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"Breastfeeding and Work - Let's Make it Work"

World Breastfeeding Week  (WBW) August 1-7, 2015

Every year, the first week of August is celebrated as 'World Breastfeeding Week' with a theme 

to focus attention on some specific area. World over, working mothers face various challenges 

in continuing breastfeeding and only a few can manage to exclusively breastfeed their baby. 

This year's theme focuses on measures to help the mother continue breastfeeding along 

with her work.

During the early years of medical college Baroda (fifties and sixties) the Department of Preventive 

and Social Medicine used to take the final year students to visit some institutions and industries 

in Mumbai (Infectious Diseases Hospital, Aarey Milk Colony etc.). I remember that in 1960, 

we were taken to a textile mill to observe the working of crèche. The philanthropist industrialist 

had accepted that caring for the children of women workers was the responsibility of the industry. 

In late nineties, my daughter working in a car factory of the same industrial company 

in Pune, experienced the advantage of crèche in the factory. When she rejoined the duty 

two months after delivery, she took the baby with her and was called to the crèche whenever 

the baby was hungry. She was told by the staff not to worry if occasionally she did not get time 

to bathe the baby at home – they would as well bathe the baby in crèche! Needless to say, 

my daughter was able to breastfeed her baby successfully. 

But only a few of our mothers and their babies are lucky to be able to follow the IYCF 

recommendations. A well known factory in Vadodara with international collaboration was known 

to be maintaining a crèche. On one occasion, when I met the managing director, I expressed my 

appreciation about the support to breastfeeding given at the factory and I was sad to hear from him 

that soon the services would be closed because it is affecting the production. 

Many employers have a notion that presence of infants in the workplace or giving breaks 

to the mother, for breastfeeding or breast milk expression, reduces productivity. It is often 

not realized that helping working mothers to continue breastfeeding is beneficial to the industry 

as well. The mother is at peace – no worries about the baby left at home. She does not have 

to take leave when the person caring for the baby at home is sick or away. Breastfeeding protects 

the baby against common acute illness (diarrhea and respiratory infections) which not only 

reduces the medical expenses but also minimizes the mother's absenteeism from work. 

Moreover the mother is likely to be grateful to the employer and be more loyal and sincere 

in her work. In addition, as reported by the US Department of Health and Human Services, 

supporting the mother to continue breastfeeds improves the company's image as a friend 

of the family boosting the workers' morale and productivity and retention of experienced employee. 

It is obvious that continuing to breastfeed even after the mother restarts working is not 

only beneficial to baby, mother, family, environment and national economy but will also benefit 

the employer.
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Mother-Friendly Workplace 

A mother can continue to breastfeed her baby only with the cooperation of the employer and 

co-workers. Various options are available.

 It would be ideal to have a crèche at or near the workplace so that the mother can be with the baby 

whenever need. Mobile infant and child care units can be planned at rural and temporary work 

places (building or road construction sites). This at present appears to be only a dream in our 

situation. 

 In certain types of employment the mother could be allowed to work from home for a certain 

period.

 If this is not possible, the mother must express out breasts at intervals to keep up the milk 

production. 

 To do this – 

 -  She must learn expression of breast manually and/or by pump (and its sterilization).

 - The employer must allow her the necessary breaks.- The matter should be discussed with 

    the employer and colleagues and their cooperation sought during pregnancy period.

 -  The workplace must provide clean, comfortable, well-ventilated room with privacy. 

 -  Facility to store the expressed milk should be available. The expressed milk can be stored to feed 

    the baby later when the mother is away. It can be used for six hours when stored at room 

    temperature and for five days of refrigerated at  

Statutory Provisions

Many countries including ours have some statutory provisions to help a working mother 

continue to breastfeed her baby, however, 'health' is a responsibility of State Governments 

and therefore a lot of variation is observed from one State to another in the facilities provided 

to the working mothers.

There are provisions for maternity leave and half-pay leave, for additional breast feeding / 

expression breaks and for provision of crèche when the number of employees exceeds 

a stipulated number but every rule has some loopholes or exceptions and the employers usually 

tend to take their advantage.

A dialogue with the employers, managers and co-workers (PCC) is necessary to build up a positive 

attitude towards breastfeeding/expression at the work place.

When the Workplace is Supportive

 If there is a crèche on-site or close to the workplace, the mother can take breaks to feed the baby. 

 If a suitable place is provided at the workplace, milk can be expressed and stored and later 

collected and fed to the baby. Alternatively, the relative or servant can bring the child to the 

workplace for feeding at least once during these breaks.

 If no such facility is available, the mother should claim the breaks and reduce the work time by an 
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hour or if acceptable, work part-time. She should breastfeed the baby just before leaving home 

and soon after reaching home – this way, the baby would miss only one or two breastfeeds and 

continue to have the health benefits of breast milk.

