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TEAM AOGS
MESSAGE

Dr. Jignesh Deliwala
President

Dr. Munjal Pandya
Hon. Secretary

Dr. Jignesh Deliwala
President

Dr. Munjal Pandya
Hon. Secretary

Herewith, our tenure ends on 31st March, 2022. This is 12th and Final bulle�n of the 

said tenure. We welcome new and jubilant team of AOGS 2022-23 under able 

leadership of President Dr. Kamini Patel mam. 

We thank you for all the support and opportunity given to us and we hope that we 

fulfilled all the expecta�ons in past year.

Respected Members,

We would like to inform our members that our AOGS logo is now an officially 

registered Trademark-Logo! The process took a couple of years. We are thankful to 

the teams 2020-21 and 2021-22, and Dr. Jayesh Patel in par�cular for looking a�er 

the process.

We will strive for making AOGS be�er and we all will stay united as a family!

As we move ahead, we wish all the members and their families happier and healthier 

�mes ahead! 

Our new AOGS premises well get func�onal soon and we thank AOGS members, 

Building Commi�ee of AOGS and Current Team AOGS for making it possible before 

the deadline, saving huge amount of tax.

AOGS TIMES VOLUME : 12    I    March 22
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President’s Message

I thank you for giving me the opportunity to serve AOGS in the 

capability of President. I thank team AOGS for this amazing 

journey.

Respected Members,

In the tenure, we launched new AOGS Applica�on on both-

Android and iOs; and we hope that all our members would 

u�li�se it to the most.

ICCOB was highly appreciated and many of us could take 

benefits from the same which involved many of the 

Interna�onal facul�es as well.

PG Symposium series comprising of 6 webinars was made 

possible with par�cipa�on of our Esteemed facul�es and dear 

students.

We could do webinars in the beginning and then, hybrid CME 

started from August, 2021. All the CME were recorded and 

now made available on YouTube channel for forever.

I thank you again for all the support and will con�nue to serve 

AOGS in forthcoming �mes as well.

This month, AOGS logo got registered, which took a couple of 

years of proceedings.

There was launch of AOGS website with all new features. The 

website reflects pres�gious AOGS including all the 

publica�ons and events with their YouTube links.

AOGS building was purchased with the help and guidance of 

Building Commi�ee along with AOGS members, in form of 1st 

and 2nd floors of Dream Icon building.

Dr. Jignesh Deliwala
President

A DREAM IS NOT THAT WHICH
YOU SEE WHILE SLEEPING,

IT IS SOMETHING THAT DOES
NOT LET YOU SLEEP.

- A.P.J. ABDUL KALAM

“

”
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Editor’s / Hon.Secretary Message

Editor / Hon.Secretary

 AOGS çkw÷uxeLkLkk yuzexh íkhefu AuÕ÷k Ãk ð»koÚke sðkçkËkhe 

«ËkLk fhðk çkË÷ Mkðuo Office BearersLkku ¾wçk ¾wçk yk¼kh...! AOGS 
ÃkrhðkhLkk Mkðo MkÇÞkuyu çkw÷uxeLkLku ykðfkÞwO, yu çkË÷ ykÃk MkkiLkku ¾wçk 
Ãkkz {kLkðku Au.

 økík ð»ko Vhe yufðkh COVID Lkku «fkuÃk ykÃkýu Mkkiyu MknLk fÞkou, 

íku Aíkkt, ykÃkýk AOGSLkk, ÷kuf÷kze÷k, MkkiBÞ Mð¼kð Ähkðíkk 
«uMkezuLx zku.S¿kuþ zu÷eðk÷k Mkh Lke AºkAkÞk yLku {køkoËþoLk nuX¤ 
çkw÷uxeLk Ëh {rnLku rLkÄkorhík Mk{Þu fheLku Ëhuf {uBçkh MkwÄe Mk{ÞMkh 
Ãknku[kzðkLkwt þõÞ çkLÞwt, yLÞ yuzexMko zku.ykhíkeçkuLk yLku zku.nuík÷ 
Ãkxku÷eÞk {u{ Lkku ¾wçk yk¼kh...! çkw÷uxeLk{kt ¿kkLkðÄof ykxeofÕMk «ËkLk 
fhLkkh ykÃkýk íkÚkk yLÞ þk¾kLkk rðîkLkkuLkku ¾w¼ yk¼kh...

 çkw÷uxeLk Lkk rzÍkELk Úke ÷ELku Ëhuf fk{ {kxu nhuf Ãk¤, yLku 
õÞkhuf AuÕ÷e ½zeLkk y[kLkf ykðe Ãkzu÷k VuhVkhLkku íkkífkr÷f Äkuhýu 

fhðk{kt íkíÃkh ¼hík¼kE Lkku ¾wçk yk¼kh...! AOGS ykurVMkLkk 
ykÄkhMíkt¼ Mk{k {wfuþ¼kE, ®ÃkfeçkuLk, fLkw¼kE, {Lkw¼kE yLku 
rðsÞ¼kE Lkku ¾wçk yk¼kh...

 ykþk Au fu, TEAM AOGS  2021-22 Lkwt yk AuÕ÷wt çkw÷uxeLk ykÃk 
MkkiLku øk{þu, yLku ykÃkLkk «rík¼kðku nh-nt{uþ ykðfkÞo Au.

 frð©e Lkh®Mkn {nuíkkSLke yk ÃktÂõík {khk ËkËkS ÃkkMkuÚke 
½ýeðkh Mkkt¼¤e. ßÞkhu ßÞkhu {LkLku Úkkuzwtf WÃkh WzðkLke EåAk Úkíke, 

íÞkhu íÞkhu yk ÃktÂõík {Lk{kt hýfðk {ktzíke. AOGS {kxu fkÞo fhðkLke, 
ykx-ykx÷k rðîkLkkuLkk {køkoËþoLk yLku MkkÚk Mknfkh MkkÚku ykx÷wt çkÄwt 
þe¾ðkLke íkf, yu ¼økðkLkLkk ykþeðkoËÚke ykuAwt Lk økýe þfkÞ ykþk 

hk¾wt Awt fu, {khk Úkfe AOGS {kxu fhu÷ fkÞo, {Lku MkktÃkzu÷e íkfLku ÞkuøÞ 
yLku Wr[ík Xuhðe þfkÞ, yuðe fûkkLkwt fhe þõÞku nkuô.

