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From the Editor’s Desk

TRANSPLANT...... LIFE

Statistics:
1} More than 150,000 persons are waiting for Kidneys

2} More than 30,000 are waiting for Livers

3}  Awerage about 3000 - 4000 Renal transplants and about 800 Liver transplants per year
4} 10 persons die every day, waiting for an Organ transplant

5)  Cne person added to the waiting list every 16 minutes

6 95% transplants are live donors & 5% are 'deceased’ donors (it s reverse inweastarn countries)
71 90,000 people die every year inaccldents, 70,000 'Brain deaths' every year

8 Lessthan 200 centers do transplants in our country (Godre) Memaorial Hospital is now one of them)

9} Onelife iperson) can rekindle lives of 8-8 persons,

10) Tarmil Madu, Guarat and Maharashtra are the lsading states with a very good number of transplarits.

Organs that can be transplanted:

1) Kidneys 2)Liver 3)Heart 4)Lungs B)Pancreas  8)Intestines (not yet done in our country)

Tissue transplants:

1)Comea 2)5kin @ 3)Bone  4)Bone-marrow  5) Tendons & Ligaments, elc.

Before you lose your spark, light up the lives of others & make them sparkle

By your deeds yea shall be known and by your organs, others & you will remain alive.

BE AHERO..... PLEDGE YOUR ORGANS

Dr Kanishka Kapasi
MD, DGO

Message From CEO..

Message from CEO Crgan donation programme in Mumbal has had a cheguerad history. Though there has beean a concrate
affort to promote organ donation, especially cadaver donation, il has not really taken roots yet. The opinion makers, religious
leaders and voluntary organizations have baen roped in to propagate the message of organ donation. The success is howeaver,
50 far eluding. Godre] Memorial Hospital on its part has undertaken saveral initiatives to increase awareness among its patients
and general public, Godre] Memorial Hospital is proud to announce very economical packages for kKidney transplant, so that the

programime is successful.

i Dr. Suhas Gangurde
— — . Chief Executive Officer




Give thanks. Give life.

Organ donation is the donation of bioclegical tissue or an argan of the human body, from a living or
dead person to a living recipient in need of a transplantation,

Crgan donation can save many lives and thus we must step forward for this noble job. Whether you considerad doing charity
and other noble deeds in lifelime or not, but death is dafinitely an opportunity when you can contribute to humanity by the act of
organ doenation.

Organ transplantation is often the only treatment for end stage organ failure, such as kidney liver and heart fallure. Although
end stage renal dissase patients can be treated through other renal raplacement therapies, kidney transplantation is generally
acceptad as the best treatment both for quality of ife and cost effectiveness, Kidney transplantation is by far the most freguenthy
carried out transplantation globally,

Crgans that can be transplanted are the heart, kidneys, liver, lungs, pancraas, intestine, and thymus. Tissues include bones,
tendons (both referred to as musculoskeletal grafts), comea, skin, heart valves, nerves and vains. Worldwide, the kidneys ara
the most commonly transplanted organs, followed by the liver and then the heart. Comea and musculoskeietal grafls are the
most commonly transplantad tissues;

Organ doners may be Iving, brain dead, or dead via ciroulatory death [cadaver].

LIVING DONOR

I living denars, the donor donates an organ or part of an organ in which the remaining organ can regenerate | Liver | or take on
the workload of the rest of the organ (primarily single kidney denation, partial donation of liver, lung lobe, and small bowel). Living
donor are immediate family members- mother, father, brother, sister, son, Daughter, grandfather, grandmother or spouse i.e,

first degree relatives.

Benefits of kidney transplantation
* Greater independence and energy which can help to lead a normal life
=  Can have normal dist and fluid irtake with fewer restrictions
* Mo dialysis which gives more freedom

Risks of kidney transplantation
= Bleeding
* Hejection = your body's immune system recognizes the new transplanted kidney as a foreign object and attacks it
To prevent this anti rejection drugs are given known as immunosuppressants,
s |nfections - immunosupprassant drugs lowers body's ability to fight infections
= (Others - diabetes, cataract, cancer, high blood pressura



THE TRANSPLANT KIDNEY
The recipient and donor will be operated at the same time in side by side operation rooms, one team of surgeons remove

the kidney from the donor while another team places the kidney in recipient. The surgery lasts for 3-4 hours under general
anaesthesia.

