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TEAM AOGS MESSAGE

Dr. Sunil Shah Dr. Akshay C. Shah

President Hon. Secretary

Dearest AOGS colleagues,

We are in the middle of the biggest and longest festival in the World Navratri. We pray and take
blessings of Ma amba, Durga and Kali. People worship, do fast and play dandia- Garba these days.
Soon after it will be one of the biggest and most important festivals of Hindustan Dipawali will
come and we celebrate the homecoming of lord Ram after winning and triumphing over Ravan. So
from me and team AOGS wishing you all happy navratri and happy dipawali and new year in

advance.

Dear friends we have one of the biggest conferences of this year that will be held by AOGS that's the
ICOG FOGSI conference on 18-19-20th October at Karnavati club. Many renowned local, national
and international speakers are going to come and address the conference for spreading their

knowledge. I request each and every one to take advantage of it and register forit.
| thank each and every contributors for this and previous bulletin. 1 also thank all advertisers also.

Please keep on suggesting innovative and useful ideas to team for betterment of AOGS and AOGS

members.
Looking forward....

Dr.SunilShah |  Dr. Akshay Shah
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RHABDOMYOMA

Dr. Swati Trivedi
ICOG-Fellow Fetal medicine

Dr. Parth Jay Shah

Consultant and Fetal Medicine expert

Cardiac tumors are rare mesenchymal or hamartomatous nodules arising from the cardiac
layers.

Classification of cardiac tumors

1. Rhabdomyomas - encapsulated tumors and often multiple in number. They
arecharacteristically of late onset, and often shrink significantly inthe neonatal period.

2. Teratomas - encapsulated tumors and usually single. They tend to grow within the
pericardial cavity, frequently leading to large pericardial effusions.

3. Otheroccasional tumors—fibroma, haemangiomas, and myxomas - usually single tumors.

Rhabdomyomas are the most common benign tumors of striated muscle origin. They
account for two-thirds of the cardiac masses detected in the fetus and neonate.
Rhabdomyomas account for 1% of all cardiac problems diagnosed before birth.

Pathophysiology

Cardiac rhabdomyoma belongs to the hamartomatous subtype of neoplasms. It is most
often identifiable in fetus at 20 - 30 weeks of gestational age. With the advent of
advancements in imaging technology, tumors are identified more in the fetal series than in
the postnatal series.

A rhabdomyoma grows in the myocardium involving the lower chambers of heart - the left
and right ventricles. More rarely tumor grows to involve the interventricular septum and the
atrioventricular valves. It can be usually sporadic. A strong clinical association often exists
with an autosomal dominant condition i.e. Tuberous sclerosis syndrome, which is
characterized by benign hamartomas in multiple organ systems- brain, kidneys, eyes, skin,
and lungs. Diagnosis of tuberous sclerosis is usually clinical. Confirmation can be done by
genetic testing (looking for TSC1 and TSC2 gene mutations).

Ultrasound diagnosis

Rhabdomyomas are usually detected on the four-chamber view. They appear as hyperechoic,
well defined and round or oval masses. These tumors may arise anywhere in the
myocardium. In a few cases, they may completely replace some areas of the myocardium,
appearing as non-vascular, homogeneous, hyperechoic regional myocardial thickening.
Figure1,2and 3
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Figure 1. Transverse four chamber view of heart demonstrating
Rhabdomyoma cardiac tumors measuring 10.7 mm and 5.2 mm

Figure 3. Multiplanar view with Rhabdomyoma

Rhabdomyomas evolve during the course of
pregnancy. They appear in the late second
trimester, growing steadily until 32-35 weeks,
when they reach a plateau. After birth,
rhabdomyomas shrink significantly or even
disappear macroscopically. This biphasic
behaviour may be related to the maternal
hormonal milieu, which may stimulate tumor
growth in the third trimester. After birth, the
neonate is no longer in contact with maternal
estrogens, and this allows the tumor to shrink as
the mitotic hormonal stimulus is withdrawn.

Colour Doppler assessment may helpin:

- detecting dynamic outflow obstruction (if the
tumor is located in the ventricular outflow), and

- checking the patency of atrioventricular valve

(if the nodule is located just below the
atrioventricular plane) figure 4.
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Figure 4. Using colour doppler to demonstrate patency of
atrioventricular valve, no obstruction here.

Spectral Doppler may be used to quantify the
outflow obstruction. Four-dimensional
echocardiography is of little use in cases of
cardiac tumors.

Differential diagnosis.

1. Hyperechogenic foci and the rare dystrophic
calcifications- hyperechogenic foci do not have
any continuity with the myocardium as they are
located on the chordae tendinea of the
atrioventricularvalves, and are very small.

2. Cardiomyopathy- rare form of diffuse
rhabdomyomatosis can be mistaken for
cardiomyopathy.

3. Inflammatory myofibroblastic tumor
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Association with other malformations

1.Risk of chromosomal anomalies.
Thisisvirtually absent.

