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Dear BSOGians, 

I feel extremely happy to share my thoughts through this first issue of ‘Newsletter for the year 2014-15’. It is 
great to be the president of this prestigious and vibrant society of “ namma Bengaluru” obstetricians 
&Gynaecologists.My heartfelt thanks once again to all of you for accepting me as the president. 
I feel Investiture ceremony was very long ago and the time is not running at all! Already four months passed and 
time seems to be endless. Always planning …planning……and planning for the forthcoming events! I have 
trained my mind to forget about Sundays, general holidays, home shopping and family outings. Still that feeling 
of not doing enough.  
Thinking about last year’s spate of events we just had planned for single event a month this year. But we were 
wrong. When you are requested to participate or conduct some programs it is difficult to refuse. But we have 
tried our best to contain the programs. There were critics from many senior members for collecting registration 
fee for the programs. It has become a necessity now for maintaining the expenditure, to take care about the 
extra expenditures due to introduction of credit hours and escalating cost of everything. Add to our woes, there 
is changing trend in sponsorship. But we are proud to say that our very first program in the month of May on 
“Critical care in Obstetrics”   came free for all the members with 2 credit hours! Thanks to Our Secretary Dr. 
Sheela C. N.  for getting the venue and arranging things at a very reasonable rate. 
Next came June and we had a lovely program wherein International speakers- pioneers of DHEA in infertility 
spoke. The program was well attended. PG – CME program under the leadership of DR. Susheela Rani was a big 
hit. Videos of the drills in skill station, table viva and more number of case discussions were the highlights. 
Thanks to Dr. Susheela Rani and Dr. Padmaja for the brilliant performance. July we had three scientific 
programs, one of them being a FOGSI sponsored program.  
Month of August is a festive month. It was a scientific feast for the members too. Variety is the spice of life and 
we had variety of programs in various subjects so far.  The outreach camp at Kaggalipura CHC is the highlight of 
the month. Nearly 145 teenage girls were screened for anemia and 147 women were screened for cancer cervix. 
The enthusiasm shown by team members especially senior members like Dr. Pushpa Srinivas & Dr. Padmini 
Isaac was enthralling. We are great team indeed! Hope the other programs were interesting too for the 
members. BSOG birthday on 14th August 2014, rechristening as ‘Dr.Ratnabai Moray Memorial day’ from the 
current year saw a crowning culmination in the form of a ‘Presidential role of honour’ sponsored by Dr.Ratnabai 
Moray grand nephewMr.Jeevan Rao. Receiving that trophy was an out of the world experience for me. Thanks 
to the donor and a bigger thanks to Dr. Srinivas for tracing him &Dr.Pushpa Srinivas for collecting the 
information about her.  The big event ‘Gnanavarsha’ is  fast approaching. Dear friends, hope to see you all in 
large numbers. 
Continuing the tradition of a very successful leader is not easy. Same thing is true with me. Continuing the BSOG 
News Letter restarted by Dr. Jyothika Desai our immediate past president has been my dream. With great 
efforts and lots of difficulties we are bringing this first issue of the newsletter. Highlight of this issue is great 
interview between two multifaceted , multitalented literate giants –interviewer & the interviewee  apart from 
the usual stuff. Hope you will all enjoy reading this News Letter. We are continuing the tradition of encouraging 
the young speakers and ‘OB GYN Watch’ too. 
Lots of dreams, lots to achieve. Please give us feedback on whatever we do, to do better and better. Dear 
friends, let us march together to achieve our MDG 5. 

Quote: The two words that can change your life „Carpe Diem‟ = Seize the Day 

“Embrace the life, grab the opportunities & make the most of the present moment. 
Yesterday is gone, tomorrow is not yet here & today is your only chance to make a difference” 
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1. Investiture Ceremony – 20th April 2014, BMC Auditorum 

2. Critical Care in Obstetrics – on 25th May 2014 – at St.Johns Medical College & hospital 

3.Scientific Session on DHEA – on 3rd June 2014 at Hotel Lemeredian 

4.CME Hematological Disorder in Pregnancy on 15th June 2014 at Manipal Hospital 

5. BSOG PG Forum CME from 19th June to 22nd June at API Bhavan 

6.  BSOG-Mazumdar Shaw CME on Breast Cancer on 6th July- Hotel Le-Meredian 

7.  BSOG-RCOG CME on 13th July at BMC Alumni Auditorium 

8.  BSOG-FOGSI scientific session on Early Pregnancy Loss on 27th July 2014- Hotel Chancery Pavilion 

9.  Perinatal Meet with Paediataics on 3rd August 2014 at Hotel Solitaire 

10. Dr.Ratna Bai Memorial Day – ICOG CME, on 14th August 2014- Hotel Capitol 

11. USG Workshop on 17th August 2014 at BMC Auditorium 

12. Cardiovascular disorders in pregnancy, on 24th August 2014- Sri Jayadeva institute 

13. Gnanavarsha 13th& 14th September 2014- St.Johns Auditorium 

 
 

 
Forthcoming Events 
 

1. Outreach Camp – 11th October 2014 

2. Empowering Women – FOGSI Conference 17th& 18th October 

3. Endoscopy Workshop, on 26th October 2014, BMC Auditorium 

4. Annual General Body meeting – 9th November 2014 

5. IGNITE CME16th November 2014 

6. Gestosis – FOGSI Conference 13th& 14th December 

7. Vaginal Surgery Wrokshop, 4th January 2015, BMC Auditorium 

8. Colposcopy Workshop, 22nd February 2015 

9. Contraception & PPIUCD – 8th March 2015 
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Awards Galore 

Winners of BSOG-FOGSI Dr.Usha Krishna Quiz – Screening Round 
18th May at API Bhavan, South Zone YuvaFogsi, Trichy. 

 

 

 

 

 

 

 

 

 

Dr. Chaitra Gowda  from Jain Hospital & Dr. Neha Marwal from 
Sagar Hospital are selected for Zonal round. 

Best wishes!!! 

 

 

 

 

 

 

 

Dr. K. Srinivas 
Gold medalist of National Board of Exams - 2014 

 

CONGRATULATIONS 
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1. Installation Ceremony 
Venue: BMC Auditorium, Bangalore 
Date: 20th  April 2014 

The new committee for BSOG was sworn on 20tht April with following committee 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

“Never settle for less than you Deserve” 

 

  Office Bearers 

Dr. Malini K V 
President 
Dr. Jayanthi T 
President Elect 
Dr. Shobha N Gudi 
Vice President 
Dr. Sheela C N 
Hon.Secretary 
Dr. Mangala Devi 
Joint Secretary 
Dr. K Srinivas 
Hon.Treasurer 
Dr. Jyothika A Desai 
Immediate Past President 
 

Executive Committee  

Dr. Ashakiran T R 
Dr. JagannathPairu 
Dr. Padmini Prasad 
Dr. PrathimaRadhakrishna 
Dr. RekhaRajendra Kumar 
Dr. ShashikalaKaranth 
Dr. Shilpa G B 
Dr.  Shirley George 
Dr. Thejavathy G V 
 
Invite Faculty 
 
Dr. Kamini A Rao 
Dr. HemaDivakar 
Dr. Sheela V Mane 

CME Coordinators 

Dr. Susheela Rani B S 
Dr. ArulmozhiRamarajan 
Dr. Padmaja P 
 
Advisory Committee 
 
Dr. Gomathy Narayanan 
Dr. Jaya Narendra 
Dr. PadminiIssac 
Dr.  Pushpa Srinivas 
 

We received a moderate number of participation for the investiture ceremony 
On this occasion we honoured‘ Life Time Achievement award’ to Dr.HemaDivakar, Imm.Past President , 
FOGSI for her tremendous achievement as a FOGSI President. 
We also honoured Dr. Sheela v Mane, Vice President, South Zone FOGSI and Dr. Jyothika A Desai for  all 
the contributions they have made to the society. 
We had organized a short scientific session on Stress and Press. We had invited young speakers from 
NIMHANS and Dr.BharathChandra , a well known Orator on Stress management. 
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2. FOGSI Usha Krishna Quiz 
18th May 2014 
Venue: API Bhavan 
 
Around 63 Post graduates participated in the quiz 
Dr.Chaitra and Dr. Neha were the winners and  
were selected to participate in South Zone Yuva FOGSI 

 
3.  Critical Care in Obstetrics Venue: St.Johns Medical College & Hospital,  Date: 25th May 2014 
 
Around 263 participated in the CME. The CME was a great success with good faculty stream. The CME carried 2 

KMC Credit hours. Faculty from other specialities like pediatrics, cardiology, transfusion medicine , emergency 
medicine, intensivist, respiratory medicine,  and Nephrology were invited. We hope the experience and expertise of 
these  faculty in their respective fields has enhanced the knowledge our obg delegates. A medico Legal session was 
also included, which could help our fellow obstetricians to handle the legal aspects arise thereon. 
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4. CME on DHEA, Date: 3rd June 2014, Venue: Hotel Lemeredian 

 
Around 180 delegates participated in the scientific session. It was interactive session on clinical discussion 
and thought provoking insights on use of DHEA in patients with low ovarian reserves. International speakers 
Dr.Norbert Gleicher and Dr.David Barad were the main speakers. Apart from that we had involved two young 
speakers Dr. Madhuri Vidyashankar and Dr. Divyashree to speak on Laparoscopic ovarian surgery and Ovarian 
stimulation respectively.  

