
importance of starting to save 

earlier in life 

Å Role of inflation.  

Å Financial planning and goals 

in our life.  

Å Financial independence  

Å Role of financial advisor  

What are the 3 fundamental 

areas of personal finance?  

1. Wealth creation  

2. Wealth protection  

3. Debt management  

é to be continued in next issue 

 Either schools or 

colleges, at no point of time, 

provided any formal education 

on this very important subject, 

personal finance. Like any 

other persons we are also enti-

tled to spend quality time with 

our family and to make our life 

memorable and enjoyable. For 

this some basic knowledge in 

personal finance is a must, so 

that we can reduce our working 

hours and attain financial inde-

pendence at an earlier age. 

First let us start asking few 

questions ourselves. 

Why Doctors need special fi-

nancial care?  

Å Unlike IT people, because of 

our long duration of studies, we 

are starting to earn very late in 

life around 30 or 35 years. 

Å More and more specialist are 

pouring in , more competition. 

Roaring practice has become 

word of the past.  

Å For small and Medium sized 

hospitals , It has become very 

tough to run and survive, com-

peting with corporates.  

Å We need lot of working capi-

tal to set up a Hospital.  

Å Covid has added new dimen-

sion to our life. Our profession-

al life can come to a temporary 

standstill at any point of time.  

How to approach this problem? 

Å We must acquire basic 

knowledge in personal finance.  

Å Our primary attention is our 

profession. Without jeopardis-

ing it , we are going to concen-

trate on our financial needs 

and future requirements. 

Å Self medication is not only 

bad in our field but in finance 

also. Most of the time we take 

wrong decision regarding insur-

ance and repayment of loans. 

We can have a qualified finan-

cial advisor as our consultant. 

Å We must spend at least 30 

minutes every day, 1/2 day on 

Sunday and one full day once in 

3 months to read and review 

our portfolio and to take correc-

tive steps. 

What are the basic things you 

must know before taking care 

of your finance?  

Å Assets Vs Liabilities match-

ing  

Å Budgeting  

Å Power of compounding and 

Nectar Financial tips for Doctors 
Dr. S. Thirumalai Kolundu, Senior Consultant Pediatrician & Financial Adviser , Thirunelveli 

Inside this issue: 

Financial Tips 1 

Malaria FAQ 2 

Digital Awareness Corner 3 

Xray of the Month 4 

An adamant pneumonia 5 

Events of IAP TNSC  6-9 

Dengue FAQ 10 

Lifestyle for a Secure and 

Assured future 

11 

Scrub Typhus FAQ 12 

FAQs in Typhoid Fever 13 

Upcoming Events 14 

Highlights in this Issue  

¶ Nectar Financial Tips for Doctors 

¶ FAQs in Malaria  

¶ What is Phishing? 

¶ FAQs in Dengue 

FEBRUARY 28, 2022     VOLUME I ,  ISSUE 1-2 

Official Monthly Newsletter of Indian Academy of Pediatrics - Tamilnadu State Chapter  

  