2.Risk of nonchromosomal syndromes.

Itis extremely high for multiple rhabdomyomas.

Lesser association with single rhabdomyomas
which form the majority (90%).
Occasional association with tuberous sclerosis
(TS) has been described which is an autosomal
dominant inheritance disorder.TS can be
diagnosed at birth, with recognition of the typical
café-au-lait spots
Obstetric management
Karyotyping is not mandatory, as the risk of
chromosomal anomalies is low. However, prenatal
genetic counselling and genetic assessment of the
parents are indicated in order to disclose a
possible, previously unknown presence of
Tuberous Sclerosisin one of them.
Obstetric management requires follow-up of the
tumors:

If active growth is seen, and threaten to cause
complete valve obstructionli early delivery.

If tachyarrhythmia is associatedl
transplacental antiarrhythmic therapy with digoxin
(rhythm disturbances secondary to cardiac tumors
are often unresponsive).

Delivery should be organized in a tertiary referral
center, in order to provide cardiologic and
respiratory assistanceif needed.

Complications

The complications of cardiac rhabdomyoma
include the following:

Infections
Arrhythmias (bradycardia and tachycardia)
Congestive heart failure
Hemodynamic compromise
Prognosis

The surgical mortality rate for cardiac tumors is
extremely low.

The tumor volume is the main prognostic factor.
Poor prognostic factors:
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1. Large tumors obstructing the atrioventricular
inlets orthe outflows.

2. Tachyarrhythmias resulting from mechanical
stimulation of the atrioventricular conduction
system by tumors located at that level (cardiac
failure = hydrops).

The patients who underwent surgery for the
removal of rhabdomyoma have a fair to good
prognosis.

Survival rates are high; and deaths (due to
refractory cardiac failure and tachyarrhythmias)
are usually confined to the first months of life.

The long-term prognosis in the case of TS is
guarded because of:

- 30%risk of mental retardation,
- possible sequelae requiring repeated surgery.
Postnatal course

Postnatally85% cases of cardiac tumors regress
significantly, hence do not require any medical or
surgical treatment. The remaining 15% of cases
are symptomatic at birth, and may need medical
and/or surgical intervention.

In the case of multiple rhabdomyomas, tuberous
sclerosis must be ruled out by serial examinations
including cerebral MRI,electroencephalography,
renal US, and an ocular fundus examination. ECHO
is preferred for cardiac evaluation. mTOR
inhibitors are a consideration in cases associated
withtuberous sclerosis.

Surgical resection is not indicated unless the
tumor is symptomatic. Indications for surgical
resection of tumor mass are:

1. Tumors causing severe pleuro-pericardial
effusions (which are responsible for cardiac
tamponade and low cardiac output)

2. Tumor-induced tachyarrhythmias
(unresponsive to medical antiarrhythmic
treatment)

3. Tumors causing hemodynamically significant
valve obstruction

Orthotopic heart transplantation is considered in
extremely rare events when the tumor is so large
that it has replaced the normal myocardial tissue
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Fertility, ART & Reproductive Outcomes in Adenomyosis

Dr. Jwal Banker
Banker IVF & Women's Hospital

Dr. Manish Banker
Banker IVF & Women's Hospital

Introduction

Adenomyosis is best defined by Bird in 1972 as “the benign invasion of endometrium into the myometrium,
producing a diffusely enlarged uterus which microscopically exhibits ectopic non-neoplastic, endometrial
glands and stroma surrounded by the hypertrophic and hyperplastic myometrium”. In the past, adenomyosis
was thought to be present only in parous women. However, it is frequently encountered in nulliparous
infertile patients also.Puente et al found that the prevalence of adenomyosis was 24.4% and 22% in women
aged >40 years <40 years, respectively. This was found to be higher in women with recurrent pregnancy loss
(38.2%) and previous ART failure (34.7%) when compared with the rest.

Infertility/ subfertility due to adenomyosis
Itis hypothesised that adenomyosis might cause infertility by:
Altering the normal myometrial architecture and function by affecting the uterine peristalsis and/or by
interfering with spermtransport.
Altering the normal architecture of the fallopian tubes and this results in abnormal peristalsis with
increased intrauterine pressure.
Lessrapid intra-uterine spermtransport due to dysperistalsis caused by adenomyosis.
Altering the shape of the uterine cavity itself, in severe cases causing a ‘T-shaped’ uterus.
Altering signalling at a molecular and genetic level causing alteration of estrogen and progesterone

receptors in these women which can reduce the -3 integrin secretion and hinder receptivity as well as
dysregulation of other factors like HOXA10, LIF, IL-6, cytochrome P450.

