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NEW LIFE MEMBERS
9336 LC DR. SHAH SARJAN DILIPBHAI
9337 LC DR. SHAH ARATI SARJAN
9338 L DR. LAKHANI KARMESHKUMAR R.
9339 L DR. KANSARA PURAV DARSHAN
9340 L DR. PATEL KRUPALI NITIN
9341 L DR. PATEL SHREYESKUMAR B.
9342 L DR. PATEL KRISHNA SHREYESKUMAR
9343 L DR. FOFANDI KAUSHALYA KISHAN
9344 LC DR. VYAS KIRTAN M.
9345 LC DR. VYAS ASHITA KIRTAN
9346 L DR. PATEL MOHILKUMAR DHIRENBHAI

In February-2018, Ahmedabad Medico News Page No. 28, New 
Life Members
Please read as under
9333 LC DR. CHUDASAMA  BHADRESH  A.
9334 LC DR. CHUDASAMA  ZANKHANA  BHADRESH

CORRECTION
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AMA SENIOR CITIZEN CLUB
Our next program is a different one, it will cover two important 

topics which require attention in advanced age.

Date : 21-4-2018, Saturday

Time : 3-30pm to 5-00pm

Speaker : Dr. Saurabh Narendra Shah   M.S. (Ortho)

Topic : Recent advances in backache and knee pain.

Speaker : Dr. Chaitali Saurabh Shah   B.D.S.

Topic : Recent advances in dental treatment

Venue : Ahmedabad Medical Association premises.

Dr. K.R. Sanghavi Dr. Abhay Dixit Dr. Ramesh C. Shah

Dr. Kiritkumar C. Gadhavi
Hon. Secretary AMA

Coordinators

All our club members and senior AMA members
with their spouse are cordially invited.

This program will be followed by High-Tea.
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th"27  Gujarat State TB Conference"
ndDate : 22  April-2018.

Venue : Hotel Aloft, Opp. Bhagwat Vidhya Peeth,

Sola, Ahmedabad.

Registration Fee : Medical Staff Rs. 500/-

Para Medical Staff Rs. 300/-

For Registration and further detail please contact

Dr. P. M. Parmar

Org. Secretary

Mob. : 9601078050  Off. : 079-26589247

INFORMATION

Dr. Jayesh Sachde
President AMA
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FUTURE PROGRAMMESFUTURE PROGRAMMES

AMACON - 2018
Dear Member,

• The Annual Conference of Ahmedabad Medical Association. 

AMACON-2018 is Comming Soon.

• Academic Feast

• Eminent Speakers from Multiple Specialities

• Exciting Prizes & Kit

• Further details will be given in due course.

AMACON 2018
June 2018

ANNUAL DAY COMPETITIONS

(1) INDIAN ASSOCIATION OF OCCUPATIONAL HEALTH 
ESSAY PRIZE

Subject : Hazard to the Doctors in Medical Practice

(2) DR. RANJAN K. NANAVATY ESSAY PRIZE

(For Family Physicians Only)

Subject : Stress in Family Practice

* Each candidates shall have to submit three copies typed and double 
spaced to the office before 30-4-2018   5 p.m. (Maximum 1500 words).

* Candidates should not write their names or addresses on the essay. They 
should not reveal their identity in the essay. Candidate should write the 
name and complete address on a separate piece of paper.

(3) DR. PIYUSH SHAH PAPER PRESENTATION PRIZE

(For Family Physicians only)

* The last date for submission of abstract is 30-4-2018. 5 p.m. Complete 
text of the paper will have to be submitted on the day of presentation.

* All papers accepted by the Scientific Committee will be read few days 
before our Annual Day function.

* The paper must be original and must not have been published or read 
previously.

8 minutes will be allowed for presentation and 3 minutes for discussion.

Presentation with slides / over head projector / transparencies / video 
will be appreciated.

(4) DR. B.C. AMIN MEMBERSHIP DRIVE TROPHY will be awarded 
to the member who has enrolled the maximum number of members in 
the year 2016-2017.

Other Trophies : The entry fee is Rs. 100/- only.