DECEASED KIDNEY DONOR
Most deceased donors are those who have been pronounced brain dead, Brain dead means the cessation of brain

function, typically after receaiving an injury (sither traumatic or pathological) to the brain, or otharwizse cutting off blood circulation
to the brain [drowning, suffocation, etc)

Brain stem death is where a person no longer has any activity in their brain stem, and has permanently
lost the potential for consciousness and the capacity to breathe.
The diagnosis of death reaffirms the preconditions for its consideration i.e.
1. There should ba no doubt that the patient's condition is due to imeversible brain damage of known etiology.
Mo evidence that this state Is due to depressant drugs.
Primary hypothermia as the cause of unconsciousness should be excluded,
Potentially reversible circulatory, metabolic and endocring disturbances should be axcluded,
Potentlally reversible causes of apnoea (dependence on the ventilator), such as muscle refaxants and cervical cord
injury, must be excluded,

;o Lo

Test

1. No observed raspiratory effort in response to disconnection of the ventilator for long {Smin). Adequate oxygenation is
ensured by pre-oxygenation and diffusion oxygenation during the disconnection. Thistest is known as the APNOEATEST.

2. Thediagnosis and tests of brain death has to be madea by two senior doctors. (Neurologist /anaesthetist Neither of them can
be involved with the hospital's transplant tearn.

ZTCC (Zonal Transplant Coordination Center) 15 a non-governmeantal organization started for promoting cadaver
organ donation. The main objective of the organization is to implement the deceased donor program as per THOA
(Transplantation of Human Organ Act) 1994 To ensura that the available cadavenc organs are distributed fairky and equally. To

increase patient accass to state of art transplant technology. To create a transplant registry and maintain computerized waiting
list of recipients for each organ,

The ZTCC, Mumbal, maintains the computerized walting list, blood group wise, for each organ like kidney, liver, heart and lung,
as per the priority criteria given in the Maharashtra State guidelines. All the registered transplant hospitals send the information
of the patients who require organ in the prescribed form for listing. For kidney, each patient is given priority score as per the
Govl. guidelines.

Donate Organ, Donate life.
The gap between the numbers of organs available and the number of patients joining the waiting list for a kidney transplant
Is widening globally. In India, the potential for deceased donation is huge due to the high number of fatal read traffic
accidents and this poaol is yet to be tapped. So let us all pledge to be a donor if that becomeas our fate.

“ WE ALL MUST PLEDGE TO DONATE OUR ORGANS AFTER DEATH “

Dr. Raman Malik
MD (Med), DNB (Nephro) AlIMS,
Sr Consultant in Nephrology &

m__ I — - Renal Transplant Physician



LIVER TRANSPLANTATION IN INDIA

*According to Greek mythology, when the titan Prometheus
gave fire to the mortals it made Zeus angry. In return, Zeus
chained Prometheus to Mount Caucasus and sent his glant
eagle to eat his liver during the day, only to have it regenerate
at night.”

W are witnessing the a golden phase of organ donation and
transplantation in India. Crgan donation in combination with
advances in immunosuprassion therapy has made it possible
for many patients with end stage organ diseases (kidney, liver,
heart, lung, pancreas) to hope for a second chance at life,

The first liver transplantation was performed by Dr Thomas
Starzlin 1963 in USA but it became an acceptable standard
of treatment for end stage lver disease only in late 1980's. In
India, liver transplant surgery had a late start in 1890's, and
since then has had a slow growth due to lack of expertise/
well trained teams, hospital supporl, expense, high mortality
and minimal governmental collaboration towards bringing
awaraness of organ danation/ cancept of brain dead through
national programimes. In US, liver transplantation has been
static at 6200-6500/yvear for lasl 5 years whersas in our
country a five- fold increase has bean reported from 200/vear
to mora than1100 liver transplants/year. After emergence of
private healthcare players (Apollo/ Medanta/ Global/Ambani/
Fortig), super-speciality surgeries like lver trangplant have
becorme a reality now in India. The results in Indian set up are
comparable with any leading transplant centre across the
globe, making this subcontinent a hot spot destination for
transplant surgery due to comparable outcomes at a lower
cost.

