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SUCCESSFUL DELIVERY IN A PATIENT WITH UNICORNUATE
UTERUS AND RIGHT OVARIAN MALDESCENT
Uterine anomalies and associated ovarian
maldescents comprise atleast 40 % of cases of
unicornuate uterus and roughly 20% of cases with
Mayer Rokitansky Kuster Hauser (MRKH)
syndrome (W Ombelet et al., 2011). During
embryogenesis two mullerian ducts fuse together
to form a normal uterus. Failure in this process of
fusion or in the development of one of the mullerian
ducts, results in an unicornuate uterus.

She was then initiated for IVF using long protocol
with OC pill and Inj. Zoladex, 3.6mg (Goserelin
acetate, Astrazeneca, UK) for down regulation on
day 20. This was followed by controlled ovarian
hyperstimulation using Recombinant FSH
(Organon, Ireland) and gonadotrophins ( IVF M2,
150 IU/ml, LG life sciences, Korea). Along with
this, Inj. X-grast (12 units, Emcure, India) was also
administered. There was good response from
both the ovaries. When the maximum follicular
Here we present an interesting case of unicornuate size reached 1.8x1.8cm for 4 follicles or more, a
uterus with right ovarian maldescent who HCG trigger was given (Inj. Amlife 10,000 IU/ml,
underwent an ART program, where oocyte retrieval American formulations, Gujarat).
was performed laparoscopically and transvaginally
resulting in a single successful live birth.
A dual procedure was planned for oocyte retrieval
on 20/5/2016. The oocytes were retrieved
CASE REPORT :
transvaginally from left ovary followed by transA 35 year old lady with regular menstrual cycles in a abdominal oocyte retrieval from the inaccessible
non-consanguineous marriage for 10 years, right ovary using triple puncture technique. 15
consulted us for secondary infertility. On vaginal oocytes were retrieved, of which 8 were from left
ultrasound, only the left ovary was visualized while ovary and 7 from right ovary.
the right ovary was not. Her obstetric history Out of 15 oocytes aspirated, 13 were normal and
revealed one spontaneous miscarriage at 8 weeks two were immature. ICSI was performed on
following a natural conception.
20/5/2016 with husband sperms on the mature
She had failed one previous IVF attempt at another oocytes, of which only 5 fertilized.
center. She had undergone a diagnostic
laparoscopy elsewhere which revealed a left
unicornuate uterus with a right rudimentary horn.
Left ovary and tube appeared normal while the right
ovary was located higher up near the pelvic brim
attached by a narrow fibrotic band to the patient's
rudimentary horn. She underwent a hysteroscopy
with us confirming a left uterine horn with normal
ostia. Patient was prepared for an ART program.
Blood work up and hormone analysis (LH, FSH,
Serum prolactin) were within normal limits. The
couple’s karyotype was also normal.
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Two grade - I embryos (8 cells) were transferred on
day 3 and 1 expanded blastocyst on day 5. Out of
the two remaining embryos one arrested while the
other was frozen as an unexpanded blastocyst.
Patient conceived in the same cycle and her first β
HCG value was 114.1mIU/ml on the 28th day and
the second value was 320.9 mIU/ml on the 30th
day. Her trans vaginal scan was done on the 38th
day which showed a single intrauterine gestational
sac. Fetal heart pulsations were observed on the
45th day. Patient had one episode of spotting in her
11th week of pregnancy for which she was admitted
in the hospital and medically managed and was
discharged after 5 days.
Her 1st trimester screening ( double marker with NT
scan) done at 12-13 weeks of pregnancy revealed
high risk for trisomy 21, and hence NACE (noninvasive prenatal testing) was done, at 15 weeks.
Luckily it was low risk for the same. Level II anomaly
scan was also normal at 21 weeks of gestation. Her
antenatal period thereafter was uneventful, until at
32-33 weeks of pregnancy in view of preterm labour
with breech presentation in an unicornuate uterus.
She delivered a healthy female baby on 13/01/2017
weighing 2.07kgs.

DISCUSSION
The incidence of mullerian duct anomalies is
estimated to be 1% of the general population and
upto 25% of women with infertility. There is a high
association of renal and mullerian anomalies.
Mullerian duct anomalies result from abnormal
development or fusion of the paramesonephric
ducts.

