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31, RSl gifore

STRTfCIp FARTER. 3 INIIRIT HRAR! 0T Th
fapeefies Qo FRUT B ST, STRIITETE T SIeTar TR
3 faemRId 31em UTeaTed QuiedT Joid TRATE o
ferATea SrcTepTeaT SRIRIGRIT a UehfeRATeT QTeplciies Ugies
Qe WURIT AET TR Bl SR, WRAE! uHs
BIPAEAT, ATGRIUET IO AR 31feep @ fRramomean ardmg

I SIHE TpUra SRS Sofd (Health
Awareness) e aTg el gl MTRiB gocar g

"YES, IAM "HEALTH I-CARD" holder

P AT 3. 'SRy ' AT RRPRHeS
Fegredr "COVID 19" =1 HIvvr AgMRIT & IR
TREVT  PRUFRAS], MWRIBR AT ATSITARATST
STCHfILIRT SUATa RS */JTTYY Ty’ i 3T,
T PRAET NS IgHIGEAT HEHRIA]
Hpherd THT FWRER 3FCT BIPered, MG 3R,
fastienvur, g 31em "COVID 19" St T
31T U TG Jo8c TSI SMMUTATE TR

Wl fdeN T s orfdrféa enfor ereoft S
ARFINURE 3 & X VEIe]. JRMIREl Jueey T
AIM 3 THNTIT RS 8 SHaT Ied Afea.
wﬁmaﬁwwaﬁaﬁﬁ@@%mﬁzﬁ%ﬁ
AR R AN RARIE SIRMFIETET  JAfIeRT
IIRAAT 3R TET FRIeR 3R SIS gRasf
STl (Budget) gcg\nl WIS PRI AT 3/
ATRE! IERT FWIRTR BIpaTe! ARSI AR, Ffaem
g a7 FafIad SUGEY el EITIERISR AT 9 ey
BIBTHEAE RIS STRICT 7 S Faeserdr 374Td,
Seed] BUREd] Fadl & d ARG IRFIRT TR
FITT UTADIER LA,

BIPRRTT qFM DRAEE T o e gaifea
ST fr e Miefdeedr g deargl =
RS 3R U BM®. By ARFN & JEHNT
[Tl 3 IuYeh FeM "Arogyasetu App" =t Iucseelt
P PRAT qrefid BomeT AfredTd et et
T FevTel AT S AW ATST IRV Tehrd
TG FIO! TR,

AT M SIRFITETST T e
PIfege AEMHRITAT SIS AT, UAHEMIHT 3cd HgeaTea]
37977 S ENY0TT hedT, TRl ENYUTT FgUrS] ' hRITR S3TST
RO Uh g, oR o9 redm (Vaccines) TRIeormeR
THIT ST Goo SrAedTa.”” € 3% Saded Sused BIUR

12{?'(:], STABSTT BB Ul Qchlra{‘llf&ll MBI
T QAP dﬂ(l‘bll(qlﬂj\"l RINIEICNEENE B

IRTAT TTER P AT GTILHIAT JRART STdRT
eGIRIT 5. FEERIR YRAT dIR om=ar &t

STBST IATE. AT AERT FWIRTER IR &1 50 TSq
STTOTOT ERVT SHfIPRES g ST FRRANT W= odf
3 AT P bedl, qdia SRR fqrmarst
T RIS Dol THT TG IFET TBaR R
PRUITATS! I FRIER T P o dod
qUT ITRIR ATHOT AT 371 SRR s, DM
o Iol TS I Riegl TRIR Th qEdi
TRIIEed g RIS Jaedd wd At-Jfei gas
DG SRR HRUIT GHaT B,

BT AT g Rfehes FARTR SR FURUIATS!

STRTFCTE FRTER 377 TR, QeTHTe! SIS BIUR SRIeIT
T ST 3T, &M BY0re YRR SR BR H1oT
o fiyeeTeT ame.

R G 31t HEeArl ST WiSIeBISRATS!
SHYTRATST 3fres 3eaTRid PRUm 3. *'~oras fefiies
e MeE’’ onfor Y ATRIBIeT IR few@us’
(Heath Identity Card") SU&ed HRUIR SR IO,
& NBEET TAD Tehidl bl ATiRell, dladt
oo SYLNTaR ST SuRT H1fee ST et AR
M. & T4 Health Mission &8 STRWI &7

AT [rEEET IERE 18 dR SR FARER. TR
REPR H&T. AT AT 9 [T 81 SIIID FRIER

RGBT IS, TR ch! YRAWRIT DISg! T T I
amﬁwﬁmﬁuﬁaaﬁmﬂwmﬁww%w

g feew’’ U@ AT UEel. A SIS
TR AP WRIER DA GBI 3T AR
FTHIT RS A, I a R &1 derbi Horeian
RIDR HAT G IRIS! 'Y’ HAGT T Pt
IRATS! T HATe! FIghl et T HAGATT ETBR
fegichia® "All India Institute of Ayurved" (AllA) TR
STRIAGTEAT erfire FeT MG HTEHIT SFda
UHRT A g R & AR AT

PIERNIG Uepl frser R I Id "Medical History"
WH%WWW@W%@%

RS SEl AU Sughal g @efieh
Juosdr’’ g PRHT UEMNIAT  BISNISl I
nioscies <F @@Mer "Health Identity Card" =
S & TN’ e S & 69T,

ALAUd
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Aorxdl sRId S ferfdoea-
IgA Nephropathy With Cocurrent Anti G.B.M. Disease!

1. wRkar udiv TadaTs,

fes=t fymprRiged vs  ggearEar AT
Glomerulonephritis & 3RIT T UM IgA

w d (AN g 7 ), dog. . (erfufec)

IR detedT fhefiaral fhet thegaran g
F9adl. IgA Nephropathy @ THmOr  Repimed

Nephropathy @1 d9@er gl a1 f[IHRR FH]
fReifeas ared ome, & fare a9 8. ™" IgA
Nephropathy & fd®R 4-30% T0nHed 3Tdieg
)T BT 37U AT TR T §B, 8D, Al IgA
Nephropathy STeledT 4-30 T JUMHET 0-
24 aufd fapet thegar Avad. IgA (SRIAraegel
) ¢ eRRWIIS ToRive], ST, TRl d
THIeRITET SicRaee R I HRIPRIA God
ARSI Tlelad. Hiedl UG TR Hesumey
gfcrepIRerhT AT IgA GR UTH 8. IgA Nephropathy
fepRId fepe-Hed Tmesvitel e o= Glomeruli
9 M AfTpRIRA QAT IgA < fIftre sieier
(31, fawmy/Steamy fhar sR) sReR - Afifhar
STeATe 0T STelel 9ed oA Afd 8w, ¢ 9ed
Siegr 37ef FgTahclt ST iegl T crescents 3
wgurTd. et Feft IgA SRR Igm, 1gG, C3
deposites & A@a. @S Glomeruli o FRfa
srerwT fHfor gt aMfor ehrchiel disear veft amfor
GfOM JATGR TR TTehet! ST, FeUT JATa 3T oAt
f&g Iar. S Glomeruli F&1 1gA I crescents
3TEwTd, <Iegl ot elaIret gaaT 3R ST arem
dUHE fhel thegaR BIUART qaddl Suea™
qed YD TTBATESA AT M IRI5e4,
3T TRIBRHT G PROTRT —hraReed QUATT U]
Cyclophosphamide JRE afiwe, Ao da
(Tma -3 & el offtew smaad), ACE
inhibitors/ARBs 3. 3fi¥e <aTd, QT AIRYRAT &
ko fGqa a1 @1 Crescentic  IgA
Nephropathy & 3-Y4 aufda Tre Foof fopet
hegaR Bl . 31T BT SIS ST
e et TfRITvT &9 warfer 3 STEerTer. et et
e Anti G.B.M. 3T TSI 3riedn oR T
fpel TARIYUITE Gl gl Juefed A, BIRUI

September 2020

XE

qONTHEY 3Tfeh SRIT AT N THT0T ST Wereher
APERHE 84/ 90,00000 T 3R .
BRI : UPHT Y JUIT ST S0TAT ARG
STl gTeeTer— fARgRSft AR g awrm Bl
& cfiefam ardd WedR delt S R 30 B
& 3T UIIdIC SRETC ST, 81 AT SIeTedl
YA Y AR AR BT 3T BN TepT ot
SiaRipgd f3.92.4.209¢ ST JURIT o BT,
UTTIT Jhald dTgetell glaT—9us /900 i fiy, T,
BT SR JURITAT IRUATd Medl. ™ RRA
fopanfeia a.9¢ I /feva TR =ts gRam & fir.
¥/ omewe. M URER™ W ++
deeiel B, T WRAT Sidexi=l STRhaETaR e
g6 e, drefamien e ol I TGl e or
T A e AT 3NfoT off WeaR AT B 3T
f. ¢.R.2020 Af I TS YT AHTATSREN
AT U, AT Thee 200/ 900 A1y, T, vaer
g, e Ry fhanfei= 4.9 1, I /S .va TR =1
giam agy L3/ fS0eT aTessel. I Sa” quriva
W@F&T:—

Hb-8.8 gm/dL,WBCs-6400/Cmm,RBCs- 3.02
Million/Cmm, Platelets-2,04000/Cmm; HCT _
27.99%. Urine routine and microscopic
examination : Proteins ++; RBCs-Plenty, Pus
cells-2-3/HPF, Epithelial cells-1-2/HPF.