Effect on pregnancy outcomes

Given the fact that adenomyosis causes abnormal uterine shape, vascularity and peristalsis, it has been
thought that this can affect theimplantation of the embryo. A recent meta-analysis by Younes et alfound that
implantation was significantly lower in women with adenomyosis undergoing ART. He evaluated 12 different
studies and also found significantly reduced clinical pregnancy rates(CPR) per cycle. An earlier meta-
analysis also showed that women with adenomyosis had a 28% reduction of CPR in IVF/ICSI cycles as
compared to controls.

Adenomyosis causes changes in the myometrial architecture and thus affects the vascularity by distorting
the spiral arteries. This vascular change is assumed to cause increased miscarriages in these women.In the
study performed using donor oocytes on women with and without adenomyosis with similar age and reason
forinfertility, there was a significantly increase in miscarriage rates in the affected women (13.1% vs 7.2%).

By reducing the CPR and increasing the abortions, it is safe to assume that the overall live birth rate (LBR) will
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also drop.Younes et al. made it quite evident in their meta-analysis that there is a 41% drop in LBR in patients
with adenomyosis compared to healthy women and more recent studies also agree to that.

Surgical Management of Adenomyosis related Infertility

The surgical management of women with associated subfertility is highly controversial, and there remains
an overall lack of consensus regarding the value of conservative surgery with or without medical
management to improve reproductive outcomes.Factors like the method of removal of adenomyotic tissue,
the degree of residual adenomyosis, the method of reconstructing the uterine wall, postoperative
complications, and the interval between the procedure and conception are ofimmense importance.

From excision of adenomyotic tissue after longitudinal incision of the uterus, to the wedge resection and
using classical V-shaped resection technique, multiple newer techniques have been experimented with,
including a uterine ‘muscle flap’ method that stresses fertility preservation.

Another approach using hysteroscopy can be useful in cases with cavity modifications. Regarding such
cavity abnormalities induced by adenomyosis, prospective study by Mikos et al evaluating the role of
hysteroscopic enlarging metroplasty in women with a T-shaped uterus and infertility demonstrated better
live birth and reduced miscarriage rates after the procedure.

Medical Management of Adenomyosis related Infertility

Most of the literature is focused mainly on medical management for adenomyosis associated
dysmenorrhoea, abnormal uterine bleeding and pelvic pain, with less focus on associated subfertility. It is
stillassumed that by reducing the volume of the uterus and the defect, it will help improve fertility outcomes.
Treatment options include GnRH-a, oral contraceptives (Ocs), progestins, danazol, and, more recently,
selective oestrogen receptor modulators (SERMs), selective progesterone receptor modulators (SPRMs),
and aromatase inhibitors (Als) along with some other experimental drugs.

Along with causing a hypoestrogenic state, agents like GnRH agonists also reduce the expression of
aromatase cytochrome P450 in the eutopic endometrium.To assess this on IVF outcomes, Xiaoni Hou et al.
recently compared outcomes using long agonist protocols with and without prior suppression by GnRH
agonist depots. They found that the suppressed patients needed a significantly longer and higher dose of
gonadotropins for stimulation and number of oocytes retrieved were also less. But on the other hand, these
women had a significantly higherimplantation and live birth rate.

Overall, it seems that all these factors work by reducing the size of the lesion and the uterus and ultimately
creating a favourable environment. This can then help improve pregnancy and live birth rates.

Conclusion

Adenomyosis still continues to mystify patients and gynaecologists.A lack of standardization in diagnoses
makes this disease challenging to study. Although pain and bleeding problems are common symptoms,
sometimes subfertility or even infertility is the only sign of this uterine disease.Existing literature suggests
early IVF and embryo culture with or without the use of suppression using GnRH agonists or even aromatase
inhibitors prior to embryo transfer can give good and early results. Surgical management, in spite of being
helpful in some instances, is still not recommended for all and patient selection guidelines are pending.All
cases must be evaluated individually and a personalized treatment plan must be suggested depending on
the patients’ need and the extent of the disease.
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LAPAROSCOPIC REPAIR OF VERY LARGE VESICO VAGINAL FISTULA
WITH BILATERAL URETERIC REIMPLANTATION

Dr Pragnesh Shah MD (Gyn),

Visiting endoscopic surgeon, SVIMSR, Smt NHLMMC,
Heli woman'’s clinic, Motera, Ahmedabad
Apollo Hospital, Bhat, Ahmedabad

Introduction:

“A Vesico Vaginal Fistula(VVF) with its constant odorous, scalding, unimpeded leakage of urine is
one of the most devastating surgical complication that occur in women.” It can occur after
abdominal, vaginal, laparoscopic hysterectomy, obstructed labor, after obstetric hysterectomy,
after anterior colporrhaphy, long standing forgotten or neglected intravaginal pessary, malignancy:
cacervix, afterradiuminsertion. It affects physical, mental, social and sexual life of the patient.