Objectives of WBW-2015

The objectives as stated by WABA are: 

1. Galvanize multi-dimensional support from all sectors to enable women everywhere to 

work and breastfeed.

2. Promote actions by employers to become family/Parent/Baby and Mother-Friendly, and 

to actively facilitate and support employed women to continue breastfeeding.

3. Inform people about the latest in global Maternity Protection entitlements, and raise 

awareness of the need to strengthen related national legislation implementation.

4. Strengthen facilitate and showcase supportive practices that enable women working in 

the informal sector to breastfeed.

5. Engage with targets e.g. Trade Unions, Human Rights Organizations, Womens Groups 

and Youth Groups to protect the breastfeeding rights of women in workplace.

What can we do?

As usual, we can organise meetings with lectures, quiz comptitions, marches, street plays 

poster/essay competitions. We also need to have dialogues with major employers (especially those 

responsible for human resource -HR) and with varios organisations that look after the welfare of the 

employees. 

Since I believe that there will be enough time (at least two months) to plan for the event, I wonder if 

we could:

 identify mother and baby friendly workplaces in our town/city and felicitate them publicly'. 

 make a questionaire survey of the attitude and practice of the employers especially their HR 

people with respect to  helping the mothers to continue breastfeeding after return to work; try to 

find out workplaces that support continuation of breastfeeding by the working mother.

 collect information about what mothers feel about continuing breastfeeding alter return to work 

and about the barriers that they faced if they wished to continue.

 Other areas relevant to the theme of  WBW-15 may also be considered for data collection.

Concluding Remarks

The benefits of breastfeeding to the baby, mother, family/community and environment are well 

established. The current recommendation (accepted all over the world) is 'exclusive breastfeeding 

for 6 months with introduction of complementary food from 7th while continuing to breastfeed into 

the 2nd year'. The number of women in the work force is increasing and the rise is certain to continue 

in the future. Many of them need to return to work within a few months of delivery. Most of the 

workplaces pose serious impediments to continued breastfeeding and result in shorter duration of 

breastfeeding. The legal and statutory support is not enough and whatever it is, its implementation 
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is poor. Participatory behaviour change communication is likely to be successful in at least some 

workplaces. Awareness programs dialogue on benefits of breastfeeding, the risks of artificial 

feeding and how mothers who return to work can continue to exclusively or predominantly 

breastfeed their babies when the employer is supportive.

Arun Phatak 

atphatak@gmail.com

      Post-script

I had sent this paper to some young mothers who sucessfully breastfed their children. One of 

them reported that now many corporate industries provide support to continuation of 

breastfeeding by working mothers. That is a good sign. Another young mother shared her 

experience of working in a smaller company with supportive management in USA.:

 “Reading it brought up lots of my memories from two years back. My manager was 

extremely supportive and accommodated my odd schedules (late coming and early going 

with an hour break after the interval of 3 hours to go home and come back. I used to work from 

home for two hours to compensate for the missed time).  I was lucky to get such a great 

manager who allowed for flexibility in the work hours and it provided peace of mind. Just 

before my son was born, thankfully I had moved to a separate office as well and not a cubicle. 

And these facilities totally helped me throughout. I wish all mothers get such support from 

their employers as you expressed. Just wanted to send a different perspective that even if the 

change does not happen at the big organization level, but individual managers get convinced 

and give a little flexibility to moms of infants, that would still be a good beginning.”

DYS – LEXIA

Dyslexia (“dys” means 'poor or inadequate”, and 'lexia' means verbal language). Dyslexia may be 

defined simply as a condition wherein one with normal thinking process finds difficulty in using 

words. Early in life most of us learn to present our thoughts clearly by word of mouth or in writing. 

But for some (about 10% of us) this learning is hard. – So hard that it gets in the way of progress in 

personal development. When the difficulty is severe enough to interfere with the person's other 

abilities and his home and school opportunities, it is called dyslexia, or specific language difficulty. 

This is a real and important problem which deserves our study and efforts because it can be mastered 

by appropriate education.

The Dyslexic 

As with everybody else, the dyslexic's intelligence, vision, hearing, motor control and physical 

development are from very good to poor but mostly around average. He has no more problems with 
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home life, school attendance and emotional life than anyone else, except those resulting from the 

frustration and discouragement caused by failure.  

 The dyslexic cannot learn and remember whole words by sight (a problem of Gestalt vision) so 

 he has trouble with reading in the regular class. The dyslexic has difficulty in remembering 

 formations of letters, and gets them twisted – b for d, p for b, n for u, so on (mirror image).  Often 

 the dyslexic cannot call up the words he wants to say. “Oh, you know that thing you use 

 to write with….” “Yesterday I mean tomorrow, sometime or other.

 The words come out wrong - “basgetti and cheese”, or in the wrong order, “please up hurry?' 