The ovaries develop from the genital ridge
independently of the mesonephric (wolffian)
and paramesonephric (mullerian) ducts.
Descent of the ovary is governed by the
gubernaculum, which attaches the inferior
ovarian pole to the uterus, eventually forming
the utero-ovarian and round ligaments.

Arrested development of any of these
structures may result in failure of the ovaries to
enter the true pelvis. An unicornuate uterus is
caused by a failure of one mullerian duct to
develop normally. Unicornuate uterus can be
present either alone or with a rudimentary horn.
They are usually asymptomatic due to the lack
of functional endometrium in the rudimentary
horn. The diagnosis of rudimentary horn is not
made until the patient presents with pelvic pain /
dysmenorrhea / rudimentary horn pregnancy or
many times during a laparoscopic procedure as
in this case.
The presence of unicornuate uterus is
associated with a higher incidence of obstetrical
complications such as ectopic pregnancy, early
miscarriage, abnormal fetal presentation,
intrauterine growth restriction and premature
labor. This is a rare case of mal-positioned right
ovary attached to the rudimentary horn, placed
high up. This case has been documented and
presented to highlight the successful
pregnancy and delivery of a healthy baby in a
woman with unicornuate uterus through IVF by
transabdominal aspiration of oocytes from an
ovary placed higher up than in the desired
position in the true pelvis.
DR. PRIYA SELVARAJ MD MNAMS MCE
Dr. KAMALA SELVARAJ MD DGO PhD
Dr. MOHANALAKSHMI MBBS
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GETTING OUR ART (BILL) TOGETHER
As the parliament gets ready to pass the
surrogacy bill this year, we find ourselves with a
draconian law forced upon us.
To quote some protesting views from doctors and
public alike (news articles) “India could have
become a world leader in this field and now the
couples will head abroad for treatment” and
another “Where is the guarantee that young,
married and vulnerable women may not be
blackmailed into it, in a black market trade, by
their mothers in law, if commercial surrogacy
were to go underground ? ”.
So more than the actual medical situations that
warrant surrogacy or the absolute need of the
hour to regulate it and make it viable in our
country, we seem to be worried if it will take away
our global visibility and the million-dollar industry
that it has built. Better still; raise our daughters to
be sold off in a black market trade by their
mothers in law.
First of all there are many more pressing issues
that our country faces more than battling the
fertility crisis but to be fair to my profession and
show compassion to the truly needy couples, I
would say the law is biased and but so are the
views contending for it's overthrow, while the
medical fraternity remains at a loss.
WHO REALLY REQUIRES SURROGACY?
Couples with fertility issues that require IVF
compounded by the fact that the woman cannot
carry the pregnancy owing to serious debilitating
health risks or absence of the womb itself (either
congenital or surgical). The underlying important
fact is that she cannot carry the pregnancy
herself. If given a good medical chance to do so,
many of these women would be willing to risk
their lives to do it themselves. Surrogacy is not
the first choice for many of these women and it is
the last option made together with the attending
consultant after extensive counseling.
This may differ between cultures and
geographical distribution of clients and the actual
indications arriving at this decision.