Dr. Munjal Pandya

nwt fÁt, nwt fÁt, yu s y¿kkLkíkk,
þfxLkku ¼kh su{ ïkLk íkkýu

“
”
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TEAM AOGS 2021-2022

: Managing Committee Members :

: Ex-Officio : : Co-Opt. Members :

: Special Invitee :

Dr. Alpesh Gandhi
Past President FOGSI

Dr. Jignesh Deliwala
President

Dr. Munjal Pandya
Hon. Secretary

President - Elect
Dr. Kamini Patel

Vice President 
Dr. Mukesh Savaliya 

Hon. Treasurer
Dr. Snehal Kale

Hon. Jt. Secretary
Dr. Nita Thakre

Clinical Secretary
Dr. Shashwat Jani

Dr. Akshay Shah Dr. Anjana Chauhan Dr. Darshini Shah Dr. Jayesh Patel Dr. Divyesh Panchal

Dr. Parth Shah Dr. Mehul Sukhadiya Dr. Bina Patel Dr. Hetal Patolia Dr. Praful Panagar

Dr. Rajal Thaker Dr. Sunil Shah

Dr. Arati Gupte Shah Dr. Devindraben Shah Dr. Parul Kotdawala Dr. Sanjay Shah Dr. Sujal Munshi Dr. Tushar Shah Dr. Yamini Trivedi

Dr. Dipesh Dholakiya Dr. Hemant Bhatt
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MANAGING COMMITTEE MEMBERS

TEAM AOGS 2022-2023

President
Dr. Alpesh Gandhi

Hon. Secretary

President - Elect

Dr. Kamini Patel

Dr. Mukesh Savaliya 
Hon. Treasurer
Dr. Lata Trivedi

Hon. Jt. Secretary

Dr. Nita Thakre

Clinical Secretary
Dr. Akshay Shah

EX-OFFICIO

Vice President 
Dr. Shashwat JaniDr. Snehal Kale

Dr. Jignesh Deliwala Dr. Munjal Pandya

Dr. Arti Gupte Dr. Beena Patel Dr. Chintan Gandhi Dr. Darshini Shah Dr. Hetal Patoliya

Dr. Jayesh Patel Dr. Naimesh Patel Dr. Nisarg Dharaiya Dr. Parth Shah Dr. Praful Panagar

Past President FOGSI
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PAST PROGRAMME

AHMEDABAD OBSTETRICS & 
GYNAECOLOGICAL  SOCIETY

AICOG 2000 Oration

Breakfast and registration - 9.30 am to 10.00 am

Venue : Hyatt Regency, Usmanpura, Ahmedabad

DR. MUNJAL PANDYA
HON.SECRETARY

DR. KAMINI PATEL
PRESIDENT ELECT

Chairpersons : 

Speaker : Dr. Girija Wagh
Topic : Choosing The Right Progesterone 
             Based on Clinical Evidences and Safety
Time : 10.55 am to 11.20 am

Speaker : Dr. Kundan Ingle
Topic :  Revolu�onary  Combina�on In Female Endocrine
              and Reproduc�ve Disorder (Pre & Probio�c + Lactoferrin)
Time : 11.25 am to 11.50 am

Speaker : Dr. M. C. Patel
Topic : MPT Act Amendment 
             what Gynecologist Should Know?
Time : 11.55 am  to 12.20 pm

VOTE OF THANKS    -   FOLLOWED BY LUNCH

Date : 13th March, 2022

ORATION 

Speaker : Prof. Dr. Human Fatemi

Topic : Cesarean & Subsequent Fer�lity

Time :  10.05 am to 10.50 am

CME

Sponsored By :

CME Chairpersons : 

DR. PRAGNESH SHAH DR. MEETA PATEL DR. HEENA SHAH
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PAST PROGRAMME

th
Date : 19  March, 2022 - Saturday

Time : 8.00 pm onwards
Venue : 

Hyatt Hotel, Vastrapur, Ahmedabad.

AHMEDABAD OBSTETRICS & 
GYNAECOLOGICAL SOCIETY

DR. JIGNESH DELIWALA
PRESIDENT, AOGS

DR. MUNJAL PANDYA
HON. SECRETARY, AOGS

Year  2021 - 2022

Speaker: Dr. Jaydeep Tank
Topic : PCOS - a practical approach.

Courtesy - The Makers of 

a SUN PHARMA division

In Association with

5 
Lucky Draw 

Gifts

SILVER JUBILEE ORATION
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PAST PROGRAMME

AHMEDABAD OBSTETRICS & GYNAECOLOGICAL  SOCIETY
AICOG 2017 Oration

DR. Muralidhar V. Pai
Dean, 

Sikkim Manipal Ins�tute of Medical Sciences, Sikkim

TOPIC : 
Maternal Near Miss Concept and 

Audit -Need of the hour to 
bring down MMR in India

Saturday, 26th March 2022
8:30 pm onwards

Dr. Alpesh Gandhi Dr. Dipesh Dholakiya

Dr. M.C. PatelDr. Hemant Bha� Dr. Pragnesh Shah

Guests of Honour

DR. JIGNESH DELIWALA
PRESIDENT

DR. MUNJAL PANDYA
HON.SECRETARY

Chief Guests

http://orangerose.in/webinar/

AOGS 
TRADEMARK
APPROVED!



12

AOGS TIMES VOLUME : 12    I    March 22

PAST PROGRAMME

SATYANARAYAN KATHAA AT AOGS ON 30TH MARCH, 2022
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PROTEST OF AHNA ON 22TH MARCH, 2022

PAST PROGRAMME
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SPINDLE VIEW ICSI
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Dr. Himanshu Bavishi

ART is a constantly developing field of reproduc�ve medicine. Recent addi�on of technologies like PGT 

(preimplanta�on gene�c tes�ng) , embryoscope etc have been mainly focused on embryo selec�on. 

Unfortunately, a large propor�on of pa�ents who fail to conceive with IVF develop few or very poor-

quality embryos. Methods of embryo selec�on is not useful in this scenario. 

Treatment should be focused on op�mizing number of and quality of embryos. Many of the previous 

literature focused on pregnancy rate per transfer, implanta�on rate, etc. Using this marker had the 

limita�on that it did not predict cycle success for couple. In some situa�ons embryo transfer was not 

done in many started IVF cycle. Recent consensus which is more and more accepted is to use 

cumula�ve live birth per started cycle as a primary outcome measure. So SART (society for ART USA) 

has started using this data to guide pa�ents about their expected success rate.Thus, it is only 

impera�ve that primary focus is improving quality of embryos. Embryo selec�on tools can help only 

a�er this stage is achieved.