 (spoonerism)

 The dyslexic may be clumsy in general, or he may have beautiful coordination except 

 for the pencil so that his handwriting is irregular, slow, cramped, and hard to figure out.

 The dyslexic may have trouble with mathematics (language of numbers).

 The dyslexic finds organization and management the life difficult. His/her possessions, 

 homework instructions, sense of direction or time may often get mixed up. 

What Dyslexia is NOT  ?

Dyslexia is not a sign of poor intelligence.

Dyslexia may have average to superior intelligence. An unexpected gap exists between their 

learning aptitude and their achievement in school. Very often it is a gifted mind. There have been 

many famous, productive, creative dyslexics. Every one of us is unique, different from everyone 

else, and people's way of coming to terms with language is a part of their normal difference. With 

appropriate education, understanding and time, many people with dyslexia will learn to read 

and write and develop their unique abilities and talents.

Dyslexia is not a behavioral, psychological or social problem 

The dyslexic is not lazy or less caring but there may be a difficulty in organization and 

management of life.

Dyslexia is not a vision problem

The problem is in the interpretation of the images.

Dyslexia is not a disease

Dyslexia is not a disease to be cured with medicines but is a kind of mind. People are born with 

dyslexia and often some other members of the family may also be dyslexic. A parent, brother, or 

sister, uncle or grandparents may have had difficulty learning to read or spell. Dyslexia results from 

the differences in the structure and function of the brain. 

Dyslexia is not something you grow out of

Many people with dyslexic can learn how to learn but it requires training.

The dyslexic is not a failure in life

Many dyslexic people are talented in areas of art, drama, maths or sports, yet they may have 
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difficulty remembering things or organizing them. It has been described as a different kind of mind – 

often gifted and productive – that learns differently. Thomas Alva Edison, Albert Einstein and 

Winston Churchill are all known to have encountered serious learning difficulties at school.  

SMS is not Dyslexia 

In the advanced technological oriented e-world, it would be hard to justify errors committed in 

writing/printing words. Whether you like it or not, the SMS language is here to stay in the modern e-

world with cell phones. It is language developed to maximize a limited space (160 characters) 

available to send messages. It uses letters, numbers and emotions (emotion+icon) to reduce the 

number of letters needed. 

Are we guilty of all this? May be NO. So the question that intrigues today's children with spelling 

disorder writing words, either using SMS language, or displaced vowels, or writing phonetically e.g. 

right/rite, books/bux. Least to say English as a language has inconsistent rules. A double “cc” may 

not sound the same in different places. For e.g. accident and occupy, 'gh' in right is a silent sound 

while it sounds 'f' in laugh, etc. These inconsistencies cause more uneasiness in an already confused 

brain. Already overloaded corpus callosum with the phoneme-morpheme correspondences 

troubles the dyslexia child.

 As English is the centre stage in worldwide communication, it is mighty difficult to come to an 

understanding whether phonetically written words be accepted in mainstream schooling. The 

Maharashtra Dyslexia Association has come to a fair understanding children should not be – (1) 

penalized for spelling errors but be overlooked. (2) Content of the answer to be evaluated rather than 

syntax structure of the written language or the spellings. If the content of the answer is correct, it is 

evident that the child has correctly understood and answered the questions. Organization of the 

thought is an area of difficulty in care of LD, as long as the content is clear, the student should be 

granted the marks. 

Thus- What is Dyslexia?

Dyslexia is difficulty with language.  People with dyslexia may have difficulty with reading, 

spelling, understanding the language they hear or expressing themselves clearly when speaking or 

writing. People are born with dyslexia.

Often, other members of the family are dyslexia. a parent, brother or sister, uncle or grandparents 

may have had difficulty learning to read or spell. Dyslexia results from the differences in the 

structure and function of the brain.

No two Dyslexics are alike.

Each has individual strengths and weakness. Some people with dyslexia may have difficulty 

knowing right from left, or before from after. Sometimes people with dyslexia have additional 

problems, like attention deficits. 
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Management

 Suspected student with Dyslexia should be referred to an Educational Clinic/Family Welfare 

Centre/Hospital or a qualified private practitioner for a complete evaluation. The diagnosis should 

be based on : 

 prenatal, birth and developmental history;

 a history of school performance and family background;

 a physical check up to eliminate eyesight, hearing or neurological deficits; 

 cognitive ability (usually an IQ) test 

 oral and written, expressive and receptive language development test;

 an academic assessment of language and mathematics 

This assessment should be followed by a full written report detailing the areas of difficulty 

and a recommendation of an appropriate education plan.