9 1M Rapidly progressive Glomerulo-
Nephritis (RPGN) 3R RUITd  3fTet g T @i
TREET gURIER dRifhd SUMeRI |ed
FHRUITA 3MTet. A &, 9%.8.209¢ T 8.8.209¢ T
Afdrd eRUATT 3Met eMfoT il Axgler quuit
PROGIT  Iffell. il Whid - Anti GBM
antibodies @RUITT 3y 3Medr ad ANCA-
Igc antibodies B e 3. el et

(15sN-0378-6463) Ayurvidya Masik



RN PO JATell. T 37Tl e e
qeTet IO e 3Tme: -

Kidney biopsy done on Sep 2018 showed
following findings:- Serial sections studied
show a core of renal cortex with up to 14
glomeruli and 1 artery. 7 glomeruli are
obsolescent with 4 of these showing
associated fibrous and fibrocellular crescents.
6 of the other glomeruli show cresents which
are cellular in 4 and fibrocellular in 2.The
underlying tuft shows a mild mesangial
widening with minimum mesangial
hypercellularity and segmental sclerosis in 2.

Tubular atrophy is seen over 25% of the

cortex sampled. Scattered tubules have
hyaline and granular casts. The interstitium
with a moderately dense infiltrate of
lymphocytes with occasional polymorphs.
Immunoflorescence study shows 11 glomeruli
all with crescents. There are significant linear
deposits of 1gG with associated mesangial
deposits of IgA, C3c.
Diagnosis / Comments : Kidney (Needle)
biopsy shows features of Crescentic
glomerulonephritis with linear deposits of IgG
consistent with Anti GBM disease.

There is associated  background IgA
nephropathy. There is focal global glomerular
obsolescence ( 7 of 14) and mild to moderate
Interstitial Fibrosis and Tubular Atrophy (25%)
are features of chronicity. Scores : 1gG -4+,
IgM-Nil, IgA-3+, C3c-3+, Kappa Lc-2+,
Lambda Lc 2+ IgA  Nephropathy = ffead
oM Faw fheiear SAwiawE sfadqd 3.

BT 2 931 Plasmapheresis aRuITd 3fTel 31T
T feamrens fRaerRIfeiRivT aRuaTa arrel. weRigs™
g PHARaR aIRuITd AR Cyclophosphamide
silvg g deol. duneRE o oMo fawdd 2
Sged ATddIsd  IRAEISTAT ThT dEdhT
TR UIedud SRIe™ g A SUARRT &
FH AR AT g DU Yl STER O Ul
3RFel. 3. 24.8.209¢ T §.90.209¢ TR TR
Fod SUAR FNOATT  IMel.  BUMAT §  doN
Plasmapheresis 3MfoT { J&d Hemodialysis
RO 3el, TeNIged g HraA¥dy JIuRuITd JUTRY
Cyclophosphamide s aitwer @re] avard
3fTeft, IR AT SUARM UM IuL DT el 8
YRl qaaTa™d foigg Jsat:— (qehT 3. 9 UgT)

7 dJeaEey oN fogg A3 &I, R
3T TNTAT I&l BIVANGST JHUTAT FawAT 90
fadTa arettacd et @ ffarafes §.¢ ¥ wdfd
Wlett 3fet, g  Uefiht Swar s=haed o™
qGe!, Tolceie @ T BHY HTel!, TSR 4
feeafai ool frarfefie onfdr <otes-
NI TEUITET TRAT TIRAT 95T STeTl AT ATS M,
U 9 SHfmHed oFfed ST,
f3.¢.90.209¢ it TUMET Anti GBM antibodies
T TYRIUIT HRUGTC 3TTeAT IRy CATSHHTHRI o]
T JHIUIT DIVATE Gl SedTd 3geT 3fTel
A&, 7 AT 92 AT SUARIE T B, 2 ARG
T el ae! WIS TPl Sider BEN B0
TSRS AT del. @ & 3 SRt 209 s
SIS U1 A2 ST, ATA T A&T0T YTt THTor
gl -

I Anti GBM disease Iveardl R ol TR ++4+  q@AA 4+
TH1 . 9: ITHIT TR e [afde aravar sy
Rliil 4.8.9¢ | €.8.9¢ | 2W.8.9¢ | .8.9¢ | 30.8.9¢ | R.90.9¢ | 8.90.9¢
Hemoglobin |9.8 9.0 8.2 8.8 7.4 6.8 6.1
TLC 9,400 9,650 7,990 11,370 | 7,510 | 11,670 [ 15,260
Platelets 2,25000 2,07000 1,71000 1,62000 | 1,35000 | 98,000 | 66,000
Bloodurea |155 218 218 212 211 207 146
S. Creatinine | 6.6 6.0 5.0 4.6 4.6 4.4 5.0
Na/mEq/L 134 137 136 135 134 132
K/mEq/L 4.6 4.1 4.1 4.3 5.1
Ca/mEq/L 7.7 7.1 6.6 7.1
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AT +++  FemfRE +

SHEN + fafeer- o7 defog ++

gd SRIEN : SERhalE - ¢ Afe, T IhIgTii—¢
A HYHE .

AT~ fArq et g, e e

Tl 31T,

'q:

JTERST : -1, 19, JAfeierdur, greci, 3eae 8.
AMPTERT ATHUST 3TER, fIgReT: daRgaaT-30
auiyREd, S1fimiE, dMeRIg, AeqecdT Qv o
D —TOTST, AT Ul Icq—IToTd

oA qurelt @ GigAT-+++, TRAY +++,
Ty ++ ffeadr-ger ddvg ++ Sidea +++
I — AT, 989 aT-23 /1,
There-9%0 /R0 fiy. iy vt

qr81-R0 /., FA-HATTEI+ +, AT -3, T -
AET-800f fe1. /28 AT foregT-am+ +

SN eqd

SCRERIOIEEERC IR

SR~ TP -FET+, IR IET +

oden o feRreE-g.3 39/e, e veft-
R¢00 /3HiwHuy,

digear  Ueft-2.8  goreter/IvAwH,  wicocw-
9,20000 /HITHTH,

T -2 B R Wd=a-v.9 T9/Sue.
fegfi-9. ¥ /<1 .qet

e R F-0.9 3. /31.0d, sle-gRAT- 96 &
[EEWEIRCH

Adifegm-a3y fger L /Shua, OfRrm 4.3
fergent. /S1.0et,

A HfRrm-u.9 I /o

T3 gR&UT- Proteins +++; Sugar-Nil
RBCs-Plenty-Pus cells-8-10/HPF, Epithelial
cells-4-5/HPF;Hyaline and granular casts
present.

Urine Protein-Creatinine ratio-4.2.

HIV, HBsAg and HCV - Non-reactive.

USG Abdomen- Normal sized kidneys,
echotexture normal, no e/o of calculus or
hydronephrosis; Liver- E/o Coarse
echotexture; Mild Splenomegaly.

e : AR HT SleRiBS TURIUIRATS! el SR
TR A FERHeE I T el. 3

September 2020
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AT & 3G 3Nl e &Y, fret R
JERHGIE T TIH ALV IR SATOT JFRAT 0% B0
STiT-IF IhE 9 THE &0 3R ST IgAN
HTET fherid fFmM q0% fhdiee sraara, w1 ad
JUHE 31T 39 IhaTd gd TTIEAM 3Te 3Aetel
sign gd. TRd SR fsHld v4% & 3iferp
fepsive gIat 31T T Jehad 200/ 990 ALy, Tt
TguISIT 3AfcT 39 Ihae accelerated hypertension
Foficfier 2T @ o SR Aeedrea Feomef gET
RUAT A3l ®UMTAT Whid Anti Glomerular
Basement Membrane antibodies 3T&eg 3fTeT,
IraRe-T & @&l A DI, g I Th autoimmune
disorder 8. HOT=AT WhHIT - Anti- Neutrophilic
Cytoplasmic Antibody (ANCA) 3flessd 3fTed.
A fheidid ThafeaT 91 A4, 7 &
autoimmune disorder 3T EAE A S
TTesa AT I e a1e ST, Wat Crescenic
IgN 3RTeiel 0T 3-4 aufd ESRD H& SITamd, 0Rg
T T P AT ESRD Sfaeer 16 Maet!
Anti GBM disease a1 MM Goodpasture
Disease 38! FgUIATd. T fhst g HUp dqTchles
I BT, A Geam SO Hups drdel @
fgdy rgum@  aMS! HOME Il IgA

nephropathy with concurrent Anti GBM
disease & M 3T fRed A S, afem

YR dhae 4 HAd A T S e
3R . BTN FeXT8ed, INTHIBRIAT THT PHROM
Cyclophosphamide 3iyg of1fy
Plasmapheresis*™" & <wamd afeft wg @
Suer fHesTell ATal, © TIehl 8.9 UTe araehred] el
. TN { 9T Plasmapheresis <Sg! e
THIAE  Anti-GBM antibodies T T @ 9!
HHI STl TR, TR BT AT Wiead att, I
g TG IREN ared ol aid wd g e
AT TR 3Tfefep RRciEl Wretrad Aeft, SR 0
g arear g ¥-Y SRGHT Bl ArTed!
Icht, T SNYfIp SUAR Fsthes S¥ed™. AT Tl
SiFer AT e Alee UTede ST arcdd ol
I HISAT 3G b SUART T T JHRe.

o - A7 IgA nephropathy el 3rdheaelt
RO S HRYT IT T AU Hes AT Measy Id
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TR, WG AT AT Jor v (o) gesmmef
Il VSA. ghredr SMER-fIER 9 waded]
aitwefiea fowarren e e o (i g
dgdd  Anti-GBM  disease with IgA
nephropathy & & Auto-immune I 3RET Usf
I ORI Siegr i Aewed @ R
afffarasT TIRTST g S1RRR 319 Higa Jmmome fmfor
BT degt o FquefiFTa TR Rieg gara. a1 e
STIAGIIAR AT HaTere et Fgure Aga.
SHAEENTAGSE! d AR AT AGUHES qead
meaﬁ
. EARIgEAY RRaT e 1133
TR feh SO TG eI : |
T A=t AT FARTOT fAwRf: 138 1 ar.3g,93 /23 -3¢
U T &y, fysgd, fagrdl, sifa—ofaur,