Liver the largest gland in our body weighing abiout 1500 gms,
forms an gssential parl of our body and serves multiple
purpases which are crucial for our existence. Unlike routing
renal dialysis in end stage renal disease or ventilator support
in respiratory failure patients, we are still to achieve routine
liver dialysis for liver failure patients and till then transplant is
the only viable option for these patients.

Organ for transplantation is obtained from the deceased
~ donor after declaration of brain death or from a living related

Donor liver

transplanted 1o recipient

Portion of donor liver
to be transplamed

donor whereby a part of the liver is ramoved from a healthy
Iving donor. Cadaveric liver transplant is routinely done in US
but not so frequently in India due to lack of organ donation
awareness, lack of clear legislation/ laws across various
states and lack of expertise and institution to run these high
end surgical procedures, However of late there has baen an
apparent shift in this aspect, with resullant significant
increase in deceased organ donations, Majority of liver
transplants done in India are Iving donor transplants where
the patient identifies the donor and also pays for the entire
hospital costs. Also living donor liver transplantation s
reported to have higher complication rates but lower mortality
as compared to cadaveric type. The higher complications
rate is due to much more intricate surgical dissection in donor
and anastomesisin the recipient vessels and biliary tree that
lead to longer hospitalisation and cost.

The timing of transplant Is important; a patient needs to be
sick enough to derive benefit from transplantation, but at the
same time should be well enough to survive this complex
surgical procedure. The severity of liver disease and the nead
for lver transplantation is assessed on the basis of Child
Turcotte Pugh {CTP) score which takes into account ascites,
encephalopathy, ssrum  bilirubin, serum  albumin and
prothrombin time. Another score which Is used to assess the
severity of chronic liver disease is the model for end-stage
lver disease (MELO), A MELD score of =15 represents
survival benefit of transplantation to a patient with end-stage
liver disease. Liver transplantation has well-dascribed
indications in the form of chronic liver failure as well as acute
lver failure. In the western countries, paracetamol polsoning
is a leading cause of acute liver fallure whereas this s raraly
sean in Indian population,



The cost of a lver transplant surgery averages about 25 lakhs
{in W3, wver transplant would cost the equivalent of Bs 1.5
crore), plus additional commitment cost of lifelong

immunosuprassants which cost Rs 15,000 per month which

means it is out of reach of the common man. But it's still
comparatively cheaper in India because cost of personnel and

hospital charges are lower than western/ European health
care. DOur governmenl needs to take proactive steps to
subsidize the expensive Immunosupressants drugs, create
transplant teams at public tertiary care hospitals in each state
and create robust awareness through national health

programmes on organ donation and concept of 'brain - dead',

but at present only about 1100 patlents per year are receiving

it due to their own affordability status,

In India, we are at an exciting stage in liver transplant field and
it i1s now recognised as a viable modality to treat end-stage

liver disease with 1-year survival post transplant of over 90%.

The way forward to make liver transplant a viable option even

far the common man will need the Government to step inand
build public-private partnerships, create national programmes
onorgan donation, authorise states to encourage hospitals to
identify 'brain - dead’ patients early to harvest organs and

build a transparent system for organ allocation,

Only then we can bridge this gap of providing liver transplant as Dr. Biswanath Gouda

MPH (USA). DNB (Surgery),
General Surgeon

a viable option even to the common man in India. Presently In

India at least 25,000 liver transplants per year are neadead,

PLEDGE

Eye Essentials

Let Your Eyes

change
someone’s life ...

Our BEves can always remain alive even after our death

Fledge for Eye Denation

The eyes you donate can give sight to two corneal bllnd people
Eves can be donated OMNLY after death

Eves rarmain fit for retrieval up to 6-8 hours after death

Al religions endarse the practice of Eye Donation

Spread the information about eyve donation and motivate others to halp for this noble cause

Contact the nearast BEve Bank/ BEve Donation Counselor/Hesoital for Eve Donation

Call 1919 (Central Eve Bank) far Eve Donation

1. What is Eye Donation?

Eye donation is an act of donating one’s eyes after his/hear death. Only corneal blinds can ba benefitted through this process not
other typies of blindness. It is an act of charity, purely for the benefit of the society and is totally voluritary, Itis done after death
The ayea donation of the deceased can be authorized by the next of kin even if the deceased did not pledge to donate his / her

eyes bafore death.