Pubali  Basu

Consultant  Psychologist,

basu.pubali224@gmail.com

 [The writer suffered otitis media and suffered Learning Disability. She underwent stapedectomy in mid '60s in 

both ears. After surgery she became a successful scholar. In 1981 she went to Harvard University to do Clinical 

Child Psychology. On return in 1984 she propagated knowledge in various Childhood Behavior Disorders, 

Learning Disorders, and received recognition in 1994 Learning Disability as a Neurological Disorder by the 

Government]. – Editors

Bardet-Biedl Syndrome

Bardet Biedl syndrome (BBs) is a genetic disorder – 16 different gene mutations have been 

mapped and there may be more. The BBS gene encodes ciliogenesis and there is an overlap 

with other syndromes with ciliopathic genes (eg. McKusick-Kaufmann syndrome). 

Ciliopathy associated with retinitis pigmentosa, polydactyly, situs inversus, 

renal/hepatic/pulmonary cysts, bronchiectasis, infertility learning disabilities).  Clinical 

diagnostic criteria are now established (Table) and the clinical diagnosis of BBs can now 

be defined with greater confidence. The incidence is reported to be one in 1.5 lac neonates - 

400 cases have been reported so far. The condition is usually suspected by the age of 2-3 years 

and a confirmed diagnosis made by 9 years.

A 13 year old male child was referred for management by an ophthalmologist with a diagnosis of 

Laurence-Moon Biedl (LBB) syndrome. Recently, the terminology of LBB syndrome is discarded 

and the cases are classified into Laurence-Moon syndrome (LMs) and Bardet-Biedl syndrome on the 

basis of their clinical presentation – LMs is associated with paraplegia/paresis.

There was history of night blindness and high myopia, 4-limb polydactyly, small penis, poor 

scholastics and learning disability. The child had height at 10th centile level and weight at 75th 
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centile level suggesting obesity. The upper to lower segment proportion was normal. The blood 

pressure was border line high. There was a strong family history – his younger sib had polydactyly 

and a 'hole in the heart'. The parents were first cousins.

The diagnosis of BBs was obvious.

Diagnostic Criteria

   Clinical suspicion in case of 2 primary features

   Clinical diagnosis in case of 4 primary features or 3 primary and 2 secondary features

 

Table : Diagnostic Criteria

   Primary features Secondary features

   Rod-cone dystrophy Speech disorder/delay

   Polydactyly  Developmental delay

   Obesity   Brachycephaly/syndactyly

   Hypogonadism  Ataxia/poor coordination

   Learning disabilities Diabetes mellitus

   Renal anomalies Dental/palatal anomalies

      Congenital heart disease

      Anosmia/hyposmia

Concerns

 The retinal rod-cone dysmorphy usually leads to blindness in about 7 years. Visual aids and 

 mobility training must be planned well in advance. 

 Renal anomalies are common and have high mortality.

 Cardiac anomalies are uncommon but have high mortality.

 Hypogonadism  has a negative effect on self-esteem. It is usually associated with sterility. The 

 children who are without life-threatening anomalies, live to adulthood and in rare instances 

 have been reported to have borne children with autosomal recessive inheritance

 Learning disability

 Obesity and hypertension.

Management

Most of the manifestations are either life threatening or restricting the quality of life. Management is 

therefore multidisciplinary with relevant investigations and counseling and support.  The parents 

also need to be counseled about prenatal genetic testing in case of another pregnancy and 

ultrasonography in the 2nd trimester (for polydactyly and renal anomalies).

[A case presented by Dr.Arun Phatak in Consultants' Clinical Meeting on 07.01.2015]

Arun T Phatak

atphatak@gmail.com
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Sleep Hygiene

Lack of sleep affects most people some time or other in their lives and sleep or lack of it, affects our 

thoughts, behavior and actions. The most common cause of insomnia is a change in the daily routine.  

Traveling, change in work hours, disruption of other behaviors (eating, exercise, leisure, etc.), and 

relationship conflicts can all cause sleep problems. Paying attention to good sleep hygiene is the 

most important thing one can do to maintain good sleep.

 Do's:

1.  Go to bed at the same time each day.

2.  Get up from bed at the same time each day.

3.  Get regular exercise each day, preferably in the morning. There is good evidence that regular 

 exercise improves restful sleep. This includes stretching and aerobic exercise. 

4.  Get regular exposure to outdoor or bright lights, especially in the late afternoon. 

5.  Keep the temperature in your bedroom comfortable. 

6.  Keep the bedroom quiet when sleeping. 

7.  Keep the bedroom dark enough to facilitate sleep. 

8.  Use your bed only for sleep and sex. 

9.  Take medications as directed. It is helpful to take prescribed sleeping pills 1 hour before 

 bedtime, so they are causing drowsiness when you lie down, or 10 hours before getting up, 

 to avoid daytime drowsiness. 10. Use a relaxation exercise just before going to sleep. 