The oocyte meio�c spindle is involved in various func�ons that are essen�al for fer�liza�on and early 

post-fer�liza�on events. It is responsible for proper chromosome segrega�on a�er oocyte 

ac�va�on.The integrity of the meio�c spindle is necessary for the sequence of events leading to the 

correct comple�on of meiosis and fer�liza�on. The microtubules of the meio�c spindle are, however, 
1highly sensi�ve to chemical and physical changes that may occur during oocyte handling .In addi�on, 

physiological parameters, such as increased maternal age (Ba�aglia et al., 1996; Volarik et al., 1998) 

and ageing in vitro, post-oocyte retrieval (Eichenlaub-Ri�er et al., 2004), are associated with disrup�on 

of meio�c spindle architecture.The main and drama�c consequence of meio�c spindle damage is the 

forma�on of aneuploid embryos, by inducing unbalanced disjunc�on and non-disjunc�on of 

MBBS, MD - Obstetrics & Gynaecology
Infer�lity Specialist, Gynecologist
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In case of pa�ents with repeated poor-quality embryos there can be factors related to sperm or/and 

eggs. There are various tests like sperm DNA fragmenta�on available for evalua�ng sperm factors apart 

from conven�onal semen examina�on. However, to evaluate oocyte quality presence OR absence of 

meio�c spindle can be a useful marker. Spindle length and spindle area has also been suggested as a 

marker of quality of eggs. Hiroyuki et al demonstrated that Meio�c spindle parameters determine the 

�ming of the first zygo�c cleavage and are strong indicators of human embryo developmental 
3

poten�al.  The rate of blastocyst forma�on or pregnancy by Day 2 embryo transfer was significantly 

higher following early cleavage than a�er late cleavage (52.4% vs. 24.4% or 32.6% vs. 11.4%). Spindle 
2

areas (108.0 vs. 89.8 μm ), lengths (14.7 vs. 13.4 μm) and PolScope retardance were also significantly 
4greater in the early cleaving group .If there are oocytes not showing spindles this can be interpreted as 

poor-quality eggs. In case couple is considering gamete dona�on this informa�on can help pa�ent 

decide whether to go for sperm dona�on OR oocyte dona�on.

When there is very limited number of oocytes the fer�liza�on rate is very crucial. If there are only 4 

oocytes and if we can get 3 embryos instead of 2 there is a very good increase in overall success of the 

cycle.

1)Rienzi L, Ubaldi F, Iacobelli M, Minasi MG, Romano S, Greco E. Meio�c spindle visualiza�on in living human oocytes. Reprod Biomed Online. 

2005 Feb;10(2):192-8. doi: 10.1016/s1472-6483(10)60940-6. PMID: 15823222.

4) Tomari H, Honjou K, Nagata Y, Horiuchi T. Rela�onship between meio�c spindle characteris�cs in human oocytes and the �ming of the first 

zygo�c cleavage a�er intracytoplasmic sperm injec�on. J Assist Reprod Genet. 2011;28(11):1099-1104. doi:10.1007/s10815-011-9634-5

3)Asa E, Tabatabaee R, Farrokhi A, Nejatbakhsh R. Rela�onship between meio�c spindles visualiza�on and intracytoplasmic sperm injec�on 

outcomes in human oocytes. Anat Cell Biol. 2017 Mar;50(1):26-32. doi: 10.5115/acb.2017.50.1.26. Epub 2017 Mar 29. PMID: 28417052; 

PMCID: PMC5386923.

chroma�ds and chromosome sca�ering (reviewed by Bernard and Fuller, 1996).The polscope system 

generates contrast to image the meio�c spindle on the basis of its birefringence. Parallel-aligned 

meio�c spindle microtubules are able to shi� the plane of the polarized light, inducing retarda�on of 
1the light.

References

Since its introduc�on more than two decades ago, ICSI has become a successful and well-established 

part of ART. Success of ICSI & embryo transfer par�ally depends on oocyte nuclear and cytoplasmic 

matura�on as well as factors related to the methods of microinjec�on. (Van de velde et el, 1998). 

According to the Meta-analysis by C G petersen et al. when the meio�c spindle was viewed the oocytes 

showed stas�cally significant higher fer�liza�on rate (p<0.0001), percentage of day – 3 top-quality 
2embryos (p = 0.0003) & percentage of embryos that reached blastocyst stage (p<0.0001).  In this study 

however there was no significant difference in clinical pregnancy rates & Implanta�on rates. However 

clinical pregnancy rate and implanta�on rate do not accurately predict success and cumula�ve live 

birth rate was not reported.

Visualizing meio�c spindles can also give an op�on of aligning oocytes for ICSI. For conven�onal ICSI we 

use polarbody as a surrogate marker for spindle loca�on. In some pa�ents the spindle is displaced from 

polar body and this can cause poten�al damage to spindle at the �me of ICSI. If we use polscope and 

align the spindles this damage can be minimized. In study by Elham Asa et al. Fer�liza�on rate in spindle 
3aligned group was higher than control group (p<0.05).

2)Petersen CG, Oliveira JB, Mauri AL, Massaro FC, Baruffi RL, Pontes A, Franco JG Jr. Rela�onship between visualiza�on of meio�c spindle in 

human oocytes and ICSI outcomes: a meta-analysis. Reprod Biomed Online. 2009 Feb;18(2):235-43. doi: 10.1016/s1472-6483(10)60261-1. 

PMID: 19192344.
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Choice of Contracep�on a�er solid organ transplant 

Condoms are simple , cheap , easy to use  , without risk of drug interac�on but with limited 

effec�veness in typical users so this method of contracep�on should be combined with other more 

effec�ve methods to provide protec�on against transmission of HIV and other STIs in already immuno 

compromised post transplant recipients.

Introduc�on :

There are four categories. Category 1 : No restric�on for use of contracep�ve method , Category 2 : A 

condi�on where the advantages of using the method generally outweigh the theore�cal or proven 

risks, Category 3 : A condi�on where the theore�cal or proven risks usually outweigh the advantages of 

using the method , Category 4 : A condi�on which represents an unacceptable health risk if the 

contracep�ve method is used .

