amho. ‘hm¶wÕmMoM ho A{YH$ hm{ZH$maH$ ñdê$n 
Amho. g§nyU© XeH$mVrb dmT>Ë¶m g§gJm©Mm {dMma H$aVm ËdarV 
Hw$R>oVar Wm§~Ê¶mMm d gwYmaUm KS>dyZ AmUÊ¶mMm gm‘y{hH$ 
{ZU©¶ Xoe nmVirdaM Amdí¶H$ Amho. AÝ¶Wm ¶m Amamo½¶ 
KmVH$ bmQ>m nwÝhm nwÝhm CgiVrb d ‘mZdr OrdZ {Ji§H¥$V 
H$aVrb. H$Xm{MV amoJm§Mm AZmH$bZr¶ CÒ‘ d {M{H$Ëgm 
¶m‘wio d¡ÚH$s¶ AgmøVm dmT>ob d g§nyU© g‘mO EH$m Amamo½¶ 
d OrdZ KmVH$s XheVdmXmÀ¶m ̂ modè¶mV gmnS>ob.  

ho H$ënZm{MÌ ZgyZ gm§p»¶H$s emómMo AmYmao 
aoImQ>bobo ^{dî¶ Amho. Ë¶mH$S>o S>moioPmH$ H$aUo nadS>Umao 
Zmhr. Global warming Zo ~XbVo Vmn‘mZ ¶m àH$maÀ¶m 
amoJH$maH$ {dfmUy§Mm àgma H$aÊ¶mg A{YH$M MmbZm XoVo 
Amho. Ë¶m‘wio {ZgJm©er XmoZ hmV H$am¶Mo H$s hmV {‘idyZ 
¶mnwTMo OrdZ AmIm¶Mo d OJm¶Mo hm {ZU©¶M nwT>rb 
^{dî¶mMo Amamo½¶ Onob!