10.  Muscle relaxation, imagery, massage, warm bath, etc.

11.  Keep your feet and hands warm. Wear warm socks and/or mittens or gloves to bed.

Don'ts: 

1.    Exercise just before going to bed. 

2.    Engage in stimulating activity just before bed, such as playing a competitive game, watching    

      an exciting program on television or movie, or having an important discussion with a loved one. 

3.    Have caffeine in the evening (coffee, many teas, chocolate, sodas, etc). 

4.    Read or watch television in bed.

5.    Use alcohol to help you sleep. 

6.    Go to bed too hungry or too full. 

7.    Take another person's sleeping pills.

8.    Take over-the-counter sleeping pills, without your doctor's knowledge. Tolerance can 

       develop rapidly with these medications. Diphenhydramine (an ingredient commonly found 

       in over-the-counter sleep meds) can have serious side effects for elderly patients.

9.    Take daytime naps.

10.  Command yourself to go to sleep. This only makes your mind and body more alert. If you lie   

       in bed awake for more than 20-30 minutes, get up, go to a different room (or different part of        

       the bedroom), participate in a quiet activity (e.g. non-excitable reading or television), and 

       then return to bed when you feel sleepy. Do this as many times during the night as needed.
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Sleeplessness is not something that one should accept. Once we take control, re assess out thoughts 

and behavior, follow a routine and apply relaxation techniques will make you look forward to going 

to the bed.

Shonima A. Viswanathan
Department of Psychiatry, Christian Medical College, 

Vellore- (Tamil Nadu)

Celiac Disease – Beyond the Gut

Celiac Disease (CD), over the last decade, it has now been established that it is not only 

diarrhea/chronic diarrhea but is rather and immune mediated systemic disorder elicited by gluten 

in the diet resulting in gluten dependent clinical manifestations. CD has prevalence of 0.8 to 2.67% in 

the western country and in one of the large population studies in North India, the prevalence rate 

was 1.04% by histopathology. In India CD is not only under diagnosed because of varied and non 

specific clinical features but also delayed in diagnosis due to lack of general awareness.

On the basis of clinical presentation, symptomatic CD is divided into typical (prominent 

gastrointestinal symptoms, failure to thrive and recurrent abdominal pain) and atypical CD. . 

However an increasing number of reports of atypical / extra intestinal manifestations of CD are 

emerging globally in which the gastrointestinal symptoms and signs are either minimal or absent 

and with the use of serological markers   the     spectrum of CD has further increased to include 

potential and latent CD. The silent form has no signs and symptoms but has gluten dependent 

duodenal mucosal changes typical of CD. However recent recommendations from Oslo have rather 

discouraged the use of terms- typical, atypical, silent and latent and have suggested the use of 

classical, non classical, asymptomatic and latent CD respectively. 

Studies are reported that 32-55% children with CD did not have chronic diarrhea. Extra intestinal 

manifest CD such as refractory iron deficiency anemia (ID), short stature, dermatitis, herpati formis, 

chronic hepatitis, arthritis, primary ataxia(white matter focal lesions), osteopenia and psychological 

disorder make up the extended spectrum of the disease. Besides children with Type I diabetes 

mellitus , thyroiditis, first degree relative with CD, and several syndromes  are the groups  that are 

now identified at a risk of silent CD. Spanish national registry of CD which included clinical data 

from patients less than 15  years of age from Pediatric Gastro-enterology, Hepatology and Nutrition 

unit identified  974 new cases of CD  with a median age of diagnosis at 2.3 years while 18.4% children 

was diagnosed with CD between the age 6-15 years of age. Regarding the clinical presentation 70.9% 

showed classical symptoms, 21.9% were non classical and 7% were asymptomatic. Classical 

gastrointestinal disease was more prevalent in the 2 younger age groups (0-2 years and 2-6 years) 

where as asymptomatic CD was reported almost exclusively in children more as 6 years; in this age 

group non classical CD was the most frequent presentation form.
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 The development of serological tests with high sensitivity and specificity has enabled the 

identification of asymptomatic or mildly symptomatic patients, contributing to an increase in the 

number of diagnoses and to a better understanding of the wide clinical spectrum of CD. NICE 

guidelines (2009) have warranted serological testing for CD for children with these conditions. The 

interpretation of serology / duodenal biopsy reconsidered in children who are symptomatic and yet 

are negative for serology. They may need further testing if they are less than 2 years old, have IgA 

deficiency or have been low gluten diet at the presentation. tTGA remains the first screening test, but 

in children less than 2 years of age, deamidated  gliadin peptide(DGP) IgA is better than other test.

Strict gluten free diet (GFD) for life remains the corner stone of therapy and with a stress on specific 

cereals to be avoided such as wheat and barley.  Pure oats does not contain gluten but may get 

contaminated with gluten during milling and harvesting. Supportive nutritional care to prevent 

iron, calcium and vitamin deficiencies is also essentially needed. GFD not only ensures the reversal 

of gastro intestinal symptoms, normalization of biochemical parameters histogical reemission and 

gain in weight and height overtime, but also shows a marked improvement in the physical and 

psychologic well being as documented by a life study. 