Medical Eligibility Criteria (MEC) : 

Combined Hormonal Contracep�on (CHC) : 

The estrogen component is o�en contraindicated in co morbidi�es associated with post transplant like 

history of thrombosis , severe uncontrolled hypertension , recent history of myocardial infarc�on , 

migraine with aura , ac�ve liver disease etc. Specific to post transplant recipients CHC are 

contraindicated in women with cardiac allogra� vasculopathy , acute or chronic gra� rejec�on .Major 

concern associated with Combined Oral Contracep�ves ( COC ) is drug interac�on with various immuno 

suppressors taken by post transplant pa�ents. Comparison of TCP(Trans dermal Contracep�ve Patch) 

versus COC use in post renal transplant pa�ents concluded that trans dermal mode of administra�on 

reduces chances of drug interac�on and therefore safer for post transplant pa�ents. Vaginal 

rings(Nuva ring) are superior to oral and trans dermal patches since they avoid first pass metabolism in 

Barrier Methods : 

Pa�ents undergoing solid organ transplanta�on have experienced increased gra� survival rates over 

the past several decades. Before transplanta�on a woman may find it difficult to conceive or avoids 

pregnancy due to mul�ple health risks but restora�on of fer�lity and subsequent successful 

pregnancies have been reported a�er  solid organ transplanta�on. These pregnancies are high risk 

pregnancies so it is advisable to avoid pregnancy �ll pa�ent's clinical condi�on stabilizes. According to 

European best prac�ce guideline , it is advisable to delay pregnancy for 2 years post transplant. As 

there is return of menstrua�on and fer�lity poten�al a�er solid organ transplant , contracep�on is 

required to delay pregnancies. 

Dr. Kunur N. Shah
DGO,MRCOG,FACOG,FICOG

Associate Professor of Obst. & Gynaec, IKDRC-ITS, Ahmadabad
Special interest in Urogynecology, Reproduc�ve medicine and Surgery
Fetal Medicine Founda�on(FMF –UK) cer�fied  NT specialist
Presented and published various papers in na�onal and interna�onal 
conferences and journals
Invited as speaker at state and na�onal conferences
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Emergency Contracep�on (EC):

Progestogen - only injectable has advantage of   by passing the hepa�c first pass metabolism so no 

major interac�ons with immuno suppressors are observed.

POP has to be taken on the same �me every day for maximum effect, along with lesser effec�veness 

than CHC ,makes it less popular among transplant recipients who are already on mul�ple medica�ons. 

It has various side effects like weight gain , amenorrhea or irregular bleeding , drug interac�on with 

cacineurin inhibitors and glucocor�coids ,altera�on in lipid metabolism etc.

Risk - benefit profile of Implanon (Sub dermal Implant) is nearly similar to that of DMPA except 

reduc�on in bone mineral density. There is lack of data regarding the use of Implanon among organ 

transplant recipients, but owing to its similarity with other drugs having long safety data, its use among 

organ transplant pa�ents is likely  to be safe.

IUCDs are considered as LARC - Long Ac�ng Reversible Contracep�ves. They are more cost effec�ve for 

post transplant pa�ents than other short dura�on methods like CHC .  There is no reduc�on in efficacy 

of IUC in immuno compromised pa�ents or pa�ents receiving immuno suppressive medica�ons. Many 

studies have proven effec�veness of LNG IUS in post transplant pa�ents. In small retrospec�ve review 

and case series  of LNG IUS in post renal  and liver transplant pa�ents , no case of PID was reported . 

Chochrane study concluded that the risk of IUD-related infec�ons was low, with or without an�bio�c 

prophylaxis .

Intra Uterine Contracep�ve Devices (IUCD):

Progestogen Only Contracep�on (POC) : 

All contracep�ve methods including Copper Intra Uterine Device ( IUD) ,Levonorgestrel  Intra Uterine 

System ( LNG - IUS ), sub dermal implant , depot medroxy progesterone acetate (DMPA), proges�n-only 

pills (POP), combined hormonal methods (CHC ) belong  to category 2 for uncomplicated solid organ 

transplant. For pa�ents with complicated  post organ transplant (acute or chronic ) , eg. gra� rejec�on 

, cardiac allogra� vasculopathy  ini�a�on of Cu IUD and LNG - IUS is category 3 , while con�nua�on is 

category 2. Combined Hormonal Contracep�on - CHC belongs to category 4 in case of complicated 

solid organ transplant recipients. Individualiza�on of   suitable contracep�ve method as per the 

pa�ent's own health risks should be done.

liver.

There are mainly three methods available : Copper IUD , levonorgestrel EC (LNG-EC), Ulipristal acetate 

EC (UPA-EC). There is no restric�on of use of EC pills in post transplant recipients and both are included 

as MEC 1 category. Use of  IUD as a method of EC should only be avoided in  cases of ac�ve  or 

symptoma�c STI to avoid flare up of infec�on.

There should be "Cafeteria Approach ", means discussing all available contracep�ve op�ons with the 

pa�ent along with their pros and cons and involving  the pa�ent herself in decision making .

Conclusion : 
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CARDIAC DISEASES IN PREGNANCY

Dr. Sandarbh Patel 

MBBS MD DM interven�onal cardiologist 
Director, Aaradhya Heart Care 

Consultant cardiologist at 
Jivraj Mehta Hospital
Aims Hospital
Artham Hospital

Congenital heart diseases

Spectrum of cardiovascular disorders in pregnancy includes

Condi�ons were Pregnancy is contraindicated

Also maternal complica�ons that develop in pregnancy can be predictor of long term cardiovascular 
health. Placental disorders, hypertensive disorders of pregnancy, gesta�onal diabetes have higher 
rates of cardiovascular diseases in later life. So as much as obstetricians need to understand nuances of 
cardiovascular system, cardiologists have also to get well versed with pregnancy and its implica�ons in 
women with heart diseases. 

Coronary artery diseases and myocardial infarc�ons peri-partum period

Inherited aortopathies

Symptoma�c severe Aor�c Stenosis

Pregnancy is associated with hemodynamic changes which invariably puts stress on cardiovascular 
system , even in mothers with normal heart. Such hemodynamic stress can be associated with 
increased risk for both mother and baby.  Par�cularly in mothers with pre-exis�ng cardiovascular 
diseases it can have serious prognos�c issues in terms of pregnancy cause n fetal growth morbidity 
mortality. 

In current �mes number of women with pregnancy and cardiovascular disease is increasing in India , 
both because many women with congenital heart disease achieve pregnancy as well as older age 
concep�on leading to many of them having comorbidi�es like obesity, hypertension and diabetes with 
increased cardiovascular risk. 