Qi SleRd \HIT'N'M"I, HEPR 5. dn%fj_bcz\l'cl

ST, FMERNY 7 fIERST 2 AT SN Felg
(3T gt Brae SITIGSEt Tl @ Te ST
Frel, aRum SRR g1gd aIwr 21, bl e
RO 39w e, M SiTelt S arcafiHie g
ST STl AT ¢ SIARIGST aTayeaTe
BRUT BRI, TS NATE, IGHIE (TH—Ih—ARThT—
?—?ﬁ?{), EINCRKSINA IR BCIN I C I G
ST fafde erqae off i sd a Qe gRoHT
FafRUT B AR & TR B B el W
Hfaa Qi fordes Tt gl Jom, ene, 99T, IS a1
ARG FaU g AR, @ URaA v
s a1 eefih fafdhear eRaiT Paw arard
fafem 7 =1 3%, T 9 wert Rifdee F=or
ST BRI

fRrfeer @ - ool Rifbed @refter e

SMERST 2] ST 3ffel. TR= SURT 20 JNIIRET
TRy AT e Bl e Th- e geel o
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(Study Of Saindhava Lavana (Rock SaltD

Vd. Shilpa B. Khartude,
PG Scholar (Rasashastra)

Introduction - Rasashastra
deals with identification,
various pharmaceutical
procedures and therapeutic use of minerals,
metals, gems, lavanas, ksharas, etc. In
Rasashastra, lavana varga is described as
Trilavana, Panchalavana, shadlavana.
Saindhava lavana is being exclusively
included in each and every group of lavana
varga. Saindhava lavana is a mineral drug,
reference of which is traced in brihattrayi
itself. Its Properties mentioned are-
T o &1 T = |
g TR Sed v 1L TH.R'9/300
Rock saltis the best of salts; it is Appetizer,
digestive-stimulant, aphrodisiac, improves
eye sight and is non-irritant. It is curative of
tridoshas and slightly sweet. Properties of
Saindhava Lavana and its therapeutics
benefits are mentioned classical texts of
Ayurveda and Nighantu granthas as well as
Rasagranthas. Saindhava lavana is a safe
medicine which is easily and abundantly
available in the market. But surprisingly it is
observed that much more work is awaited on
Saindhava lavana.
Aim - To Perform Comprehensive review of
Saindhava lavana.
Objectives - 1) To make compilation of
relevant data about Saindhava lavana from
relevant literature and methodical
classification of compiled data. 2) To Study
Categorical description of Saindhava lavana
to understand its importance and therapeutic
utility.
Literature Reffered- 1) Concerned Ayurvediya
texts, total 18 no. of texts are scrutinized and
relevant modern literature. All concerned
previous research work, dissertations, articles
etc. 2) Internetinformation sources.
[Google scholar, www. DHARAONLINE,
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Vd. Yoginee S. Patil, Associate Professor,
Dept. of Rasashastra, TAMYV, Pune.

www.PUBMED.com, etc].
Previous work -Thesis - 1) Concerned
Ayurvediya texts, total 18 no. of texts are
scrutinized and relevant modern literature. All
concerned previous research work,
dissertations, articles etc. 2) Internet
information sources.
[Google scholar, www. DHARAONLINE,
www. PUBMED.com, etc].
Previous work -Thesis -
e Dr. Suresh Prakash Lattice : Dynamical study
of mixed crystals in Rock salt structure; Delhi
IIT, September 1984.
e Dr. Kavan Khaledi, Constitutive modeling of
Rock Salt with Application to Energy storage
Caverns, RWTH Aachen University, July
2017.(www.researchgate.net)
Articles -
e Dr. Dhrubo Jyoti Sen, Apurbo sarker: Halite;
The Rock salt: Enormous health benefits Vol.5,
Issue12,2016.
e Dr. Devanathan R. et al: Lavana varga in
Ayurveda-A Review; Sastra university,
Thanjavur, Tamilnadu, India, 1JRAP 2010,
1(2)239-248.(www.ijrap.net)
e Hongwu Yin: Synthetic Rock Analogue for
permeability studies of Rock salt with
mudstone; Sept2017(www.mdpi.com)
e Mohammad Nafees, Nazish Khan: Analysis
of Rock salt and sea salts for various essentials
and inorganic elements; 2013. (www.
researchgate. net)
e Robert V. Titler and Paul Curry: Chemical
analysis of major constituents and trace
contaminants of Rock salt; 2014.
(http://www.saltinstitute.org)
Classification - Saindhava lavana is classified
in Trilavan-Panchalavan-Shadlavan, Aahariya
varga in classical texts. (See Table 1)

In Sangraha Period, almost all Rasashastra
texts quote Saindhava Lavana. Rasashastra
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Table no.1 Classification of Saindhava Lavana

Classical text Varga/ Gana Reference

1) Charaka Samhita Panchalavan varga Ch.Su.1/88
Shirovirechan gana Ch.Su.2/5
Lavanskandha Ch.Vi.8/141
Deepanadi dravya Ch.Chi. 19/28

2) Sushruta Samhita Aahariyavarga (Vashyaman varga) | Su.Su.20/5
Ushakadi gana Su.Su.38/37

3) Ashtanga Hridaya Vamaka dravya A.H.Su.15/1
Niruhananidravya A.H.Su.15/3
Shirovirechanadravya A.H.Su.15/5

4) Rasaratnasamucchaya Shadlavana R.R.S.10/67

5) Rasatarangini Lavanpanchakam R.T.2/3
Lavantrik R.T.2/4

6) Dhanvantari Nighantu Shatapushpadi Dh.Ni.2/125

7) Bhavprakash Nighantu Haritakyadi Bha.Ni.1/241

8) Nighantu Ratnakar Sukshma Aushadhi Ni.Ratnakar

9) Raj Nighantu Pippalyadi Ra.Ni.6/88

10) Kaiydev Nighantu Dhatuvarga Kai.Ni.2/66-67

11) Madanpal Nighantu Shunthyadi varga M.Ni.2/54

12) Shaligram Nighantu Lavanpanchakam Sha.Ni.
Lavantrik

13) Ashtang Nighantu Ushakadi gana A.Ni.98-101

14) Rasachandanshu Lavanavarga R.Ch.634

15) Dravyagunasangraha Lavanadi varga Dravyagunasarsangraha 4/1

texts included Saindhava lavana in lavana
varga like Trilavana, Panchalavana,
Shadlavana. Nighantu ratnakar included
Saindhava lavana in Sukshma aushadhi
according to its properties. As per kaiydev
nighantu Saindhava lavana included in
Dhatuvarga because it is obtained from mines.
So Saindhava Lavana has unique role in
various procedures in Rasashastra like
Shodhana, Marana and also useful in various
compound formulations.

Vernacular Names :- Saindhava Lavana has
variety of names described in eighteen

e Farasi- Namake sang.

e Ger.-Natrium chloricum.

e Gujarati- Sindhaluna.

e Hindi- Sendhalon, Sedhalon.
e Kannad- Saindhava, Saindhava lavana.
e Latin name- Sodii Chloridum.
e Marathi- Sende lona.

e Malvani-Seedholun.

e Malyalam.-Intu-uppu.

e Pers- Namake-sang.

e Panjabi- Sendhanamak.

e Sanskrit-Saindhava.

langauages are listed below.

e Arab- Mil- he- tabazard

e Bengali- Saindhava lavana, Saindhava nun.
e Can. Kon. and Mah- Sendhulavana.

e Duk.- Sondanimak.

e English- Rock salt, Sea salt, Bay salt, Sodium
chlorate.
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e Tam.-Indu-uppu.

e Tel.-Saindhalavanam

Synonyms Compiled From Classical Texts :-
Nomenclature is one of the methods used for
describing unique features of that particular
drug. Compilation done for synonyms of
Saindhava lavana revealed that there are
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twenty four synonyms. These synonyms of
Saindhava lavana show characteristics like
lavanottamam, Pathyam. Saindhava Lavana is
obtained from sindha region in substantial
quantity so it has synonyms like Sindhu,
Sindhuttham, Sindhumanthajam, Sindhu

deshajama, Nadeyam, Sindhubhavam.
According to Bhavprakash “Manimantham”
means Saindhava looks like Rock Crystal.
Rajnighantu quotes Shweta/Shivam is the best
quality of Saindhava among all types of
Saindhava. (See Table 2)

@ Sources of Saindhoua lavana

Geographical Disrtibution And Habitat

—»Figure No.1- Map indicating distribution of

Rock Salt

Saindhava is obtained from the crystal
valley region of the khewara salt mines in
Pakistan, Rock salt (Halite) is obtained in the
form of hard lumps in the mines in
Baluchistan. Cargill maintains three mines in
the US, including one 1800ft below
Cleveland, as well as bedded deposits in New
York. In India due to lack of production of
Rock salt during 2011-12 and onwards, no

Table no.2 Synonyms of Saindhava Lavana compiled from classical texts

Criteria Synonyms R.T.

D.Ni | B.Ni | R.Ni | K.Ni M.Ni | AKa

Regional Source| Sindhu

+

Sindhutham +

Sindhujam

Saindhava

+ |+ |+ [+
+
+

+
+ + +
+

Sindhulavana

Sindhudeshajam

Sindhupala

Sindhubhava

Sindhumanthaja

|||+ |+ |+

Nadeya

Appearance Manimantha

Shilatmakam

Shilitmakam +

Properties Shuddha

+ |+ |+ [+ |+
+ |+ |+ [+ |+

Sheeta +

Shivam

+
+
+

Sheetashiv +

Sitashiv +

Patuttam

Pathyam

Vimalam

Varam

Other Shivatmajam

+

Shivatmakam

+

(R.Tara-Rasatarangini, D.Ni-Dhanvantari Nighantu, B.Ni-Bhavprakash Nighantu, R.Ni-Raj
Nighantu, K.Ni-Kaiydev Nighantu, M.Ni-Madanpal Nighantu, A.Ka-Aanand Kanda.)
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remarkable development of mining of Rock
salt has occurred. Hindustan salts Ltd & its
subsidiary sambhar salts Ltd have their own
Rock salt mines at mandi in Himachal
Pradesh.