A proper dietary counseling for gluten free diet , along with growth monitoring is a real challenge 

but a strict adherence remains the only currently available therapy for CD, while interventions like 

immune modification,intra luminal therapies  and a gluten modification hold promise for the 

future.

Niranjan Shendurnikar

drniranjan@rediffmail.com

 

A Critique on Cough Cold Medicines

Cough and cold are common presenting symptoms in pediatric outdoor practice. More often 

than not these are symptoms of viral infections. Such episodes of viral infections are self limiting 

and require symptomatic relief. However the basic dilemma is to decide what constitutes 

symptomatic relief? Do we have the right preparations to treat these symptoms? Are we over 

using irrational combinations flooding Indian pharmaceutical market? Are we missing out on 

side effects of such preparations simply because we do not have any ADR monitoring system in 

place? Following is an attempt to answer some of these baffling questions.

What is the ground reality ? Do we know what we prescribe ?

The author has interacted with several child care health providers about use of CCM(Cough 

Cold Medicines). When one asks the audience collectively about viral URTI, they all agree that 
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the condition is self limiting. When we further probe about use of CCM almost all agree that they 

use them. When a list of numerous CCMs is put up all of them would say affirmatively that they 

know about these preparations and that they use them. However the catch comes when we ask to 

give details of the ingredients of these preparations. Most of them are off the mark regarding the 

actual ingredients and their dosage. The fact is we are bombarded with several preparations 

with multiple ingredients about which we know little but tend to use often.

What are the issues with CCMs?

The challenges are twofold.

     A. Issues of general nature.

     B. The Scientific Scrutiny

General Issues

1. Combinations with several ingredients do not stand the scientific scrutiny of rationality 

 of Fixed Drug Combinations (FDCs). FDCs by nature suffer from several limitations 

 like differing dosages, dosage schedules, inability to pin point ADRs and unnecessary 

 consumption of non indicated medicine. The rationale for FDCs is synergistic action, ease of 

 administration, probable cost saving and in case of antimicrobials to reduce drug resistance.

2. The physician cannot remember exact contents of even few of them.

3. Parents often over dose the children as these are generally sold as OTC preparations.

4. The trade names are often confusing. Various preparations are available with same trade 

 name with minor variations in the name but significant difference in the contents. Drops, 

 

 syrups, expectorants are some of the examples of these confusing brand name scenario

The Scientific Scrutiny

1. Efficacy: The foremost issue is whether the various agents used in CCMs are really effective 

 in relieving the symptoms of common cold? Many studies have found that these agents are 

 really not having significant effects on the symptoms for which they are administered.

2. Safety : Are these agents safe for use in children? Most of these agents have not been studied 

 in children and data are extrapolated to children. Same is true for dosage of these agents. 

 Hence over years the scientific community has realized that these agents are not safe enough 

 for young children. A significant mortality is reported in relation to use of CCms in children.

The Science of CCMs

The main ingredients of CCM are 

 A.   Decongestants     B.   Antihistamines

   C.   Cough Suppressants(antitussives)  D.   Mucolytic agents

 E.   Paracetamol     F.   Bronchodilators
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Decongestants

Phenylephrine is a common ingredient of CCMs. It is an α-adrenergic agent with decongestant 

effects. Stimulation of α1-adrenergic receptors on post capillary venules and of α2-adrenergic 

receptors on precapillary arterioles leads to vasoconstriction, resulting in a reduction in nasal 

congestion. Though found effective in adults, studies in children have not supported its use. The 

common side effects are excitability, headache, nervousness, palpitations, tachycardia, 

arrhythmias, hypertension, nausea, vomiting, and urinary retention.

Topical decongestants are effective for few hours but overuse can lead to rhinitis 

medicamentosa with severe rebound congestion. 

Antihistamines

Antihistamines are not recommended for viral common cold. They are recommended for 

allergic rhinitis which is characterized by paroxysmal sneezing, nasal itching, running nose and 

nose block. Fever is usually not an accompanying feature. In management of allergic rhinitis 

second generation antihistamines are recommended. Most CCMs have first generation 

antihistamines with common side effects like sedation, cognitive dysfunction and irritability. 

They can thicken the secretions. There are reports indicating deteriorating scholastic 

performance in children who are frequently administered these preparations.

Antitussives

Coughing is a natural mechanism to clear airways of secretions and keep them patent. However 

it is one of the most bothersome symptoms for parents. Antitussives can be harmful in children 

who have secretions in the airways. However they may be useful for suppressing dry irritating 

cough.

Dextrometharphan and Codeine are the commonly used cough suppressants.

