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Itôs been a good eight years since we came together as a team and formed the Academy 
of Family Physicians of India (AFPI). Karnataka State chapter was formulated three 
years ago with an objective of carrying the vision of AFPI to promote Family Medicine, 
to meet the educational needs of family practitioners and to work towards reforming the 
Health Care system. There had been a growing frustration among family physicians, 
confusion among the public about the role of family practitioners, and continuing ineq-
uities and inefficiencies in the Indian health care system. Need was felt to revive the dy-
ing art of Family practice to meet the basic health care needs of the community in a 
changing health care environment.  
 
 Although the ground situation has not changed significantly, there definitely are 
some comforting facts for the young FPs to feel reassured and optimistic. Public percep-
tion has definitely moved towards the trustworthy óFamily Doctorô who they feel could 
respond effectively to their basic health care needs. Enhanced investment in the primary 
care sector has opened up a lot of job opportunities with decent pay packages. Hospital 
administrators have realized the value a qualified family physician could bring in across 
the spectrum of health care facilities. Insurance companies have started including OPD 
services in their scheme of things. Medical PG aspirants have started considering Family 
Medicine as a specialty of choice. More than anything we can see a sense of pride among 
Family Physicians in what they are doing as professionals.  
 
 Having embarked on these positive developments, one is aware that it is an 
enormous task to retool the specialty and reform the health care system. Regrettably, we 
have not been able to make significant inroads into policy implementation in the gov-
ernment health care sector. The outcomes of any constructive effort is highly dependent 
on the ensuing input, critique and conviction demonstrated by the family Physicians 
fraternity themselves.  
 
 I must admit that I am very excited and fortunate to be part of AFPI Karnataka 
for the past three years. Excited, as there is still much to do because there is a lot hap-
pening in the health care ecosystem that we can contribute to. Fortunate, because we 
have a very vibrant & capable team which allows me to look at the tasks ahead with con-
fidence.  
 

The Nephro-Urology CME held last month was a grand success with interesting 
sessions generating meaningful interactions. OSCE workshop was conducted for DNB 
Residents at Bangalore Baptist Hospital. We have some important events lined up for 
the next quarter. Hope to see some of you at the WONCA World Rural Health Confer-
ence at New Delhi from 26th to 29th April. We are in the process of revamping our web-
site to make it interactive and resourceful. Looking forward to your active contribution 
in all our endeavors and valuable feedback as always. 
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There is an argument in some quarters that a family medicine specialists work should be entirely in 
the community. In contrast, the role of the specialist is expected to be in an institution or a hospital. 
This kind of thinking is detrimental to the development of both the disciplines. 

A competent family medicine specialist can look after many patients under his care if they need ad-
mission, in a hospital. To give a few examples, high fevers, pneumonias, gastroenteritis, normal de-
liveries, problems needing day procedures and such. If this is done it is a win-win situation. It is al-
so mutually beneficial to FPs and to hospital-based doctors as they will appreciate each otherôs ap-
proach to a given problem and will reduce the patient burden on the subject specialist. The problem 
FPs face and are facing is restrictive policies adopted by institutions and time management.  

What about hospital-based doctors? Visiting patients in their homes and doing OPDs in the com-
munity set up will help them understand the unique problems the FP faces and solves in the com-
munity setting. They will also appreciate that many problems presently managed in hospitals can be 
managed as efficiently or even better in the home setting. It will also bring them down from their 
ivory towers and expose them to the socio-economic realities of life outside the hospital set up. 

This arrangement will help make both hospital based and community-based doctors understand 
and sympathize with each other when faced with patient related issues. 
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AFPI Karnataka OSCE Workshop at Baptist Hospital 

OSCE workshop was conducted for DNB Residents at Ban-

galore Baptist Hospital. This program was led by Dr. 