In a country that has also put the LGBT people in
the backburner, parenting options have been
axed both for the couples of this community as
well as singles.
Single women or men wanting to become parents
have every right to do so, but the option of
surrogacy is more justified in the men as the
women have their own wombs unless, they suffer
from severe health risks to carry the pregnancy in
their own. Again, they must be the gamete donors
in their individual situations if a surrogacy
program is to be undertaken. Gay couples have
been left in the lurch as opposed to lesbian
couples where any one of the women can carry
the pregnancy that negates the use of a
surrogate. If the bill takes control, Karan Johar will
be the last standing single dad as of 2017
WHY SHOULD WE REGULATE?
There are clauses in the bill that aims at regulating
the program such as instituting a national and
state level committee that would oversee the
entire process of registration, screening and
allocation of surrogates to clinic with maintenance
of records. These are essential to avoid
exploitation, extortion and complications to the
surrogate and intending parents.
Surrogates get paid less than what the specialist
or the mediators (brokers, NGO’s) make in
comparison. Whereas the specialists are experts
performing complex procedures to enable a
pregnancy the mediators may exploit or extort
amount from the surrogates and their family.
So the bill is not unfair when it sets forth
regulations and curtails commercial surrogacy to
foreigners until it establishes a smooth and
streamlined process. Perhaps the government
may reconsider opening the nation's doors to
couples that reside outside of India to undertake a
surrogacy program in the future. The first step is to
allow PIO/ OCI and NRI's of Indian origin or at
least married to an Indian to benefit from this
service.
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DO THE SURROGATES REALLY BENEFIT?
One can never conclusively say yes or no. As
there are both good and bad endings in their
journey. While some benefit and reap their profit to
ensure their livelihood, others are exploited and
cheated with minimal payments. Some are not
even serious minded to invest wisely or utilize the
money for the right purposes while some others
remain in exploitation by their spouses and other
family members. In most scenarios women resort
to surrogacy to clear pending loans owing to loss
of jobs in their family or a drunken husband or low
incomes. Some are divorced, separated or
widowed. Most of these women use the money as
an investment for their children.
The bigger question to ask is if they are really
aware of the intricacies of the process and are
sincerely committed to it. Women are given the
beautiful picture of pregnancy and the perks of the
money that they could possibly earn upon
completion. What about the risks of the being
pregnant itself? Or in rare instances maternal
mortality?
Under such circumstances how do they get paid
for their services if the pregnancy were terminated
midway owing to a medical complication? They
don't. Their expenses are borne by the intending
parents.

There is no fulfillment of the deal in such scenarios.
In the unfortunate event of death, who benefits?
Altruistic surrogacy is a failure model to begin with
and even if passed, it should be a temporary
measure until regulations are in place. Ideally it
should be just an option and not the law.
Commercial surrogacy is a win-win situation for
both in terms of compensation and emotional
attachment. As elaborated above, it will remain
susceptible to exploitation and illegalities but at
least it can be offered to the rightful deserving
couples within our country and as mentioned
earlier for Indians living abroad.
Earning a name such as the surrogate capital of
the world is definitely not an achievement by any
standards but at least it can be utilized in the right
way for the right people. So while we shut our
doors to other ethnicities just as they have
protected their own women we would have a
program that caters to our women- it not only
curtails numbers but also helps in preserving the
health and longevity of our young mothers.
Egg donation is another issue that needs to be
addressed under the bill. In this context where a
permanent draft is concerned our country has
taken the longest to freeze on the nuances and
intricacies involved in the clauses and issues at
large.

WHO CAN BE A SURROGATE ?
Age should be between 23-35 years
She could be married /widowed / divorced
She should have given birth to at least one healthy child with minimum age of 3 years and
should have had no complications in her obstetric history
She must have a legal guardian who will take responsibility for the entire process and its
outcomes, if not the husband then parents or siblings or close relatives whom she has
authorized as beneficiaries
She must provide valid details of residence, marital status, aadhar card/ration card and all prior
health records including details of previous childbirth
A woman can be a surrogate only once if she has had 2 previous live births with a C-section
during at least one of those births
A woman can be a surrogate to a maximum of 2 times if she has had one previous normal
vaginal birth and has no intention of having more than one child
She should be free from any known sexually transmissible disease and will be screened along
with her partner for the same
A window period of three months for viral serology will be maintained before taking her up for
the program .
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WHO NEEDS SURROGACY?
A woman who has lost her womb due to cancer/previous obstetric trauma or post
partum hemorrhage/suffers from a genetic condition known as Mayor rokintansky
kustner hauser syndrome (MRKH)
Multiple IVF failures owing to poor implantation site and endometrial response
Severe Tuberculous endometrium where the Endometrium lining is thin and her
menstruation is scanty indicating a failed end organ
Hypogonadotrophic hypogonadism which is unresponsive to hormone replacement
therapy
A woman who has an incompetent internal cervical OS and who has had repeated
miscarriages (3 times) despite a prophylactic cerclage procedure
Severe to morbid obesity
Uterine anomalies like bi-cornuate uterus with repeated mid trimester miscarriages
compromising on the individual’s health
Asherman’s syndrome which entails severe intra uterine adhesions and synechie
thereby preventing implantation
Any debilitating medical disorders in the woman which carries a high risk for
pregnancy in her own womb