(5) DR. K. K. SHAH TROPHY For Best Nursing Home.

(6) DR. P. B. HARIBHAKTI TROPHY For Best Consulting Room.

(7) DR. DAHYABHAI SHIVRAM JOSHI TROPHY For

General Practitioner's best Clinic

Those members who want to take part in these competitions, should send the 
application on their letter pad.

Last date of entry is 30-4-2018. 5 p.m.

Note : The winners of the Trophy in past should not apply again.
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ACTIVITY REPORT
Report of Cycle Rally : Date : 11 March 2018

IMA Cycle rally was organised from Ahmedabad Medical 
Association at 07.00 AM which was flag off by Dr. Jitendrabhai B. Patel, 
Past President, Indian Medical Association, (HQ). More than 500 
persons participated in the cycle rally which included, Senior IMA 
leaders, Private Practitioners, Medical Students and Resident Doctors.

GBM was arranged at the premises of Ahmedabad Medical 
Association which was addressed by Various leaders.

Photographs of the rally attached.

------------------

On 17-3-2018 Dr. Tanumatiben G. Shah Scientific Program 
was arranged at Hotel Nami Residency. Subject was Will it implant ?

Dr. Mehul Sukhadiya was a Speaker.

------------------

On 17-3-2018 AMA Senior Citizen Club and Ladies Club 
Program was arranged. Speaker was Col. (Retd.) Dr. Subhash Chadh.



NEWS PAPER COVERAGE OF CYCLE RALLY
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SCIENTIFIC  PROGRAMME  NO. 04

Date :  22-04-2018, SUNDAY

Time : 9.00   a.m. to 9.30 a.m.

Registration and Breakfast

Venue :  AHMEDABAD MEDICAL ASSOCIATION

Opp. H. K. College Ashram Road,  Ahmedabad.

Subject : Neurology and Neurosurgery CME

Programme : 9.30 a.m. to 12.00 noon

Speaker : Dr. Ankur Pachani (Neuro Surgeon)

Topic : Pituitary Tumor and it’s Clinical manifestations

Speaker : Dr. Kalpesh Patel (ENT Surgeon)

Topic : Endoscopic management of Pituitary

Speaker : Dr. Devshi Visana  (Neurologist)

Topic : Epilepsy  and its differential diagonis.

DR.   P. R. THAKORE  SCIENTIFIC PROGRAMME  

Dr. Divyeshkumar N. Panchal  &  Dr. Pratik J. Shah

:: Co-ordinators ::

Dr. Jayesh P. Sachde

President

Dr. Kiritkumar C. Gadhavi

Hon. Secretary

Registration fee Rs.  50/-.

You are  requested to register your  name at our AMA 

office on Tel. No. 079-26588775 

before 20-04-2018, before 5.00 p.m.
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We send our sympathy & condolence to the bereaved family.

May his/her soul rest in eternal peace.

OBITUARY

Dr. Shah Chandrakant J.

Date of Birth

Date of Death

: 14-07-1933

: 16-02-2018

AMA Cultural Board



DISCLAIMER

Opinions in the various articles are those of the authors and do not 
reflect the views of Ahmedabad Medical Association. The 
appearance of Advertisement is not a guarantee or endorsement 
of the product or the claims made for the product by the 
manufacturer.
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Approach to a Case of Diarrhea
Diarrhea can be defined by increased stool frequency, 

liquidity, or volume. Health care professionals typically think of 
diarrhea as an increase in stool frequency; however, for most 
individuals, the essential characteristic of diarrhea is the passage of 
loose stools. Diarrhea is objectively defined as passing a stool weight 
or volume greater than 200 g or 200 mL per 24 hours. Diarrhea is 
common, with most episodes being short-lived. Therefore, diarrhea 
is a major cause of morbidity. It is important to recognize that diarrhea 
is a symptom or sign, not a disease, and can be caused by numerous 
conditions. Given the multitude of possible causes, the evaluation 
and treatment of the patient with diarrhea can be challenging. An 
understanding of the basic mechanisms of diarrhea can help 
facilitate diagnosis and management.