 

 
 

5. Hematological Disorder in Pregnancy, 15th June 2014, Manipal Hospital 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

The highlight of the CME was discussion on the most common disorders like anemia and upcoming disorders like 
leukaemias and platelet disorders, transfusion protocols by experts. Around 242 registered delegates attended the CME. 
The programme was well organized by Manipal Hospital. The scientific session  also included young talent promotion. All 
over it was well appreciated CME. 
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6. BSOG PG Forum CME , 19th – 22nd June 2014, at API Bhavan 
As every year BSOG CME was a successful CME with 359 participants. Our CME is attracting most of the PGs from all 
parts of India. The new introduction is videos of drills and table VIVA which was well appreciated by all the students. 
 

 

 

 
7. BSOG – MSCC CME on Oncology, 6th July 2014- Hotel Le’Meredian 

 
 
 
 
 
 
 
Around 80 delegates participated. Dr. Anothy Pais talk on Recent advances in Breast Cancer treatment 
especially Mamoplasty procedures were very interesting and worth listening. Other topics like case scenarios 
on Endometrial Carcinoma and fertility preservation in Cancer patients were discussed. 

 
8. BSOG RCOG AGOI CME – 13th July 2014 at BMC Auditorium 

This CME was mainly on Ovarian Cancer Screening, which was extraordinarily delivered by Dr.Usha Menon. 
Around 87 delegates participated in the CME 
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9. Early Pregnancy Loss – 27th July 2014 at Hotel Chancery pavilion 
It was a FOGSI initative programme, well organized by Young concepts. Dr. Arun Nayak and Reena Wani were 
the national faculty. The Sessions were quite interactive. Dr.Jyothika Desai  read OBGYN watch which was 
well appreciated by all. Around 120 delegates participated in the CME 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
10. Perinatal Meet – 3rd August 2014 at Hotel Solitaire 

The  programme was organized by National Neonatal Forum & IAP, Karnataka Chapter in association with BSOG. 
 
 
 
 
 
 
 
 It was unique programme wherein parallel sessions  were held by the  pediatricians for the obstetricians and 
by the obstetricians for the pediatricians . Around 250 members from Pediatric society and Obstetrics society 
participated in the CME and 2 KMC Credit hours were awarded to all the participants. 
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11. Outreach Camp – 9th August at Kagallipura. 

First of its kind in BSOG, an Outreach camp was organised. Around 16 BSOG members actively participated in 
the camp. BMCRI supported BSOG by giving  supportive hands from Paediatric, Pathology  and Community 
medicine department. It also supported BSOG by providing free transport for the CHC. 
Cancer Screening for women and Anemia screening for adolescent girls were organised. Around 145 girlsand 
147 women were screened at CHC. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
12.     ICOG CME on Reproductive Endocrinology and Dr. Ratna Bai Moray Memorial Day – 14th August 2014 

At Hotel Capitol. 
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We remembered the veteran obstetrician with the latest in OBG – “Reproductive Endocrinology” which 
is a well recognized sub specialty. We  joined together on the afternoon of 14th August to recollect the 
memories of BSOG founder, Dr. Ratnabai Moray and to enrich our knowledge about endocrinology. It  
was probably the best tribute to a great obstetrician of Bangalore. A Presidential Rolling trophy was 
donated by Mr.Jeevan, grand nephew of Dr.Ratnabai Moray on this occasion. Around 220 delegates 
attended the programme. This CME is the first in the IGNITE series of ICOG and the next would be in 
the month of November. Attending both would fetch 3 ICOGCredit points for the delegates, for 
which ICOG shall be issuing certificates. 
 

 
13.   Ultrasound Workshop – 17th August 2014, BMC Auditorium 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
It was very informative and very interactive. Basics of obstetric ultrasound for the general obstetricians was dealt 
with. It was very informative and very interactive and well appreciated by all.  Around 250 delegates registered for 
the conference. 

 
 

14. Cardiac Disease in Pregnancy – 24th August 2014 at Sri Jayadeva Institute of cardio vascular sciences and  
Research 
The CME on Cardiac diseases in Pregnancy &Puerperium was conceived in April itself and was materialized on 
24th August 2014. Dr. C N Manjunath, Director, SJICSR, took the lead and organized the CME. It carried 2 KMC 
credit hours. The entire gamut of cardiac ailments t6hat would trouble a pregnant woman, starting from 
congenital rheumatic, CMPs, endocarditis, IHD were well deliberated keeping aside hypertensive diseases for 
a future date. The highlight was the interactive session where in the management of cardiac arrest and 
defibrillation techniques were demonstrated on mannequins. The CME was well attended by OBGYN 
Cardiologists, Physicians to the tune of over 220. 
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Around 235 delegates registered for the conference. It is supported by Sri Jayadeva Institute of cardio 
vascular sciences and research. 
 
 
 
 
 
 
 
\ 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

- By Dr.Sunanda Kulkarni 
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- By Dr.Sunanda Kulkarni 
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“On wet, Cold Evening with Dr.Sunanda Kulkarni” 

BSOG is about to complete its fifty years in the next four years. Newsletter is the new degree acquired by the 
BSOG in its 45thyear.Thanks to its sculptor Dr.Jyothika. Following the tradition,the first issue for 2014-15 
should have one of the greatest obstetricians, teachers , human beings, writer, painter, academician , orator, 
poet etc.,etc., Dr Sunanda Kulkarni ( Dr SK) talking to us about herself . Walking with this encyclopedia ,are 
Dr. C.Savitha,( Dr C S) Prof of OBG,BMC&RI and her student and later assistant Dr.K.Srinivas,   (Dr KS) 
Asst.prof of OBG ,BMC&RI. 

Dr. Sunanda Kulkarni who entered medical field in 
1968 , excelled in every field, worked in all the then 
existing government medical colleges of Karnataka, 
was UG &PG examiner, guide and what-not to her 
students and professional community. She has been a 
guiding force, a role- model for many. Interviewing 
her was so tough when it came to revelation of the 
accolades and appreciations she has received. But we 
did it. Be it academics or dramatics( used to be the 
heroin in most of the dramas) in her student life she 
was a topper. She has received Aryabhata, Gorur 
pratishtana, Shankara prathistana, Dr. Susheelamma 
award and has also been decorated with Woman of the Year and Doctors Day award. Madam has done 
>20,000 lap sterilisations by 2006 beyond which she has lost the count. 

Dr.SK on her return from the hospital on one wet ,cold, pleasant evening opens for discussion hesitantly (that 
she has lots to achieve in her life and the interview has come to her too early) and opens her memory box, 
navigates in the past , becomes nostalgic of her days with doyens of the field, reveals some memories 
cherished by her, shares her ideas about teacher-student relationship, criticises and offers solutions to the 
present educational system, looks beyond the horizon about the bright future in store for obstetrics. The 
revelation of a multifaceted personality as it unravels slowly in the course of this interview is probably the 
highlight of this issue. 
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Dr .CS : Madam, good evening, can you tell us something about your childhood? 

I spent my childhood in various places where ever my father was working. I’ve very sweet memories of 
having varieties of pet animals and birds at home. I even remember a talking parrot which would ask anyone 
who came home to have food (in hindi). It was with us for a few months as it belonged to the SavanurNawab. 
When I was in third standard I used to make mats and models by collecting used match boxes and cigarette 
cases thrown by my father’s patients. 

Dr. KS :  Madam,Did You aspire to become a doctor? Who inspired you? 

Though my father was a doctor none of my siblings liked to become one. I had a very strong desire to take up 
medicine inspired of course by my father. I still remember 
making notes of “one disease a day” taught by my father. So 
strong was my desire. 

Dr.CS : Tell us about your journey towards and in the 
medical college 

I used to change schools very frequently because of my father’s 
transferable job. I studied sometimes in Marathi medium, 
sometimes in Kannada medium and finished SSLC in Kannada 
medium. Later in PUC I topped  in Kannada, took an entry into 
Medical course. My father stood behind me till then so as to 
fulfill my ambition. As my mother used to be the topper and was 
awarded medals through out her studies upto B.Sc , there was no feminine resistance for my entry into 
medical college. I topped in pharmacology and then in overall final MBBS too. Later completed my MD 
from KMC Hubli. 

Dr. KS: Why only OBG was your choice? Was it because your father was a gynaecologist? 

No. In fact I was persuaded by my mother to take up OBG. She was of the opinion, whatever branch I 
choose, as I’m a lady doctor I cannot stay away from treating gynaec patients. So she suggested better take 
up OBG. 

Dr. KS : what do  you feel when you compare your student days with present day? 

I would react in two aspects 

Present day students are very intelligent, have wide access to information. They don’t depend on teachers as 
much as we used to. For us teachers were all in all. 

Coming to the values in life, I see deterioration. I don’t see it with pessimism, still good teachers are 
respected listened to and followed. It may be time for a teacher to introspect his efficiency also. But 
definitely any kind of knowledge may not be a substitute for the words of an experienced teacher .Look at 
this prediction! 2000 years ago the pyramid inscriptions have foreseen this and it says “our children won’t 
listen to us”. 
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Dr.CS: your unforgettable experience as a teacher or doctor- Would you like to share? 

Yes, the pathetic situation of a fair beautiful psychiatric patient who delivered after becoming pregnant as a 
result of rape, not once but thrice in succession does not go out of my memory. She was one of the most 
beautiful ladies I’ve ever seen. The fourth time one of the doctors working with us signed the tubectomy 
consent form as her husband as it was mandatory and we did tubectomy for her. 