Some view points and suggestions in the latest newsletter from ISAR reads as
follows:
Use of the term Compensated surrogacy rather than commercial surrogacy
An open arrangement as set by the laws for this compensation will work much better and
in a more efficient manner
Altruistic surrogacy will not be a feasible model in majority of the cases and is almost
doomed to fail
Streamlining the indications and choosing couples who most need it will help prevent
exploitation
Do not allow for couples that cannot have their own or at least part biological child through
a surrogate
Type of breast feeding given to a child born out of surrogacy will be a decision undertaken
by the intending parents- either allowing the surrogate or by induced lactation from
biological mother
To use surrogacy as an option to preserve one's physical shape or beauty or for lack of
commitment due to a busy career indeed raises ethical concerns and needs to be
addressed.
The government must or can regulate- the compensation amount, the number of times a
woman may act as surrogate and maintenance and submission of a central registry
Last but not the least one cannot compare the act of surrogacy with that of organ donation
or liken it to another profession such as bar dancers or commercial sex workers where
women earn by offering other services

It is time to take a logical stand on the issues concerning ART programs and take a start on what
we need to follow without changes at least for ten years. This will not only help streamline
procedures but also give a statistical insight into a working model for ART centers and help
improvise on protocols based on experience and results.
Dr. PRIYA SELVARAJ MD MNAMS MCE
Dr. KAMALA SELVARAJ MD DGO PhD
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DUODENAL ATRESIA AND SUCCESSFUL POST OPERATIVE
MANAGEMENT
INTRODUCTION :
Duodenal atresia, also known as duodenojejunal atresia is the absence or complete
closure of a portion of the lumen of the
duodenum. It is a rare congenital digestive
disorder occurring in every 5000-10000 live
births and is considered to be one of the
commonest causes of intestinal obstruction.
It is believed to occur sporadically (for no
apparent reason) or in rare cases, it could be
inherited as an autosomal recessive trait. 2040% of all babies with duodenal atresia,
commonly suffer from Down syndrome.
CASE REPORT:

and micronized progesterone in doses of 600800mg/day from midcycle as hormone
replacement therapy (HRT) while
simultaneously monitoring her endometrial
thickness.

The following is an interesting case of duodenal
atresia in a new born diagnosed after birth and
which was associated with a big yolk sac in the
fetal period.
A 44 year old lady, in a non-consanguineous
marriage of 18 years, consulted with us for
chronic primary infertility. A preliminary work up
and an abdominal USG were performed on the
patient, which revealed multiple fibroids in her
uterus. She underwent a laparotomy
myomectomy for the same, after ensuring her
otherwise normal physical status and obtaining
anesthetic fitness. Post myomectomy the patient
was administered 3 doses of Inj. Lupride 3.75 mg
(Sun pharmaceuticals, Mumbai) as per protocol.
Couple karyotyping was performed and the
husband was found to have a normal variant.
Owing to her age and poor ovarian reserve as
determined by her fertility work up (low AMH,
solid appearing ovaries and elevated FSH), the
couple were counseled for donor oocyte
program and the consent was obtained for the
same. The patient was down regulated using Inj.
Gonapeptyl 5ml (Ferring pharmaceuticals,
Mumbai) from day 2 of her menstrual cycle along
with incremental doses of estradiol valerate (tab.
Progynova 2mg) (German remedies, Sikkim)