There are multiple approaches to manage VVF ranging from conservative management to open
surgical repair. The choice of operation for VVF is predominantly a matter of surgeon's preference.
Laparoscopy has evolved to be an efficient surgical modality as it has the advantages of less post-
operative pain, blood loss, shorter convalescence and minimal scar. CT IVP and Cystoscopy are the
two importantinvestigations to confirm diagnosis.

A woman having long standing large vesico vaginal fistula for 40 years which is treated by
laparoscopic VVF repair with bilateral ureteric reimplantation.

Case Report:

Patient aged 80 years having c/o leaking of urine p/v since 40 years since after her last delivery may
be due to obstructed labor. Her complaints of leaking of urine was exaggerated for 2 years, despite
having indwelling catheter. Due to urinary incontinence due to fistula, there was severe excoriation
of vulva and perineal skin. On P/S examination, there was large vesico vaginal fistula. CT IVP
showed 5.5 cm VVF near ureteric orifices.

Management plan:

The primary objective was to stop leaking even at cost of severe compromised bladder capacity and
life-long catheterization (As patient was 80 years old, augmentation cystoplasty was not possible
due to her general condition). Patient was planned for laparoscopic repair of fistula with bilateral
ureteric reimplantation along with laparoscopic hysterectomy.

Operative steps:

Cystoscopy was performed. Fistulous bladder was dissected from uterus and hysterectomy was
completed. Fistula was so large that whole supratrigonal portion of bladder was compromised with
bilateral ureteric orifices.

Both the ureters are dissected. Bladder mobilization and wide excision of fistulous tract was carried
out. There was only trigonal portion of bladder remaining which was sutured and bilateral ureters
were reimplanted.
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Post-operative management:

Patient was given anticholinerics to prevent bladder spasm and better healing and broad spectrum
antibiotics. Indwelling catheter was kept for 3 months. Cystoscopy carried out after 6 weeks, there
was good healing of bladder, ureteric stents removed. Trial of catheter removal was planned along
with bladder training in postoperative phase. Surprisingly, fistula did not recur. However, patient has
to go for urination every hour.

Discussion:

Laparoscopic repair of Urogenital Fistula though technically challenging, has multiple advantages.
This modality is particularly well-suited to work in deep pelvic cavity, less Blood loss may due to
tamponade effect of the pneumoperitoneum, which limits bleeding from perivesical and perivaginal
venous plexus. During VVF repair, it provides excellent magnified view of the bloodless surgical field
whereby accurate dissection in anatomical planes can be done. It permits wide mobilization of the
bladder flaps to achieve precise closure of the fistula and tensionless suturing of the bladder. During
ureteroneocystostomy repair, it aids wide mobilisation of the bladder to perform vesico-psoas
hitch.1

If fistula is near ureteric orifice, better not to compromise adequate dissection and excision of
fibrous margin of fistula and proper suturing bladder. Ureteric reimplantation is preferred in such
cases rather than preserving ureteric orifice with compromised VVF repair. If fistula is chronic, wide
excision of margin is must to prevent recurrence.

References:

Sharma S, Rizvi SJ, Bethur SS, Bansal J, Qadri SJ, Modi P. Laparoscopic repair of urogenital fistulae: A
single centre experience. J Minim Access Surg. 2014 Oct;10(4):180-4. doi: 10.4103/0972-
9941.141508.
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Fig 2: Right ureteric implantation

Fig 4: Bilateral ureteric implantation
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RETAINED PLACENTA: CASE SERIES

Dr. Purvi M. Parikh

Asst Professor, Department of
OBGY, SVPIMSR,
Smt NHLMMC, Ahmedabad

Dr. Ayushi H. Vyas

2nd Year Resident, Department of
0BGY, SVPIMSR,
Smt NHLMMC, Ahmedabad

INTRODUCTION:

Third stage of labour starts after delivery of baby and ends with delivery of placenta. The average duration is
15 minutes in primigravida and 5 minutes in multigravida women, not exceeding more than 30 minutes with
active management of third stage and 60 minutes with expectant physiological management.'

Retained placenta is diagnosed when placenta is not delivered spontaneously after one hour of delivery of
baby. The incidence is estimated between 0.1%- 3%.” Risk factors include preterm delivery, history of prior
uterine surgery, high parity, abnormally adherent placenta as in Placenta Accreta Spectrum Disorders (PAS),
prolonged oxytocin usage, angular pregnancy and IVF conception. ’

Itis one of the leading causes of post-partum haemorrhage (PPH).

CASE1:

A28 years old woman, G2P1A1 with previous caesarean section was referred for retained placenta following
second trimester abortion before 1 month. She had history of failed Manual Removal of Placenta (MRP) on
the same day following abortion. USG was suggestive of adherent placenta inside uterine cavity with
increased vascularity on Power Doppler (Fig 1). Patient consulted at our hospital for further management as
placenta was inside uterine cavity for one month. On examination, vitals were normal, P/A: soft abdomen
and presence of Pfannenstiel scar of caesarean section, P/S: No foul smelling vaginal discharge or bleeding,
vaginal swab for C/S was taken, P/V: Uterus anteverted, bulky, reaching up to 2 cm above symphysis pubis.
We counselled patient for conservative management and monitored with serial USG with Colour Doppler
study and B hCG titre weekly for one month and then bi-weekly.