¶ FAQs in Scrub Typhus 

¶ FAQs in Enteric Fever  

¶ Lifestyle for a Secure and Assured future 

¶ Event Highlights 

Editor  

 Dr. Tiroumourougane Serane. V 

Associate Editor 

 Dr. D. Rajkumar 

Editorial Board 

¶ Dr. Ramesh Babu, President 

¶ Dr. K. Rajendran, Secretary 

¶ Dr. Gopal Subramoniam, 

Treasurer 

¶ Dr. Annamalai Vijayaraghavan, 

Vice President 

¶ Dr. R. V. Dhakshayani 

¶ Dr. Balaji. J 

¶ Dr. K.V. Arulalan 

¶ Dr. Kumaravel K.S 

TEAM IAP TNSC 
President  Dr.B.Ramesh Babu 
Hon.Secretary Dr.K.Rajendran 
Treasurer  Dr.Gopal Subramoniam 
President 2021 Dr.M.Ismail 
President Elect 2022 Dr.K.U,Suresh Balan 
Vice President Dr. Annamalai  
  Vijayaraghavan 
Joint Secretary Dr.J.Balasubramanian 
Editor  Dr.R.V.Dhakshayani 
AAA  Dr.V.Tiroumourougane 
  Serane 
EB MEMBERS  
Chengalpattu Dr Aravindh Rajha 
Chennai   Dr.G.Amalraj 
  Dr.Annamalai  
  Vijayaraghavan 
  Dr.M.S.Viswanathan 
Coimbatore  Dr.C.Karthick Annamalai 
   Dr. B.R. Sasikumar 
Cuddalore  Dr.R.Vijayachandran 
Dharmapuri Dr.P.Punitha 
Erode  Dr.V.Prabhu 
Kanchipuram Dr.P.Muralikrishnan 
Kanyakumari Dr.N.V.Ramasubramonian 
Madurai   Dr.S.Murugesa  
  Lakshmanan 
  Dr.D.Rajkumar 
North Arcot Dr.K.V.Arulalan 
Ramanathapuram Dr.R.Malaiarasu 
Salem & Namakkal Dr.K.S.Kumaravel 
   Dr.S.Ezhilarasu 
TCB  Dr.P.Reghupathy 
Thanjavur  Dr.P.Selvakumar 
Thiruvallur  Dr.D.Jagadeesh Kumar 
Tiruvannamalai Dr.A.Karunanithi 
Trichy  Dr.P.Sivagurunathan 
TT  Dr.M.Abdul Azeez 
TKPN  Dr.G.Sambasivam 
Villupuram & Pondicherry  
  Dr. V. Tiroumourougane 
  Serane 
Editor-in-Chief, IJPP Dr.S.Thangavelu 
CIAP EB Member Dr.Aram Chenthil 
CIAP EB Member Dr.J.Balaji 
CIAP EB Member Dr.R.Somasekar 
CIAP EB Member Dr.A.Somasundaram 
Ex-Officio Members 
President CIAP Dr. Remeshkumar. R 
Hon. Gen. Secretary Dr. Vineet Saxena 
Vice President (SZ) Dr. N.K.Subramanya 



1. Where are Malaria cases seen 

in Tamilnadu currently?  

 Malaria is restricted 

to 5 locations in Tamilnadu state 

- Chennai, Hogenakkal, coastal 

areas of Kanyakumari, Rame-

swaram and Tuticorin. 

2. Which is the major breeding 

site in an urban setting? 

 Unsupervised over-

head tanks. Presence of Fluoride 

in the water influences the ovi-

position of An. Stephensi. 

3. When to suspect Malaria in a 

febrile child? 

 Presence of flu-like 

symptoms e.g. fever, cough, 

headache, malaise, vomiting, 

and diarrhoea. Supportive find-

ings may include splenomegaly, 

thrombocytopenia, anaemia, 

mild jaundice, Lethargy and poor 

feeding. 

4. What are the features of se-

vere malaria? 

 Cerebral malar ia 

(Unarousable coma), Anemia 

(Hb <5 g/dL), Hypoglycemia 

(<40 mg/dl), Acidotic breathing, 

Renal failure (Serum creatinine 

>3 mg/dl), Pulmonary edema, 

Circulatory collapse/Shock 

Spontaneous bleeding/DIC , 

Repeated generalized convul-

sions, Macroscopic hemoglobi-

nuria, Impaired consciousness 

but arousable ,Prostration, ex-

treme weakness (inability to 

stand or sit), Hyperparasitemia 

(>5% RBC infected), Jaundice 

(total serum bilirubin >3 mg/

dL), Hyperpyrexia (axillary tem-

perature >39.5ºC) 

5. Complicated malaria-what to 

look for? 