Figure no.2- Geological sample of Rock Salt

(Reference-ukge.org)

Source and Preparation Of Rock Salt - Rock
saltis found in Nature in extensive beds mostly
associated with clay and calcium Sulphate. To
obtain it, Holes are dug into these rocks which
soon become filled up with salt water, the
water is evaporated and the salt is left ready for
use. Rock salt is found in old ocean sea beds
that have long ago dried up. The compound
originates from a body of sea water that
undergoes an intense evaporation process,
leaving behind large rings of sea salt. Then
through the long process of geologic aging, the
salt layers are covered with marine sediments.
Rock salt (Halite) is obtained in the form of
hard lumps in the mines in Baluchistan, Sindh
and upper Punjab. It is natural sodium-
potassium chloride. It is found in small white
crystalline grains or transparent cubes. It is
Brownish white externally and White
internally. It has a pure saline taste and Burn
with a yellow flame.

Origin And Occurance - Halite commonly
known as rock salt, is a type of salt, the mineral
form of sodium chloride (NaCl). Halite forms
isometric crystals. The mineral is typically
colorless or white, pink, red depending on
inclusion of other materials and structural or
isotopic abnormalities in the crystals. It
commonly occurs with other evaporate
deposit minerals such as several of the sulfates,
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halides and borates. Name origin from the
Greek halos, meaning “salt” and lithos
meaning “rock”. Occurrence - Halite occurs
in vast beds of sedimentary evaporite minerals
that results from the drying up of enclosed
lakes, playas, and seas. Salt beds may be
hundreds of meters thick and underlie broad
areas.

Industrial Uses Of Rock Salt - 1) Rubber
manufacturers use it to separate rubber from
latex. It is used as a filter and grinding agent in
pigment and dry detergent processes.

2) Ceramics manufacturers use it for vitrifying
the surface of heated clays.

3) Soap makers separate soap from water and
glycerol by using it.

Chemical Structure - Rock salt = Sodium
Chloride

e Molecular formula-NacCl.

e Category- Halide mineral

e Odour- Odourless

e Color-Colorless or white, Pink, Red

e Taste- Salty, Saline, Fluorescent

e Solubility- Water-soluble

e Cystal system- Cubic, Crystalline powder
Physical Properties -

Table no. 4 - Physical properties of Rock salt
Nature- Cubic Crystals, |Appearance-
Powder or granules Colorless
Color-White, Clear, Pink,|Test- Salty
Lightblue, Dark blue
Cleavage- Perfect, Cubic [Molar mass

=58.44g/mol
Fracture- Brittle Density=

2.17g/cm3 (Solid)
Luster Vitreous(Glassy)  [Melting Point

=8010c (1,4740f)
Tenacity- Brittle Boiling Point

=1,4650c (2,6690f)
Streak- White

Transparency-
Transparentto
Translucent

Hardness- 2.5

Crystal Structure
- Cubic or Isometric

Specific gravity- 2
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Structure Of Rock Salt-
Figure no.3- Structure of Rock salt

Types Of Saindhava - According to

Rajnighantu and Aanandkanda there are two

types of Saindhava lavana- Shweta and Rakta.

Types Of Rock Salt - Table salt, Himalayan

pink salt, Kosher salt, Sea salt, Celtic salt are

the different types of Rock salt.

Rasapanchak Of Saindhava -

e Rasa-Lavana. e Virya- Anushna,Sheeta.

e Vipaka- Madhura. e Guna- Laghu, Snigdha,

Sheeta, Mrudu, Sukshma. e Doshghnata-

Tridoshaghna, Pittashamaka, Vatahara.

e Karma- Hrudya, Chakshushya, Vrushya,

Deepan, Pachan, Vranadoshavibandhajita,

Ruchya.

Therapeutic Indications Of Saindhava

Lavana-

U TeT Serael =i | 9g iy

TERTY FoH I AT ... TH.23/%¢
Unctuous formulations prepared with salt

an individual instantaneously because salt is

by nature abhishyandi (that obstructs the

channel of circulation), Unctuous, sukshma

(that passes through subtle channels), hot,

vyavayi (which gets digested only after its
absorption and pervasion in the whole body).
In small doses it is highly carminative and
digestive. It promotes the appetite and assists
digestion and assimilation. In large doses (1 to
2 drachms) itis cathartic; in still larger doses (4
to 8 drachms) it is emetic. Rock salt is given in
dyspepsia and other abdominal disorders. To
rouse digestion weakened by diarrhea, Rock
saltis given, in convalescence. When heated it
is used to foment painful, swollen and such
other parts.
Uses Of Saindhava - In Sangraha Period,
almost all Rasashastra texts quoted Saindhava;
also used widely in various processes like
shodhana, marana. Saindhava is used in
various Formulations has its unique role in
various procedures in Rasashastra.
Therapeutic uses:-1) Single use, 2) Compound
Formulations.
1) Single use of Saindhava- (See Table 5)
2) Compound Formulations of Saindhava
Lavana - In Charaka Samhita total 84 yogas are
quoted and in Sushruta Samhita total 136
Yogas quoted having Saindhava as one
ingredient. Therapeutic uses of Saindhava are
through various routes of drug administration
(Bahya and Abhyantar). Scrutiny of texts
revealed that Saindhava is used externally for
various types of basti, Vamanartha prakshepa
dravya, Vranashodhak Yoga, Nadivrana yoga,
Arshoghna lepa, Virechaka aushadhi and
Shvitranashak lepa and Internally Saindhava
lavana is also useful due to its wide range of

Table no.5 Single use of Saindhava lavana

Pharmaceutical Procedures|Reference Therapeutic Indication Reference
Shodhana- R.T.5/27-30 Deepan, Pachana,Vrushya Ch.Su.27/300
Parad Rasajalanidhi

Makshik R.R.S.5/50

Tamra R.T.15/15-17

Suvarna

Parada ashtasanskara - R.R.S.11/29 Hrudya,Netrya, Tridoshaghna| Ch.Su.27/300
Swedana R.R.S.11/30,31

Mardana R.R.S.11/51,52

Deepan sanskara
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therapeutic actions. As having property
Deepan, Pachan, Hrudya, Vrushya, Netrya,
Vranadoshahara, Tridoshaghna, Therefore
many herbomineral compound drugs have
Saindhava as one of its ingredient, exclusively.
Amongst these formulations few formulations
are listed below- (See Table 7)

Discussion - e Almost all Ayurvedic classics

Rasashastra texts, wherein Saindhava is
abundantly used in many processes in
Rasashastra.

e Lavana are not considered in Panchavidha
Kashaya yoni as it is not possible to make
Swarasa, Kalka, Kwatha, Hima and Phanta any
of these kalpana’s fromit.

e Properties of Saindhava Lavana indicates its

introduced
references

Saindhava lavana.

Many
are available thereafter

in

significant use in diseases of Annavaha srotas
in general, Properties of Saindhava lavana are

Table no.7 Few Peculiar Compound Formulations of Saindhava lavana

Route Name of the Formulation|Rogadhikar | Therapeutic uses Reference
Abhyantar | Tarshya Agad Sarpavisha | Sarpavisha Su.ka.5/67
Hingvashtaka Churna  [Agnimandya | Vataroga,Agnimandya | Bhai.Ra.10/59
Lavanabhaskara Churna [Agnimandya |Pandu, Shwasa, Bhai.Ra.10/79
Kasa, Krumi.
Vadavanal Churna Agnimandya | Agnimandya Sha.sa.m.k.6/114
Ajamodadi Churna Vatavyadhi | Gudhrasi,Aamavata |Sha.sa.m.k.6/115
Agnitundi Vati Agnimandya | Mandagni Ra.Sa.sangraha
Pradarnashak yoga Pradara Pradara Bha.pu.
Mishra.10/51
Shankha Vati Agnimandya | Grahani,Kshaya Bhai.R.10/187
Saindhavadi churna Kshatakshin | Parshvashul, Cha.chi.11/85
Shwasa, Kasa
Hapushyadi Churna Udar Shotha, Kamala Cha.chi.13/134
Narikel lavana Shoolaroga | Amlapitta, Bhai.R.30/69
Parinamshoola
Arka lavana Pleehagulma | Udar, Gulma Bhai.R.41/31
Dashamuli Ghruta Gulma Kaphaja gulma Ch.chi.5/144
Bahya
1)Taila Anu Taila Pratishyaya | Pratishyaya Cha.chi.26/141
Mahavrajak taila Kushtha Bhagandar, Nadivrana,| Su.chi.9/60
Kushtha
2) Lepa Arshoghna lepa Arsha Vipakva Arsha Su.chi.6/12
Manashiladi lepa Kushtha Shveta kushtha Cha.chi.7/167
Shirishbijadilepa Arsha Arsha-Daha, Kandu, [Cha.chi.14/53
Shotha
3) Varti Nadivrana Varti Nadiroga Nadivrana Su.chi.17/34-41
Bruhatyadi Varti Netraroga Vataj Netraroga Cha.chi.26/232
Bruhatyadi Varti Netraroga Vataj Netraroga Cha.chi.26/232
Saindhavadi Varti Netraroga Kaphaj Netraroga Cha.chi.26/261
4) Anjana | Pippalyadi Anjan Vishachikitsa | Vishaprabhavita netra |Cha.chi.23/183
Timirnashak Anjan Madhumeha | Arma, Timir,Kacha Su.chi.13/35
Bahya+ Masha Saindhava Taila  [Vatavyadhi | Bahushirshagata vata, |Cha.chi.28/98.
Abhyantara Sankuchitanga
Bala Taila Mudhagarbha Sutika roga, Vatavyadhi| Su.chi.15/31
September 2020 {‘r} (155N-0378-6463) Ayurvidya Masik