Her USG and Colour Doppler showed gradual decrease in vascularity and placental size (Fig 2A,B). Serum B
hCG titre was 800 mIU/ML after 30 days of abortion, which was gradually declined and became normal (10
mlU/ML) on day 76.

On post-abortion D98, she was admitted with severe pain in lower abdomen and placenta expelled
spontaneously. USG showed empty cavity (Fig2c).

Fig 1: USG on post-abortion D7: shows 5.1x4.4 cm Fig 2: (A) On D21 decreased vascularity and size of the placenta (B) On D42 further decrease in size of placental tissue,
size retained placenta inside uterine cavity with (C) On D98 after the expulsion of placenta, empty uterine cavity

increased vascularity on Power Doppler suggestive

of adherent placenta
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CASE 2:

A25years old woman G2P0A1 (h/o previous one spontaneous abortion at 2 months) presented at 26 weeks
of gestation with severe PIH and as USG findings were suggestive of severe utero-placental insufficiency
(very high resistance in umbilical artery AEDF with intermittent reversal). After counselling regarding poor
perinatal outcome and high maternal morbidity, patient and relatives agreed for induction of labour with Tab
Misoprostol. Patientdelivered 600 gm stillbirth child after 48 hours of induction.

Placenta was not delivered after 1 hour of delivery. Patient was shifted to operative room for Manual
Removal of Placenta under General Anaesthesia but it could not be separated. Intra-operative USG revealed
deeply trapped placenta over right cornu with surrounding thin myometrium <2mm and also absence of
retro-placental clear zone at anterior wall of myometrium (Fig 3).

Diagnosis of retained placenta due to angular pregnancy was made. There was no active bleeding, decision
was taken for conservative approach and placenta was left in situ. Relatives were counselled regarding
conservative approach and may need laparotomy if heavy bleeding or sepsis.

Injectable broad spectrum antibiotics were started and patient was closely monitored for vital parameters
including temperature and any active vaginal bleeding, serial CBC, serum creatinine and Procalcitonin. On
D1, WBC count was 29000/ mm3, procalcitonin was 5.12 ng/ml and g hCG was 10,405 mIU/ML. On D3, total
WBC count was 18,810/ mm3 and procalcitonin was 3.38 ng/ml. On D5, WBC count was 12460 / mm3 and
procalcitonin was 0.96 ng/ml and B hCG was 7076 mIU/ML. On post-partum D6, whole placenta was
expelled spontaneously (Fig 4), USG was also done which was suggestive of empty uterine cavity.

Fig 3: Deeply trapped placenta over right cornu with surrounding thin myometrium <2mm and also absence of Fig 4: Expelled placenta
retro-placental clear zone at anterior wall of myometrium.

CASE3:

A 24-year-old primi para patient presented with lower abdominal pain in our OPD. Patient was delivered
vaginally outside before one month. On clinical examination, uterus was sub-involuted and no active
bleeding or foul-smelling discharge was present. USG was suggestive retained placenta of 9cm x 7cm with
thin fundal myometrium and increased vascularity (Fig 5). As patient had no active vaginal bleeding or foul-
smelling discharge from vagina, conservative management was opted and was monitored with serial USG,
Beta hCG and CBC. Serial USG were suggestive of gradual decrease in size and decreased vascularity on
Color Doppler and B hCG was decreased from 754 mUL/ML to 8 mUL/ML in one month. Oral antibiotics were
also started. Vaginal swab detected no pathogenic organism.

On post-partum D 65 patient developed severe pain. USG was suggestive of placenta in lower uterine cavity
and cervical canal, which was trapped in cervix. Inj Oxytocin was started. Patient was shifted to operation
room and retained placenta was removed (Fig 6) with help of ovum forceps under anaesthesia. She had
purulent blood stained discharge from uterine cavity, endometrial swab was taken. Post procedure USG
showed empty uterine cavity with minimal fluid collection.
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DISCUSSION:

Retained placenta can be a major
cause of post-partum morbidity and
mortality. Cases in which significant
morbidity is associated such as
haemorrhage or sepsis surgical
intervention may be required.

In all 3 cases, conservative
Fig 5: USG on D30 - Retained placenta of 9cm x 7cm with Fig 6: Placenta separated and management was carried in which 2
thin fundal myometrium and increased vascularity expelled on D65 .

cases were managed on outpatient

basis as there was no active bleeding
or any signs or symptoms of sepsis were present and admitted when they had signs of separation. All 3
cases were monitored with serial USG, CBC and B hCG and started on prophylactic antibiotics. Placenta was
separated spontaneouslyin all three cases.