Srividhya Raghavendran and Roshni Jhan-Ganguly along 

with other faculty at Baptist hospital. A large number of res-

idents from Bangalore and outside participated in this well 

organized event.  
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The AFPI Karnataka Nephro-Urology CME was held on 
the 25th of Feb, 2018 at NU Hospital. A range of topics of 
relevance to family medicine practice including manage-
ment of urinary tract infections, chronic kidney disease, 
dialysis, hematuria assessment, and incontinence were 
addressed. High quality interaction ensued following the 
presentations.  
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No CVD Benefit With Omega-3 Fatty Acids 
 

Source: Medscape Cardiology 
 

A recent meta-analysis by Clark et al that included several 
high-profile trials, such as ORIGIN, JELIS, GISSI-HF, 
and GISSI-Pðall with at least 500 participants and an 
average duration of 1 to 6.2 years. All but one trial tested a 
daily dose of omega-3 FA of 226 to 1800 mg of eicosapen-
taenoic acid (EPA) and 0 to 1700 mg of docosahexanoic 
acid (DHA), with one using 1800 mg/d EPA alone has 
concluded that:  "There are no beneficial effects of 
treatment with omega-3 FA on any CVD, or on 
any subtype of CVD, or on any CVD in any sub-
group of the population." 
 
This meta-analysis is different from previous meta-
analyses in that it assessed the effects of omega-3 FAs on 
prespecified CVD subtypes and CVD in a range of patient 
populations. Nevertheless, the authors write that the 95% 
CIs in the analysis "cannot exclude a 7% lower risk of ma-
jor vascular events and a 10% lower risk of CHD associat-
ed with omega-3 FA supplements." About 23% of partici-
pants had prior CHD, prior diabetes, total cholesterol of 
193.1 mg/dL or greater, or triglycerides greater than 150.4 
mg/dL, and about 15% reported prior statin use.  
 
Clarke observed that two large ongoing trialsðVITAL in 
the United States and ASCEND in the United Kingdomð
will provide additional evidence later this year on the ef-
fects of 1 g of omega 3 FA per day in a further 40,000 pa-
tients. 
 
In the light of the consistent null findings from the 10 pre-
vious trials, there is little expectation that the results of 
the ongoing trials will differ from the results of the pre-
sent meta-analysis. VITAL principal investigator, Dr Jo-
Ann Manson (Brigham and Women's Hospital, Harvard 
Medical School, Boston) said in an email, "When effects of 
an intervention remain inconsistent and inconclusive de-
spite extensive study, it is often because effects are mod-
est in the populations tested."  
 
In the case of omega-3 FAs, the agents have been tested 
predominantly in secondary prevention and high-risk 
populations, often in the setting of concomitant use of 
other medications, such as aspirin, statins, ACE inhibi-
tors, and ȁ-blockers. Also, many of the trials were of short 
duration and tested low doses, she said. 
 
A key unanswered question is whether marine omega-3 
FAs reduce the risk for MI, stroke, CV mortality, and oth-
er CVD events in a primary prevention setting, among 
those at "usual" risk of CVD. 
 
VITAL, the first such large-scale randomized trial, is be-
ing conducted in 25,874 participants who were selected 
only on age (men aged 50 years or older and women aged 
55 years or older), were free of CVD at baseline, and did 
not have high use of aspirin or statins (less than 50% for 
each). The mean trial duration is 5 years; results are ex-
pected this fall. Other trials, such as ASCEND, DO-

HEALTH, STRENGTH, and REDUCE-IT, will also add 
importantly to the evidence base, Manson said. 

Some concern has been expressed that patients in VITAL 
may be too healthy, controls may have decent omega-3 
levels, and event rates may be low and called for further 
research with 2 to 4 g/d omega-3 FA in CHD and HF.  
While awaiting additional data, patients are still advised 
to eat fish at least two per week but taking fish oil supple-
ments has no beneficial effects.  
 
Follow Patrice Wendling on Twitter: @pwendl. For 
more from theheart.org | Medscape Cardiology, follow 
us on Twitter and Facebook. 
 

Oral Eczema Treatments Generate Excitement 
 

For patients with atopic dermatitis, oral medications 
could replace injections if dramatic results from two 
phase 2 trials are confirmed. "It's a very exciting time," 
said Emma Guttman, MD, PhD, from the Icahn School of 
Medicine at Mount Sinai in New York City, who presented 
results from a phase 2 trial of upadacitinib (AbbVie) here 
at the American Academy of Dermatology 2018 Annual 
Meeting, where a similar trial of baricitinib (Eli Lilly) was 
also presented. 
 