Airway & Breathing- respiratory 

distress (metabolic acidosis/

pulmonary edema), Circulation-

shock (algid malaria), Disability-

ALOC (cerebral malaria), Expo-

sure- pallor, jaundice 

6. Complicated malaria-what 

tests to do? 

 Hemogram-Anaemia, 

thrombocytopenia, CBG, blood 

glucose, ABG, Serum bilirubin, 

liver enzymes, RFT, PT, APTT, INR 

7. What is the gold standard test 

for diagnosing Malaria? 

 Smear study: Exclud-

ed by three negative thick blood 

films, taken 12 hours apart, any 

time of fever, before antimalari-

al. Limitations: Peripheral para-

sitemia may be negative due to 

sequestration, Needs expertise 

and equipment. 

8 .  D i ag no s i s  b y  R DT

(Immunochromatographic   

assay ): 

 This kit contains mon-

oclonal antibodies specific to 

histidine rich protein 2 (HRP-2) 

of P. falciparum and lactate 

dehydrogenase (LDH) of P. vi-

vax/PF. Or pan species parasite 

LDH or Aldolase. RDT is per-

formed on 5 mcl of blood. Re-

sults were read within 20 min. 

9. Advantages and disad-

vantages of RDT:  

 I d en t i f i e s  a n t i -

genemia even when there is 

sequestration. False negative 

test is seen in - Low parasite 

densities, High parasite densi-

ties (prozone effect) and Genetic 

variations of HRP-2/poor ex-

pression of pLDH. False positive 

test is seen if Rheumatoid factor 

is present. Limitations: Canõt 

asses density of parasitemia, 

Canõt assess response to treat-

ment. 

10. RDT-Comparison with PCR: 

 Berzosa et al 2018. 

(Equatorial Guinea)- RDT: Sensi-

tivity 77.8% Specificity 90.6% & 

Smear: Sensitivity 54.7% Speci-

ficity 81.5%. Stauffer WM et al 

2009.(U.S)- RDT: Sensitivity- 

97% NPV ð 99.6%. Smear: Sen-

sitivity 85% NPV- 98.2%. 

11. How to diagnose cerebral 

malaria? 

 Lumbar Puncture- 

increased pressure, mildly in-

creased CSF protein, typically 

with no CSF pleocytosis and a 

normal CSF glucose. Studies 

suggest that fundus findings of 

malaria retinopathy (retinal 

haemorrhages, peripheral whit-

ening, macular whitening, vessel 

changes) are relatively specific 

for cerebral malaria. 

12. Management of P.vivax:  

 Chloroquine (25 mg 

base/kg )10 mg base/kg stat 

orally followed by 10 mg/kg at 

24 hours and 5 mg/kg at 48 

hours. If PV-Primaquine 0.25 

mg/kg once daily for 14 days-to 

prevent relapse. If PF prima-

quine (0.75 mg/kg) single dose-

for gametocytocidal action. 

Avoid empirical antimalarials. 

13. Precautions to be taken 

during Malaria Management: 

 Chloroquine should 

not be given in empty stomach 

and in high fever. If vomiting 

within 45 minutes-repeat the 

dose. G6PD screening to be 

done before starting Prima-

quine. As infants are relatively 

G6PD deficient, it is not recom-

mended in this age group. In 

cases of borderline G6PD defi-

ciency, once weekly dose of 

primaquine, 0.6ð0.8 mg/kg, is 

FAQs in Malaria  
Dr. T.S. Ekambaranath MD, FPIC, Senior Asst Professor, Stanley Medical College. 

Page 2 

E-BUZZ      The Official Newsletter of Indian Academy of Pediatrics - Tamilnadu State Chapter 

given for 6 weeks. 

14. Treatment of complicated /

severe malaria: 

 Artesunate: 2.4 mg/kg 

IV stat then at 12 and 24 hours, 

then once a day. Continue paren-

teral for at least 24 hours. Com-

plete the course with: Artemether 

plus lumefantrine OR Artesunate 

plus sulfadoxine-pyrimethamine.  