My association with students has been very friendly always. My philosophy is I had a tough time with some 
of my teachers and my students should never feel so. But I remember one incident when I went to Goa with 
my students once. I was with them in all their activities. While returning a police checked the bags of all the 
students for illegal trafficking of fenny bottles but found none. On our arrival at Hubli, one of my students 
asked me to give the fenny bottle which was hidden in my bag. Oh!god! it still haunts me and gives me 
goosebumps to imagine what would have happened , had the policeman searched my bag! 

Dr. KS: Tell us about your association with BSOG. Why didn’t you aspire to be an office bearer or 
leader of BSOG? Do you have any suggestions to improve BSOG activities? 

I joined MBBS in1968 , the year BSOG was born. It is just a coincidence. I am associated with BSOG as a 
speaker, audience for nearly 20 years. 

My interests are varied. I love writing, reading, painting, learning new languages reading old manuscripts 
and spend my time in solitude or with family. I used to enjoy my father’s verbal account of his surgeries, & 
experiences which he used to share with me. I never wished to come to lime light, take to the podium or to be 
a voracious orator on a public dias. Probably it is not my morsel of food. When I find extreme solace 
elsewhere why should I venture a different area? 

Coming to the activities of BSOG, it is tremendous and very useful for PGs & consultants. I still remember 
the teleconference by BSOG last year which I watched from Kurnool. It is keeping us abreast in knowledge 
and technology. Youngsters are coming up very well. Better take their suggestions for improvisation. 

Dr.CS: we know you as a great academician, surgeon and a teacher. What else is Kulkarni madam? 

I enjoy painting from my childhood. I enjoy making use of waste materials & giving them shape (shows a 
few items). When I was working in Bellary loneliness brought out some lines from me & I realised I can 
write poetry. I have also written a fiction novel. Health related books have been penned by me in Kannada 
and English. I used to play sitar. But I’ve continued poetry writing and painting till now. Unfortunately never 
ventured into sports. 

Dr. KS: anything needs to be done to medical education? What is the future of OBG? 

Yes this is an era of litigation. I wish a subject covering medico-legal issues is introduced to be taught by a 
lawyer to make the working of a doctor more safe, especially obstetricians. 

Future of OBG is sub/super specialities. We may not see OBG as a broad specialty as we have now but 
doctors dealing with only endoscopy, USG, urology, oncology, menopause, adolescence etc will come up. It 
has to happen. It has already happened in the west.  
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Dr. CS: with the kind of student-teacher relationship what is the future of a teacher? 

Change is the principle of universe. It is inevitable – supposed to pave way for development. You don’t be 
adamant, learn to adapt. Those who cannot adapt will perish. Darwin’s theory of survival of the fittest is to 
be understood as survival of the person with the nature to adapt to whatever that comes. Accept the change. 
Move with the wave. 

Dr. KS: what is your message to fellow obstetricians/ students/ teachers? 

I don’t want to give any message to anyone. Life has brought me here where in I’ve learnt from my 
experiences. I cannot apply it to someone else. It depends on their mentality, environment, exposure, 
situations and receptivity. What is good for me need not be good for all.  

Dr. KS : Madam,a serious allegation : we hear that madam is never helpful to her closest associates also 
when it comes to question of doing a favour.. 

Dr. SK: What kind of favour? 

Dr .KS : may be helping students in exams or helping colleagues 

See when it comes to rendering professional service to anyone or teaching- I’ve taught at midnight hours also 
or whenever the requests are genuine I help anyone. I do many charities even to-day. But at personal level I 
believe that if someone is talented enough he gets what he deserves. Doesn’t require recommendations. 

When it comes to favouring students in exams I sincerely follow what my father used to say “if you pass a 
candidate, you should be ready to get treated by him or her”. I proudly say whenever I’ve fallen sick, I’ve 
received treatment from my own students most of the times. 

- What comes to your mind when I say: 
- Vani vilas hospital :     ocean of knowledge 

- KMC Hubli :      my home 

- Dr. S N Kaulgud :    omnipotent 

- Rape victim :      unforgettable agony 

- Laparoscope :      camps 

- Dr. Kulkarni (father) :    friend 

- Eligible person refusing contraception : only time I get angry 

- BSOG :      scientific sessions 

- Dr. Shashikala Hiremath :    suffering of a truth loving person 

- PG examinership:     tougher than taking exams 

- Rape accused :    bobbitization 

 

Art & Craft by Dr.Sunanda 
Kulkarni 
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- Rapid fire: 
 

- If not a doctor? 
- Astrophysicist 
- If not obstetrician then what other specialty? 
- Physician 
- If not a teacher what would you have done? 
- Cannot imagine 
- Your role model? 
- Dr. Kaulgud S N 
- One quality to be the best doctor? 
- Enjoy treating your patient 
-  Have you achieved what you wanted to? 
-  Yes, about 90% 
-  Best teacher you have seen? 
-  Dr. Kaulgud S N 
-  Subject you disliked during your studenthood? 
-  Pharmacy/physiology because of animal torture 
-  Best topic on which you want talk? 
-  Ultrasound 
-  If asked to do which sub specialty would  

you choose? 
-  Ultrasound 
-  Which was your best working place? 
-  KMC, Hubli 
-  Who was the best unit chief to work with? 
-  Dr. Kaulgud S N 

(A Poem on “Dr.Sunanda Kulkarni” 
By her beloved student) 

 

QUEST OF EVEREST 
 

Gowrishankara shook his head in disbelief 
To see ’her’ so well read still modest, curt and brief 
Lowered status made him sad and filled with grief 

Went to fathomless pacific for some relief. 
 

Calm and deep Pacific gave him a welcome smile 
Told him ‘her’ knowledge depth and quest for a while 

Though listening about ‘her’ wisdom in detail 
Everest went to the land of dead to meet the Nile. 

 
Nile the longest, flowing down in majesty 

Looked at Everest, tallest man with courtesy 
‘She’ has coursed a mile longer than what have I 

Better realise than feeling jealous and shy. 
 

Fed up of quest came back tired Mt. Everest 
With realisation, that he is not  the tallest 

Came with Pacific ocean and Nile from the west 
Together they met painter, teacher, doctor  best. 

 
“Oh! Madam I had a tiring round journey 

To see the walking wisdom greater than all we” 
And then they all with words as sweet as honey 

Blessed in bounty Dr. Sunanda Kulkarni 
 
 

- Dr. K Srinivas 

 

 
                  Painting by Dr.Sunanda Kulkarni           Books by Dr.Sunanda Kulkarni 
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Laparoscopic Ovarian surgery : Conserve My Reserve 

Dr. Madhuri Vidyashankar, Consultant at Milann fertility centre 

Ovarian reserve has been defined as a woman’s reproductive potential in terms of the number of ovarian 
follicles and the oocyte quality. The term ovarian reserve denotes the available pool of primordial follicles in 
the ovary. It is a major determinant of human fertility potential. Diminished ovarian reserve reflects the 
process of follicular depletion and decline in oocyte quality and can be considered as an accurate measure for 
ovarian function1. Ovarian reserve can be screened by use of various tests like age, endocrine tests,S.AMH, 
ovarian volume and antral follicle count (AFC).2 

Various ovarian surgeries like ovarian endometriosis  surgery ,laparoscopic ovarian drilling ,ovarian torsion 
surgery ,ovarian ectopic pregnancy surgery affects the ovarian reserve by destroying the ovarian follicles 
thereby reducing the S.AMH levels and increasing the S.FSH levels compromising the fertility potential of 
the women undergoing these surgeries . This article is an attempt to discuss the various surgeries reducing 
ovarian reserve and methods to conserve the reserve during these surgeries . 

Ovarian endometriosis surgery : 
Endometriosis is the presence of endometrial glands and stroma outside the uterine cavity affecting 
mostly women of reproductive age. The prevalence is found to be 7%–10%, but among infertile 
women it increases up to 50%3.The ovary is the most common organ affected by 
endometriosis.Seventeen percent to 44% of patients with endometriosishave ovarian endometriomas, 
and about 19% to28% are bilateral .Endometrioma is the formation of a cyst within the ovary with 
ectopic endometrium tissue lining . The cyst has a pseudocapsule adjacent to the normal ovarian 
tissue4.  
The treatment of endometriosis must aim at the destruction of all lesions, adhesiolysis to ensure the 
normal anatomical restoration , prevent recurrences, and increase conception rates in patients with 
subfertility. Although the most effective treatment modality of endometrioma is controversial, 
laparoscopic excision by the stripping technique is accepted to be the gold standard surgical approach. 
A meta-analysis showed that in comparison to drainage and ablative surgery, excision of 
endometriomas are better in terms of reduced pain, increased pregnancy, and decreased recurrence 
and reoperation rates5.However Cystectomy may be destructive to the ovary, decreasing fertility, and 
ablation may be an incomplete treatment with a high risk of recurrence and lower cumulative 
pregnancy rate when compared with cystectomy6.  
One of the major concerns about excision of endometriomas is their negative effect on ovarian reserve 
because of follicle loss7. Removal of endometriomas has been associated with poorer performances in 
IVF procedures, and decreased ovarian volumes that ensues  after surgery. several previous studies 
have indicated that this procedure is associated with decreased postoperative ovarian reserve , in 
particularin women with bilateral endometriomas . Early menopause and a high percentage of 
premature ovarian 
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failure are observed in women who have  undergone surgery to treat bilateral endometriomas 8,9,10.Removal 
of healthy ovarian tissues and thermaldestruction of ovarian follicles due to excessive use of 
bipolarcoagulation during laparoscopic surgery may be the primarycauses of damage to ovarian functions . in 
subfertile women, ovarian damage during 
treatment is a serious problem. In the case of ovaries that have undergone multiple operations or bilateral 
endometriomas,the protection of the ovarian reserve is an extremely important 
matter.Apart from good surgical techniques, to minimize recurrence and to protect the ovarian reserveduring 
laparoscopic cystectomy of endometriomas, the vasopressin injection technique has been used 11. This 
techniquecould preserve postoperative ovarian reserve inwomen with bilateral endometriomas by reducing 
the lossof normal ovarian tissue and use of electrocoagulation duringlaparoscopic cystectomy. With the 
effects ofvasoconstriction and hydrodissection, the vasopressin injectiontechnique not only reduces vessel 
rupture of ovarian parenchymabut also decreases oozing from the ovarian cortex and reduces coagulation 
damage to ovarian tissue. Because of the hydrodissectioneffect of vasopressin injection, the boundary 
betweenthe cyst wall and the normal ovarian tissue is well delineated in most cases, andthus the cyst can be  
easily stripped from the remaining ovary with removal of only a small amount of normal ovarian tissue12. 
Surgery for recurrent endometriosis is preferred only in cases with endometriotic cyst size of more than 4 
cms or when the cyst interferes in the oocyte retrieval technique as repeated surgery for endometriosis further 
reduces ovarian reserve.Smaller cysts are managed with cyst aspiration or Gnrh analogues for suppression. 
Vasopressin injection technique also facilitates easy cystectomy due to easier plane identification in simple 
ovarian cysts and dermoid cysts . The vasopressin induced vasoconstriction and plane definition avoids 
coagulation of the ovarian tissue required after cystectomy ,thereby avoiding damage of ovarian follicles .  
 