Pathophysiology

The fundamental process causing all diarrheal diseases is 
incomplete absorption of water from intestinal luminal contents. 
Water itself is not actively transported across the intestinal mucosa 
but moves across secondary to osmotic forces generated by the 
transport of solutes, such as electrolytes and nutrients. Normally, 
absorption and secretion take place simultaneously, but absorption is 
quantitatively greater. Either a decrease in absorption or an increase 
in secretion leads to additional water within the lumen and diarrhea. 
Excess stool water then causes decreased stool consistency.

Thus, diarrhea is a condition of altered intestinal water and 
electrolyte transport. The pathophysiologic mechanisms of diarrhea 
include osmotic, secretory, inflammatory, and altered motility. 
However, from a pathophysiologic perspective, no single cause of 
diarrhea is truly unifactorial.

A Simplified 5-Step Approach

The initial approach to the patient with diarrhea is to obtain a 

detailed history and perform a physical examination. Often, after 

history and physical examination, the cause of diarrhea is not 

obvious. In this situation, a simple 5-step evaluation (Table 1) can 
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facilitate the workup of the patient with diarrhea.

1. Does patient really have diarrhea? ( Rule out fecal impaction 
and fecal incontinence)

2. Rule out drug induced diarrhea.

3. Distinguish acute from chronic diarrhea.

4. Categorize as inflammatory, fatty or watery.

5. Consider fictitious diarrhea

TABLE 1  Simplified 5-Step Approach to Diarrhea

1. Does the Patient Really Have Diarrhea? 

The first step in the clinical appraisal of the patient with diarrhea 
is to identify what the patient means by diarrhea. Fecal incontinence 
is often reported as diarrhea because of embarrassment associated 
with this condition rather than because the patient has any real 
difficulty distinguishing diarrhea from incontinence.This possibility 
should be addressed by direct questioning and assessment of anal 
squeeze on digital examination. Incontinence is defined as the 
involuntary release of rectal contents. Continence requires intact 
anorectal structure and neuromuscular function.

Another condition that is often misinterpreted as diarrhea is 
fecal impaction. Patients with chronic constipation may develop fecal 
impaction from the inability to expel a large fecal mass through the 
anus. Rectal distention causes relaxation of the internal anal 
sphincter, and there is induction of secretions proximal to the 
obstructing stool. An overflow diarrhea results from liquid stool 
passing around the impaction and may be reported as diarrhea. A 
careful rectal examination will allow identification and treatment of 
this condition.

2. Rule Out Medications as a Cause of Diarrhea (Drug-
Induced Diarrhea)

The second simple step is to consider medications as a 
potential cause of the diarrhea. Medications serve an important role 
in maintaining health and well-being. However, many medications 
are associated with adverse effects, particularly diarrhea. Drug-
induced diarrhea is common because nearly all medications may 
cause diarrhea. The key to diagnosing drug-induced diarrhea is to 
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establish the temporal relationship between starting use of the drug 
and onset of diarrhea. The medications that most frequently cause 
diarrhea include antacids and nutritional supplements that contain 
magnesium, antibiotics, proton pump inhibitors, selective serotonin 
reuptake inhibitors, and nonsteroidal anti-inflammatory drugs.

Caffeine is an agent that may cause increased intestinal fluid 
secretion by elevating intracellular cyclic adenosine monophosphate 
levels.Antibiotics alter colonic bacterial flora that may then decrease 
colonic bacterial fermentation of malabsorbed carbohydrates or lead 
to Clostridium difficile infection. Mesenteric vasoconstricting agents 
may decrease mesenteric blood flow and cause malabsorption. 
Nonsteroidal anti-inflammatory drugs or mycophenolatemofetil are 
agents that may incite intestinal inflammation, causing diarrhea. 
Lastly, diarrhea is common immediately after chemotherapy 
because these agents may cause intestinal or colonic crypt damage, 
thus impairing water absorption and resulting in an apoptotic 
enterocolopathy.