"For many years, patients didn't have safe treatment," she 
told Medscape Medical News. "The only approved oral 
treatment in the United States is prednisone, which has 
terrible side effects for long-term use. And many times, 
when you stop it, the disease comes back even worse." 
 
The new oral drugs have yet to be compared directly with 
each other, or with injections of dupilumab, because no 
head-to-head studies have been conducted and the study 
designs are different, said Guttman, but results have been 
encouraging enough to raise hopes about a comparable 
effect. 
 
Dupilumab "revolutionized" the treatment of moderate to 
severe atopic dermatitis, she explained. In the identical 
SOLO 1 and SOLO 2 trials (N Engl J Med. 2016;375:2335-
2348), about half the patients achieved a 75% improve-
ment in Eczema Area and Severity Index score (EASI-75) 
after receiving injections every other week for 16 weeks. 
In the SOLO studies, the incidence of herpes viral infec-
tions increased and 7% to 12% of patients receiving dupi-
lumab developed conjunctivitis, but neither of these ad-
verse events was considered serious, said David Eric Co-
hen, MD, from New York University in New York City, 
during his overview of new atopic dermatitis treatments 
at the meeting. 
 
Both upadacitinib and baricitinib work by inhibiting Ja-
nus kinases (JAK), rather than interleukins, and neither is 
considered to be a biologic because the manufacturing is 
conventional; the drugs are not created in cells, as biolog-
ics such as dupilumab are. 
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https://www.vitalstudy.org/
https://clinicaltrials.gov/ct2/show/NCT00135226
https://clinicaltrials.gov/ct2/show/NCT00135226
https://clinicaltrials.gov/ct2/show/NCT01745263
https://clinicaltrials.gov/ct2/show/NCT01745263
https://clinicaltrials.gov/ct2/show/NCT02104817
https://clinicaltrials.gov/ct2/show/NCT01492361?term=REDUCE-IT&rank=1
https://twitter.com/pwendl
https://twitter.com/theheartorg
http://www.facebook.com/medscapecardiology
http://www.nejm.org/doi/full/10.1056/NEJMoa1610020
http://www.nejm.org/doi/full/10.1056/NEJMoa1610020


р 

Upadacitinib Study 
 

In the upadacitinib study, the 166 participants were ran-
domized to once-daily monotherapy with upadacitinib 
30 mg, 15 mg, or 7.5 mg, or placebo. At 16 weeks, signif-
icantly more patients in the upadacitinib groups than in 
the placebo group achieved EASI-90 and an Investiga-
tor Global Assessment (IGA) score of 0 or 1, indicating 
complete or almost complete resolution of symptoms. 
And in the upadacitinib groups, improvements in itch 
were huge. 
 
Baricitinib Study 
 
The approach was slightly different in the randomized 
trial of oral baricitinib. The 124 participants were al-
lowed to apply topical corticosteroids while they re-
ceived once-daily baricitinib 4 mg, 2 mg, or placebo. 
Symptom improvement was better in the baricitinib 
groups than in the placebo group. And more patients in 
the 4 mg group than in the placebo group achieved an 
EASI-50 at 16 weeks (61% vs 37%). Improvement in 28-
point Patient-Oriented Eczema Measure (POEM) scores 
were better in the 4 mg baricitinib group than in the 
placebo group (ï7.5 vs ï 3.5; P = .011), and in the 2 mg 
group than in the placebo group (ï6.4 vs ï 3.5; P = .07). 
Treatment-emergent adverse events were reported by 
71% of patients in the 4 mg group, 46% in the 2 mg 
group, and 49% in the placebo group. "In a nutshell, 
baricitinib worked quite well, particularly for itch and 
sleep disturbance," said Jonathan Silverberg, MD, PhD, 
MPH, from Northwestern University in Chicago, who 
presented the findings. "And in a subset of more severe 
patients, we saw even better results." 
 
This study also established a doseïresponse effect, he 
told Medscape Medical News. "There was a clear bene-
fit for 4 mg." 
 