NEWS SNIPPETS 

8 Renovation of the 

newly purchased 

IAPTNSC Flat is 

going on in full swing 

and should mostly 

completed by April 

2022 

8 NTEP workshops 

planned all over 

Tamilnadu in 

collaboration with 

CIAP  



words and credit/debit card 

details on our devices. Gone are 

the days of burglars who break 

open a house and steal money 

and materials. With the advent 

of techno age comes the hacker, 

a virtual burglar coming after our 

money and sensitive information 

via the internet.  

Hackers in fact use a variety of 

methods to steal this infor-

mation but one method still 

remains as their pet favourite 

since it is like a gold mine for 

them with least amount of work. 

This method called as òphishingó 

which aims to gather sensitive 

data from you by sending an 

email that looks like itõs from a 

legitimate entity like your bank 

or Credit Card Company. 

E-mail is the most common way 

to distribute phishing lures, but 

some scammers seek out victims 

through direct calling, social 

media messages, cellphone text 

(SMS) messages, fake banner 

ads, fake job search sites, job 

offers and fake browser toolbars. 

Vishing: 

Unfortunately, phishing emails 

are not the only way people can 

try to fool you into providing 

personal information in an effort 

to steal your identity or commit 

fraud. Fraudsters also use the 

phone to solicit your personal 

information. This telephone 

version of phishing is sometimes 

called vishing. Vishing relies on 

òsocial engineeringó techniques 

to trick you into providing infor-

mation that others can use to 

access and use your important 

accounts. People can also use 

this information to assume your 

identity and open new accounts.  

Smishing:  

Just like phishing, smishing uses 

cell phone text messages or 

social media messages to lure 

consumers in. Usually such mes-

sages are about some costly 

items being available for Rs.100 

or participating in a lucky draw. 

Often the text will contain an 

URL or phone number. Once it is 

clicked, it works the same way as 

a phishing email compromising 

the safety of that mobile. 

Spear phishing: 

 Spear phishing is a more effec-

tive and is the common tech-

nique used by elite hacking 

circuits. Spear phishing is when 

the mail is directed very specifi-

cally TO YOU. You are òspearedó 

like a big fish [shark or marlin] is 

caught by spearing technique! 

Digital awareness corner 

Introduction:  

We all must have heard about 

sport fishing and some of us 

even might have tried our luck 

with fishing rods during our 

childhood or during vacations. 

Imagine a person sitting in front 

of his computer in a foreign 

country or some other place 

trying to catch you [your money 

to be exact] using a fishing rod 

attached with succulent worm 

bait [a juicy email offer]. Now 

you know why this con art is 

named as phishing! 

Phishing:  

Smartphones and computers 

have become an integral part of 

our daily lives. We use them for 

shopping, ordering food, book-

ing cabs and movie tickets, mak-

ing payments and whatnot. That 

said, we store a lot of confiden-

tial information, such as pass-
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PHISHING Ė What is it and how to avoid it? 
Dr. D. Rajkumar, MD, Associate Prof of Pediatrics, Madurai Medical college  

Spear phishing targets individu-

als. Instead of "Dear Customer", 

an email might address you by 

name, refer to a recent transac-

tion you've made and/or draw on 

other information that you've 

shared online ð often on social 

networks. Spear phishers may 

even impersonate one of your 

friends, asking for a password 

which ð if you share it ð can then 

be tested on a range of other sites 

to see if the criminal can gain 

access to your accounts. 

Whaling:  

A whaling attack, also known as 

whaling phishing attack, is a 

specific type of phishing attack 

that targets high-profile employ-

ees, such as the chief executive 

officer or chief financial officer, in 

order to steal sensitive infor-

mation from a big company or 

hospital. 