To identify drug-induced diarrhea, it is imperative that the 

physician take a complete medication history and inquire about over-

the-counter medications and supplements (eg, vitamin C and 

magnesium). Treatment involves withdrawal of the offending drug.

3. Distinguish Acute From Chronic Diarrhea

If a drug-induced cause of diarrhea seems unlikely, then the 

third step that can help direct evaluation is the duration of the 

diarrhea. The duration of diarrhea may be an important clue to the 

cause. Diarrhea is acute if it lasts fewer than 2 weeks and chronic if it 

lasts more than 4 weeks. The approach to acute diarrhea is 

straightforward because it is most commonly caused by infection and 

is self-limited. Often, no evaluation or treatment is required. However, 

stool testing and other studies are often indicated in the presence of 

certain clinical or epidemiological features, including age older than 

65 years, immune compromise, volume depletion, hematochezia or 

blood-tinged stool, fever, severe abdominal pain, recent antibiotic 

use, known or suspected inflammatory bowel disease, community 

infectious disease outbreaks, and employment as a food handler. In 

contrast to acute diarrhea, chronic diarrhea typically warrants a 

diagnostic evaluation, is less likely to resolve on its own, and 

presents a broad differential diagnosis.

4. Categorize the Diarrhea as Inflammatory, Fatty, or Watery

If the patient has chronic diarrhea, then the fourth step is to 

categorize the diarrhea into inflammatory, fatty, or watery type on the 

basis of presentation and simple stool tests (Figure). Grouping 

patients with chronic diarrhea into one of these categories is most 

easily accomplished noninvasively at the front end of the evaluation 

by stool testing, a strategic initial step that will narrow the differential 

diagnosis and rationally direct the investigation.
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Inflammatory diarrhea is characterized by frequent, small-

volume, bloody stools and may be accompanied by tenesmus, fever, 

or severe abdominal pain. Inflammatory diarrhea is suspected with 

the demonstration of leukocytes on stool examination. Inflammatory 

diarrhea fundamentally indicates disrupted and inflamed mucosa, 

such as that caused by idiopathic inflammatory bowel disease 

(Crohn disease or ulcerative colitis), ischemic colitis, and infectious 

processes, such as C difficile, cytomegalovirus, tuberculosis, or 

Entamoebahistolytica. When history or stool analysis suggests 

chronic inflammatory diarrhea, lower GI scopyshould be the initial 

study to look for structural changes.

Fatty stools are suggested by a history of weight loss, greasy 

or bulky stools that are difficult to flush, and oil in the toilet bowl that 

requires a brush to remove. A common misconception is that floating 

stools are indicative of steatorrhea. Floating stools indicate gas 

production by colonic bacteria, not steatorrhea.  A simple test to 

screen for excess fecal fat is a Sudan stain, which will detect most 

cases of clinically significant steatorrhea. However, the criterion 

standard for steatorrhea is a quantitative measurement on a timed 

stool collection while patients consume a 100-g fat diet, and 

steatorrhea is defined as more than 7 g of fat per 24 hours. 

When fatty diarrhea is identified, the initial goal is to 

distinguish malabsorption from maldigestion. Fat malabsorption 

results from inadequate mucosal transport, and fat maldigestion 

results from defective hydrolysis of triglycerides. Malabsorption is 

caused by mucosal diseases, most commonly celiac disease, 

whereas the maldigestion results from pancreatic exocrine 

insufficiency (eg, chronic pancreatitis) or inadequate duodenal bile 

acid concentration (eg, small intestinal bacterial overgrowth [SIBO] 

or cirrhosis).

Endoscopy with small bowel biopsies allows evaluation of the 

small intestinal mucosa for celiac disease. If small bowel disease is 

excluded, computed tomography or endoscopic ultrasonography 

may be useful to identify morphological changes of chronic 

pancreatitis. If no intestinal abnormalities are found and there is no 

evidence of chronic pancreatitis, abnormal pancreatic exocrine 

function should be considered. An empiric trial of pancreatic enzyme 

supplementation may be used to assess for the presence of 

pancreatic exocrine insufficiency.