The donor oocytes were obtained from a
healthy 26 year old woman, who had previously
delivered a healthy baby. 4 donor oocytes were
injected with husband sperms by ICSI, of which
all fertilized. Two embryos, of 6-8 cells/ grade I
were transferred on day3 and a sequential
transfer of a single expanded blastocyst on day
5. The serum beta HCG done on the 28th day
was a low positive, but started to double as per
expectations in subsequent blood tests. A
transvaginal USG done on the 38th day,
revealed a small spec. A follow up scan done on
the 47th day revealed a big yolk sac (0.6cm)
along with a good fetal heart.
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Her first trimester screening (double marker with NT
scan) turned out to be normal. 2nd trimester
anomaly scan done at 22-23 weeks revealed a BPD
that had fallen at 5th percentile, but doppler, liquor
and other parameters were normal and no
anomalies were detected. However, the interval
growth scan at 26 weeks showed progressive lag of
growth by 2-3 weeks and hence the patient was
started on a series of IV astymin drips along with Larginine powder (TTK pharma, India),
methylcobalamine and calcitriol tablets. During this
period, the patient was diagnosed with borderline
hypothyroidism and gestational diabetes mellitus
which was brought under control. NST from 32
weeks till delivery was normal. The patient was
taken up for elective LSCS at 36 weeks (precious
pregnancy with hypothyroidism and GDM) on
28/4/2017 and delivered a healthy female baby,
weighing 1.83 kg, with a good APGAR score. The
baby passed urine and the rectal patency was
normal.

PER OPERATIVE FINDINGS:
Laparotomy was performed
on the newborn on the 4th
post natal day (02.05.2017).
During surgery, an annular
pancreas with dilated
proximal duodenum was
noted for which a duodenoduodenostomy was
performed in 4 layers, after
ensuring adequate
kocherization (mobilizing the
duodenum before performing
other procedures locally or
before incising the duodenum).
The newborn had an uneventful
post-operative period.
DISCUSSION :
The duodenum is a short, first part of the small
intestine, of about 5-7cm. It is a c - shaped
structure that lies in the upper abdomen near
the mid line. Duodenal atresia is an example of
an intrinsic obstruction. Regardless of the
severity of atresia, the distal segment is
typically dilated and empty.

Occasionally duodenal atresia is associated
with annular pancreas pancreatic tissue that
surrounds the entire circumference of the
duodenum. This is likely due to failure of
POSTNATAL PERIOD:
duodenal development, rather that robust
First postnatal day in NICU was uneventful and as /abnormal growth of the pancreatic buds.
baby was stable, she was handed over to the
mother. On 30.04.17 (3rd PND), baby had vomiting 1/3rd of the patients with duodenal atresia have
following feeds and was transferred back to NICU at down syndrome (trisomy 21) and is very
02:00pm. She was under strict observation and was frequently associated with polyhydrominos
given domstal suspension. Once again, she was during pregnancy, both of which were absent in
transferred to the mother only for a brief period. this patient's case, with the sole anomaly being
Later the same day, baby had recurrent vomiting a large yolk sac.
episodes and was shifted back to NICU.
Large yolk sac (more than 5mm) are usually
First x-ray (both chest and abdomen) showed no associated with spontaneous miscarriages.
gas shadows. Nasogastric tube which was passed This case is presented as an uneventful
was seen till the lower abdomen in the x-ray. Repeat continuation of pregnancy with no abnormality
x-ray was taken under the instruction of pediatric except the large yolk sac. Can it now become a
Surgeon and after pushing 20ml of air, showed marker for an evolving anomaly in pregnancy
DOUBLE BUBBLE appearance; diagnosis of which needs to be evaluated !
duodenal atresia with narrow opening at the lumen
Dr. KAMALA SELVARAJ MD DGO PhD
was made.
DR. PRASAD MS Mch
DR. MOHANALAKSHMI MBBS