Laparoscopic ovarian drilling and ovarian reserve :  
Laparoscopic ovarian drilling is currentlythe method of choice to treat anovulatory women with 
polycysticovary syndrome resistant to clomiphene citrate13,14. Not only does LOD produces  high ovulation 
and pregnancy rates ovulation 70%–80%  pregnancy rates 40%–60%15,16it also lowers chances of 
multiples,lowers chances of overstimulation, requires less extensive monitoring, cost-effectiveness compared 
with gonadotrophin treatment .However it has been seen that diminished ovarian reserve may occur after 
bilateral ovarian drilling but not after clomiphene citrate induction of ovulation or unilateral ovarian 
drilling1and this could be related to the amount of thermal energy provided to the ovarian stroma. On the one 
hand,  fixed thermal dosage may not achieve the optimum ovulation rates or even may retain disease 
manifestations in patients with large ovaries .Large thermal doses may however cause decreased ovarian 
reserve ,ovarian atrophy or increased periovarian adhesions .Hense adjustment of thermal dose objectively 
onthe basis of preoperative ovarian volume will ameliorate androgenproduction adequately and enhance 
follicular growth resulting in 
better reproductive outcomes without the extra risk of adnexaladhesions where in LOD using a thermal dose 
of 60 J/cm3 has a betterreproductive outcome compared with fixed thermal dosage of 600 Jper ovary in 
treatment of patients with PCOS with CC resistance 17.  

 
Also strict selection of cases for laparoscopic ovarian drilling improves reproductive outcome and prevents 
diminution of ovarian reserve .  Marked obesityBMI>35, marked hyperandrogenismand/or long duration of 
infertility in women >3years with PCOS seem to predict resistance to LOD. High LH levels LH levels >10 
IU/l ,LH/FSH ratio >2 in LOD responders appear to predict higher probability of pregnancy18.  
Hence right selection of cases and right selection of thermal dosage to ovarian stroma preserves ovarian 
reserve . 
ovarian torsion :Ovarian torsion is a true gynecologic emergency. It accounts forapproximately 3% of all 
gynecologic surgical emergencies, and it isestimated that 12% to 25% of women with torsion are pregnant It 
occurs more frequently in the first and second trimesters, althoughit may occur at any gestational age . 
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Torsion of normal adnexahas been reported predominantly in prepubertal girls.The incidence of ovarian 
torsionafter IVF treatment has been reported to range from 0.08% to0.2%  Severe OHSS is a serious medical 
disorder that can critically affecta patient life when complicated further by ovarian accident OHSS, 
particularly if associated with pregnancy, maybe by itself a risk factor for ovarian torsion . It usuallypresents 
after hCG administration in ovulation induction programs and early in the first trimester if conception occurs 
The majority of OHSS follows a self-limiting course , especiallywhen pregnancy is not achieved, with the 
main line of management 
being conservative. Surgical intervention may beindicated in cases of ovarian accidents, and it is challenging 
becauseintervention should aim at correcting the pathology and maintaining 
ovarian integrity and reserve19-23. How do we conserve the reserve ? 
1.An early diagnosis of adnexal torsion is crucial because it mayprovide the opportunity to preserve the 
ovary; The use of colorDoppler sonography has proved useful for an earlier diagnosis; itdemonstrates a 
decreased diastolic blood flow to the torted ovarythat is in contrast to the increased diastolic flow usually 
found inOHSS 24. The late presentation of the patient or delay in diagnosis means that complete ovarian 
devitalization has already occurred,resulting in the need for salpingoopherectomy. 
2. Ovarian torsion traditionally had been managed with salpingo-oophorectomy, primarily because 
preservation of theischemic adnexa was considered a risk factor for thromboembolic 
sequelae. It is now known that the risk of embolicevents is low, and because ischemic adnexa regain 
follicularactivity , more studies advocate conservative treatment of adnexal torsion in prepubertal and young 
women25 with oophoropexy to prevent recurrent torsion. 
Conservative management by detorsion of the twisted adnexa has been associated with 
a favorable prognosis for subsequent ovarian function and doesnot affect the course of the associated 
pregnancy26 or subsequent IVF cycles . 
 
Conclusion :  Every follicle matters in preserving the ovarian reserve of a woman .Following principles of 
laparoscopic surgery facilitates preservation of ovarian reserve . 

• Identify the right plane and vasopressin infiltration for bloodless cystectomy  
• Judicious and cautious use of electrosurgery while coagulating bleeding points on ovarian surface 

after cystectomy .. 
• Right selection of cases and thermal dose for laparoscopic ovarian drilling . 
• Early diagnosis and ovarian detorsion rather than oophorectomy  in ovarian cyst torsion during 

pregnancy and detorsion and fixing the ovary in non pregnant women with torsion . 
• Conservative ovarian ectopic surgery when feasible for ovarian ectopic pregnancy .  

 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Noble thoughts 
Tips from Swami Vivekananda to control mind 
 Sit quietly and let the mind wander where it wants to go. Keep a strong faith that you are 

watching your mind drifting in all random directions. The mind is not you or I. Now try 
connecting with God but not with any worldly thing or relationship. After some time you will 
see that your mind is calming down like a serene lake. This will slow down the wandering of 
mind. Each day practice this and identify yourself. With time your mind will be under your 
control. 

 Be a man or moral value as pure mind is easy to control than impure one. 
 Controlling mind is not a one day’s job but it needs a regular and systematic practice. It comes 

under control when there is a feeling of oneness with God. 
 Your body is a weapon and consider it very strong. Consider your mind to be very strong as 

only with strong mind and body you will be able to cross the ocean of life. Have a strong faith 
in yourself, your body and mind. 
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Ovarian stimulation - from theory to practice 
 - Dr. Divyashree, Consultant Milann fertility center 

 
Since the pioneering days of in vitro fertilization (IVF), ovarian stimulation 
has been an integral part of assisted reproductive techniques (ARTs). The 
goal of ovarian stimulation is to induce ongoing development of multiple 
dominant follicles and to mature many oocytes to improve chances for conception either in vivo (empirical 
ovarian stimulation 

with or without intrauterine insemination) or in vitro (with IVF) (1, 2). This approach of interfering with 
physiological mechanisms underlying single dominant follicle selection 

is usually applied in normo-ovulatory women (3). This should be clearly differentiated from ovulation 
induction, which aims to induce monofollicular development and ovulation in anovulatory women (4).  

Folliculogenesis 

Basic knowledge about folliculogenesis is very important to understand the intricacies of ovarian 
stimulation. Initiation of growth of primordial follicles, also referred to as primary recruitment, occurs 
continuously and in a random fashion. Follicle development from the primordial to the preovulatory stage 
takes several months. The great majority of primordial follicles that enter this development phase undergo 
atresia before reaching the antral follicle stage, principally through a process of apoptosis. The degree to 
which early stages of follicle development are influenced by FSH remains unclear. At more advanced stages 
of development do follicles become responsive to FSH and obtain the capacity to convert the theca-cell 
derived substrate androstenedione to estradiol (E2) by the induction of the aromatase enzyme activity. Due 
to the demise of the corpus luteum during the late luteal phase of the menstrual cycle, E2, inhibin A, and 
progesterone(P) levels fall. This results in an increased frequency of pulsatile GnRH secretion, inducing 
rising FSH levels at the end of the luteal phase. 