Deepan, Pachan, Hrudya, Vrushya, Netrya,
Vranadoshahara, Tridoshaghna.

e In lavana varga’s following lavana are
explained which are Saindhava, Samudra,
Vida, Sauvarchala, Romaka, Aaudbhida.
Saindhava lavana is the best amongst all these
lavana because in ascending manner they
have increased in quality of Ushna property,
Vata Shamaka and Kaphapittavardhak. As we
take these lavana in descending manner they
have more and more Snigdha,Swadu and
Srushtamutrapurishaja properties.

e In Charaka Samhita total 84 yogas are
quoted and in Sushruta Samhita total 136
Yogas quoted having Saindhava as one
ingredient so Saindhava lavana has its unique
role in various types of compound
formulations and also useful in Panchakarma
procedure.

e Therapeutic uses of Saindhava are through
various routes of drug administration (Bahya
and Abhyantar). Scrutiny of texts revealed that
Saindhava is used externally for various types
of basti, Vamanartha prakshepa dravya,
Vranashodhak Yoga, Nadivrana vyoga,
Arshoghna lepa, Virechaka aushadhi and
Shvitranashak lepa and Internally Saindhava
lavana is also useful due to its wide range of
therapeutic action.

e Saindhava lavana and adraka always
pathyakar prior to meal, due to its pachak rasa
vardhan property so itimproves appetite.

e Saindhava lavana is only the exception that
does not shows Atiyogajanya lakshana of
Lavana rasa which are Khalitya, Palitya,
Kushtha, Visarpa, Avrushya, and
Achakshushya.

e Lavana varga dravyas are contraindicated in
Raktajvikara except Saindhava lavana due to
its Sheeta virya property.

e In the form of Kawala and Gandusha
Saindhava lavana is indicated in sore throat
condition.

e In conditions like Jirna Amavat, Gudhrasi,
Sandhigata vata Saindhava lavana Avagaha &
pottali sweda is useful.
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e Saindhava lavana is one of the potent
content in preparation of Basti and Vamana
yoga’s and these vyoga’s are useful in
Sutrakrumi.

e Saindhava lavana is one the content of the
Normal Saline (NS) which are used in Atisara.
Conclusion-1) At the time of review, it was
noted that Saindhava is described under the
classification of Lavanavarga Shadlavana,
Lavanapanchakam in Rasaratnasamucchaya,
Rasatarangini, and Rasachandashu.

2) According to Rajnighantu and Anand
kanda Types of Saindhava lavana are Shweta
and Rakta, Shweta type of Saindhava is the
grahya type. Literary meaning of Shweta is the
substance having white crystalline grains or
transparent cubes.

3) Saindhava lavana is a safe medicine
which is easily and abundantly available in the
market. Properties of Saindhava Lavana
indicates its significant use in diseases of
Annavaha srotas in general, in small doses it is
highly carminative and digestive, given in
dyspepsia, To rouse digestion weakened by
diarrhea, it promotes appetite and assist
digestion, in larger doses it is emetic.

4) Saindhava lavana is only the exception
that does not shows Atiyogajanya lakshana’s
of Lavana rasa which are Khalitya, Palitya,
Kushtha, Visarpa, Avrushya, and
Achakshushya, so Saindhava Lavana is said to
be best amongst all Lavana’s so it should be
considered in everyday diet.

5) Especially qualitative and quantitative
estimation of total constituents should be done
to assess the action of Saindhava lavana.

6) There is also need of standardizing the
expected Grahya Saindhava by multiple
clinical trials.

7) There is also need to designed further
clinical study to confirm the efficacy of the
Saindhava lavana.

8) The social awareness of Saindhava
Lavana in compaired with lodised salt should
be done to make it regular in daily diet
because Saindhava Lavana is said to be best

(15sN-0378-6463) Ayurvidya Masik



amongst all Lavana’s so it should be
considered in everyday diet.
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(STERRTSITT : JMER fAvwATen SINfE 9 SIRdaTeaT AIEIHI J¢ HUIR W)

CAnimal Meat Global food)

Paleontological evidence
Suggests that animal meat
and eggs of the birds

constituted a Substantial
prportion of the diet of the earliest humans.

"Homo erectus" our ancestor during early
stone age, discovered Fire and controlled use
of fire, to roast animal meat started. The art of
cooking developed after the discovery of
utensils. The boiling and steaming the food
started.

This was the first revolution of food
science and food safety, a boon to humanrace.
Due to discovery of the fire, we started eating
sterilized food, eliminating parasitic worms,
bacterias and viruses, contaminating fresh raw
food.

Early hunter gatherers depended on the
organised hunting of large animals such as
bioson or Deer.

The domestication of animals, and
breeding started, in the last glacial period ©.
10,000 B. C). Which allowed Systematic
production of meat, eggs and milk.

Food preservation has its roots way back to
12000 BC Sundrying was the dominant
method, still today we practice this method in
India.

Quest being the second nature of human
species. The process of Exploration and
attempts to unclerstand life was going on.

The, Vedas and Darshanas were born and
bloomed in the cradle of Indus Valley
civilization i.e. Hindu civilization. Ayurveda is
Considered to be an extension of
Atharvaveda, having its moorings in Hindu
Philosopies, sciences, and spirituality.

Ayurveda reached its zenith in the times of
"Charak and Sushrut (800-600 BC), much
before Greek medicine.

On the Geographical factors like rainfall
land was classified into three categories called
as Deshas.

1) Jangal Desha :- It is an arid area, land
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surface is Charaeterized by rocky, sandy with
full of stones. The rain fall is scanty, small
ponds are seen, and thorny bushes are their
khadira, sallaki, Aswatha, Vata and Amalaki
trees are common.

The people are of Vata and pitta prakruti
dominant. They are harsh, strong and rough in
nature.

2) Anup Desha :- The land surface is uneven,
hills are their Lake, rivers are found in great
number, Marshy land is moist and humid.
Date palms, Coconut, Arecanut, Banana,
Sugarcain grow well in the area. The people
are Kaph and Vata prakruti dominant. They are
delicate and gentle in nature.

3) Sadharan Desha :- In this desha we get mix
characters of both Jangal and Anupdesha, with
proper balance of dry and moist land. There
are open spaces and forest also. People are of
Samadoshaj prakruti.

In above deshas sages studied seasonal
and regional changes in the flora, fauna and
human beings

They developed adaptation regimes for
the surviaval of life of human beings.

ST G STERI 96 -auf - 3SR Is. su. 46-3
S8 U1 T TSNt | ¢. ch.

3= IgUTAIIgSauIife s ch.15/5

In animal kingdom all animals depend on
food for survival.

Agril is the prime player for the proper
digestion, absorption and assimilation of food.
Food is mandatory for the physical and mental
fitness, Complexion and robust immunity i.e.
oja.

'\ﬁJTrrmﬂﬁT: 19,9, ¢

Though food is the life for living beings.
Ayurvedic stalwarts cautioned the community,
that mistakes in the diet will lead to disaster.

Greek Physicion Hippocrates father of
modern medicine (C 460-370 B.c.) Said "Let
food be thy medicine and medicine be thy
food".
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Paramountimportance of food was lauded

bylegend
‘T AER W & g Svsaquawd |
SIS AV R o] AR 11

Yy u=Is | FARTERY 7 9rpad |
aTE N fRRTERY TerivSTd || B1eay Res.

In Kashyap samhita it is clearly mentioned,
there is no medicine better than food. It is
possible to keep an individual away from
disease only with proper diet Hence a
physician Should have thorough knowledge
about diet, and properties of food ingredients
from Ayurvedic angle and modern medicine.

To maintain Doshas - Dhatus - Maalas
Samya, and Triguna (Satwa, Raja, Tama)
eguilibrium, Ayurvedic seience has advised
rules for the diet,
fRameft v et wq Frevish |
A ¥/ 39
Shof ey e = s 1 A.H. H.S.
31T AT 1 AR | A.H. H. S.

JYTIHIaERYs i Hegeromm I A H. H. S.

After the digestion of previous food, eat
beneficial food in limited quantity, according
to Ritu, at fix timings.

If you cross the Limit of eating, and does
not follow the timings there will be production
of "Ama"

Production of "Ama" will harbour various
diseases Individual should eat as per the status
of his agni on daily basis, optimum level of
"Agni"i.e. biological fire maintain’s the health.

Signs and Symptoms of proper digestion of
food are described in different samhitas

q9) R v fecevwr @ @ goah Rgg
dIgTR g} GRS a ¥ wRfd qur amsrgri
FOH AR HETafIfIS | TeawaTgRT wafd i
BT AHC: | (Sushruta Uttartantra 64/84)

) wR Rupa g} gfws v wuer fgg
TAIGTRETA T SIS

qumgfead fegawor 3@ 9 et FgSHaER
faferfameare: afg 9a:|

(Ashtangsamgraha Sutrasthana 8/55-56)

3) SgUR gfgecargl amcant  guifd:)

FYATERIUTIT 9 STUTERTT B0
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(Ashlangsamgraha Sutrasthana 11/70)

The essence of all these shlokas, after
proper digestion of food with evacuation of the
bowel and bladder, the cleaning of the body
takes place, called as "Vishadi karan" and due
to this there is light feeling The movement of
the doshas to their normal paths, normal
burping and hunger pangs start i.e.
Aginsandukshana’ starts. There is stable
energy and enthusiasm, with mental clarity
and sense of happiness. This is the ideal time
forameal.

There|saadV|seforthequant|t of ameal.
gt 9t gAT et arRe | ATed
vaRTef aqgef oA

Charakacharya says, If stomach capacity is
hypothetically divided into four parts, on the
basis of its filling, one should take two parts of
solid food, like rice, paratha or bhakari, and
one part Ligud i.e. Milk, buttamilk, Amati or
dal and one part should be left empty for easy
movement of "Vata"

Calorie is The measure of food quantity in
modern seience. Age, Sex, weight and the
nature of the work every day, are the deciding
factors. On this basis the calaries perday are
calculated and the advise is given how to
distribute them among breakfast, lunch and
dinner.