Fontan circula�on

Most important for cardiologist as well as obstetrician is to keep in mind contraindica�ons and high risk 
pregnancy situa�ons

Severe pulmonary hypertension

Dilated cardiomyopathy with severe LV dysfunc�on, LVEF <30%

Valvular heart diseases

Mechanical prosthe�c valves and an�coagula�on

Peripartum cardiomyopathy with residual LV dysfunc�on

Peri-partum cardiomyopathy

Complete transposi�on of great arteries with mustard or sennings opera�ons

Eisenmenger syndrome



19

AOGS TIMES VOLUME : 12    I    March 22

Those women with cardiac condi�on as contraindica�on to pregnancy should be told to either treat 

such disorders and if not amenable to surgery then pregnancy should be avoided. 

So, whenever women with planning for concep�on comes to gynecologist , she should be counseled  

pre-concep�on risk stra�fica�on . 

2.  Open heart surgery – between 20 to 26 weeks ,only if maternal health emergency 

Dilated cardiomyopathy with MODERATE LV dysfunc�on

Physical examina�ons- to see signs in systemic examina�on of volume overload

Approach to pregnant women with cardiovascular disorders

      Finding murmurs more than grade 3 systolic 

Lab tests- Troponin I , NT pro BNP

Condi�ons which confers pregnancy a HIGH RISK

Unrepaired coarcta�ion of aorta

Echocardiography-  transthoracic evalua�on should be kept at low threshold and is cornerstone to 

diagnosis and prognosis 

Severe Mitral Stenosis  etct

Mechanical prosthe�c valves

Fontan circula�on etcetc

History of cardiac disease or cardiac symptoms

Chest radiography- only in known heart disease or to confirm or rule out cardiac diseases

Need of cardiovascular interven�on in pregnancy 

1.  Severe symptoma�c mitral aor�c or pulmonary stenosis- second trimester valvuloplasty

 vaginal delivery preferable due to lesser  complica�ons; preferably in le� lateral posi�on, to cut short 

second stage of labour by assisted delivery methods ; infec�ve endocardi�s prophylaxis

Cesearean sec�on preferred only when dilated aorta, severe pulmonary hypertension or severe heart 

failure or severe aor�c stenosis. 

So to summarise  , condi�ons when to refer to your cardiologist straightaway 

Pregnant woman with

Congen�nal heart diseases

Valvular heart diseases

Severe pulmonary hypertension

Mechanical prosthe�c valves

Severe le� ventricular systolic dysfunc�on

Residual LV dysfunc�on in post partum cardiomyopathy pa�ents

New onset severe chest pain or dyspnea

3.  Labour and delivery –
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PREGNANCY YOGA

Dr. Hina M. Mashkaria
M.D. (GYNAEC)
SENIOR GYNAECOLOGIST

WHEN A PREGNANT LADY IS FULLY UNDER OUR GUIDANCE,FOR SAY- LONG PERIOD OFTIME LIKE 6-8 

MONTHS, HER ACCEPTANCE TOWARDS OUR THOUGHTS & ADVICES ARE VERY HIGH. SO, ALONG WITH 

PRESCRIPTION OF MEDICINES, IF WE SERVE THE THOUGHTS OF YOGA AND GARBH  SANSKAR, WE CAN 

CONTRIBUTE SOMETHING TO IMPROVE OVERALL HEALTH OF SOCIETY. WE ARE VERY ATTENTIVE AND 

ALERT TO JUDGE THE PHYSICAL HEALTH OF BABY IN UTERO BY MANY SCANS /INVESTIGATIONS ETC., 

BUT THIS IS SOMETHING FOR MENTAL HEALTH OF MOTHER & UNBORN BABY.

“YOGA” IS THE GREATEST GIFT GIVEN BY INDIA TO THE WHOLE WORLD. YOGA IN  PREGNANCY IS NOT 

MERELY AN EXERCISE BUT ALONG WITH EXERCISE IT IS ALIGNMENT OF SOUL OF MOTHER, SOUL OF 

FETUS WITH ALMIGHTY GOD.

ALL OUR “VEDAS”- SASTRA ALSO  NARRATETHE FACT THAT YOU CAN IMPLANT ALL VIRTUES IN YOUR 

“IN WOMB” BABY IF YOU ARE HAVING THAT CONCEPT IN MIND.

YOGA IN PREGNANCY 

Ÿ RESTORES BREATHING PATTERN

Ÿ STRENGTHENS FEMALE’S PHYSICAL AND MENTAL HEALTH 

I AM PROVIDING FREE YOGA SESSION ONCE A WEEK IN MY HOSPITAL TO ALL MY PREGNANT PATIENTS 

BY YOGACHARYA SINCE LAST 6 YRS AND I FEEL SATISFIED.

Ÿ ALLEVIATES STRESS AND ANXIETY

IN THIS ERA WHEN WOMAN EMPOWERMENT IS IN FULL COLOR, WE OBSTETRICIAN COME ACROSS 

HUGE BULK OF WORKING PREGNANT WOMAN. IN THIS FAST – STRESSFUL – BUSY – COMPETITIVE 

RUNNING LIFE, MENTAL PEACE  OF “TO BE MOTHER” IS MANDATORY IN HER MOST PRECIOUS TIME OF 

HER LIFE.
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Case report of Bladder Endometriosis case with Frozen Pelvis

Dr. Pragnesh Shah Dr. Parulben Shah Dr. Foram Vora
Obstetrician & Gynecologist,  

Laparoscopic Surgeon

On Per rectal examina�on – thickening felt in pouch of douglas, with restricted mobility of uterus and free rectal 
mucosa.

On TVS ultrasound and MRI – 3*4 cm bladder Endometrio�c nodule with Adenomyosis of uterus , Bilateral 
chocolate cyst and frozen pelvis seen. Tenderness around the uterus elicited with TVS probe.

 41 year old lady,P2L2, came to our ins�tu�on on 5/4/2016 with the complaint of pain in  lower abdomen, severe 
conges�ve type of dysmenorrhoea and chronic dysuria from past 2 years. She had taken mul�ple courses of 
an�bio�c for dysuria in past 2 years. Her dysmenorrhoea was so severe that is was not relieved on taking oral 
analgesics and was affec�ng her quality of life. Her VAS pain score 9-10 preopera�vely and 1-2 on 25th day of 
postopera�ve period. Her menses were regular. No significant past or family history elicited.

On Per abdomen examina�on – Abdomen was so� .

On Per vaginal examina�on- Uterus was anteverted, bulky , restricted mobility and tenderness present in all the 
fornices.

INVESTIGATIONS :-

6.  Bilateral uterine bundle coagulated and then cut.

A CASE REPORT : 

CLINICAL EXAMINATION :

On Per speculum examina�on – circumferen�al erosion present.