There is evidence that angular pregnancy is associated with Fetal Growth Restriction, pre-eclampsia, pre
term birth,Retained placenta which reflects the possible impact of defective placentation on the fetal well
being.

Inj Methotraxate (MTX)was not used in any of the cases. Currently, MTX is used as an off-label drug in
conservative management of retained placenta as hypothetically, it induces placental necrosis and
acceleratesinvolution of placenta. Ellen H et al discourages the use of MTX as placenta whichis leftin situis
already a degenerating tissue.4 In the limited available literature, it is observed that the outcome ranges
widely from expulsion of placenta after 7 days to resorption within 6 months.5 For further assessment such
as development of PAS disorders or risk of retained placenta in future pregnancies patients need to be
followed up.

We are highly obliged and thankful to Dr Sapana R Shah (Prof and HOU, Department of OBGY, SVPIMSR
Ahmedabad, Author of the book “Placenta Accreta Spectrum Disorders: A Detailed Sight”) for her utmost
supportand guidance in managing all three cases and also giving insights for this article.
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F o G SI (o KE] KB EZ) ocToBER, 2024
ANNUAL Venue: Karnavati Club,

CON FERENCE Sarkhej - Gandhinagar Highway,
2024  Ahmedabad.

Hosted By
AHMEDABAD OBSTETRICS & GYNAECOLOGICAL SOCIETY Theme : Safe Practice in Ob.Gyn.

Please Scanto  REGISTRATION FEES - * INCLUDING GST

Registrer Online - (GoNggRENCE FeEs [upT031AUG | UPTO30SEP | sPOT |
( 1C0G/FOGSI MEMBER [ z10500 | () 12,500 | () 14,500 |
(1COG/FOGSINONMEMBER | () 12,000 | (] 314,000 | () 16,000 |
[ RC MEMBER [Oz500 |0 - [0 )
 WORKSHOP FEES [ 2000 [(O) 3,000 | () %4000 |
(PG STUDENT : FREE WORKSHOP WITH CONFERENCE REGISTRATION ]

Use this QR code to pay using UPI
BANK DETAILS - s @ P yl_l g

Name  : ICOG - 2024 e 2t i)
Bank Name : Bank of India (BOI) Branch  : Ashram Road, Ahmedabad 3 i
Account No.: 200220110001499 IFSC Code: BKID0002002

PAN No. - AAATT1690F GST No. - 24AAATT1690F2ZL

Note : Cheque / DD should be drawn in favour of “ICOG - 2024" Payable at Ahmedabad.

Correspondence :
. . y Save a Screenshot of your payment that
Ahmedabad Obstetrics & Gynaecological Society you can upload to this registration form.

Our office needs this information to cofirm your payment.
2nd Floor, Dream Icon @ PARIMAL,
Nr. Krupa Petrol Pump, Nr. Kalgi Cross Road,
Surendra Mangaldas Road, Ellisbridge,
Ahmedabad, Gujarat 380006
Phone : 079 - 26586426

icogfogsi@gmail.com - -kxg
https://ahmedabadobgyn.org/
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Dr. Sunil Shah
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Dr. Nita Thakre
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Dr. Akshay Shah
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Dr. Sarita Bhalerao
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Dr. Mehul Sukhadiya
Dr. Sanjay Shah

SCIENTIFIC COMMITTEE
CHAIRMAN

Dr. Alpesh Gandhi

Dr. Ajesh Desai

TREASURER
Dr. Mehul Damani

JT. TREASURERS
Dr. Parth Shah
Dr. Shaswat Jani

CONFERENCE
CONVENOR
Dr. M. C. Patel

NATIONAL CO-
ORDINATORS

Dr. Dipesh Dholakiya
Dr. Hemant Bhatt
Dr. Jignesh Deliwala

PATRONS

Dr. Vilas Mehta
Dr. R K Shah

Dr. Sudha Nagpal
Dr. Atul Munshi
Dr. Niruben Shah

ADVISERS

Dr. Anila Kapadia
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Dr. Geetendra Sharma
Dr. Mukesh Savaliya
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Dr. Jignesh Shah
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Dr. Vijay Shah

Dr. Mahesh Gupta
Dr. Dilip Gadhavi
Dr. Kiran Desai

Dr. Rajal Thaker
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Dr. Kruti Deliwala
Dr. Utkrant Patel
Dr. Riddhi Shah

Convocation Committee
Dr. Sonal Kotdawala

Dr. Santwan Maheta

Dr. Arati Gupte
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Finance Committee
Dr. Chaitanya Nagori
Dr. Kamini Patel

Dr. Hasmukh Agrawal

Hall Co-ordinators
Dr. Ashish Varma
Dr. Chintan Gandhi
Dr. Shital Punjabi
Dr. Lata Trivedi
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Dr. Rajan Joshi