Although each growing follicle may initially have an equal potential to reach full maturation, only those 
antral follicles that happen to beat a more advanced stage of maturation during this intercycle rise in FSH 
(levels surpassing the so-called threshold for ovarian stimulation) gain gonadotropin dependence and 
continue to grow. This process is referred to acyclic, gonadotropin-dependent or “secondary” recruitment, 
as opposed to the initial gonadotropin-independent primary”recruitment of primordial follicles. 
Decremental follicular phase FSH levels (effectively restrictingthe time where FSH levels remain above the 
threshold,referred to as the FSH window appear to becrucial for selection of a single dominant follicle from 
the recruited cohort. As FSH levels fall, all but the dominant follicle (with its increased sensitivity to FSH) 
lose the stimulus to further development and become atretic. 
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Ovarian stimulation 

The goal of ovarianstimulation is to induce ongoing development of multiple dominant follicles and to 
mature many oocytes to improve chances for conception either in vivo (empirical ovarian stimulation with 
or without intrauterine insemination) or in vitro(with IVF) 

Types of ovarian stimulation 

1. Ovulation induction 
2. Super ovulation  
3. Controlled ovarian hyper stimulation 
 
Ovulation induction in PCOS 

In women with PCOS, there is an apparent failure to select a dominant follicle and it is assumed that the 
larger antral follicles (5–8 mm) have been arrested in development. The simple explanation for this 
phenomenon is that serum concentrations of FSH, while rarely frankly low, are suppressed below the 
‘threshold’ level required during the early follicular phase to stimulate normal follicle maturation.(5) 
Indeed, increasing serum FSH (by treating with anti-estrogens or exogenous FSH) is the mainstay of 
successful induction of ovulation.  

Major difficulties faced during ovulation induction in PCOS are, Clomiphene citrate( CC) resistance, CC 
failure and thin endometrium 

No ovulation in 3 cycles of CC with dosage of 150 mg for 5 days is termed as CC resistance. This is can be 
overcome by initial higher dose or by prolonged usage of CC, preliminary suppression with OCPs, adjuvant 
or sequential gonadotropins and laparoscopic ovarian drilling. 

CC failure is referred to as failure to achive pregnancy inspite of 3 ovulatory cycles with CC. One of the well 
known cause of CC failure is thin endometrium. A practical approach for the problem of thin endometrium 
in CC stimulated cycles would be to start CC earlier on menstrual cycle i.e., from day 2 instead of day 5, as 
the endometrium gets some time to recover from the deleterious effects of CC. Other option includes 
increasing E2 concentrations reaching the endometrium either by exogenous E2 or by endogenous 
production which can be achieved by administration of gonadotropins. 

Super ovulation 

Indications of super ovulation include - unexplained infertility, mild to minimal endometriosis and mild male 
factor. Major problems faced during super ovulation are follicular endometrial asynchrony and 
development of more than 3 follicles. 
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Causes for follicular endometrial asynchrony are due to the effect of CC on endometrium or due to early 
recruitment, selection and dominance of the follicle. Trouble shooting of thin endometrium due the effect 
of CC has been discussed earlier. Early selection and dominance of the follice in a super ovulation cycle 
could be due to selection of inappropriately high starting dose of ovulation induction agent or it could be an 
early sign of declining ovarian reserve. Multi folliculogenesis is one of the dreaded complication of super- 
ovulation. The prefix super most commonly used to denote best of the best, when used for ovarian 
stimulation means that it should be one the best modality of treatment for infertility. This may not be true 
always, as super ovulation can result in undesired complication of multiple pregnancy especially higher 
order multiples if the stimulation is not tailored correctly. As clinicians it is our prime responsibility to sap 
the power of super ovulation in multiplying pregnancies. Either the cycle should be cancelled or converted 
to IVF/ICSI  as the case may be, whenever the number of follicles are more than three. 

Controlled ovarian hyperstimulation 

The main objective of individualization of treatment in IVF is to offer every single woman the best 
treatment tailored to her unique characteristics, thus maximizing success, eliminating iatrogenic risks, such 
as OHSS, and minimizing the risk of cycle cancellation. 

Although personalization of IVF treatment may lead to an improvement in patient compliance and better 
clinical practice, it is far from easy. The difficulty derives from the vast number of drugs and choices 
available for controlled ovarian stimulation (COS), such as the GnRH analogues, the gonadotrophin 
preparations and other adjuvant therapies, and from the lack of a clear evidence-based therapeutic 
approach for different subgroups of patients.Clinicians usually choose therapies according to anamnestic 
and/or clinical criteria, the most important being the outcome of previous IVF cycles. The selection of a 
clinical protocol appears much easier in women who have undergone previous IVF attempts. If no previous 
cycle has been performed, the choice is likely to be empirical, and based on either the clinician’s or a 
centre’s preference. The clinical criteria used by most clinicians to select a protocol usually include the 
woman’s age, BMI, menstrual cycle characteristics, features suggestive of polycystic ovary syndrome 
(PCOS), such as hyperandrogenism, and previous ovarian surgery. A key factor determining the outcome of 
COS and subsequent IVF outcome is selection of the gonadotrophin starting dose. The need for 
individualizing gonadotrophin dosage derives from the assumption that variability in the functional ovarian 
reserve (the pool of recruitable follicles)is very wide (6, 7, 8, 9) and consequently a standard fixed dose of 
gonadotrophin may not be suitable for all women. Correct individualization of the gonadotrophin start dose 
is an extremely important clinical decision. For example, in a woman with either a normal or an elevated 
ovarian reserve, the choice of an unduly low gonadotrophin dose could lead to a mono or pauci follicular 
development, not always desired in IVF cycles. On the other hand, the choice of an excessive dose could 
provoke an excessive ovarian response with subsequent OHSS risk.Recently, some authors have suggested 
that the prescription of standard medications is unacceptable both from an ethical and legal point of view, 
as it could have negative results for the woman(10, 11). 
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As stated above, the correct individualization of treatment protocols in IVF should be based on the correct 
prediction of ovarian response especially the extremes, namely poor and hyper response. The aim is then to 
choose the ideal treatment protocol according to this prediction. The prediction of a poor or hyper 
response also allows clinicians to givewomen more accurate information regarding the likelihood of these 
scenarios occurring during their IVF cycle.  

Prediction and prevention of hyper response 

OHSS can be predicted by primary and secondary risk factors. Primary risk factors include high AMH of  
>3.36 ng/mL, age < 33 years, previous history of OHSS of moderate to severe variety, PCOS or poly cystic 
ovaries on scan i.e., > 12 AFC of 2 - 8 mm. Secondary risk factors include > 14 follicles of 11 mm and/or  >11 
follicles of 10 mm and /or high E2 of > 5000ng/L on the day of trigger and raised inhibin levels on day 5 of 
stimulation, on the day of OPU and also after 3 days post OPU. 

Primary prevention of OHSS is by reducing the exposure to gonadotropins either in duration or dosage, 
choosing antagonist protocols, insulin sensitizers, avoiding hCG for luteal phase support. Invitro maturation 
of oocytes is a new horizon in primary prevention of OHSS. 

Secondary prevention measures of OHSS include coasting, decreasing the dosage of hCG for trigger, using 
GnRH agonist for as an alternative to hCG trigger, and cryopreservation of all embryos.(12) 

Prediction and dealing with poor response 

Poor response can be predicted either by clinical, biochemical and sonological parameters. Clinical 
parameters which predict poor response include age, previous poor ovarian response and previous ovarian 
insult. Biochemical parameters which predict poor response are AMH, basal FSH, basal E2 and inhibin. 
Sonological parameters are basal antral follicle count and ovarian volume. Armamentarium to improve poor 
response include higher starting dose of gonadotropins, but not too very high that it is way beyond the 
saturation kinetics. Different varieties of agonist and antagonist protocls, natural or modified natural 
protocol, pre-treatment with androgens, adjuvants like growth hormone. 

Conclusion 

After many years of practice, we have clearly understood that “one size fits all” approach no longer holds good. 
Individualizattion of treatment is the key to success in ovarian stimulation. Though personalization of treatment is 
not very easy, it is not impossible either. With the the help of huge amount of clinical data and the armamentarium of 
ovarian resrve tests individualization of ovarian stimulation is the way forward in reproductive medicine.   
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PRIMARY AMENORRHOEA: A CLINICAL SPECTRUM 

Dr. K V Malini,  
Prof HOD OBG Dept, BMCRI 
 
Dr. Sahana Rao 
Post Graduate, BMCRI 
 

Primary amenorrhea is defined as the absence of menses by 13 years of age when there is no visible 
secondary sexual characteristic development or by 15 years of age in the presence of normal secondary 
sexual characteristics.It could result from dysfunction in hypothalamus, pituitary, ovary, uterus or vagina and 
the clinical presentations may be varied. We are presenting here few  cases of primary amenorrhea of clinical 
interest. 
 