Now let us discuss the Ayurvedic stalwarts
opinions regarding the freguency of meals
every day.

Sushruta Sambhita says durbalagni person
shoud eat once a day, which is sufficient to
maintain his health.

A person having good power of agni
should eat twice a day for proper nourishment.
Sushruta gives importance to "agnibala"
JEALY 7 Wiadd a9 T T T | IEEe
TRACTT AT T @& || (Bhavaprahash)

In "Bhavaprakash" a text on Ayurveda it is
said that one must not eat within one "yama"
i.e. three hours after the consumption of
previous meal, and one must not practice
langhana i.e. fast after two yama i.e. six hours
after consumption of previous meal. After the
meal for three hours there is Rasotpatti and
after six hours if you do not eat there will be
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loss of body strength i.e. Bala will decrease.

If you follow this method in a day you can
have three meals i.e. Breakfast, lunch and
dinner. I think all over the world this method is
followed. If we think of Agnibala this method
is use ful for manual workers or sport person
Sedentary Community should not follow this
method.

AR AT, SreEgfa=nfqad) A
WisTHgate g wAfafd: | (yogaratnakara)

Yogaratnakara the text on Ayurveda Says
that as per Shruti Grantha one must eat only
twice a day. i.e. in the morning and in the
evening at sunset, Just as Ritual Agnihotra is
performed at sunrise and sunset. In this
method your lunch should be by 12 pm -to 1
pm i.e. in the pitta kala, According to
Ayurveda lunch is very important or main
meal; and dinner is always light compered to
lunch. you should take dinner by 8 to 9 pm. In
This method from lunch to dinner there is a
gap of eight hours and after dinner at night till
next day lunch the gap is of sixteen hours.
Charakacharya and Yogaratnakara are the
proponent of this theory. In Ayurvedic era this
was the life style of the people.

As we know the Aganibala i.e. power of
the biofire varies per season. In Hemant and
Shishir Ritu Aganibala is quiet intense for this
period of four months. Shastra" has given
amendment after gething up in the early
morning, one should respond to natural urges.
Then if you have food cravings you can have a
small meal or break fast.

Other wise throughout the year everyday
in the morning if you get hunger pangs, you

should get oil massage or Abhyang.
" Y SATATAYTBT TSR’ | (Ashthanga

Sanhita)

In the morning the oil gets absorbed
quickly and reaches to micro channels easily.
Rikta Srotasas are filled with oil.

Modern Science says when we get up in
the morning Neuro transmitters serotonin and
dopamine production starts. Pineal body starts
producing melatonin.

Seretonin governs your appetite, digestion
and mood. Dopamine and melatonin also take
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partin the digestion.

Ideal level of seretonin helps you to
become calm, focused, anxiety free and
happy, which helps you to fight daily stress.

If you take a morning walk and do some
Exercise the Seretonin level increases. The
Abhyanga or oil massage enhances the
seretonin level. seretonin is nature’s own
appetite suppresscint which helps to over
come food cravings or hunger pangs.

The ideal level of seretonin in the blood is
101-283 mg/ml. Serotonin is Synthesised from
Tripto phan Aminoacid vitamin Bcomplex,
calcium, magnesium and zinc help the
synthesis.

Ishte Deshe Sarvopakarane - You Should eat
daily in comfortable atmosphere with your
family members. The atmosphere plays
importantroll, you getrid of daily stress, which
helps to prevent psychiatric disorders like
depression.

Natidrutam - When we eat teeth grind the
food, and Bodhak Kapha mixes with the food,
If we eat fast grinding of the food is
incomplete. Bodhak Kapha does not get time
to act. Vata dosha incveases

In the mouth when grinding of the food
starts, saliva mixes with the food. Ptylin in the
saliva starts digesting the starch, this action
take place in alkaline medium. If you eat fast
proper action does not take place and
undigested starch passeses to stomach.

Eating fast does not give opportunity to
experience the Fragnance, Flavour and
sacculence of the food. By enjoing these
qualities of food, your mind and "Atman" are
pleased; it helps to attain Satiety.
Nativilambitam - If eating time is prolonged,
the hot food becomes cold. food becomes
stale, looses its cryspiness. Lingering affects
the enzymes production.

Before starting meal eat crushed ginger
with salt for Agnideepan and at the end of the
meal drink butter millk is the advise of
Ayurveda.

The Amla and kashya are two Rasas in
Buttermilk: Kashya rasa helps to stop

production of enzymes. (SFHET:)
VoW
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C Brain Death And Organ Donation - Challenges)

Dr. Supriya Suryakant Muddalwar, P.G (Final Year), S.S.A.M, Hadapsar.

Organ transplantation saves thousands of lives
every year but the shortage of donors is a major
limiting factor to increase transplantation rates. To
allow more patients to be transplanted before they
die on the waiting list, an increase in the number of
donors is necessary. Patients with devastating
irreversible brain injury, if medically suitable, are
potential deceased donors and strategies are
needed to successfully convert them into actual
donors. Multiple steps in the process of deceased
organ donation can be targeted to increase the
number of organs suitable for transplant. In this
review, after describing this process, we discuss
current challenges and potential strategies to
expand the pool of deceased donors.

Several obstacles have been overcome over
the last few decades to make organ transplantation
an effective life-saving treatment for many patients.
Among them, the refinement of surgical techniques
and the availability of effective immunosuppressive
regimens against rejection have played a major
role. However, only the availability of donated
organs from deceased persons (DD) has made it
possible for organ transplantation to become an
established, worldwide treatment for patients with
organ failure. Without the “gift of life” from
deceased donors, it is difficult to imagine how so
many lives could have been saved. Currently, the
shortage of organs is a major obstacle to making
organ transplantation more accessible to a larger
number of candidates. Only 30,973 transplants
from 15,064 donors have been performed in the
United States in the year 2015, while more than
1,21,000 candidates were waiting for a transplant.
Furthermore, the gap between the number of
patients on the wait list and the limited number of
available organs continues to widen. As a
consequence, more than 6,000 patients die every
year while waiting for a transplant. In the ideal
situation of an unlimited organ supply, virtually no
patient would die on the wait list. Instead, due to the
persistent scarcity of organs, a candidate for
transplant has a 10% to 30% chance of dying,
depending on the organ, while others are on the
wait list to receive an organ.

The common parameters adopted in different
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countries to measure the activity of organ donation
have been traditionally adopted for the number of
donors/million population. Although this metric is
prone to the flaws of regional variations in health
status, it is still used worldwide. In this review,
because our observations are limited to the United
States, we will refer instead to the total number of
donors/years.

The shortage of organs has been recognized
worldwide as a major limiting factor to organ
transplantation. The World Health Organization
and several international agencies have addressed
organ shortage at different levels. Over the past
decades, several initiatives have been putinto place
to address the shortage of organs. Among them, The
Organ Donation Breakthrough Collaborative,
funded by the Division of Transplantation in the
Health Resources and Services Administration of
the Department of Health and Human Services, was
launched in September 2003 with the intent of
increasing the number of organs available for
transplant. The goal of this initiative was to achieve
a donor conversion rate (i.e., from eligible to actual
donor) of 75% or higher across the country. Since its
inception, more than 180 hospitals have met or
exceeded this goal. Another goal proposed in this
initiative was to increase the number of organs
transplanted per donor. Subsequently, the Institute
of Medicine published the document “Organ
Donation: Opportunities for Action”. This report
emphasized that the current system of organ
donation could be greatly improved and offered a
number of specific recommendations to help
increase the supply of transplantable organs. Given
the wide variation in consent rate, ranging between
30% and 70%, across Organ Procurement
Organizations (OPO), the loM recommended the
identification of best practices and their
dissemination among institutions in the organ-
procurement and transplantation system. In
addition, the loM report suggested to devote
research efforts to identify new ways to improve the
system and increase donation rates. Importantly,
among them, it was recommended to integrate
organ donation in the process of end-of-life care,
recognizing that patients and their families should
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be offered the opportunity to donate as part of the
standard care at the end of life. Still, after those and
other efforts, over the last decade the donation rate
from deceased donors has remained stagnant

The vast majority (80%-90%) of organs from
DD are procured after declaration of death by
neurologic criteria (or “brain death”, BD). Brain
death is determined after irreversible cessation of
brain stem activity documented by bedside
neurologic tests. The oxygenation of a comatose
person who suffered a devastating irreversible brain
injury fulfilling the criteria for brain death is
maintained by mechanical ventilation, while
cardio-circulatory activity and organ perfusion is
supported, if needed, by inotropic medications.