 2. Upper margin of bladder lesion marked with harmonic simultaneous to cystoscopicmarking with monopolar 
needle ,under guidance of cystoscopic illumina�on.

3.  Adhesiolysis done laterally between omentum and sigmoid colon.
4.  Le� infundibular ligament, ovarian and round ligament coagulated with bipolar and then cut with scissor. 

Paravesical space created. Bladder mobilized.

7.  Bladder dissected out completely over the vaginal cup.

Opera�ve Steps :
1. Omental adhesions around par�ally filled bladder and isthmic part of uterus cut with harmonic. Both 

paravesical spaces were dissected from pelvic wall with harmonic.

5.  Right infundibular ligament, ovarian,round ligament coagulated and then cut with scissor. Paravesical space 
created. Bladder mobilized.

On Cystoscopy - Endometrio�c nodule 3*4 cm seen projec�ng from the dome of the bladder into the cavity. 
Trigone and bilateral ureteric orifice seen . Nodule was rela�vely far from bilateral ureteric orifice(>2 cm) .

9. Stay sutures taken at both the cut ends of bladder for easy suturing. Stay sutures taken out on abdomen with 
the help of port closure needle. Bladder closed transversely in two layers using 3-0 vicryl  in water�ght 
con�nuous locking fashion. No leakage observed from the sutured site a�er retrograde filling of bladder with 
100 cc methylene blue dye.

8.  Bladder filled with 200cc methylene blue. Endometrio�c nodule 3*4 cm cut circumferen�ally over the marking 
with harmonic .

Gynecologist & 
Infer�lity Specialist

Gynaec. 
Laparoscopic Surgeon
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11.  Colpotomy done with monopolar hook using pure cu�ng current.

14.  Drain kept in prevesical space.

POSTOPERATIVE CARE :-
1. Broad spectrum injectable an�bio�cs used for 3 days followed by oral an�bio�cs.
2. Fluid intake was maintained around 3-4 litres per day. Strict input-output chart maintained.

12.  Vaginal vault closed with vicryl 1- 0 by interrupted figure of eight sutures. Precau�on taken to keep two suture 
lines(bladder and vault)separated by atleast one cen�meter.

3.  Prevesical drain kept for 48 hours (�ll output was minimal). Strict watch for any drainage of urine through 
prevesical drain observed.

4.  Strict watch for vitals and abdominal distension kept.

13.  Suc�on irriga�on done well.

5.  On discharge (day 3)pa�ent and rela�ves explained about blocked catheter, its early detec�on and repor�ng as 
soon as possible.

10.  Posterior wall of uterus separated from intes�nal adhesions.

6. Foley’s catheter kept for 21 days with DJ Stent. 
7.  CT guided cystogram done on 22nd day to check for any leakage of urine or residual defect. A�er sa�sfactory 

report cystoscopy planned.
8.  Low pressure cystoscopy done and foley’s and DJ Stent were removed in the same si�ng. Normal s�tch line with 

mucosa over it no�ced.

15.  Uterus with bilateral tubes and ovaries+ bladder endometrio�c nodule sent for HPE.

2. endometriosis: surgical implica�ons and proposi�on for a classifica�on. Hum Chapron C, Fauconnier A, Vieira M, Barakat H, Dousset B, 
Pansini V, Vacher-Lavenu MC, Dubuisson JB: Anatomical distribu�on of deeply infiltra�ng Reprod 2003;18:157–161

3. Nezhat C, Nezhat F, Nezhat CH, Nasserbakht F, Rosa� M, Seidman DS: Urinary tract endometriosis treated by laparoscopy. Fer�lSteril 
1996;66:920–924

6. Goldstein MS, Brodman ML. Cystometric evalua�on of vesical endometriosis before and a�er hormonal or surgical treatment. Mt Sinai 
J Med 1990;57:109-11.

5. Chapron C, Boucher E, Fauconnier A, Vicira M, Dubuisson JB, Vacher-Lavenu MC. Anatomopathological lesions of bladder 
endometriosis are heterogenous. Fer�lSteril 2002;78:740-2.

8. Westney OL1, Amundsen CL, McGuire EJ. Bladder endometriosis: conserva�ve management. J Urol. 2000 Jun;163(6):1814-7

REFERENCES :-

Bladder endometriosis should be considered in women of reproduc�ve age who present with urinary tract 
symptoms not responding to rou�ne medical management with a view to laparoscopic treatment. An op�mal 
treatment of bladder and urethral endometriosis should ideally involve a team of experts, ie, gynecological 
endoscopists, radiologists, and urologists, who are familiar with endometriosis.

1. Olive DL, Pri�s EA: Treatment of endometriosis. N Engl J Med 2001;345:266–275

4. Vercellini P, Fron�no G, Pisacreta A, De Giorgi O, Ca�aneo M, Crosignani PG. The pathogenesis of bladder endometriosis. Am J Obstet 
Gynecol. 2002;187:538–542

7. Masson JC. Surgical significance of endometriosis. Ann Surg 1935;102:819-33.

CONCLUSION :-

For detailed ar�cle Published in JMIG :September 29, 2018DOI: h�ps://doi.org/10.1016/j.jmig.2018.09.782

ENCL. :
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PREGNANCY  IN RENAL TRANSPLANT RECIPIENTS

Dr. (Lt. Col.) Sumesh Choudhary (RTD)

Pregnancy in renal transplant recipient is a high risk pregnancy associated with increased risk of gra� rejec�on 
leading to renal damage and also at risk for developing gesta�onal hypertension, preeclampsia, infec�ons, 
preterm deliveries and premature rupture of membranes. The cause of renal transplant, itself acts as an 

1,2
independent factor for developing preeclampsia, prematurity, low birth weight, and neonatal death . In these 
pa�ents, pregnancy outcome is influenced by various factors like severity of renal dysfunc�on, preexis�ng 

2
hypertension, and amount of proteinuria

There are chances of gra� rejec�on during pregnancy, but it is difficult to diagnose with fluctua�ons in serum 
crea�nine as pregnancy induces hyper filtra�on in transplanted kidneys, as it does in normal pregnancy. Whenever 
altered allogra� func�on is detected on gra� doppler, it is important to rule out acute rejec�on due to 
preeclampsia, and pyelonephri�s. If rejec�on is suspected, kidney biopsy can be taken uneven�ully under 

6ultrasound guidance . Although, there is limited data suppor�ng use of agents like Muromonab-CD3 or an�-
6

thymocyte globulin for treatment of rejec�on, however it can be managedalone with cor�costeroids . American 
Society of Transplanta�on Consensus Conference recommends that in order to prevent gra� rejec�on, dose of 
immunosuppressant agents should be maintained at pre-pregnancy levels throughout pregnancy. Hence, serum 