Case 1: 
23 year old patient came with chief complaints of not attained menarche and pain abdomen since 5 days. On 
examination, Height: 160cm, Arm span: 163cm, Breast: Tanner stage 4, Pubic hair scanty and Axillary hair absent. On 
per abdomen examination a 15x10cm tense, cystic, tender mass felt in the right iliac fossa with restricted mobility, all 
borders made out except the lower border. On local examination, external genitalia was normal, hymen intact and 
there was no imperforate hymen. Ultrasonography showed: A large thick walled cystic lesion measuring 10x9x8.5 cm 
with diffuse low level internal echoes-?hematometra and a small 3x2 cm hypoechoic structure seen on left side in 
continuity with the above cystic lesion-?hypoplastic cornu of bicornuate uterus. 
A probable diagnosis of Bicornuate uterus with hematometra in right horn and 
hypoplastic left horn was made and patient was prepared for OT. In OT 
examination under anesthesia carried out which revealed normal vagina, but 
cervix neither visualized nor felt. A cystic mass was felt through the vagina, so 
cervical atresia suspected and the cyst was aspirated and chocolate coloured 
fluid was drained (200ml). Further diagnostic scopy was inconclusive due to 
dense adhesions. Uterus and tubes could not be visualized.Patient was 
discharged after this but we insisted on getting the investigations done.After a 
week patient came with karyotype report of XY which made us to rethink our 
diagnosis. At this point of time Swyers syndrome was suspected and further investigations were carried out to 
confirm the same which included the following: 
FSH – 114mIU 
LH – 53.5mIU 
Thyroid profile –Normal 
Laparotomy was performed and thick walled collapsed mass with the omental adhesions on the right side was noted.  
Hypoplastic uterus was present with the tubes and left streak gonad. Adhesions were released and the mass, uterus, 
tubes and the left streak gonad were removed, sent for HPE. Histopathology report showed seminal vesicles as 
shown in the fig 
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Case 2: 
A 13 year old girl presented with h/o not attaining menarche.On examination: Secondary sexual characters were 
appropriate for age.Her mother was worried because  her twin sister had attained menache.Abdominal examination 
did not reveal any mass / organomegaly. Ultra sound showed right adnexal moderate sized cystic mass with mural 
calcification -?dermoid cyst. 
Laparoscopy done: Uterus and tubes were normal. Left ovary normal. Cyst found to be adherent to appendix, 
anterior abdominal wall, omentum and burrowing into bladder; hence proceeded with laparotomy.Ovariotomy and 
appendicectomy done 
  followed by bladder repair. Patient withstood procedure well and went home on 5th post operative day after 
counselling. She attained menarche six months later. 
 

 
 
 
 

CASE 3: 
 14 year old patient was referred from VIMS Bellary in view of primary 
amenorrhea withh/o appendectomy 4yr back, h/o ATT taken for abdominal 

tuberculosis for 6months 2yr back and h/o 
transcutaneous aspiration of hematometra 1 month 
back. On examination, Breast: Tanner stage 2, Pubic hair: 
sparse and axillary hair: absent. Per abdomen 
examination revealed a tense, tender cystic mass of 
about 18 to 20 week size in the hypogastrium. Its borders 
not clearly made out and mobility was restricted.On local 
examination, external genitalia were normal and hymen 
intact.Investigations revealed normal FSH (10mIU), LH 
(8mIU) and thyroid levels.USG showedhematometra 
(294cc) with hematosalpinx and exudative ascites 
withpelvic cystic lesions with internal echoes- s/o debris. IVP showed absent Left kidney. Outlet obstruction was 
suspected and patient was posted for exploration in OT. Patient had transverse vaginal septumwhich was resected 
and old collected blood drained but cervix could not be felt. Hence the diagnosis of cervicovaginal atresia was made 
so decided for laparotomy for confirmation of diagnosis and definitive management. But on laparotomy, there was 
obscure anatomy.3 endometriotic cysts of size 5x4cm were identified and drained after releasing adhesions. Large 
bilateral hematosalpinx present which was drained.As hysterectomy is the treatment for cervicovaginal atresia 
patients attenders were counselled and decided for the same, but uterus was totally adherent to bladder and could 
not be mobilized.So bilateral oophorectomy done in view of giving quality life to the patient. 
 
 

dermoid cyst and appendix 

 Cyst consisted of 

 Well developed 
mandible 

 Well formed 3 teeth  

  Sebaceous material 

  Hair 
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Case 4 : 
  16 year old patient came with complaints of not attaining menarche. On 
examination Breast: Tanner stage 4, Axillary hair and pubic hair present.  
Per abdomen was soft. On local examination, External genitalia normal, 
with a shallow blind ending vagina.On ultrasonography, uteruswas not 
visualized and boththe ovaries appeared normal. 
This was a case of MRKH syndrome (mullerian agenesis) where ovaries 
will be present with absent uterus and tubes with a karyotype of XX. 
 
Case 5: 
14 year old patient came with complaints of not attaining menarche and cyclical pain abdomen since 1yr.On 
examination, Breast: Tanner stage 4, Pubic hair: present and  Axillary hair were scanty. On per abdomen there was a 
firm tender mass about 24 weeks gravid uterine size, all borders made out except the lower border.On local 
examination, external genitalia were normal, bulging membrane seen  at the introitus s/o imperforate hymen. USG 
showed collection of fluid in pelvis size:12.7x5.7x7.4.   Uterus not  made out separately from the collection. 
Imp: Hematocolpos/hematometra 
Cruciate incision was put on the hymen and the haematocolpos was drained. 
 
Conclusions:Primary amenorrhea is a real challenge to all gynecologists because of its varied presentation and 
warranting expensive investigations.Proper history taking, detailed examination of the patient, discrete use of 
investigations and lastly management most appropriate to the situation go a long way in managing such cases.  
 
 
 

 
 
 
 

Obgyn watch   
          
What do Calcium and Vit D have to do with GDM? 
Jennie Smith et al, Ob.Gyn.News June 23, 2014 

 
- Dr.Jyothika A Desai 

 
56 women with GDM between 24 and 28 weeks’ gestation were given 1,000 mg calcium daily and 
a 50,000 IU pearl of vitamin D3 at baseline and day 21 
At 6 weeks, compared with placebo, women assigned to the calcium-vitamin D group saw 
significantly lower fasting glucose (- 0.89 vs +0.26 mmol/L), serum insulin levels (-13.55 vs. + 9.17 
pmol/L) and insulin resistance (-0.91 vs + 0.63). 
Calcium and vitamin D together may be more efficient in influencing metabolic profiles, possibly 
through their combined effects on cell cycle regulation, activation of antioxidant enzymes, and 
suppression of parathyroid hormone 
 
Here’s good news for the older gravidas 
Women's Health / Gynaecology News; 27 June, 2014  
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Longevity in women likely indicated by reproduction later in life 
The Journal of the North American Menopause Society, says women who are able to have children 
after the age of 33 have a greater chance of living longer than women who had their last child 
before the age of 30 
The study was based on analysis of data from the Long Life Family Study (LLFS) - a genetic study 
of 551 families with many members living to exceptionally old ages.  
The research found that women who had their last child after the age of 33 years had twice the 
odds of living to 95 years or older compared with women who had their last child by age 29. 
 
Kisspeptin outperforms HCG for early miscarriage prediction 
M. ALEXANDER OTTO, Ob.Gyn. News Digital Network JULY 3, 2014 
 
A one-time measurement of plasma kisspeptin – a family of placental peptides, better predicts 
miscarriage than does serial measurement of human chorionic gonadotropin (HCG), a widely used 
measure.Plasma kisspeptin above 1,306 pmol/L was associated with a highly significant 87% 
reduced risk of miscarriage, even after adjusting for age, body mass index, gestational age, 
smoking, and blood pressure. 
 
 
 
Yoga is here to stay!! 
Medical News Today, 5 May, 2014 
 
There is a growing body of evidence that maternal antenatal anxiety may increase the risk of 
preterm delivery and the likelihood of giving birth to a low birth weight child. 
Yoga is often recommended to pregnant women by medical professionals on the assumption that it 
may help in reducing stress, but this has never been put to the test, scientifically. 
The women were split into groups, 1: a weekly yoga session for 8 weeks,  
2: normal prenatal treatment. 
- The researchers calculated that a single session of yoga reduced self-reported anxiety by a third 
and stress hormone levels by 14%. 
The stress-defeating powers of yoga also did not diminish after the 8-week course as the 
participants' stress and anxiety scores at the end of the course were similar to those reported in the 
first week of Yoga. 
There is also evidence yoga can reduce the need for pain relief during birth and the likelihood for 
delivery by emergency caesarean section.Perhaps we should be providing yoga classes on the 
[British National Health Service]. It would be relatively cheap to implement, could help mothers and 
their children be healthier, as well  as reduce the costs of longer term health care. 
 
 
Will placing the newborn on the maternal abdomen or chest before clamping the cord 
adversely affect the volume of placental transfusion due to gravity? 
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What’s the connection between fat women and Emergency Contraceptives containing LNG? 
 

 

However, FDA is reviewing the effect of weight on the efficacy of EC and the final verdict is not yet 
out. 

 

 

 

 

 

Microchips and Wireless Birth Control? 

July 17, 2014  Contraception 

MicroCHIPS is developing a chip which can be implanted under the skin and can administer 
hormones for 16 years. The device can be turned on and off at the patient's discretion wirelessly 
via a remote control. It can be activated when birth control is needed and deactivated again when it 
is no longer desired. 

 

 

 

 

Lighten your hearts 
 
A mechanic was removing the engine parts from a motorcycle. 
When he saw famous heart surgeon in his shop, 
he called the surgeon and said “look at this engine i opened its heart, took the valves out, repaired and put 
them back, so why do i get such a small salary and u get such a huge one?” 
The doctor smiled at the mechanic and came close to his ear and said 
“Try the same when the engine is running” !! 
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BUT, someone across the room can re-program your implant; the chip may actually know when 
you're having sex. So, there will be no privacy. It could bar certain people from having children. 
ALSO, LNG has an “effectiveness rate” of only 49 percent when blocking ovulation alone and it is 
also an abortifacient 

FDA approves HPV test for primary screening of cervical cancer for women aged 25 years 
and over 

Medical News Today (April 2014) 

The Cobas human papillomavirus (HPV) test, (Roche Molecular Systems), can detect 14 High risk 
types of HPV that can cause cervical cancer. The test was previously approved by FDA in 2011 for 
use in conjunction with a Pap test, as a Co-Test or for followup. 