7

OPTIMAL NEUROLOGIC OUTCOME IN EXTREME
PREMATURITY
B/O J was born to a 28 years old mother who
was G10 with no living issues. She conceived
with 10th cycle of DET (Donor embryo
transfer) which was a sequential transfer, ET
(Embryo Transfer) on day 3 and BT
(Blastocyst) on day 5.
She went in to preterm labor at 26 weeks of
her pregnancy and delivered a female infant
with birth weight of 600g by vaginal delivery
on 09/02/2016. There were no maternal
complications. The infant cried at birth, with Parenteral nutrition was started on D1 in
Apgar score of 7 and 8 at 1 and 5 minutes.
addition to trophic feeds of expressed breast
In view of severe respiratory distress milk. Feeds were gradually increased as
syndrome, the infant was intubated in the tolerated and full enteral nutrition of 150
delivery room and started on mechanical ml/kg/day with human milk fortification were
ventilation. Chest X-ray showed features of reached in 3 weeks. Supplements of iron,
RDS. Three doses of surfactant were given in calcium, phosphorus, vitamin D were started
view of severity of RDS. The baby needed as per protocol.
high ventilator support. After the 3rd dose of The infant developed seizures on D1 requiring
surfactant, ventilator settings were gradually phenobarbitone, phenytoin and midazolam.
weaned.
Seizures recurred on and off till 3 weeks and
leviteracteam was added. Cranial USG on
ECHO showed structurally normal heart, but Day 2 showed left sided choroid plexus and
inotropic support was needed for a week. The periventricular bleed. For neuro protection,
infant developed features of chronic lung careful monitoring of perfusion was done.
disease by D10. This was managed with
synchronized ventilation, use of moderate
PEEP and minimal oxygen, caffeine and
nutritional support. Antibiotics were given for a
week.
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In addition to closely regulated blood pressures,
pulse volume and perfusion index were
constantly monitored in view of limited cerebral
auto regulation at this gestation. Blood sugars
were maintained above 60mg% as
recommended by neonatal neurologists. Caloric,
protein and micronutrient administration were
optimized with emphasis on brain-protective DHA
and iron.
Blood gas analysis was done periodically to
prevent respiratory alkalosis and consequent
cerebral vasoconstriction. Topiramate was given
for anti-apoptotic effect on neurons. The
subsequent cranial ultrasounds did not show
evidence of post-hemorrhagic hydrocephalus or
periventricular leukomalacia.
In view of chronic lung disease, there were
recurrent episodes of atelectasis and one
episode of infection. They were treated with
pulmonary physiotherapy, nebulisations and
antibiotics. Even after improvement on chest Xrays, continued ventilator support was needed for
poor respiratory efforts/ apnea, and fatigue.
Neurologic status also resulted in ventilator
dependence. Infant was extubated on
13/04/2016. There was no significant retinopathy
despite the stormy course. Hearing screen was
normal.

This resulted in gradual improvement of tone,
sensorium and feeding skills.
Mother was
involved in the care to support bonding and
provide maximum environmental stimulation.
Upon discharge on 29/4/2016 the infant had a
weight of 1.37kg, was comfortable in room air,
taking oral feeds well. Aggressive multidisciplinary follow-up (neonatologist,
neurologist, physiotherapist, speech therapist)
was continued. By 15 months of age, now the
infant weighed 6.8kg and crawled fast, stands
independently, walked with support,
understands simple commands and says mama and da-da.

A major challenge after extubation was the
neurologic status.
Seizure control required
multiple anticonvulsants for prolonged period.
Gastro-esophageal reflux was managed with
omeprazole and domperidone.
Tone
abnormalities resulted in irritability, pooling of This case illustrates the importance of neuro
protective strategies in the NICU in extreme
secretions in airways, and feeding difficulties.
prematurity and the role of multi-disciplinary
early intervention for optimal neurologic
Early intervention was started in the NICU with
outcome.
regular physiotherapy, occupational therapy and
speech therapy interventions. Oro-motor coordination exercises. Sensory integration,
massage, stimulation exercises, music therapy
and passive stretching were done.
DR. DEEPA HARIHARAN MD DS ,A.B
(PAEDI / NEO)(USA) FAAP
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OUR ART BABIES

NAME

:

MS. S. AFIKA

DOB & AGE

:

17/10/2008 & 8 YRS

CONCEPTION

:

IUI

EDUCATION

:

4TH STD

AWARDS & MEDAL:

GOLD MEDAL IN HANDWRITING IN 2014, ABACUS- GOLD MEDAL
2015 RECEIVED FOR TALENT HUNT DRAWING AND RANKED
NATIONAL LEVEL (1716) IN THE UNIFIED CYBER OLYMPIAD FOR
THE YEAR 2016

AMBITION

TO BECOME AN IAS OFFICER

:

NAME

:

DOB & AGE :

E. SADHANA
28/03/2014 & 3 YRS

CONCEPTION : IVF- ET
CLASS

:

LKG STD

HOBBIES

:

LOVES DRAWING & DANCING
NAME

:

DOB & AGE :

V. VISHAL SUBRAMANIUM
26/03/2009 & 8 YRS

CONCEPTION : IVF- ET
CLASS

:

3RD STD

HOBBIES

:

LOVES DRAWING &
DANCING

10

OUR ART BABIES
NAME

: C. MARIA JUANITA

DOB & AGE : 05/11/2013 , 3 YRS
CONCEPTION : IVF- ET

TWIN 1

:

NAVIN.S

TWIN 2

:

KAVIN. S

DOB & AGE :

CLASS

: LKG

HOBBIES

: SINGING, DRAWING AND CHATTING

AMBITION

: TO BECOME A TEACHER

15/11/2012 & 4 YRS

CONCEPTION : IVF- ET
CLASS

:

LKG

HOBBIES

:

LOVE PLAYING INDOOR AND
OUTDOOR GAMES

TWIN 1

:

P. SIVAKAMALAM

TWIN 2

:

P. SIVAPRIYAM

DOB & AGE

:

03/12/2007, 9 YRS

CONCEPTION

:

IVF - ET

CLASS

:

5TH STD

HOBBIES

:

LEARNING MUSIC AND
DRAWING

AMBITION

:

TO BECOME DOCTORS
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INSPIRING STORY
A famous writer was in his study room. He picked
up his pen and started writing
:
Last year, I had a surgery and my gall bladder was
removed. I had to stay stuck to the bed due to this
surgery for a long time. The same year I reached
the age of 60 years and had to give up my favourite
job. I had spent 30 years of my life in this publishing
company. The same year I experienced the sorrow
of the death of my father. And in the same year my
son failed in his medical exam because he had a
car accident. He had to stay in bed at hospital with
the cast on for several days. The destruction of car
was another loss. At the end he wrote: Alas! It was
such bad year !!

When the writer saw this paper, he found his name
written on it with following lines :
Last year I finally got rid of my gall bladder due to
which I had spent years in pain....I turned 60 with
sound health and got retired from my job. Now I
can utilize my time to write something better with
more focus and peace..... The same year my
father, at the age of 95, without depending on
anyone or without any critical condition met his
Creator..... The same year, God blessed my son
with a new life. My car was destroyed but my son
stayed alive without getting any disability......At the
end she wrote: This year was an immense blessing
of God and it passed well !!!

When the writer's wife entered the room, she found The writer was indeed happy and amazed at such
her husband looking sad & lost in his thoughts. beautiful and encouraging interpretation of the
From behind his back she read what was written on happenings in his life in that year !!!
the paper.
Moral : In daily lives we must see that its not
She left the room silently and came back with happiness that makes us grateful but gratefulness
another paper and placed it on side of her that makes us happy.
.
husband's writing
To all lovely people, As you think, So shall you be
Think positive..... And Be happy...

CONFERENCES AND EVENTS - 2017
DR. KAMALA SELVARAJ
DR. PRIYA SELVARAJ
Attended the advisory board meeting and
delivered a talk on “ Management of infertility –
In Indian scenario” held at Hotel Shangri
la, Delhi on March 4th 2017
Delivered a talk on “Role of medical
management of uterine Fibroids” at TAPISAR
CME 2017 , on 26th March 2017 at Hotel Abu
Palace, Kilpauk, Chennai.
Chaired the sessions “What a gynecologist
must know about IUI and IVF ? and Medical
abortions – Contemporary technology and
practice” at the Gynae Conclave 2017 on 14th
April 2017 held at Ho ChiMinh City, Vietnam
Delivered a lecture on “Optimizing success
rates of Frozen Embryo transfer ” at TAPISAR
CME on infertility held on 25th June 2017 at
Hotel Radison Blu, Egmore.