Watery diarrhea can be further classified as osmotic or 

secretory in origin. Osmotic diarrhea is due to the ingestion of poorly 

absorbed ions or sugars. Secretory diarrhea is due to disruption of 

epithelial electrolyte transport. Two ways to distinguish an osmotic 

from a secretory process is by response to fasting and calculating the 

fecal osmotic gap.

An essential characteristic of osmotic diarrhea is that stool 

volume decreases with fasting, whereas secretory diarrhea typically 

continues unabated with fasting.

Another way to clinically differentiate osmotic diarrhea from 

secretory diarrhea is by calculating the fecal osmotic gap. The fecal 

osmotic gap is calculated by adding the stool sodium and potassium 

concentration, multiplying by 2, and subtracting this amount from 290 

mmol/L.

Measured stool osmolality should not be used because it 

largely reflects bacterial metabolism in vitro, not intraluminal 

osmolality. A fecal osmotic gap greater than 50 mmol/L suggests an 

osmotic cause for diarrhea, whereas a gap less than 50 mmol/L 

supports a secretory origin.

If a diagnosis of osmotic diarrhea is made, the differential 

diagnosis is limited and the evaluation is relatively straightforward. 

Osmotic diarrhea is usually due to ingestion of poorly absorbed 
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cations (eg, magnesium) or anions (eg, phosphate, or sulfate), which 

are often contained in laxatives and antacids, or to carbohydrate 

malabsorption from ingestion of poorly absorbed sugars or sugar 

alcohols (eg, sorbitol or xylitol). Lactose intolerance is by far the most 

common type of carbohydrate malabsorption, with prevalence rates 

up to 100% in Africa, Asia, and Latin America. Measuring a stool pH 

can help distinguish between osmotic diarrhea due to poorly 

absorbed ions and that due to poorly absorbed sugars.

Carbohydrate malabsorption will result in a stool pH less than 

6 because as carbohydrates reach the colon they are fermented by 

bacteria, releasing short-chain fatty acids and making the stool water 

acidic. The basic pathophysiologic mechanism involves either net 

secretion of ions (chloride or bicarbonate) or inhibition of net sodium 

absorption. The most common cause of secretory diarrhea is 

infectious; however, infection is an uncommon cause of chronic 

secretory diarrhea. Therefore, noninfectious causes of secretory 

diarrhea should be sought (See table). Of the many causes of 

secretory diarrhea, peptide-secreting endocrine tumors (eg, 

carcinoid or gastrinoma) deserve mention. Endocrine neoplasms are 

a rare cause of chronic diarrhea and account for less than 1% of 

patients who present with chronic diarrhea.  Once the type of 

diarrhea is categorized and the differential diagnosis minimized, 

directed testing can usually lead to a diagnosis.

Major causes of secretory diarrhea:

• Infection

• Bile acid malabsorption

• Non osmotic laxatives

• Inflammatory bowel disease

• Disordered regulation ( diabetic neuropathy)

• Peptide secreting endocrine tumours

• Neoplasia

5. Consider Factitious Diarrhea

Factitious diarrhea is an intentionally self-inflicted disorder. The 

most frequent cause of factitious diarrhea is surreptitious laxative 

ingestion. Physicians usually assume that patients are being truthful, 

but up to 15% of patients who undergo an evaluation for chronic 

diarrhea may be surreptitiously ingesting laxatives.The key to 

diagnosing factitious diarrhea is suspecting it. A factitious origin 

should be considered for persons in whom diarrhea remains 

undiagnosed after thorough evaluation.Measurement of stool 

osmolality can be useful in detecting factitious diarrhea caused by the 

addition of water or dilute urine to the stool.

Dr. Urman Dhruv  MD.

REQUIRED

REQUIRED A YOUNG DYNAMIC

FEMALE GYNAECOLOGIST AT

POOJA HOSPITAL

(LAPROSCOPY AND IVF CENTRE)

AHMEDABAD.

Dr. TEJAS DAVE

9825309933

CONTACT
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M.D. (Physician)

:: Contact ::

Dr. Mehul Shelat

98253 98891
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