 

Cinnamon In PCOS? 

June 25, 2014, Obgyn Net 

Cinnamon has been found to have insulin-sensitizing effects in both animal and human studies. A 
prospective randomized, placebo-controlled pilot study involving 15 women with PCOS 
demonstrated significant reductions in fasting glucose and insulin-resistance parameters after eight 
weeks of oral cinnamon extract. Menstrual cycles were more frequent and ovulatory in women 
taking cinnamon compared with women taking placebo. 

Cabergolin in Endometriosis? 

31 March 2014, Arch Gynecol Obstet 

In a prospective, randomized study, 140 patients with endometrioma, Cabergoline, 0.5 mg, twice 
per week was given for 12 weeks. GnRH agonist, Decapeptyl 3.75 mg was given monthly for 3 
months. The end point was reduction in the size of the Endometrioma by > 25%. 

Conclusion: Cabergoline yields better results in decreasing the size of endometrioma compared to 
LHRH agonist by exerting antiangiogenic effects through vascular endothelial growth factor 
receptor-2 (VEGFR-2) inactivation. It has no major side effects, easier to administer, and cheaper 
than LHRH agonists. 
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Bangalore does it again!!! 

 

Dr Lavanya Kiran and Team from Narayana Health City bagged the prestigious CAMTech(USAID) Medical Hackathon 
Award for the instrument called PEL-DIA. The concept was selected from among85 entries from across the globe. 

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

 

 

 

 

 

Medical Records 

Duties of Physicians and precautions to avoid litigation 
 
                                         
 
 

                               -Mr.C N Mohan, Advocate 
      9845038681 

medicalcounsel@gmail.com 
ncmlegal@gmail.com 

 
A patient’s right to medical records is a Constitutional right rooted in Articles 19 and 21 of the Constitution of India. 
ThePhysician’s duty and the patient’s right to medical records are specifically dealt with in Regulation 1.3 of the 
Indian Medical Council (Professional Conduct, Etiquette and Ethics) Regulations, 2002.  Medical record includes not 
only the case sheet of the patient but also the test reports, x-ray films, MRI/scan films. The focus in this article in on 
medical records the subject of documentation will be dealt with in a separate article. 
 
 
 

“The greatest impurity is ignorance. Free yourself from it. Be pure”. 
 
“Your work is to discover your work And then with all your heart To give yourself to it”. 
 
“We are what we think. All that we are arises with our thoughts. With our thoughts we make the 
world”. 
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The Cardinal Rule - Medical records are property of the patient. 
 
It is no defence for Physicians to contend that they have not charged for maintenance of medical records and 
therefore they will not part with it.  Physicians are free to charge a reasonable sum towards maintenance of medical 
records and also for furnishing copies thereof (what is reasonable depends on each case). 
 
When a request for medical records is made either by the patient/authorised representative or legal authorities (i.e. 
Courts, Police by a request made in writing) the same should be duly acknowledged and records issued within a 
period of 72 hours.  Physicians often ask me how they are supposed to compute this period of 72 hours.  The period 
of 72 hoursis to be computed from the time of receipt of request up to the time of dispatch/issuance.  If the request 
is by post then from time of receipt of such post to dispatch of medical records, it is not necessary that it reaches the 
patient/applicantwithin 72 hours. 
 
Though the patient is entitled to original medical records in non MLC cases it is advised to issue certified copies unless 
otherwise insisted upon.  In MLC cases originals should not be given to the patient, originals are to be given only to 
Police or Court on a written request(unless otherwise indicated).  Preparation of certified copies includes indexing, 
paginating and then photocopying the medical records, each page should be signed as true copy and the authorised 
personnel should affix his/her signature before it is issued as a certified copy. 
 
It is important to obtain acknowledgment for having issued medical records.  If the patient/applicant has approached 
you in person then obtain his/her signature/thumb impression on the index of the certified copies by mentioning the 
number of pages provided (preferably in a language known to the applicant).  Whilst dispatching the records by post, 
send it by RPAD along with the index mentioning the number of pages issued.  You may indicate the charges for 
preparation and dispatching the records by post but be advised not to make it a precondition (unless it is a request 
for a second set).  If a party insists on sending the originals by post then notify him to collect it in person or that they 
are being sent at his risk and consequences. 
 
Though Regulations require that Physicians maintain medical records pertaining to their indoor patients for a period 
of 3 years from the date of commencement of the treatment a prudent legal professional would recommend that 
they be maintained for at least 3 years after last date of treatment/visit. 
 
Physicians have benefitted from keeping medical records in safe custody, when they deal with cantankerous patients 
or family members.  Ensuring the safe custody of medical records immediately on suspicion of an impending litigation 
is good practice.  This practice has ensured that copies or the originals don’t reach the patient party through 
unauthorised means.  (Reminds me of a case where the husband of a patient stole the records and blamed the 
hospital of wantonly misplacing the records to hush up his allegations of negligence).   
 
Law requires that inpatient medical records should contain the patient’s details such as name, age, sex, address, 
occupation, date of 1st visit, clinical note/summary of the case, provisional diagnosis, investigations advised with 
reports thereof, diagnosis after investigation, advice, follow up, other observations of relevance and importance with 
date, full signature, name of the treating physician preferably with registration number.  A performa prescribed by 
the Indian Medical Council is available in Appendix 3 of its2002 Regulations. 
 
It is very important that Physician write legibly, the benefit of doubt that may arise due to bad or inconsistent 
handwriting often goes to the patient.  In the eyes of the Court or investigating authority, what is not documented or 
what is not legible simply did not happen.  It is often found that Physicians tend to forget to mention the correct date 
and time, even more often the confusion is with regards to mentioning a.m. or p.m., sometimes following the 24 
hours clock system has led to greater confusion.  Even if a previous consultant has mentioned the correct date and 
time it is required that you mention it each time you make an entry. 
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Medical Certificates : A medical practitioner is required to maintain a Register of Medical Certificates giving full 
details of certificates issued.  While issuing a medical certificate the Physician is required to enter identification marks 
of the patient and keep a copy of the certificate.  The Physician should not omit to record the signature/ thumb 
impression, address and at least one identification mark of the patient on the medical certificate or report.  The 
Physician is also required to specify the nature and probable duration of the illness and must be accompanied by a 
brief resume of the case giving the nature of the illness, its symptoms, causes and duration.  Although strict 
compliance in this regards is required in cases of issuance of medical leave certificates it is advised that this practice is 
followed in all cases. 
 
Regulations also mandate that Physicians should display their registration numbers not only in their clinics but also in 
all their prescriptions, certificates, money receipts given to the patient. 
 
Violation of any of the above Regulations pertaining to medical records constitutes an act of professional misconduct 
rendering a medical professional liable for disciplinary action and also liability before the Consumer Forums. 
 
It is worthy to mention that the Karnataka Medical Council in August 2012 issued a press release requiring Physicians 
to write their prescriptions “legibly and readable by a pharmacist” and preferably in capital letters, further instructing 
Physicians to mention trade name and generic name of drug prescribed along with their signature and KMC 
registration number. 
 
In a recent of the Central Information Commission in the case of Nisha Priya Bhatia, the Central Information 
Commissioner has ruled that Information Commissions can enforce the patient’s right to his/her medical records 
against both government and private hospitals, whether they are public authorities or not, as per Sec. 2 (f) of the RTI 
Act, 2005.  This right is only available to the patient and does not extend to 3rd parties.  In Nisha Priya Bhatia’s case 
the Court had ordered doctors to assess her mental condition in order to determine if she was suffering from mental 
illness or unsoundness of mind.  The report of assessment was not made available to her and the above order came 
to be passed. 
 
In yet another case (Mr. Kapil Thakur Vs. Government of NCT of Delhi), the Information Commission has ruled that 
the husband cannot ask for his wife’s mental assessment report under the provisions of the RTI Act, but is entitled to 
only his medical reports.  In this case the officer had declined to part with the assessment report of the applicant 
claiming that it would be detrimental to the applicant’s health if he was unable to appropriately handle the contents 
of the report.  The Information Commission then directed the officer to obtain the opinion of the concerned Doctor 
and take a decision in accordance with the opinion. 
 
A Gynaecologist, Obstetrician could face similar dilemma whilst dealing with cases related to conduct of pregnancy 
tests on unwed women, paternity tests and virginity tests.  Special Care and Caution should be exercised while 
dealing with requests for medical records in such cases.  The use of partogram, maintenance of proformas especially 
in cases of shoulder distocia delivery, consent for VBAC, as provide by professional bodies such as RCOG and ACOG 
will greatly enhance credibility to your work. 
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Recent advances in the treatment of 
iron deficiency anemia 

 
Dr. Arulmozhi Ramarajan, 
Head of the Department of ObGyn, Church of South India Hospital, 
Bangalore. 

Iron deficiency anemia (IDA) is widely prevalent, across ages and socio-
economic divides. It has been, and remains a huge public health problem in 
our country. Anemia prevalence in adolescent girls and women of reproductive age is worrisome, as it is a major 
contributor to maternal morbidity and mortality. The diagnosis of anemia is simple. Treatment is also simple. But all 
measures to eradicate it have been rather unsuccessful. Let us take a look at what makes anemia management 
difficult, and what measures we may take to overcome the hurdles. 

 Oral iron has failed to check anemia: Oral iron therapy is the standard recommendation in the management 
of IDA. Elemental iron, in a dose of 120 – 180 mg /day for a period of 120 days should correct the deficiency. 
However, there are problems with compliance, intolerance, absorption, and transport to the erythropoietic 
tissues. Much of the ingested iron is excreted in the feces. Oral iron does not reach its destination. Therefore 
the response to treatment is rather uncertain.  