Dextrometharphan : This  is a centrally acting narcotic analog (D-isomer of codeine analog). 

It is relatively well tolerated. Few studies in children have not shown it to be more effective 

than placebo. Accidental over ingestion can cause serious CNS side effects and even death. 

AAP (American Academy of Pediatrics)does not recommend its use. In recent years drug 

abuse by adolescents in USA has been reported. It causes mild intoxication, euphoria and 

stimulation. Even deaths have been reported in young adults. It has a potential for abuse 

because of cheap availability and a general belief that it is harmless.

Codeine: is a centrally acting narcotic drug. Studies in children do not show efficacy. It has 

serious side effects like sedation, constipation, nausea, vomiting and dizziness. With over 

ingestion, it can cause CNS depression.AAP does not recommend its use in common cold 
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–cough.

Levocloperastine : is a new entrant in the field of antitussives. It has both central and peripheral 

action (antihistaminic, antiserotonergic and smooth muscle relaxant). It does not cause sedation 

and has no potential for developing dependence. It has efficacy similar to codeine. Though well 

tolerated, it can have some side effects like vomiting, anorexia, somnolence and headache.

Mucolytic Agents

They do not have a role to play in routine management of URTI and LRTIs. They have been 

recommended for conditions like cystic fibrosis in large doses.

Antipyretics

These  need to be administered for the purpose of giving some comfort to the child and should be 

used on 'as and when required' basis. There is no rationale for combining them with other 

ingredients of CCMs and giving them round the clock. Such practices can mask clinical condition 

like a serious bacterial infection.

Bronchodilators are recommended for children with asthma or reactive airways. They should 

not be combined with antitussives and antihistamines.

What is the evidence? The Conclusions:

 Allergic rhinitis should be treated with 2nd generation antihistamines

 Nocturnal spasmodic cough may indicate bronchospasm and should be treated with 

 bronchodilators.

 Dry irritating cough may be treated with antitussives with single ingredient 

 preparations.

 Many studies have reported ineffectiveness of CCMs in management of common cold in 

 children below 6 years age. 

 Nelson Text Book of Pediatrics clearly states that CCMs should not be used below 2 

 years of age. 

 FDA recommends that symptomatic oral over-the-counter (OTC) therapies (often

 containing antihistamines, antitussives, and decongestants) not be used for infants and 

 children <2 yr of age. FDA Advisory committee has voted to ban them for use below 6 years.  

 In the USA   manufacturers' label reads  “not to be used below 4 years

” AAP also recommends not using OTC CCMs in children less than 6 years age.

 The currently available CCMs are irrational multi-drug combinations and have a huge 

 potential for side effects.

 Pediatricians and parents need to accept the fact that effective treatment for common cold 

 remains elusive. 

We need to educate the parents that it is a self limiting illness and medicines can do more harm 

than good. 

Satish Pandya
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Consultant Pediatrician, Vadodara

   vchsatish@yahoo.com

5 Best Medical Apps for Smart Phones in Day to Day Practice

Why do we need Mobile Apps for smart practice?

Extensive clinical content becomes available in your device for the answers you need at the point 

of care, without leaving your patient's side.

Easier to access accurate, up-to-date drug and clinical information

Accurate and updated pediatric dosages per kg, which matters in practice.

Calculation of how much fluids needed and what could be the right dose and drip 

concentrations.

What are Mobile Apps?

These are  software applications  designed to run on smart phones, tablet computers and 

other mobile devices. 

Usually available through application distribution platforms, like Android, iOS , Blackberry 

OS, Windows OS, which are typically operated by the owner of the mobile operating 

system.

How do they help?

Useful evidence based resources at the bedside

Identifying appropriate laboratory tests based on symptoms, decreasing unnecessary tests 

and reducing cost of care

Many have inbuilt flow charts, giving at a glance Differential Diagnosis

Medical Apps

 

[1] Medscape
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Medscape is a web resource for physicians and health professionals. It features peer-reviewed 

original medical journal articles, CME (Continuing Medical Education), a customized version of 

the National Library of Medicine's MEDLINE database, daily medical news, 

major conference coverage, and drug information—including a drug database (Medscape Drug 

Reference, or MDR) and drug interaction checker. All content in Medscape is available free of 

charge for professionals and consumers al ike, but registration is required.

[2] Up To Date:

   This is a paid app and as of today costs 495$ = Rs 31,680 per annum.

   UpToDate is a comprehensive, physician-developed, evidence-based (over 385,000 

     references), widely-used (almost a half-million subscribers), continuously-updated,   

     pharmaceutical-free, and illustrated resource.

   The home screen of the UpToDate App opens with options for Search, Calculators, 

     Settings, Bookmarks, History, and “What's New.” The bread and butter of UpToDate, of 

     course, is utilizing the search function to learn more about a specific topic, whether it be 

     an illness, procedure, or medication.