Note: The upadacitinib trial was funded by AbbVie. 
The baricitinib trial was funded by Eli Lilly.  
Source: American Academy of Dermatology (AAD) 2018 
Annual Meeting: Abstracts 6684, 6533, and 6658. Pre-
sented February 17, 2018. 

Interpretation of Thyroid Function tests. Com-
mon pitfalls. Management of Hypothyroid state 
 
Although in most cases interpretation of thyroid func-
tion tests is straightforward, unusual conditions can 
generate unusual patterns [of thyroid function tests] 
which can be difficult to interpret. As general physi-
cians, we should be aware of these pitfalls and adopt a 
practical approach in dealing with Thyroid dysfunc-
tions. In many cases, correct diagnosis of rare thyroid 
conditions based on their thyroid function tests has very 
important implications [for the management of individ-
ual patients and their family members]. With the excep-

tion of detailed genetic analysis, the tests required to 
investigate and diagnose are easily available. The chal-
lenge lies in applying them to the right individual and at 
the right time. 
 
Choosing the right thyroid function test 
 
The choice of first-line thyroid function tests depends 
on local arrangements and laboratory protocols. TSH is 
a highly sensitive test and using it as a single criterion 
has been shown to accurately classify the thyroid state 
of a patient in over 95% of cases. An abnormal TSH is 
the first abnormalityto appear in thyroid disease, where 
other thyroid tests can be normal. In a resource poor 
setting, it is justifiable to use TSH alone for initial 
screening, which is satisfactory so long as its limitations 
are appreciated. In difficult cases when the suspicion of 
thyroid dysfunction remains high, a combination of all 
three tests (TSH, free T3, free T4) will usually avoid 
misdiagnosis. T3 or T4 estimation alone as an initial 
screen, however, will miss subclinical thyroid dysfunc-
tion and is not advised. One should be aware of condi-
tions in which TSH alone might be misleading like re-
cent treatment of Thyrotoxicosis, Pituitary disease, non-
thyroidal illness and thyroid hormone resistance.  
 
Who should be screened for thyroid dysfunction? 
 
We should look for subtle signs of hypothyroidism in all 
patients, especially among women presenting with gen-
eralized weakness/menstrual irregularities and screen 
them. Mandatory screening in pregnancy is desirable. 
All geriatric patients should be screened upon admis-
sion to the hospital. Women Ó age 50 years who seek 
medical care should be screened. Women in high risk 
groups (those with an autoimmune disease or with a 
strong family history of thyroid disease) should be 
screened starting at 19 years of age. Biochemical screen-
ing for thyroid dysfunction is advocated in all 
dyslipidemic patients and in patients with unexpected 
improvement or worsening of lipid profile. 
 
In clinical practice, six different patterns of the three 
main thyroid function tests (TSH, free T3, free T4) are 
seen. We will restrict our discussion to scenarios of hy-
pothyroid state. 
 
Scenario 1: Raised TSH, normal free T4 or T3 
 
This is the pattern of thyroid dysfunction normally seen 
with mild thyroid failure, a condition called subclinical 
hypothyroidism. This is common in the population, af-
fecting 5 to10% of all women. It is mostly caused by au-
toimmune hypothyroidism that has not yet progressed 
to severe thyroid impairment. This can also be seen in 
patients who have undergone radioiodine treatment or 
thyroidectomy. Thyroid peroxidase antibody (TPOAb) 
measurement should be considered when evaluating  
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patients with subclinical hypothyroidism as it helps to 
define the risk of developing overt hypothyroidism.  
 
Any patient with subclinical hypothyroidism and a TSH 
>10mIU/L should be treated. In patients who have a 
TSH <10mIU/L, treatment should be considered in 
pregnant women or women planning pregnancy, those 
with infertility, those with a goiter, or individuals with 
elevated antithyroid peroxidase antibody levels.  A re-
cent study favors treatment if prolactin is elevated with 
menstrual disturbance even if Anti TPO Ab is negative. 
New clinical data also suggest treatment of subclinical 
hypothyroidism in those with chronic kidney disease 
(CKD) irrespective of symptoms or antibodies.  It is pru-
dent to avoid treatment in patients with subclinical hy-
pothyroidism who are older than age 85 years. The aver-
age dose of T4 replacement for subclinical hypothyroid-
ism in adults is 25mcg (12.5 mcg in adults weighing < 
50 Kgs).  
 