 Parenteral iron can overcome absorption hurdles: According to the UK Guidelines on the management of 
iron deficiency in pregnancy, “parenteral iron should be considered for women with confirmed iron 
deficiency who fail to respond to or are intolerant of oral iron”. Certainly, parenteral iron ‘reaches’ the 
destination.  

 Intramuscular iron Vs intravenous iron: Although the intramuscular route is easier to administer and needs 
less training and monitoring, the method suffers certain disadvantages like pain and reaction at injection site, 
discoloration of skin and tissues at injection site, need for multiple doses and prolonged treatment. Some of 
these are overcome, by using the intravenous route.  

 IV iron formulations contain an iron core stabilized by a carbohydrate outer shell that maintains iron in a 
colloid form and controls its release. Formulations differ in iron core size and in the type and density of the 
surrounding carbohydrate shell. The currently used intravenous formulations are Iron Sucrose (IS) and Ferric 
Carboxy Maltose (FCM). They are safe, available, affordable and acceptable, because of less number of doses 
required and shorter duration of treatment as compared to intramuscular iron. Adverse reactions are minor 
(injection site pain, light-headedness, dizziness) and minimal (severe reactions reported are less than 1 per 
million doses).More importantly, haemoglobin rise is observed in as early as a week’s time, and there are 
very few non-responders.  

 Intravenous iron during pregnancy: The US FDA categorizes Iron sucrose and Ferric Carboxy Maltose as 
Pregnancy Category B3. These drugs cross the placenta. They are contraindicated in the first trimester as they 
could be embryotoxic, but may be used in the second and third trimesters. 

 Iron Sucrose(IS) has been extensively used during pregnancy, and is also part of the recommended protocol 
to manage non-responders to oral iron. Fetal heart rate monitoring did not indicate a drug related negative 
impact on the fetus. It can be given intravenously as bolus or infusion in 200 mg doses, at least 2 days apart, 
to reach the total dose required by the patient. 

During the 2nd and 3rd 
trimesters of pregnancy, 
Iron Sucrose 200 mg can be 
given intravenously as 
bolus or infusion in 100 ml 
Normal Saline. 
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 Ferric Carboxy Maltose (FCM) is a Type I polynuclear iron hydroxide carbohydrate complex. It does not 
contain dextran or dextran like compounds – less risk of allergic reactions. Much higher single doses can be 
given over shorter periods of time, and fewer injections are 
required to correct anemia. Each 10 ml vial contains 500 mg of 
elemental iron. Though considered safe for use in pregnancy by 
studies till date, FCM still awaits larger studies to further confirm 
its safety for use in pregnancy. FCM can cross placenta,and use 
during pregnancy may affect skeletal development in the fetus. An 
unexplained hypophosphatemia has been reported at two weeks 
after injection. As with Iron Sucrose, the total dose required is 
calculated, and FCM 1000mg can be given in one dose, as bolus or 
infusion in Normal Saline.Toxicity of IV iron is related to the 
oxidative stress and allergenic effects of the carbohydrate shield of 
the product. FCM does not induce oxidative stress.  

 

 Post-partum anemia: Both IS and FCM are FDA approved for use in 
the postpartum period. The postpartum period is an excellent 
window of opportunity for correcting anemia. Such correction is 
easy and acceptable as the woman already has an intravenous 
access in place, and she need not take oral iron after discharge. The 
erythropoietic response is also about 5 times higher during the 
postpartum period. Hemoglobin rise noted in 7 days. Women 
report a marked sense of well-being in a few days. Even in this 
situation, FCM has extra benefits because a one-shot correction 
can be provided and compliance issues are non-existent. High-dose 
ICM should be the treatment of choice if IV iron treatment is 
indicated in postpartum anemia.Clinical studies have shown that 
transfer of iron from FCM Injection to human milk is negligible 
(<1%).   
 
 

 Pre-operative treatment:Pre-operative build-up (up to Hb 4 – 5 
gms%) is achieved in about 15 days’ time with one or two doses of 
FCM: blood transfusion can be avoided in most elective 
gynaecological surgeries.  
 

 Caution in infective conditions:Iron may serve as a growth factor for bacteria, inhibit phagocytosis, and 
increase oxidative stress. Withholding IV iron therapy in cases of acute infection may be prudent. 
 
 

 Blood transfusion to prevent IDA: Strange as it may sound, this is one major zero-cost intervention that all 
Obstetricians can do, to improve the haemoglobin status of the next generation. Delayed cord clamping 
(clamping the cord after 1 – 3 minutes of birth of the baby or after cessation of cord pulsations) allows 

High-dose ICM should be the 
preferred treatment for IDA in 
postpartum and pre-operative 
states. 

Delayed cord clamping allows 
placental transfusion of about 30% 
more blood into the baby and adds 
about 50mg of iron to the baby’s 
iron stores. 

[Type a quote from the document or 
the summary of an interesting point. 
You can position the text box anywhere 
in the document. Use the Text Box Tools 
tab to change the formatting of the pull 
quote text box.] 

Parenteral iron should be 
considered for women with 
confirmed iron deficiency who fail 
to respond to or are intolerant of 
oral iron. 

Modulating the activity of 
Erythroferrone could be a viable 
strategy for the treatment of iron 
disorders of both overabundance 
and scarcity. 
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placental transfusion of about 30% more blood into the baby and adds about 50mg of iron to the baby’s iron 
stores. Nature intended this for babies to get their iron from placental transfusion, because breast milk is not 
rich in iron. A minute’s delay in clamping the cord could help bring down the prevalence of anemia in infants 
and children. This would translate into huge economic gains for the nation, as it helps prevent immunological 
and cognitive defects caused by iron deficiency in children. This also cuts the intergenerational propagation 
of anemia.  
 

 The Future - a hormone that controls iron supply:Hepcidin is a peptide hormone produced in the liver. It 
inhibits iron transport across the gut mucosa, thereby preventing excess iron absorption and maintaining 
normal iron levels within the body.Hepcidin also inhibits transport of iron out of macrophages (where iron is 
stored). Hepcidin is regulated by Erythroferronone, a hormone that is produced by erythroid precursors in 
the bone marrow. Modulating the activity of Erythroferrone could be a viable strategy for the treatment of 
iron disorders of both overabundance and scarcity. 

 

FUNNY BONES 
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GUESS????????? 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1. 

 ANSWER:____________________

2. What is greater than god and more evil than the devil   ANSWER: ____________________

3. For some I go fast, for others I’m slow.
 To most people, I’m an obsession.
	 Relying	on	me	is	a	well	practiced	lesson	 ANSWER:	____________________

4. A blue house is made of blue bricks. A yellow house  
 Is made of yellow bricks. A red house is made of red
 Bricks. An orange house is made of orange bricks. 
 What would a green house be made of? ANSWER: ____________________

5. What has roots as nobody see. Is taller than trees.
 Up, up it goes. And yet never grows? ANSWER: ____________________

6. Whast is once in a minute, twice in a moment,
 And never in a thousand years? ANSWER: ____________________

7. who is silent in the parliament. ANSWER: ____________________

8.	 When	an	Indian	Potato	does	changes	its	nationality?	 	 ANSWER:	____________________

9. Doctor Harish and a bus driver Manish are both in love 
 with the same woman named priyanka.   
 The bus driver need to go for a long trip of 10 days 
	 Before	he	left	he	gave	priyanka	10	apples.
 Why? ANSWER: ____________________

11.	 The	Little	ant	seems	to	be	always	confused.
 Do you know why ? ANSWER: ____________________
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NATIONAL BOARD OF EXAMINATIONS              

Post-Doctoral Fellowship Programme in 
Reproductive Medicine 
Duration:   : 2 yrs
Number of Seats  : 2 per year 
Eligibility Criteria  : Post MD /  
    MS / DNB
Selection   :  All India 
Entrance Exam conducted in December 
details of which are posted on the 
NBE website around October. 
Web  : www.natboard.nic.in 

RAJIV GANDHI UNIVERSITY OF HEALTH 
SCIENCES

Post-Doctoral Fellowship Programme in 
Reproductive Medicine 
Duration  : 18 months
Number of seats  : 2 every 6 
months (Courses start in January and July of 
every year)
Eligibility Criteria  :  Post MD / MS / 
    DNB / DGO 
Selection  :  Based on a 
written exam (MCQ) followed by Interviews
Web   : www.rguhs.ac.in 

 Post-Doctoral Fellowship Programmes in Reproductive Medicine

 PhD in Reproductive Biology

 Training Courses in Assisted Reproductive Technology

FELLOWSHIP PROGRAMMES

TRAINING COURSES

Contact Us: IIRRH, No 7, East Park Road, Kumara Park East, Bangalore - 560 001
+ 91 7829192444    + 91 80 - 22343391 / 22011311   info.iirrh@gmail.comM : Ph : Email:

  
www.iirrh.org

Chairperson: Dr. Kamini A. Rao
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M.Suraj, Son of 
Dr.ChandrikaMuralidhar 

 Bronze Medal in National Level 
Inter-University Chess 
Championship, representing 
RGUHS University 

  7th Rank for the University in 
Phase – II MBBS by scoring 
79.75% (BMC) 

 

M.Satvik, Son of 
Dr.ChandrikaMuralidhar. 
Secured 5th Rank for the State 
in SSLC Board Exams, 2014 
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