Delivered a lecture on “Recurrent Implantation failure” at Sri
Ramchandra Universtiy, Porur on 24th February 2017 and 22nd
June 2017 at the Certificate course in ART
Conducted and moderated a panel along with Dr. Poonam
Loomba on “Screening for Aneuploidy” on 22nd April 2017 at
ISAR 2017 held at Hyatt Regency, Gurgaon .
Delivered a lecture on “Fertilization failure – how to go about
it” at Ist AIIM (ARC International Infertility Medical meet) held
at Rani Meyamai hall on 14th May 2017
Panelist on discussion titled “Moot /mock – Court Medical
tourism,third party reproduction” on 24th June 2017 held at
Hyatt Regency, Teynampet at INDIAN FERTILITY SOCIETY –
CME
Delivered a lecture on “Mitochondrial transfer – Can it improve
oocyte quality” at TAPISAR CME on infertility held on 25th
June 2017 at Hotel Radison Blu , Egmore.
Attended
the
ESHRE
Annual
Meeting,
held
in
Geneva, Switzerland from 2-5 July 2017 and presented a
poster session on “Ovarian reserve testing – Antral follicle
count (AFC) remains the single best predictor in comparison
to AMH and FSH”
Delivered a lecture on “PICSI AND IMSI - indications and
effects on pregnancies in ART” at the 17th International
conference (IRM) held at Zachariah Mar Dionysius
auditorium, The Madras Medical Mission on 14th July 2017
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PATIENT’S SPEAK...
Great to have an introduction about the
procedures. Well satisfied at GG, with
their simple and detailed explanation
about the treatment - Mrs. Larsa Was

Very Very Good Service . Well Organized
Management System - Mrs. Sivasankari

All your staff members are extremely cordial. We are
treated as family members, not as patient or customer !
I feel at home here and lot of goos vibration. Overall
treatment is medically and personally is very good !
Good Job GG ! - Mrs. S. Vijayalakshmi

My first visit to the hospital, did not turn out to
be creepy as I expected, but was so warm.
The staff are people friendly and very helpful
with the procedure flow. Thanks for your
service - Mrs. Ramya Balaji
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MONTHLY IUI PREGNANCIES (JULY 2016 - MAY 2017)

MONTHLY PREGNANCY STATISTICS (JULY 2016 - MAY 2017)

JULY

AUG

SEP

OCT

NOV
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DEC
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JAN

FEB

MAR

APR

MAY

NAT

PREGNANCY STATISTICS (TILL JULY 2017)
Total No. of babies delivered

: 25,537

Couples who underwent ART

: 17,880

Total No. of patients conceived Naturally*

: 3,071

* - Following Medical and Surgical Management

Note : The above statistics may vary between different ART clinics, especially referral centres,
based on patient population like high risk, previous failures and donor programs.
Figures cited are actuals and comparable to any tertiary referral centre (no tall claims).
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QUICK STATS

SERVICE RATINGS - 2017
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www.gghospital.in
ASSISTED REPRODUCTION - OUR SERVICES

?
IUI - Intra Uterine Insemination

?
Sequential Embryo transfers

?
Intra Cytoplasmic Sperm Injection (ICSI)

?
Intracytoplasmic Morphologically Selected Sperm Injection (IMSI)

?
Sperm Chromatin Structure Assay (SCSA)

?
Cryopreservation of sperms, oocytes, embryos and blastocyst
(Vitrification)

?
Blastocyst culture

?
Laser Hatching

?
Pre Implantation Genetic Screening (PGS)

?
Pre Implantation Genetic Diagnosis (PGD)

?
Endometrial Receptivity Array (ERA)

?
Non invasive test for Chromosomal examination (NACE)

?
Non invasive Prenatal test (NIPT)

?
Product of Conception (POC) Chromosome Analysis

?
Donor programmes

?
Surrogacy

Advanced laparoscopic surgery

?
Laparoscopic Cholecystectomy

?
Laparoscopic Incisional Hernia Repair

?
Laparoscopic Hysterectomy (LAVH & TLH)

?
Laparoscopic Adhesiolysis

?
Laparoscopic Myomectomy

?
Single port access (SPA) surgery

Other facilities

?
High Risk Obstetrics Unit

?
Medical and cardiac care with Comprehensive MHC

?
General surgery

?
Pediatric surgery

?
Neonatal and pediatric care with neonatal intensive care unit (NICU)

?
Sonology / Radiology / Clinical laboratory

Dr. Kamala Selvaraj MD DGO PhD
Dr. Priya Selvaraj MD MNAMS MCE
Fertility Research Centre, GG Hospitals
6E, Nungambakkam High Road
Chennai - 600 034
Ph - 91-44-28277563 / 28277694
Fax - 91-44-28277147 / 28277423
Website : www.gghospital.in /
twitter.com/gghospital, facebook.com/gghospital
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