2. What is the use of eyes received?
The eyes, which are received through such magnanimous gestures, are of great benefit to the society. The front, clear and
transparent tissue of the eve called as cornea can be used to restore vision to corneal blind person, The other partions of the

aye ara also used for ressarch and training purposes to develop cures for some of the common eye diseases.

3. Whatis Corneal Blindness?
The Corneais the clear tissue covenng the front of the eye. It is a focusing elemant of the eye. The Vision is dramatically reduced

or lost ifthe cornea becomes cloudy. This loss of the vision is referred as comeal blindness.

4. What causes corneal blindness?
The comea can get damaged through accidents, Childran, while playing with sharp objects (e.g. bows and arrows, pen, pancil,
elc.) can accidentally damage their cornea. Comeal blindness can also happen (o elders. Some of the Industrial causes are

chemical burms, flying debns or road accidents. The cornea can get damaged due to infections and malnutrition as well.



5. Is there a cure for corneal blindness?

Yes. Removing the damaged cornea and replacing it with a healthy cormea by surgery can
cure corneal blindness. Til date the treatment of corneal blind people is comeal grafting,
Artificial cormeas have not yet bean developed and hence the only source for comea is from
our fellow human beings, The first corneal transplant look place In 1905.

6. What is the source for the cornea?

Fortunately, cornea can be remaved from a deceased person within six hours of death and
can be used for surgery. The eyes, which would ultimately be consigned to flarmes or buned
along with the body, can restare sight to two needy people.

7. What is the magnitude of corneal blindness?
Thare are about 4.9 million people suffering from comeal blindness. Majority of the 4.9 milllon are young adults who hawve to

spand long blind years even though they have a cure. The present collection from all over our country is onby 41883 (Year-2011)
(source EBAI).

8. How can one donate eyes?

Eyes are ramaved only after death. A person wishing to donate eyves should make close family membears aware of their
intentions. After the death of the person, itis the family who can inform the nearast eye bank to fulfill the wishes of the deceased
or autharize the removal of the eyes if somebody from an eye bank approaches the family.

9. Whatis an Eye Bank?

An Bye Bank is a charitable organization and is not for profil. They are purely functioning for the benefit of the society. The eye
barks facilitate rermoval of eyes (Enucleation), processing of eyes, evaluation and storage of the ayes and distribute them to the
needy. The first Eye Bank was sat up IinUnited States in 1945 at Newark City.

10. How do | ensure that the eyes so donated would not be misused?

Eye Banks are coverad under “Transplantation of Human Crgans Act” since 1884, It is a criminal offence to buy or gell organs.
The Government issues a certificate of registration to aye banks and has a provision to inspect them regularly. In case a
complaint is filed against any eyve bank, the Government can take legal action,

11. How do | contact an eye bank?

A special Toll free number 18912 (BSML) Nationwide has been allotted for eye banks, Most of the eye banks all over the country
have this number, once information for eye donation is communicated o eye banks; the eye bank sends its team to collect the
eves. By calling this number, details about eyve donation can also be obtained. Also, all local news paper carrles the eye banks
number in their Emergency Number list, Lastly, you can contact any hospital and ask them for the local eye bank number.

12. What is the procedure for eye donation?

The local telephone directory usually lists the phone number of eye banks under essential services. The aye bank personneal
would give directions and precautions to be taken. The process of removing eyes take about 15 (o 20 minutes. The eye bank
team can come either to the house or to the hospilal where death has taken place to remove the eyves thera. It would not delay
the funeral arrangements.

13. What precautions are to be taken?

Switch off fans and switch on Air conditioner (if available). Raise the head of the deceased slightly by placing a pillow
underneath, Place wet clean cloth over the closed aye lids. Please ensure that the eyelids are properly closed. Keep a copy of
the death certificate ready. Contact the nearest eye bank as quickly as possible. Give the correct address with specific
landmarks of your area and contact numbers to enable the team of eye bank for locating the house easily. The eye bank team,
which would have a trained technician and/or a registerad medical practitioner, would remove the eyes after taking consent on
a printed form in the presence of two witnessas, Also small amount of blood sample will be drawn from the deceased to rule out

_communicable diseases,




14. After the removal of eyes, would there be any complications or disfigurement?

There are two methods adopted for removal of eyes. Some eye banks would remove the whole eyeball. Insuch a case there
may be temparary bleeding. The team is well trained to take care of such eventualities. There would be no disfiguremeant. The
eye bank team, after the removal of eyes would properly close the eyes so that there is no disfigurement, Thie second method is
the removal of only the clear transparent tissue. Here also a plastic shield is placed in place of the tissue and no difference can
banoticed.