Currently, organs for transplant are recovered
after determination of the donor’s death. This
standard practice, commonly known as the “Dead
Donor Rule”, requires that the intended donor be
declared dead before the removal of any life-
sustaining organs. This rule was introduced to
protect the person’s life before death and to prevent
that lives were ended for the purpose of procuring
organs. This rule is important to maintain the public
trust in organ donation and transplantation and to
avoid the misconception that care is withdrawn
from potential donors in order to expedite death for
the purpose of organ recovery. Recently, however,
the dead donor rule has been reconsidered. In the
opinion of some ethicists, while the “Dead Donor
Rule” assures patients, families and health
professionals that a patient is dead before removing
organs, therefore making organ transplantation
legally and ethically acceptable, on the other hand
it may jeopardize donation in selected cases. As an
example, it is quoted the case of a DCD potential
donor with prolonged phase (the interval between
withdrawal of support and cardiac arrest) that
prevented organ recovery and transplantation due
to prolonged ischemia. It is argued by some that,
after the decision of withdrawing support has been
reached, organs be procured without waiting for the
declaration of death by circulatory criteria (i.e.,
cardiac arrest). The advantage of this pathway
would be to give patients the opportunity to donate
even before death is declared, when death is
imminent (“near death”) and donation is desirable,
in order not to jeopardize the viability of donated
organs for transplant. Itis argued that, when death is
very near, some patients may want to die in the
process of helping others to live, even if that means
altering the timing or manner of their death.
Regardless of this debate about the dead donor rule,
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it is important that ICU physicians, transplant
professionals and organ procurement organizations
make every effort towards maintaining public trust.
Mistrust from the general public regarding the
procurement of organs will likely result in reduced
consent rates for donation based on the perceived
fear by the donor’s family that treatment is
withdrawn from their loved one in order to obtain
organs. In other words, fearful people will assume
that physicians care more about obtaining organs
than saving the patient’s life. In addition, this debate
on the dead donor rule emphasizes the importance
of a previous recommendation by the IOM about
the integration of organ donation with end-of-life
care. By this integration, the donation process starts
before the occurrence of the donor’s death, at the
time when the potential donor with irreversible
devastating brain injury is referred but is not yet
declared dead. Since every actual donor has been a
potential donor sometime before in the process, it is
likely that the coordination of end-of-life care and
organ donation would allow to identify and manage
potential donors early in the process, increasing the
chances of donation. The process leading from
donation to transplantation can be described in the
following 6 steps: Brain injury, Referral, Brain
death, Consent, Organ recovery and Organ
transplantation

Once exclusion criteria have been ruled out,
the potential donor becomes eligible for donation
after declaration of brain death, which is the third
step of the process. Established neurologic tests
allow the determination of death by neurologic
criteria (brain death tests) and therefore determine
eligibility for donation. According to UNOS
definition (see above), an eligible death for organ
donation is defined as the death of a patient 70 years
older or younger, without any exclusion criteria for
donation, legally declared brain dead according to
hospital policy independent of family decision
regarding donation or availability of next-of-kin,
independent of medical examiner or coroner
involvement in the case, and independent of local
acceptance criteria or transplant hospital practice.

The concept of brain death has been
introduced in 1968 following the proposal by an Ad
Hoc Committee that a person could be declared
dead after irreversible cessation of the function of
the entire brain. Before the introduction of this
concept, the death of a person was declared after
irreversible cessation of circulatory and respiratory
function. After the introduction of brain death, it
became accepted that a person requiring
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mechanical ventilation can be declared dead even
while maintaining heart beating. This is an
important aspect to discuss with the donor’s family
given that the concept of death in the public
opinion is mainly associated with arrest of cardio-
circulatory activities.

Organ donors are patients with extensive brain
injury resulting, most commonly, from
Cerebrovascular accident or trauma or anoxia.
Only a small proportion of those patients who
suffered extensive and irreversible brain injury
become actual organ donors because of the
variable impact, in terms of intensity and timing, of
brain injury on neurological functions and on brain
stem activity. As a result, the occurrence of brain
death is more or less likely and more or less rapid in
different patients. As an example, a patient with
large Intra-cerebral haemorrhage or a Bilateral
Pontine Haemorrhage is more likely to progress to
brain death within a relatively short timeframe than
a patient with diffuse anoxic injury without
intracranial hypertension. Consequently, the time
interval between brain injury and brain death
varies, impacting on the management of the
potential donor and costs. In addition, during the
time interval between brain injury and brain death
the patient is exposed to the systemic adverse
effects of brain injury, including haemodynamic
instability, diabetes insipidus and others.

After brain death, in observance of the
principles of autonomy and non-maleficence, the
consent to donation is sought from the patient, the
family or the next of kin before proceeding with
organ recovery. This represents the fourth step in the
process and an important focus for future strategies
to increase donation. Several aspects of the step of
obtaining consent to donation are crucial,
including the timing, the method and the approach.
Usually, the donor’s family is approached after
declaration of brain death. However, in selected
cases it may be indicated to approach the family
before brain death, as in the case of an unstable
donor where rapid deterioration of organ function
may occur. This critical step of communicating with
the family highlights the importance of effective
coordination of end of life care between ICU
providers and OPO personnel. In some countries
outside the United States, regulations allow the
procurement of organs based on the presumed
consent of the donor in absence of documented
objection to donation. In the United States system,
which is based on explicit rather than presumed
consent, it is important that the approach to the
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family and the process of obtaining consent for
donation is conducted in a culturally-sensitive way.
It is becoming increasingly clear that a better
understanding of the donor’s family language,
culture, faith and values is critically important to
increase consent rates. The current consent rate is
on average 76% ranging between 62% and 93%
across OPOs. Little is known about the factors
associated with such variability across regions. In
addition, the reasons for denied consent to
donation by the donor’s family are still poorly
understood and represent an opportunity for action
in order to increase deceased donation.

After consent is obtained, the OPO, in
collaboration with the donor hospital, allocates
suitable organs and arranges for the operation of
organ recovery, which represents the fifth step of the
process. Typically, multiple organs are procured in
different combinations including heart, lungs, liver,
kidneys, pancreas and intestine from the same
deceased donor during a multi-team operation
lasting several hours. Each team carries the burden
of recovering the respective organ in the best
possible condition for their intended recipient.
Therefore excellent communication and
coordination between teams is essential during
procurement. Typically the teams recovering the
thoracic organs and the abdominal organs proceed
simultaneously. The intra-operative management of
the donor during organ recovery has been reviewed
elsewhere. It is critical to assess and correct, when
necessary, the hemodynamic, metabolic, hormonal
and pro-inflammatory alterations occurring in the
setting of brain death. Studies have documented
that the quality of donor management impacts on
the quality of the procured grafts and on graft
function. The different techniques of multi-organ
procurement have been described extensively and
vary among countries.

The allocation and transplantation of the
procured organs represents the final step of the
process. In the United States organ allocation is
regulated by organ-specific policies following the
criteria of urgency as indicated by the degree of
disease severity of transplant candidates. Although
the vast majority of recovered organs are
subsequently transplanted, not all recovered organs
are always transplanted. The reasons for failure to
transplant procured organs are multiple and
include damage to the organ during procurement,
organ unsuitability discovered during or after
procurement, sudden unsuitability of the intended
recipient to receive the allocated organ and others.
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Regardless, to maximize the use of this scarce
resource it is important to prevent organ “discard”
after recovery. The conversion rate, which reflects
the proportion of eligible donors that becomes
actual donors and is one of the parameters
monitored by the OPO, is an indirect way to assess

discard rate of procured organs. Accordingly, actual
donors are considered those in which at least one
organ has been successfully transplanted. Multiple
factors impact on conversion rates and are beyond

the scope of this review.
P wOw

A Case Study On The Ayurvedic Management
Of Bahupitta Kamala w.s.r To Jaundice

Dr. Shruti Vasant More,
M. D. Scholar (kayachikitsa)

Introduction :- As the process
of evolution proceeded,our life style, food
habits, everything changed. This era of
industrialization has unknowingly changed the
routine. Continuous busy and stressful life, over
eating of fast food, cold drinks, alcohol etc lead
to rasa and rakta dushti. All these etiological
factors leads to hazardous diseases, one among
them is bahupitta kamala. In ayurvedic texts
nidanpanchak and treatment of kamala is given
very well.

Felt g fRe is chikitsa sutra of the kamala.
The treatment of kamala must start with
virechana.The basic theory is that raktadushti is
responsible for kamala and yakrut (liver) is the
mulasthan of rakta.Rakta and pitta has
ashrayashrayi sambandha so that daily
virechana is recommended.Ayurveda has
mentioned many formulations for treatment of
kamala.

This case study describes an attempt to
management of bahupitta kamala with herbs
which gave effective result.

Aim :- To study the effects of ayurvedic
formulations in management of bahupitta
kamala.

Objectives :- To study the mode of action of
ayurvedic formulations in bahupitta kamala.
Case report :- A 56 yrs old male patient presents
in kayachikitsa opd with following complains-
e Pita varniya mutrata (yellowish dicolouration
of urine) e Pita varniya twaka (yellowish skin
discolouration) e Ubhay pad shoth e Twak
panduta (pallor) e Kshudha mandya (anorexia)
e Hrillas(nausea) e Aruchi e Daurbalya.
Patient had above complains since 15 days.
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Patientis K/C/O HTN since 12 yrs.

Patient gave H/O- Kamala and chickengunya 7
months ago.

Habit - gutka sevan and madyapan.

Samanya parikshan - Nadi-86/min.

Mala (stool)-pittavarniya. Mutra (urine)-
pittavarniya. Jivha (tongue)- alpa saam.

Shabda (speech)-spashta. Sparsha ushna.
Akriti-madhyam. Bal-madhyam
B.P-110/80mm of Hg.

Material And Methods:-

Method:- 1) A case study 2) centre of study-
OPD and IPD departments of seth tarachand
ramnath dharmarth ayurvedic hospital,pune.
Material :- Table 1- showing material of case
study-

Drug Dose |Duration

Sutshekhar 250mg |Thriceaday.

Punarnavamandur|250mg | Thrice a day.

Gokshur ghanvati [250mg [ Thrice a day.

Vasaguduchyadi [20ml |Thriceaday
Kwath (as anupan) as anupan of
above drugs.

Rohitak churna  |500mg |Twice a day
with warm water.

500mg | Twice aday with

Haritaki churna

He

warm water.
Dicussion :- After taking detail case history and
knowingall hetusevan done by patientand the
lakshanas that occurred in patient probable
diagnosis was made of bahupitta kamala.
Samprapti that occurred in patient was found
to be as follows :-

Hetu:- 1) Ahar - e Atimadyapan and gutaka
sevan. e kshara, amla, lavan, ushna ahar (more
outside food). e viruddha ahar, paryushit ahar.
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2) Vihar - e atishram (mill worker). 3) Manas -
Chinta, krodh, bhaya.

Samprapti ghatak :- 1) Dosha Pitta 2) Dushya-
Rasa, rakta. 3) Strotas - Rasavah strotas,
raktavah strotas. 4) Udbhavsthana -
Mahastrotas. 5) Adhishan-Rakta, mansa.
6)Vyaktisthan -Twak.