...To be continued in next issue 

NEWS SNIPPETS 

8 ECD workshops to be 

conducted all over 

Tamilnadu in 

collaboration with CIAP  



1. Dr. Annamalai Vijayraghavan, Chennai    25,000 

2. Dr. Gunasingh, Thiruvannamalai    25,000 

3. Dr. Tiroumourougane Serane. V, Pondicherry   25,000 

4. Dr. P. Muralikrishnan      25,000 

5. Dr. S. Thangavelu, Chennai    15,000 

6. Dr. K Nedunchelian, Chennai    15,000 

And many more waiting for the right moment 

Please Note that all contributions are eligible for IT 

exemption under section 80 G  

IAP TNSC bank account details 

 Bank Branch: Union Bank of India, Egmore Branch 

 Name: Association of Pediatrics 

 Account No: 520101011407103 

 IFSC Code: UBIN0905895 

 Type: Savings account  

Contributors of Building Fund of IAP TNSC Office 

CONVERSION OF STUDENT 

MEMBERSHIP TO LIFE MEMBER-

SHIP:  

Å You have to submit scanned 

copies of MD Pediatrics/DCH/

DNB Pediatrics Provisional or 

Degree certificate and Addition-

al qualification Registration 

certification of the same in any 

State Medical council.  

Å Wire transfer balance Life 

membership fee of Rs. 4500/-.  

 

Bank: Bank of Baroda 

Branch: Juinagar, Navi Mumbai 

400 706 

Name: Indian Academy of Pedi-

atrics 

AC number: 42080200000253 

IFSC Code: BARB0NERULX  

Type: Current Account 

 

 Kindly send the details of Trans-

action id with date as well as the 

scan copies of above mentioned 

documents to email  

iapmembership@iapindia.org  

 

LINK FOR ONLINE IAP MEMBER-

SHIP APPLICATION:  

 https://iapindia.org/

registration/index.php  

 

Needless to say, your active 

involvement in the activities of 

IAP will go a long way in 

strengthening the bond amongst 

the Pediatrics fraternity.  

Are you an associate life member & completed your postgraduation? 
 Dear Associate Life & 

Student Members, It is easy to 

convert your Associate life mem-

bership to Life membership 

 

CONVERSION OF ASSOCIATE 

LIFE MEMBERSHIP TO LIFE 

MEMBERSHIP  

Å If you have already paid Rs. 

10000/-, You have to submit 

scanned copies of MD Pediat-

rics/DCH/DNB Pediatrics Provi-

sional or Degree certificate and 

Additional qualification Regis-

tration certification of the same 

in any State Medical council. 

 The documents should be sent 

to iapmembership@iapindia.org  

Let us Learn to 

look beyond the 

obvious 
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Xray of the month 
Dr. B. Ramesh Babu, President IAP TNSC, Medical Superintendent & Prof. of Pediatrics, Dharmapuri Medical College 

Adrenal Calcification 

Hemorrhage 

 Sepsis (Waterhouse-

 Friderichsen syndrome) 

 Blunt abdominal trauma 

 Adrenal pseudocyst 

 Neonatal asphyxia 

Others 

 Addison disease 

 Wolman disease 

 

Infection 

 Tuberculosis 

 Histoplasmosis 

 Adrenal tumors 

 Neuroblastoma 

 Pheochromocytoma 

 Dermoid cyst 

 

It is easy to 

become the Life 

Member of IAP 

and enjoy the 

benefits 
 

 

Any Queries, Please contact 

Dr. B Rameshbabu: 8946057572 

Dr. Ilamurugan: 9843177316 

Dr. A Amalraj: 9176567310 

https://iapindia.org/registration/index.php
https://iapindia.org/registration/index.php
mailto:iapmembership@iapindia.org


and necrotic debris. Large cystic 

areas were seen in CT scan due 

to loculated pleural collection of 

pus and the smaller cystic 

changes seen in parenchyma 

were due to necrotic cavities. 

Left lower lobectomy was done. 

Pus culture was sterile probably 

due to prior antibiotics therapy. 