[3] Epocrates :

 Epocrates, Inc., an athenahealth company is an American company based in San 

 Francisco, California that makes various mobile health software applications under the 

 "Epocrates" name, mostly for health care providers.

 Epocrates is recognized for developing the #1 medical application among U.S. physicians 

 and nurse practitioners for clinical content and decision support at the point of care.[1] 

 The app's regularly updated drug, disease & diagnostic content provide clinicians key 

 information they may need to make informed decisions & deliver better patient care.  

 Epocrates content is created and curated for clinicians by Epocrates-staffed clinicians.

 Epocrates has established a loyal network of more than one million health care professionals, 

 including 50 percent of U.S. physicians,[2] who routinely use its intuitive solutions to help 

 streamline workflow and improve patient care.

[4] Skyscape

The Skyscape Medical Resources app is used by more than 2.5 million healthcare professionals 

(HCPs) to access the medical resources they know and trust at the point of care. This valuable 

decision-support tool helps physicians, nurses, students and other HCPs find the right answers, 
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right away.

The free Skyscape app comes loaded with a valuable package of medical resources, including 

drug information, medical calculators and clinical information on over 850 topics.

One  can purchase any of more than 600 premium resources in 35 medical specialties and access 

all of them from within this one convenient app. 

Robust features include SmartLink™, Skyscape's proprietary cross-reference functionality; 

medical calculators; algorithms; interactive images; flowcharts; and frequent content updates.

Included for Free: 

Rx Drugs: Comprehensive information on thousands of brands and generics, with interactions 

(including multi-drug analyzer tool), pill images and over 400 integrated dosing calculators. 

This resource also includes formulary information covering 5,000 health plans in all 50 US states.

Archimedes: Medical calculator with more than 200 interactive tools, organized by specialty.

Outlines in Clinical Medicine: Evidence-based clinical information on hundreds of diseases and 

symptom-related topics, presented in convenient outline format.

MedAlert™: In-context and specialty-focused journal summaries, trial results, breaking clinical 

news, drug alerts and other information, fully integrated with the app's global search and 

SmartLink.
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[5] IAPDF – IAP Drug Formulary

This application provides an updated  details such as doses and side effects about the drugs used 

in children and is launched by the Computer and Medical Informatics Chapter of Indian 

Academy of Pediatrics. Currently the app is available  for free to the members of IAP only This 

App is an awesome app for knowing everything about the drugs we use regularly it's generic and 

brand name, dosage, side effects, interactions with other drugs, use and safety in pregnancy and 

lactation, pharmacokinetics, etc.

Manoj V Ambwani

Consultant Pediatrician, Vadodara

manojambwani@gmail.com
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Medical Care Centre Trust
Pediatric Clinics of  Kashiben Gordhandas Patel Children Hospital
Jalaram Marg, Karelibaug, Vadodara - 390 018, Gujarat
Phone : 0265 - 2463906   Fax : 0265 - 2461272
Email : kgpchospital1984@yahoo.com      Website : www.kgpch.org

1. Children's Hospital. 11. Eye Bank; Children's Eye Clinic  and Eye Hospital

2. Pediatric Intensive Care Unit. 12. Anganwadis under I.C.D.S. Programme

3. Neonatal Intensive care Unit. 13 Speciality Clinics : Cardiology / Epilepsy / 

   Nephrology / Audio / Hematology  

4. Preterm Baby Care Unit. 14. Mammography

5. Women's Hospital for obstetrics  15. Cleft lip and palate restoration 

   under Smile Train Projectand gynecology.

6. I.U.I. Laboratory, Infertility Clinic, I.V.F. 16. Mother's Milk Bank

7. Family Welfare Centre 17. Medical Research

8. Mental Health Clinic 18. Imaging Centre.

9. Workshop for Aids & Appliances  19. Laboratory.

 for the disabled 

10. Blood Bank. Regional Blood Transfusion Centre

1. Medical Research Centre.

2. Training Centre for Medical Graduates for Post Graduate 

 Diploma of National Board of Examination, New Delhi in Paediatric Medicine.

3. Hospital Assistant and Technician Certificate Course of Technical Education Board,

 Government of Gujarat. 

4. Training Centre for Special Educators for Mentally Challenged Children with following courses  

 a. B.Ed. Special Education : Distance Education Program

 b. Post Graduate Professional Diploma Course recognized by BAOU (Babasaheb Ambedkar 

  Open University) and Rehabilitation Council of India, Ministry of Social Justice and 

  Empowerment, New Delhi.

 c. Diploma in Special Education (Mental Retardation) National Institute for Mentally 

  Handicapped.

5.    Special School for Mentally Challenged Children.

MEDICAL ACTIVITIES

EDUCATIONAL ACTIVITIES
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