Dr. Mukesh Bavishi

Dr. Arti Vazirani

Dr. Nidhi Saxena

Tour, Travel &
Accommodation

Dr. Mahesh Jariwala
Dr. Kamlesh Jagwani
Dr. Naimesh Patel

Cultural Committee
Dr. Darshini Shah
Dr. Snehal Kale

Dr. Praful Panagar

Audio Visual Committee
Dr. Darshan Shah

Dr. Bhavit Shah

Dr. Gaurav Vadher

JUL

Workshop Incharge
Dr. Parth Shah
Dr. Shaswat Jani

Neonatal Resuscitation +
KMC (Kangaroo Mother
Care)

Dr. Manoj Pandya

First Trimester Scan +
Fetal Echocardiography
Dr. Riddhi Mehta

Dr. Viral Pandya

Surgical Management of
PPH

Dr. Sapna Shah

Dr. Hardik Chauhan

Imaging in infertility
Dr. Devang Patel
Dr. Ripal Gevariya

Optimizing equipment &
energy sources in MIS
Dr. Sujal Munshi

Dr. Jayesh Patel

Al & Safe practice in
Ob/Gyn.

Dr. Jayneel Shah

Dr. Smeet Patel
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CONFERENCE
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State Coordinators -
Saurashtra

Dr. Heena Patel

Dr. Sudhir Shah

Dr. Jignesh Modi

State Coordinators -
Kutch

Dr. Gopal Hirani

Dr. Bhavik Khatri

State Coordinators -
Center

Dr. Sujat Vali

Dr. Jitendra Patel

Dr. Pallavi Satarkar

State Coordinators -
South

Dr. Darshan Wadekar
Dr. Chintan Thakkar
Dr. Yogini Rolekar

State Coordinators -
North

Dr. Mukund Patel

Dr. Sanjay Gandhi
Dr. Sandip Patel

Dear Collegues, for the first time ICOG Convocation
will be held at the time of Annual ICOG Conference,
Ahmedabad. Please avail this opportunity to get the
fellowship here.

The details and link for the form can be checked on
ICOG website.

https://icogonline.org/
https://ahmedabadobgyn.org/

Physical form may also be collected from New AOGS Office.

MONSOON
OFFER

Rs. 1500/-

Discount to AOGS Members and

Rs. 400/-

Extra Special Discount
for those who pay before
15th August
+Rs. 100/-

For UPI /QR CODE Payment

Proposed International Faculties :

Mangla Dissanaike - Sri Lanka
Phurb Dorji - Bhutan

Pisake Lumbiganon - Philippines
Ranee Thakar - UK

Rashid Latif Khan - Pakistan
Ravi Chandran - Malaysia
Rohana Haththotuwa - Sri Lanka
Rubina Sohail - Pakistan

S. Arulkumaran - UK

Saroja Pande - Nepal

UDP Ratnasiri - Sri Lanka
Zeenat Ara Nasreen - Bangladesh

Anne Kihara - Africa

Aparna Shridhar - USA
Dibendu Dutta - UK

Farhana Diwan - Bangladesh
Felice Petraglia - Italy

Frank Louwen - Germany
Ganesh Dangal - Nepal
Jagdish Gandhi - UK
Janesh Gupta - UK

Joong Shin Park - South Koria
Lubna Hassan - Pakistan
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Revolutionising Laparoscopic Surgery with high-tech
4K 3D Rubina System ensuring unmatched Precision & Clarity

s, o |

et .} h oy i
Our trusted team in Laparoscopic Care
With over 20 years of experience, Dr. Anand and his team
Treated over 1,00,000+ satisfied patients | Performed 10,000+ successful
Laparoscopic surgeries | Established 35+ OPD Centres all over Gujarat,
Established 5 IVF centers across Gujarat

And looks forward to improving people’s quality of life.

* Ll
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Message from Dr. Anand Patel
“Innovation and intelligence go hand in hand. Utilising this combination

with an efficient skill set to serve our patients with the utmost care is the
reason we strive every day.”

{ov gﬁ e e 2

SNLD in b ' o Grade IV
If you want to know more about this cutting-edge technology further, consider contacting
Motherhood Hospital, in the presence of the best 3D Laparoscopic surgeon in Ahmedabad.

1st Floor, Sarjan Arcade, Science City
Rd, Above Axis Bank, Sola, Ahmedabad, +91 99049 96633 .
Gujarat 380060. www.motherhoodhospital.com
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°
(Q) +91-75750 25422 Planet WOM eN

IVF Center & Advanced Women’s Hospital

Bring
home a
Miracle

Effective &
affordable

IVF

treatments
from us
All Gynaec

m LASER ASSISTED Friends are invited
HATCHING to utilise State of
the Art facilities