3,7
level of these drugs need to monitored during antenatal period .
These pa�ents arelikely to develop hypertension during pregnancy, as a result of either preexis�ng chronic 

3hypertension or gesta�onal hypertension, which needs to be managed aggressively .. Methyl dopa is s�llbeing 
8

preferred for mild hypertension as it is well tolerated and does not cause uteroplacentalinsufficiency . Other 
an�hypertensive agents likelabetolol, nifedipine, and thiazide diure�cs can be useddepending on severity of 
hypertension. Agents like hydralazine, labetolol, and nifedipine can be used in case of emergency blood pressure 

8
control . Such pa�ents probably can develop superimposed preeclampsia whichcan causefrigh�ul maternal and 
fetal complica�ons, like renal failure, liver failure, HELLP syndrome (hemolysis, elevated liver enzymes, and 
thrombocytopenia), eclampsia, stroke andeven maternal mortality. In fetus, itcan result in small for gesta�onal 

9
age, preterm delivery, hypoxic injury, and fetal loss .It is difficult to diagnose preeclampsia earlyin renal transplant 

10recipients as they already have proteinuria and blood pressure commonly shoots late in pregnancy . 
Other antenatal complica�on like gesta�onal diabetes, anemia, and infec�ons such as urinary tract infec�ons can 

During antenatal period, pa�ent’s blood pressure as far as possible should be monitored daily. They should have 
regular antenatal follow up every 2-3 weeks upto 20 weeks, then every fortnight �ll 28 weeks, therea�er weekly �ll 
delivery. At each visit, pa�ent’s complete blood count, urine rou�ne and microbiology to rule out any infec�on and 
proteinuria, blood urea nitrogen, serum calcium and phosphorus need to be done. Glucose tolerance test should 

5
be done in each trimester with liver func�on test every 6 week, along with gra� Doppler .

Peritransplant counselling is cardinal for making these pa�ents to understand the effect of pregnancy on gra�ed 
kidney and advice regarding best �me to conceive. Ini�al recommenda�on was to wait for 2 years for ge�ng 
conceive a�er successful transplanta�on. It has been replaced by the American Society of Transplanta�on 
Consensus Opinion that as long as gra� func�on is good, pa�ent can conceive. Gra� func�on is considered to be 

3op�mum when serum crea�nine <1.5 mg/dl, with <500 mg/24 hour protein excre�on . However, when renal 
transplant-pregnancy interval is more than 5 years, it may cause persistent impairment of renal func�on, due to 

4
poor tolerance of gra�ed kidney to the changes of pregnancy but with proper management and follow up this can 
be prevented.

MD DNB (OBS & GYNAE)

Professor (high risk pregnancy)  IKDRC - ITS
Classified Specialist- Obstetric and gynecologist   
( Army Medical corps )
Special Interest in
- UROGYNECOLOGY   -  IVF   -   Endoscopy High risk obstetrics pregnancy in 
post renal transplant and chronic renal disease
Publica�on : 35 Publica�ons
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12. Cruz Lemini MC, Ibarguengoi�a Ochoa F, Villanueva Gonzalez MA: Perinatal outcome following renal transplanta�on. Int J Gynaecol Obstet 2007, 96 :76 –79.

REFERENCES

10. Stra�a P, Canavese C, Giacchino F, Mesiano P, Quaglia M, Rosse� M: Pregnancy in kidney transplanta�on: Sa�sfactory outcomes and harsh reali�es. J Nephrol 2003, 16 : 792 
–806.

The number of females undergoing renal transplant are increasing with �me and also longevity of life. Many of 
these pa�ents are in reproduc�ve age group who will sooner or later are going to conceive. Proper counselling 
regarding op�mal �me to conceive and effect of pregnancy on their gra�ed kidney is very important and should be 
individualized according to their gra� func�oning. These pa�ents fall in high risk group, but can have good 
pregnancy outcome with regular antenatal and postnatal follow up. 

17. Murirhead N, Sabharwal AR, Reider MJ et al. The outcome of pregnancy following renal transplanta�on–the experience of a single center. Transplanta�on1992; 54: 429–432.
18. Lindheimer MD, Katz AI. Pregnancy in the renal transplant pa�ents. Am J Kidney Dis1992; 19: 173–176.

Throughout pregnancy, fetuses of these pa�ents are being exposed to immunosuppressive drugs which can affect 
organogenesis and fetal growth. The current recommenda�ons are to avoid mycophenolate mofe�l and 

3,5rapamycin for 6 weeks before pregnancy because they are associated with severe structural deformi�es . There is 
a long list of immunosuppressive agents but most commonly used during pregnancy are steroids, tacrolimus, 
azathioprine and cyclosporine. Tacrolimus and cyclosporine are included in FDA category C, while steroids are 

5included in FDA category B and azathioprine in FDA category D .
Short ac�ng glucocor�coids like prednisolone is preferred in renal transplant recipient. Its use in pregnancy is 
associated with increased risk for premature rupture of membrane and can aggravate hypertension. Cases of cle� 

15palate and mental retarda�on have been reported with its use . Serious maternal infec�on can occur with 
increased doses of prednisone (greater than 20 mg/day).Whereas azathioprine is a prodrug which is metabolized 
to 6-mercaptopurine, with increased rate of congenital malforma�ons that ranges from 4-9%; however, these 
malforma�ons have had no specific pa�ern. It can cause low birth weights babies, preterm deliveries, jaundice and 
respiratory distress syndrome. Azathioprine also  been associated with a dose-related myelosuppression in the 

16
fetus , but leukopenia does not causes problem in the neonate if the maternal white blood counts are maintained 
above 7500/mm3.

5. Josephson MA, McKay DB: Considera�ons in the medical management of pregnancy in transplant recipients. Adv Chronic Kidney Dis 2007,14:156 –167.

14. Davison JM, Lindheimer MD: Renal disorders. In: Maternal-Fetal Medicine: Principles and Prac�ce, 5th Ed. 2004, edited by Creasv RK, Resnik R, Iams J, Philadelphia, Saunders, 
pp901 –924.

On the other hand, use of cyclosporine and tacrolimusduring pregnancy are associated with low birth weights and 
higher incidence of maternal diabetes, hypertension and renal allogra� dysfunc�on. Cyclosporine metabolism 
increases during pregnancy hence, higher doses may be required to maintain plasma levels in the therapeu�c 

17range ,whereas metabolism of tacrolimus is decreased, therefore its level needs to be monitored biweekly or 
once in a month. Cyclosporine also increases produc�on of thromboxane and endothelin, which are involved in 

18pathogenesis of preeclampsia. Due to this reason dose of cyclosporine should be limited to 2–4 mg/kg per day .