15. Is eye donation against religious principles or traditions?
All religions endorse eyve donation. There ara numerous examples in our traditions and scriptures, which endorse eye and organ
donation. A part of the body would be consumed by flames and reduced to ashes or which is burled and allowead to decay and

disintegrate & cannol be put to a better use than restoring vision to the needy!!]

16. Who can donate eyes? Is there any age limit?

Any person of any age can donate eyas, Even if the deceased has medical history of hyperension, diabetes, asthma,
tuberculosis elc., and even spectacle wearars and people who have undergone cataract operation can donate eyes.

17. Who cannot donate their eyes?

Patients suffering from Rabies, Tetanus, Aids, Hepatitis, Gangrena, Food Poisoning, Septicemia & a person who has died due

to drowning ete. cannot donate their eyes.

Dr. Kalpesh Shah
MS, DOMS, FCPS (Gold), ICO (UK), FRCS (Glasgow),
Consultant Ophthalmologist

RATIONAL USE OF ANTIMICROBIALS

There can be na two opinions on the fact that antibiotics save
lives, but poor prascrbing praclices are putting patients at
risk. We are all awara of the grave threat, posed by the spectre
of multi-drug resistant and pan-drug resistant organisms,
which |s looming large ahead of us. Multi drug resistant
orgarnisms are a vary serous concern, increasing morbidity
and mortality of the patient, duration of hospital stay and the
cost of health care to the individual and the organisation,
Rasistance to the treatment of last resort for life-threatening
infections caused by common [ntestinal bacteria -
carbapenem antibiotics - has spread to all regions of the
world., Resistance is rampant In every calegory of
microorganisms, be it bacteria, mycobactaria, fungl, viruses
or parasites. In order to curb this very real threat, we must usa
the existing antibiotics and antimicrobial agents in a very
controlled and rational manner. We must take immediate
staps, in our day to day practice to ensura that antimicrobial
agents are used appropriately, for the maxdimum benefit of the
patients and the community.

With this view in mind, as part of the 10th year celsbrations,
Godre| Memaorial Hospital hosted a CME on Rational
Artimicrobial Use, on 27-07-2015,

There were three talks, two case presentations and a very
interesting discussion among the audience and the speakers,

The fiest talk was by Dr. Hoopa V Iyer, Director, Cualilife
Diagnostics, Mulund, and Infection Control Consultant, Prince
Aly Khan Hospital, on Sleps Towards Antibictic Palicy”. Tha
saliant points of her talk were:

Reasons for spread of antimicrobial resistance:

* Unrestricled sale over the counter of antibictics

* Uncontrolled misuse of antibiotics

= \Within hospitals, the unnecessary use or overuse of
antibiotics, leading to the selection and proliferation of
resistant and multiple resistant strains of bacteria.

* [Hasistant strains spread by cross-infection.

* \Where resistance is encoded on transmissible plasmids,
resistance can also spread between bacterial species.




Importance of Antibiotic policy:

To improve patient care by pramoting the best practice in
antiblotic prophylaxis and therapy

To make better use of resources by using cheaper drugs
whrs possibla.

To retard the emergence and spread of multiple antibiotic
resistant bacterla.

To improve education of junior doctors by providing
guidelines for appropriate therapy

To eliminate the use of unnecessary or ineffective
antibictics and restrict the use of expensive or
unnecessarily powerful ones

Steps to be taken to form a good antibiotic policy

An antibiotic committee must be formed in the hospital,
Antibiotic guidelines must be laid down after discussion
betwean the doctors and the infection control committee.
Good preseribing practices must be encouraged, and
persistantly promoted.

The Microbialogist and laboratory must provide
information on the antibiogram, and alert the clinicians
abrout any increasing resistance.

Education of the prescrbing doctors, the junior doctors,
nursing staff and the pharmacy staff is very essential, so
that all are aware of the hospital policy, and any deviation
can beimmediately brought to the notice of the committes.