FERTILITY PRESERVATION
PGS | SURGERY

FOGSI recognized training centre for ART (IVF)/Endoscopy/Sonography

"Planet WOMEN' IVF Centre & Advanced Women's Hospital

! ™ Sahajanand College Cross Road, Near Nehrunagar Cross Roads,
PI a n et WO M e N Ambawadi, Ahmedabad-380015, Gujarat (INDIA)
IVF Center & Advanced Women's Hospital ~ Email : planetwomenl@gmail.com Website. : www.planetwomen.in
Helpline Number : 75750 22422, 75750 25422
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Building Families

THIS

Dashera

ANNOUNCING

¥ FERTILITY
@ BAVISHI INSTITUTE
Simple | Safe | Smart | Successful

@ Nikol

A state-of-the-art

Level 2 ART Clinic
STAY TUNED

v
INVITING
FULL TIME CONSULTANTS | PART TIME CONSULTANTS
PARTNERS | ASSOCIATE CONSULTANTS
Interested in making a brilliant career in ART
RSVP Ms. Shaila : 9712422288

('”; étl
B FERTILITY ey
(Q|BAVISHI (i
Simple | Safe | Smart | Successful 1998 NABH

Ahmedabad : Paldi : Opp. Manjulal Muni. Garden, Nr. Orion Building & Adani CNG, Paldi Cross Roads, Ahmedabad-380007. Ph. 079-4040 4646,98795 72298
Sindhu Bhavan : SF-213, Steller, Sindhu Bhavan Road, Pakwan Croos Roads, Bodakdev, Ahmedabad-380059. Ph. 079-4916 9588, 63570 80136

Vadodara : 4th Floor, Trisha Square-2, Sampatrao Colony, Jetalpur Road, Aklapuri, Vadodara. Ph. 0265-2312250, 75750 99898

Surat - 9th Floor, Param Doctor House, Lal Darwaja, Station Road, Surat-395003 . Ph. 0261-2424901, 0261-2424902, 98795 72247

Bhuj :Spandan Hospital, Plot No. 13-28, Shivamnagar, Engi. College Road, Mirzapar Highway, Bhuj-Kuchchh. Ph. 96871 88550, 96870 02283

Mumbai - 2nd Floor, Vallabh Vihar, Nr. Ramji Mandir, M. G. Road, Ghatkopar (E), Mumbai-77. Ph.022-250 88888, 93281 90146
Borivali / Vile Parle 91672 04019, Vashi / Dadar 96870 04268, Thane 91672 04018

Delhi 193154 16532, 93126 30134

E-mail : drbavishi@ivfclinic.com | Website : www.iviclinic.com | @© : 96874 22288

ALL CENTERS OFFER ALL FERTILITY TREATMENT UNDER ONE ROOF WITH INTERNATIONAL STANDARDS
Technology e Trust



Grand Launching: Ultra Modern Full IVF Lab Setup

a\\ will be Fully functional from OCTOBER-2024
SNE \ 1" floor, Turquoise - 3, Nr. Urban Health Center,

o Gala Gymkhana Road, Bopal.
OSpjtall,.

ASSURING BETTER HEALTH
AN 1SO 9001 : 2008 CERTIFIED HOSPITAL

© Our SNEH IVF BOPAL CENTRE
m)

® Experienced team with g~
CENTREZZ R
more than 1,00,000 © _ﬁ%{ﬂﬁ.mm
infertility treatment cases

® Unique “Non Obstetric unit”

As Sneh IVF Centre expands its horizon to Bopal with ultramodern
IVF lab setup, it is our proud privilege to welcome in our team,

IVF Procedures & Patient Consultation

;? Dr. Kanthi Bansal She will be available daily for all
- at Sneh Bopal IVF Centre

Specialization: Experience more than 40 years in Management of Infertile Couples.
Academic Experience: 12 Books published on PCOS, Endometriosis, Infertility and ART.
Distinction of producing the first IVF Baby of Ahmedabad.

IVF EXPERT DOCTORS TEAM

Dr. Ushma Patel Dr. Kajal Jajal

Dr. Nisarg Dharaiya Dr. Shetal Deshmukh | Dr. Dipa Patel
Dr. Khushali Shah Dr. Tejal Shah
Dr. Rushi Patel Dr. Kushal Shah
Dr. Kunal Modi

SERVICES

O IUl, IVF -ICSI, PGD/PGS , TESA/PESA-MICRO TESE
SNEH WOMEN'S HOSPITAL & IVF CENTRE

................ MANINAGAR(HO) | ... PRAHLADNAGAR | o SOTA
Sneh Hospital, Hatkeshwaar circle to 3" floor Sahjanand Palace, 2" Floor, Shree Vishnudhara Gardens,
7" day school road, Maninagar. Above Gopi Dining Hall, Prahladnagar. Jaguar Showroom Road, Jagatpur, Gota.

BRANCHES : VADODARA | RAJKOT | JAMNAGAR | JUNAGADH | BHUJ | MORBI | ANJAR | BADMER | BANSWARA | BALOTARA | SANCHORE

HELPLINE NUMBER: 70 48 33 1000 | www.snehivf.com