Vyadhi vinishchay- Bahupitta kamala.

Taking into consideration above samprapti
that was seen in patient ,and the lakshanas such
as pita varniya mutra and mal pravrutti, aruchi,
hrillas etc. and by the investigations done
which showed raised total bilirubin confirmed
diagnosis of bahupitta kamala was made in this
patient. Accordingly, chikitsa prayojana was
made which was mainly focussed on
mruduvirechan as stated in kamala chikitsa
sutra, pitta shaman and drugs to overcome
yakrut dushti .

With above treatment protocol drugs such
as sutshekhar, punarnava mandur were used
which contains tamra, lohakitta that works
mainly on vyakrut and thereby overcomes
yakrut dushti. Also they contain kutaki which is
mruduvirechak and helps in pitta shaman.
Vasaguduchyadi kwath was given as anupan, it
is potent hepatoprotective, pitta as well as
raktadushtihara and is indicated in pandu,
kamala and other liver complications. Haritaki
and rohitak churna was used since they are
pitta rechak and are indicated in yakrut and
pliha dushti.

Table 2 :- mode of actons of formulations used

With the use of above formulations ,with
pitta shaman and rechan and yakrut
balvardhan, improvement in lakshanas of
patient was seen. Patient’s appetite became
normal, agnivruddhi was seen in patient
which was previously mandagni, netra pitata
was seen to be subsided by the end of 15 days.
Mal mutra pravrutti was found to be normal
later with the treatment.

Table 3 :- Improvement in lakshanas with the
treatment:-

Lakshanas With treatment | Follow up
1stday 7th day 15th day
Pitavarniya Alpa pita Prakrut
mutrapravrutti. |varniyamutrata. | Mutra-
pravrutti.
Pita varniya netra| Twak and netra | Prakruttwak
and twak . alpa pitata. and netra.
(noicterus
was seen)
Kshudhamandya|Kashudha Prakrut
vruddhi. kshudha.
Aruchi. No aruchi No aruchi.
was seen.
Twak panduta. |Twakpanduta. | Prakruttwak
varna.
Daurbalya. Bal prakrut. Prakrutbal.

Also later with the treatment
investigations of the patient were repeated and
the values were seen to be normal later with
the treatment.

Table 4 :- changes in investigations before and
after treatment.

Investigations

in chikitsa- Before After
Drug Mode of action treatment. | treatment.
Sutshekhar Aampachak, pittashamak Total bilirubin _ [4.61 mg/dl [ 0.9 mg/dI.
Punarnava Hepatoprotective, detoxifies Directbilirubin | 1.84 mg/d] 0.5 mg/dl.
mandur. blood, haematinic. Pittaghna, Indirect bilirubin| 2.77 mg/d] 0.4 mg/d|
swedal, agnidipak, shothaghna | - - > - o
Gokshur Mutral, shothaghna. L?E)aurrr)]riztems g; 220;0 gg 224"
Ghanvati. : ° : 0.
Vasaguduch- Hepatoprotective, pittahara, globulin 3gm% 5.38m%.
yadi kwath. Raktadushtihara. (Stated in Hb 6.7 gm% 7.2gm%.
pandu, kamala, raktapitta) Conclusion :- On the basis of above discussion
Haritaki Pittaghna, pittavirechak, it can be concluded that ayurvedic
Churna. anuloman, rasayani, formulations can give significant effect on
Rohitak churna {Jﬁiﬁ%?ﬂﬁfeﬂiﬁ?ﬁiﬁé@r?har. disease “k? jaur?dice(kama.la)..l.n bahupitta
| dicorders. kamala mainly pitta dosha is vitiated. Drugs
TR used in this case acts as pitta rechak, shamak
and satisfies the chikitsa sutra @meft g fRe=
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which acts on vitiated pitta dosha, pacifies the
excess pitta and release it out from the body
and regularise the liver function .
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manorama hindi commentary By ravidatta

tripathi and vidyadhar shukla. 2) Vaghbhata
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( Fitness Awareness: Need Of Hour )

Dakshayani N. Gholap, (IV Year B. P. Th)
Dr. Vitthalrao Vikhe Patil Foundation’s, College of Physiotherapy -Ahmednagar

The notion of physical fitness is truly an
ancient one immersed in Hinduism where
physical perfection is crucial for full realization of
one’s self. History tells us that, to gain strength and
audacity Gods and Goddesses had to be well
trained in the physical disciplines. Racing,
Wrestling, Archery, fencing as we know it were
common and have enough mention in our ancient
texts. But why does our present not mirror it? Why
is there no awareness of our legacy? Why is health
not a part and parcel of our lives? We all know that
complete social, physical, mental and spiritual
well being leads to healthy and harmonious life.
Health and fitness is the key to long, active and
replay-able life. In-spite of us knowing these facts,
wetend to ignore it.

Who is responsible for our fitness? Every
morning a voice pops up saying 'Get up, start
exercising at least half hour a day’, but what do we
say to that inner voice?- No lets do it tomorrow and
the line of action continues for the successive
days, as we do not pay heed to that inner voice. So
who is our enemy? We ourselves. A healthy
outside starts first from the inside which is then
carried forward to a healthy physical daily routine.
Make up your mind for physical training as it gives
us an outlet for suppressed energies which are
created by stress and a common daily routine thus
toning the spirit just as exercise conditions the
body. The man who earns a million but does not
pay attention to his health in the process, is not
really successful.

Age is no bar for fitness. A person is called
physically fit when he has physical health
awareness, takes proper nutrition, manages
weight, performs average vigorous physical
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recreational activities, takes sufficient rest and has
good quality of life. When a person is physically
active it reduces the incidence if injuries, and also
improves physical fitness and promotes well
being. Unawareness leads them to chronic
disorders like Obesity, Hypertension, Diabetes.
Indian fitness industry has evolved due to
increasing cases of diabetes and obesity. Rising
cases of osteoporosis and lowered bone density
are promoting people to take health, diet, and
fitness seriously. As per the surveys, only 5% of
adults participate in 30 minutes of physical activity
each day, only one in three adults receive the
recommended amount of physical activity each
week. Only 44% of 75 year old age adults are
physically active. Few of them do not find time to
exercise, while most of them lack the motivation to
join a fitness center also many of them claim to be
absolutely clueless about where to begin there
fitness journey from.

A big share of Indian youth doesn’t work out
daily and most of them are not also aware of
importance of a healthy diet. Many of these
teenage children have faulty food habits. Surveys
are a proof saying that level of physical activity
and the level of fitness among youngsters do not
meet their physical abilities. Though the
governments are widely promoting yoga majority
of Indian youth don’tdo or believe in yoga. Yoga-
a holistic science has health promotion principles
of self -sufficiency and self knowledge of the body
and mind. It is most commonly prescribed form of
fitness promotion by ayurvedic practitioners in
orderto withstand external changes.

As we humans have got smart and started
building machines that help us our work done,
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level of physical activity is reduced. Youngsters as
well as adults are engaged in gaming. In this
rapidly changing world of 21st century due to
newer inventions and technologies everything is
in easy reach. In the developing era of India due to
lesser availability of private transport system and
various luxurious services people used to walk
longer distances, made use of cycles and also
performed heavy physical activity, which
somehow was responsible for their fitness. But
today due to technological advances various
mobile apps are launched which perform the tasks
like ordering food, online bank payments, online
theater ticket booking etc. Some or the other way
evolution in the field of technology has hampered
physical activity. But we need to realize that there
is no shortcut for healthy living. It takes time to
create a better stronger version of yourself.

In terms of revenue and employment
healthcare has become one of India’s largest
sectors, in recent years. Government is boosting
fitness services in the form of Gyms. Thus
preventive approach to health care has led to an
increase in demand for services but products too.
Fitness equipment’s like dumbbells, treadmill also
forms a major segment in focus. This factors
promote brighter days for gym and fitness industry
and further has golden days ahead. Previously,
spending on fitness and taking gym membership
was seen as a luxury, but now it has become a part
of people’s lifestyle. Increasing number of
individuals are going to gyms so as to counter the
side effects of their hectic urban lifestyle, to reduce
stress, anxiety and depression. Biggest advantage
of joining a gym is availability of a wide array of
equipment including cardio machines, strength
machines, weights, and various functional training
gears that help in the regular exercise. At present
people don’t hesitate to spend quite a sizeable
amount for looking or feeling good. But it is not

about your appearance, its all about having a good
quality of life.

The gym culture which is at an infancy stage
in India at present is growing at a very fast pace as
more and more people are joining the gym
movement for better health and prolonged life thus
gradually, they are embracing the gym culture
promoting its necessity. Advances in wearable
technology like fitness trackers, smart watches,
heart rate monitors etc. helps one keep record of
their physical fitness. These devices are easily
accessible fitness trends. Various group training
activities are carried out for different age groups.
Fitness programs for Older adults are carried out
on large scale at Urban places. Today we see
employed fitness certified professionals who carry
out certified fitness programs accredited by the
National commissions for certifying agencies.
Nana- Nani parks are on rise today, thus providing
great platform for achieving physical fitness to the
old aged individuals, children, and adults.

Everyone of us must realize that physical
fitness is not about the appearance, but is about
having good quality of life and the potential to
function independently. Exercise should be a part
of who we are. It should be like brushing our teeth,
eating up our meal, or showing up for an
appointment. Night owl or an early bird. Which is
better? Each one of us should aim at becoming FIT,
FIERCE and FABULOUS. The universe does this
thing....where it aligns you with people, things
and situations that match the energy you put out.
The more we tweak ourselves and raise our
vibration, the more we will see things that are
favorable for our well-being. It is well said that
“Fitness is like a relationship. You cant cheat and
expect it to work”. Turn fat to fit. Thus the need of
hour is to glorify health. Every individual must get
committed for being fit.
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