The second talk was by Dr. Tanu Singhal, Gonsultant-
Paediatrics and Infection Control, Kokilaben Dhirubai Ambani
Hospital, on “Appropriate Use of Antifungals”. The salient
points were:

The Incidence of fungal infections in critical care units
{Candida, Aspergillus) are rising. Possible reasons may ba
invasive lines, antibiotics and severe iliness among others
Candida is now the 4th common cause of blood stream
infaction worldwide and even in India

Mon albicans Candida s now more common in india
especlally in ICU settings.

It is very common to isolate Candida from non-sterile sites
in the ICU (urne, tracheal secretions, drain fluid etc.)

Mot all of these merit antifungal therapy as many times the
Candida is just a colonizer

Howewver some patients with features of sepsis do have
invasive candidiasis and here prompt antifungal therapy is
indicated. These nead to be identified and treated.

Risk factors for invasive candidiasis include prolonged [CU
stay, broad spectrum antibiotics; central line, Immuno
suppression, neutropenia, gut surgery, use of TPN,

neonates, diabetes, major transfusions, patients on
haemodialysis, high APACHE score, colonization with
candida;

s Pre-emptive treatment is recommendsd in patients with
colonisation with candida at multiple sites (2 or more sites).

e Empiric antifungal treatment is recommended in patients
showing signs of sepsis, with any of the risk factors
mentionad above. In patients who have raceived azoles
praviously, and in wvery sick patients, treatment with
echinocanding is advised, otherwlise fluconazole is the first
antifungal to be given when suspecting candida,

* Both undertreatment and overtreatrment with antifungals is
comman, 5o doctors need to be very vigilant and cautious
while prascribing antifungals.

The third talk was by Dr. Mukesh Pednekar, Consultant

Physician, Godre] Mermorial Hospital, on “Rational Use of

Antibiotics- A Clinician's Perspective”, The salient points

wWere:

e An approprigte anlibiotic should be, narrow spectrum,
easy to administer, cheap, least towe, with a low selection
OressuUre.

* Before starting the treatment, a prescribing doctor should
try and identify the pathogen, using laboratory tests,
clinical features, and local organism prevalence. They
should also consider the host factors, such as pregnancy,
any argan failure, allergy etc,, and physiological factors like
tissue concentration.

e Antibictics should be slarted only if there are clinical signs
of a bacterial infection, or a risk of infection (surgical
prophylaxis), and a leboratory confimmation should be
obtained as early as possible.

* Combination of two or morg antibiotics must be used when
broad-spectrum coverage is required (in polymicrobial
infections), if synergistic action s reguired
{faminoglycosides and cell wall active agents in
Enterccoccus), or to prevent acouisition of resistance.

* Disadvantages of combination therapy include increase
risk of toxicity, increase in multi drug resistant pathogans,
increased cost, and antagonism if a bacteriostatic and
bactericidal drug are glven together.

= Aswilch from parenteral to oral antibiotic should be made
as early as possible, and antibiotics should be stopped
immediately if it is not necessary to be continuad,

e |f thera is no improvement after 48 hours of antibiotic,

culturas should be repeated, diagnosis re-evaluated, and

antibiotics should be either changed or given in a higher
dosage, If indicated. There may be a secondary infection,
or the antibiotic may not be reaching the site of infection.

Surgical drainage may be required, and change to a more

narrow-spectrum antibiotic which can concentrate in that

particular tissue.



* Antibiotic guidelines should be based on local evidence,
and must be prepared as a consensus beatween all
concerned parties. They must be updated from tima to
time

This was followed by two case presentations, presented by

the 1CL Intenshist, GMH. Thers was a panal discussion
following sach of these cases, where the Important points
discussed were

* || isimportant to treat infection and not colonisation. BEvery

organisrmisofated from a non-sterile site Is not a pathogen.
* Antifungals must be considarad in seriously il patients who
are at nisk, and do nat improve with antibiotics.
* The antibiotic policy of the hospital must be followsad when
starting antibictics, but each patient should be evalustad

day 1o day, and based on clinical and laboratory findings

the antiblotic must be escalated or de-¢

TESTIMONIALS
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The take home message

given by Dr, Kanishka Kapas|,

Coordinator, Dept, of

logy and Obstatrics,

GMH, was that we must use

our knowledge and skills
raticnally and without fear, if
we are to overcome the rasistant bugs. Microbiology reports,
espacially cultures and antibiograms must be requested and
acted upon. Education, of healthcare personnel and the
community is an effective tool to increase compliance. Hand
washing is an indispensabie, and probably most important
weapon to prevent spread of resistant organisms.
Leat us all take a step towards more appropriate use of
antirmicrobials; and together we can make a difference in the
shape of things to corme.
Dr. Anuradha Sriram
MD (Microbiology),