1. Fischer MJ, Lehnerz SD, Hebert JR, Parikh CR: Kidney disease is an independent risk factor for adverse fetal and maternal outcomes in pregnancy. Am J Kidney Dis 2004, 43 : 415 
–423. 

8. Umans JG: Medica�ons during pregnancy: An�hypertensives and immunosuppressives. Adv Chronic Kidney Dis 2007, 14 :191 –198.
9. Baumwell S, Karumanchi SA: Pre-eclampsia: Clinical manifesta�ons and molecular mechanisms.Nephron Clin Pract 2007, 106 :c72 –c81.

6. del Mar Colon M, Hibbard JU: Obstetric considera�ons in the management of pregnancy in kidney transplant recipients. Adv Chronic Kidney Dis 2007, 14 :168 –177.

3. McKay D, Josephson M: Reproduc�on and transplanta�on: Report on the AST consensus conference on reproduc�ve issues and transplanta�on. Am J Transplant 2005, 5 : 1 –8. 
2. Fischer MJ: Chronic kidney disease and pregnancy: Maternal and fetal outcomes. Adv Chronic Kidney Dis 2007, 14 : 132 –145. 

16. Davison JM, Dellagramma�ka SH, Parkin JM. Maternal azathioprine therapy and depressed haemopoiesis in the babies of renal allograt pa�ents. Br J Obstet Gynecol1985; 92: 
233–239.

11,12occur . These pa�ents are prone to develop infec�ons like toxoplasmosis and infec�on with herpes simplexvirus, 
13

HIV, varicella zoster, hepa��s B or C virus . Prenatal screening should be done to detect these infec�ons and they 
should be vaccinated with live vaccines like rubella before transplant. In most of the cases, cesarean sec�on is 
favored mode of delivery but normal vaginal delivery can be conducted uneven�ully. 
Apart from above men�oned risks, renal transplant recipients are also at high risk for premature rupture of 
membranes, leading to the increased chances for preterm delivery and low birth weight babies6. Hence, it is 

6recommended to give steroids late in pregnancy (between 28 and 34 weeks) to promote lung maturity . The 
incidence of intrauterine growth restric�on is 30 to 50%, because of adverse effects of preexis�ng hypertension 

6,10,14
and kidney disease . Therefore, along with mother, it is important to closely monitor fetal growth to diagnose 

6fetal growth restric�onat earliest .

7. McKay DB, Josephson MA: Pregnancy in recipients of solid organs: Effects on mother and child. N Engl J Med 2006, 354 :1281 –1293.

11. Oliveira LG, Sass N, Sato JL, Ozaki KS, Medina Pestana JO: Pregnancy a�er renal transplanta�on: A five-yr single-center experience. Clin Transplant 2007, 21 :301 –304. 

CONCLUSION

4. Yildirim Y, Uslu A. Pregnancy in pa�ents with previous successful renal transplanta�on. Int J Gynaecol Obstet. 2005 Sep. 90(3):198-202.

13. Gardella C, Brown ZA: Managing varicella zoster infec�on in pregnancy. Cleve Clin J Med 2007, 74 :290 –296.

15. Chabria S. Aicardi's syndrome: are cor�costeroids teratogens? Arch Neurol1981;38: 70.
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My Journey of Endoscopy…

Dr. Raxita Patel
Professor
AMC MET Medical College
Sheth L.G. Hospital

During Residency �me, exposure to endoscopy was not much. Laparoscopic Tubal Liga�on and 

Diagnos�c laparoscopy were majorly performed, in endoscopy. When I joined ins�tu�on as a 

consultant, the era of non-descent vaginal hysterectomy was on horizon. As learning curve, abdominal 

hysterectomy followed by vaginal hysterectomy, and then a�er proper prac�ce, endoscopy were the 

surgeries, needed to be mastered in chronology. 

With the help of Administra�on, Corpora�on purchased endoscopy equipment, including bipolar to 

Vessel Sealers, in the year 2006-2007. We started doing endoscopy in pa�ents with previous 

abdominal/pelvic surgery. With the advent of endoscopy, rates of complica�ons of abdominal/vaginal 

hysterectomy were dras�cally reduced. 

Personally, I am grateful to Dr. Nimish Pandya sir, Dr. Niruben Shah madam; for their constant support 

and encouragement. I am grateful to Dr. Pragnesh Shah, Dr. Chetan Panchal and my husband Dr. 

Deepak Patel for taking their �me out from their commitments to private clinics and for teaching us 

with their affilia�on to Shardaben Hospital, with all the pa�ence. They used to bring their own 

instruments when they were not available at hospital. Dr. Sa�sh Kadiker sir helped as fatherly figure; 

and was always keen to learn as well. He used to even assist for long hours of surgery during ini�al days 

of my learning. Dr. Aar� Patel madam has been of great support with her tender care and all the 

support. I was fortunate to have received great support at LG, from Dr. Dip�ben Shah madam and Dr. 

Yamini Trivedi madam during my working days at LG. 

We used to customize manipulator/blocker, during ini�al days of our learning. Few of the points I 

started doing were: Hydrodissec�on for pushing down the urinary bladder. To begin with, suturing of 

vault was done vaginally, then gradually a�er ge�ng good grip at endoscopy, started taking endo-

suturing of the vault. We learnt to take care of the instruments ourselves by cleaning and assembling 

them.

Whenever we encounter challenges/complica�ons, we need to recognize it, and manage it op�mally; 

to keep learning newer things. Knowledge of Anatomy is of utmost importance before proceeding for 

any kind of surgery. Team work makes everything possible, more so in endoscopy. It is always a gradual 

process to learn anything new. We used to do total laparoscopic hysterectomy in 3-4 hours when we 

began, and then gradually, the dura�on got shortened. The focus of the team and assistants always 

need to be on screen, mainly so while using sharp and electric instruments. Staying updated with 

newer advances is always going to benefit pa�ents as well as our own growth. Clear base, observa�on, 

knowledge and prac�ce will make the person perfect!
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Dr. Himanshu Bavishi

MBBS, MD - Obstetrics & Gynaecology
Infer�lity Specialist, Gynecologist

Economic Times has awarded 
Bavishi Fertility Institute 
The best fertility clinics chain 
of western India
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