Although subclinical autoimmune hypothyroidism is by 
far the most common cause of this pattern of thyroid 
function tests, alternative diagnoses should be consid-
ered under certain circumstances like intermittent T4 
therapy for hypothyroidism, TSH-receptor defects and 
use of certain drugs like amiodarone, sertraline, choles-
tyramine. 
 
Scenario 2: Low or normal TSH, low free T3 or T4 
 
Low or normal TSH and low free T3 or T4 test results 
represent a typical pattern in unwell patients with 
Nonthyroidal Illness,[ the most common combination of 
results being a low free T3 with a TSH in the normal 
range and recent treatment for hyperthyroidism( when 
both free T3 and TSH remains suppressed).]? 

Non-thyroidal illness(NTI) describes conditions charac-
terized by abnormal thyroid function tests encountered 
in patients with acute or chronic systemic illnesses. A 
decrease in T3 is the most common finding in these pa-
tients while TSH will be normal and thus provides the 
best guide of thyroid status. However, in some patients, 
TSH concentrations may be suppressed in the acute 
phase and on recovery TSH concentrations may rise 
transiently into the hypothyroid range.  It is for this rea-
son that performing thyroid function tests is not advised 
for ill patients unless specifically indicated. 

Medication side effects: Certain medications can have 

the unintended side effect of affecting thyroid function. 

The following medications have been linked to various 

forms of thyroid disease: 

¶ Amiodarone (more commonly can lead to hypothy-
roidism, but can be associated with some types of 
hyperthyroidism) 

¶ Lithium salts (hypothyroidism) 

¶ Some types of interferon and IL-2 (thyroiditis) 

¶ Glucocorticoids, dopamine agonists, 
and somatostatin analogs (block TSH, which can 
lead to hypothyroidism) 

 
 
Scenario 3: Raised TSH, low free T4 or T3 
 
This combination of results always indicates primary 
hypothyroidism. In iodine sufficient areas, almost all 
cases are due to thyroablative therapy for thyrotoxicosis 
or if they arise spontaneously, autoimmune thyroiditis 
manifested as Hashimotoôs disease. Anti thyroperoxi-
dase antibodies are said to be present in more than 90% 
of cases of chronic autoimmune thyroiditis. When thy-
roid function tests suggest primary hypothyroidism, but 
anti-TPO antibodies are not detectable, rarer causes 
should be considered.  
 
Treatment of Primary Hypothyroidism 
 
With the exception of certain conditions, the treatment 
of hypothyroidism requires life-long therapy with syn-
thetic T4 Thyroxin. The average dose of T4 replacement 
in adults is approximately 1.6 ug/kg/day for <60 years 
and 1ug/kg/day for > 60 years (due to reduced metabo-
lism of thyroxine). This translates into approximately 
100 micrograms per day for an adult weighing 60 Kgs. 
Loading dose depends upon TSH levels. Start with 25 
micrograms or less of replacement hormone, with a 
gradual increase in the dose based on the TSH levels at 
6-week intervals. But if TSH > 20 and you are starting 
low dose then up titrate once in 2 weeks by 12.5 mcg till 
u reach dose of 1ug/kg and then once in 6 weeks. Once 
stable, the TSH can be titrated once in 6 months. Over-
treating hypothyroidism with excessive thyroid medica-
tion is potentially harmful and can cause palpitations, 
high blood pressure and can also contribute  
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https://en.wikipedia.org/wiki/Amiodarone
https://en.wikipedia.org/wiki/Lithium_salt
https://en.wikipedia.org/wiki/Interferon
https://en.wikipedia.org/wiki/Aldesleukin
https://en.wikipedia.org/wiki/Glucocorticoid
https://en.wikipedia.org/wiki/Dopamine_agonist
https://en.wikipedia.org/wiki/Somatostatin_analogue
https://www.medicinenet.com/palpitations_overview/article.htm
https://www.medicinenet.com/image-collection/blood_pressure_picture/picture.htm
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Causes of Overt Hypothyroidism  
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