Consultant Microbiologist

rs. Durin
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Events of May & June

DATE EVENT VENUE SERVICES OFFERED REGISTRATIONS
17th May 2015 Free Cardiac Diagnostic Balmitra Mandal, Dadar BF, Blood Sugar, 60
Camp ECG, Medical Consultation
& Medicines
17 & 24 May & Frae Cataract Detection Godre) Memorial Hospital Ophathalmalogist Consultation 28
fo1d4, 21,28 Camp & Concessional Cataract
June 2045 Surgery
14th June 2015 Free Cardiac Diagrostic Citizens for Social EF Blood Sugar, 65
Camp FU“’@-&"U” NGO, ECG, Medical Consultation
'\_ Bandra & Medicines _/'
DATE EVENT VENUE SPEAKER REGISTRATIONS
| Tth May 2015 a) Hypertension Godrej Memonal Hospital  Dr Chetan Shah 63
b) Endocrineg Disorder with Dr Anurag Lila
trass on Thyroid Disorder
18th May 2015 Tikana Inaguration Godre] Mermoral Hospital a0
19th May 2015 Preconcapction Counseling Godrsj Memonal Hospital — Dr Kanishka Kapasi 45
17th May 2015 a) What's new in Hematology Godrej Memornial Hospital — Dr Shyam Rathi 58
b Recent Management in Dr Vashishta Maniyvar
\ Metastatic Breast Cancer S
DATE EVENT VENUE SPEAKER REGISTRATIONS
20,21,27 28 May  Tobacce Cessation Training Godrej Memorial Hospital  Dr Rohan Bartake & 163
& 4,517,18 June  Programme by ‘Life First" NGO Mrs Ratandesp Chawla
2015
Sth May 2015 Options for end stage Henal Diseases  Godre] Memarial Hospital — Dr Haresh Dodeja 70
Q?Th June 2015 Rational Use of Antimicrobials Godrej Memorial Hospital  Renowned Faculties 58 /

Celebrations, Events & Competitions

DATE EVENT VENUE
12th May 2015 Murses Day Flant 13 Godraj & Boyvee
\_27th June 2015 Debate Competition Godre] Memarial Hospital P,

Events of JULY & AUGUST

Various Camps

DATE EVENT VENUE SERVICES OFFERED
28th Juby 2015 Free Cardiac Diagnostic Camp Lokseva Pratizhthan, BF, Blood Sugar, ECG,
Park Site, Vikhroll Medical Gonsultation
& Medicines



Events of JULY & AUGUST
CME / Workshops & Conferences

DATE EVENT VENUE SPEAKER
19th July 2015 A) Pre conception cang Godre| Memarnal Hospital Dr. Kanishka Kapasi
B) Surrcgacy - Is it the easy way out..? Dr. Jay Menta
26th July 2015 A Laparoscopic treatment of different Hernias Gadre| Memaonal Hospital Cr. Sanjay Sonar
& advance laparoscopic procadures
B) Recent trend in management of heart failure Dr. Chetan Shah
Sth August 2015 Scientific Debate on Angioplasty vs CABG Giodrg] Memarial Hospital Dr. Deepak Mishra
Dr. Shantash Kaushilk
Dr. Armit Sanghwi

DATE EVENT VENUE SPEAKER

31st duby 2015 Occupational Stress Management Capgeminl Ms Tejaswi Kambale
Celebration, Events & Competitions

DATE EVENT VENUE

1st July 2015 Elacution Godrej Memarnal Hospital

1st July 2015 Dr's Day Celebration Giodre| Mermoral Hospital

29th July 2015 Arntakshari Giodre) Mermorial Hospital

30th Juby 2015 Ramp Walk Godre| Memonal Hospital

Bth & 7th August 2015 Blood Donation Drive Godre| Mermornal Hospital

25th August 2015 Skit Competition Godre] Memonal Hospital

29th August 2015 Singing Competition Godrej Memarial Hospital j
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