Postoperatively antibiotics were 

stepped down to first-line drugs. 

She recovered uneventfully and 

never had fever or respiratory 

symptoms since then. Histo-

pathology confirmed primary 

necrotizing pneumonitis without 

any cystic malformation. 

Discussion 

 Pneumonia is pre-

dominantly a medical disease 

that is eminently treated with 

antibiotics, antipyretics and 

bronchodilators. However, 

sometimes it may require surgi-

cal intervention especially when 

it is secondary to underlying lung 

malformations or when it is com-

plicated by empyema, lung ab-

scess or lung necrosis. (Box 1) In 

such cases, mere antibiotics will 

not be sufficient. Prolonged 

pneumonia not responding to 

antibiotics should raise the sus-

picion of surgical pathology. 

(Box 2) As in any other organ, 

fulminant infection may cause 

tissue damage and necrosis of 

the lungs. As the dead tissue is 

devoid of good blood supply, 

intravenous antibiotics cannot 

reach the site, thereby leading to 

lingering infection. Hence, resec-

tion of the necrosed segment is 

quiet essential to control the 

infection. As pediatric lung has 

potential for postnatal growth, 

the residual lung will overgrow 

and compensate the function 

loss of the removed segment. 

Practicing pediatricians should 

be aware of the surgical causes 

of intractable pneumonia and 

assertively investigate it with 

contrast enhanced CT scan.  

An adamant pneumonia 

 A 1-year-old female 

infant presented with fever and 

cough of 10 days duration and 

breathlessness for 2 days. She 

had recurrent respiratory tract 

infection (bronchopneumonia) 

since birth that necessitated 

multiple hospitalizations. She 

was one of the identical twins 

with birth weight of 2 kg and her 

sibling was healthy. She had 

received multiple antibiotics 

over the last 10 days which were 

escalated to broader spectrum 

regimens in view of non-

responding pneumonia.  

 Clinically she was 

dyspnoeic, lethargic, febrile and 

dehydrated but not cyanosed. 

Left hemithorax was prominent 

like a barrel. Ipsilateral breath 

sounds were diminished and the 

mediastinum was shifted to the 

contralateral (right) side. Heart 

sounds were better heard on the 

right side.  

 Initial chest x-ray 

showed opaque left hemithorax. 

(Fig 1) Subsequent x-ray showed 

appearance of air pockets within 

the opacity. (Fig 2) CT scan 

shows multiple large and small 

cysts within the left lower lobe 

with suspicious areas of necro-

sis. Cystic malformation of lung 

with superadded infection was 

suspected. Hence, emergency 

thoracotomy was done under 

general anaesthesia.  

 Entire left lower lobe 

was friable with pockets of pus 
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Dr. Shobini S (Junior resident), Prof. Raveenthiran V (Professor), Dept. of Pediatric Surgery, Government Medical College, Chidambaram 

BOX 1 

Surgical causes of intractable / 

recurrent pneumonia 

¶ H-type Tracheo-esophageal 

fistula 

¶ Broncho-pulmonary seques-

tration 

¶ Cystic pulmonary airway mal-

formation 

¶ Necrotizing pneumonitis 

¶ Bronchial Atresia  

¶ Bronchogenic cyst 

¶ Grade IV gastro-esophageal 

reflux  

 

Surgical conditions that mimic 

pneumonia in x-ray 

¶ Lung agenesis 

¶ Lymphovascular malfor-

mations of the lung 

BOX 2 

When to suspect surgical pneu-

monia ? 

¶ Persisting pneumonia > 1 

week ð not responding to 

appropriate IV antibiotics 

¶ Recurrent pneumonia espe-

cially involving the same lobe 

¶ Pneumonia with contralateral 

mediastinal shift 

¶ CT showing poor contrast 

enhancement of parenchyma 

¶ Pneumonia causing broncho-

pleural fistula (pneumothorax) 

¶ Pneumonic consolidation with 

parenchymal air-fluid level or 

well defined cavity 

Fig 1. Opaque hemithorax on day 1  

Fig 2. Appearance of Cystic Spaces in Left Lung 

Recommended readings 

Ness-Cochinwala M, Kobaitri K, 

Totapally BR. Characteristics and 

Outcomes of Children With Ne-

crotizing Pneumonia. Pediatr Crit 

Care Med. 2021;22:e640-e643. 

Frybova B, Koucky V, Pohunek P, et 

al. Lung Resection in Children with 

Necrotizing Pneumonia: Outcome 

and Follow-up. Eur J Pediatr Surg. 

2021 Mar 7. doi: 10.1055/s-

0041-1725188. . 

Srivastava RD, Aggarwal PK, Kush-

waha AS. Severe Necrotizing Pneu-

monia in Children: A Challenge to 

Intensive Care Specialist. J Trop 

Pediatr. 2020;66:637-644.  



Page 6 

E-BUZZ      The Official Newsletter of Indian Academy of Pediatrics - Tamilnadu State Chapter 

Events of IAP TNSC        January and February 

January 8, 2022: PG Clinics in Pediatrics - 
Child with joint pain & Breathlessness 

January 30 , 2022: CME on Omicron, Third 
wave and COVID  

February 13, 2022: Updates for Practising 
Paediatricians  

February 19, 2022: Intensive Clinical Training 
for Undergraduates 

February 27 , 2022 : CME on Pediatric  
Gastroenterology 

January 22, 2022: UG Clinics in Pediatrics - 
Bronchiectasis  

January 29, 2022 : PG Clinics in Pediatrics - 
Child with Chronic Cough  

February 5 , 2022 : UG Clinics in Pediatrics -
Oliguria & Haematuria  

February 2, 2022 : PG Clinics in Pediatrics - 
Child with developmental delay  
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Events of IAP TNSC        January and February 

January 9, 2022: TELE-CME on Practical Pedi-
atrics - IAP Villupuram Pondicherry Branch  

January 28, 2022: National Girl Child Day - 
IAP Cuddalore  

Events of IAP TNSC        January and February 

January 20, 2022: IAP Trichy Branch Monthly CME 

January 23, 2022: IAP ID, CCB, North Arcot  

CME on òFever in Childrenó 

January 05, 2022: IAP CCB Team 2022 Installation January 23, 2022: Online awareness programme for School 
Children - IAP Coimbatore 



Events of IAP TNSC        January and February 

Page 8 

E-BUZZ      The Official Newsletter of Indian Academy of Pediatrics - Tamilnadu State Chapter 

January 30 , 2022 : IAP CCBñCME on Vitamin D in Children 

January 30 , 2022 : EB meeting  

February 10 , 2022 : TV live health show in which  

Dr. M. S. Viswanathan, Gastroenterologist answered questions  

February 11 , 2022 : Diabetes Follow up camp Govt. Thanjavur 
Medical College with IAP Tanjore 

January 28, 2022 : National Girl Child Day, TKPN 

January 28, 2022 - National Girl Child day IAP and AHA 
Coimbatore with Shanti ashram  

January 28 , 2022 : National Girl Child day - TKPN 

February 10, 2022 : National Deworming Day, IAP Tanjore 



Events of IAP TNSC        January and February 
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February 2022 - IAP Coimbatore 

Pearls for Peers 

Pulse Polio Immunization - IAP Madurai  

Pulse Polio Immunization - IAP Thiruvannamalai Pulse Polio Immunization - IAP Coimbatore 

February 10, 2022 : National Deworming Day, IAP CCB 

February 23, 2022 : Basic Neonatal Resuscitation Program-  

Dharmapuri Branch 

February 27 , 2022 : Pulse Polio Immunization IAP Dharmapuri  

February 15 , 2022 : Basic Newborn Care and Breastfeeding 

Class at Kumbakonam GH 


