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Az we anter September, Sn Ramakrishna Hospital continues its journey of growth and
excalience with a dtrong {ocus on advencing heslthcars, strengtheing cur frastricture
and enfancing the overall patient experience, Dur commitiment remains 1o provede guality
healibeare that combines meadical expertiae, modern technolagy, compassionate service
and efficient management, while responding to the evolving healthcare needs of the
community, & significant additson 1o our bealthcare inlrastructure s the new Siomens-
equipped Cath Lab, which further strengthens our cardiac cane capabifities, Thiz advancead
facility represents an important step in our continued efforts to bhng sophisticated
technotogy and specialised cardiac interventions closer 1o our patlents, ensuring timedy

and comprehensive care. Our progress 13 made pessible by the collective afforts of our 4
doctors, nurses, technicians, adminisirative teams and every member of the Sri ﬂnﬁuﬁ;ﬂﬁqﬁﬁrhnaﬂ
Ramakrishna Hospital family,

B En institution we continue to foous on strengthening our systems: embeecing Innevation and creating &n ervironment
that prioritizes patient safety, quality and service excellence. Az we mark several important healthcare observances this
manth, including Weorld Heart Day, we are reminded that bullding a healthier society requires collective responsibllity, We
leok foreand To continueng our jourmey with renewed commitment, innovation and compasesion, creating meaningful

mikestones in healthcare and making a lastng difference to the communities we serve,

September ig a month that bemgs attention to several iImportant areas of healtheare World
Heart Doy on September 29 reminds us ol the mpgoriance of cardiwvascular healih and
prevention, while Workd Pharmaciats Day on September 25 recognizes the egsential role of
pharmacists in medicateon safety and patient care. These observances encourage us fo
strengfhen awarenass and promoie haalthier choices arross tha carmrmunsty, Hearl realth
remeina & significant medical priority, and early detection can make g vital differance in
patiend gutcomes. Regudar health screenings, appropeiate Hlestyle changes and fimaely
medical intervention are essential bnpreventing and managing cardiovascular conditions

The addition of our new Siemens-equipped Cath Lab further enhances our ebility to pravide

adwvanced deagnostic and mtersentional cardias cane with precesion and efficiency, — -
Dr.5.Rajagopal
Sentember also madks the International Day of Sign Languages and Waorld Day of the Deaf, ieclizal Giresicr
highlighting the impostance of communication, accessibility and inclusion in heslthcare. Every patient deserves to
understand their health condition and treatmant clearly and receive care with dignity, imespective of communication
barmers. Crealing & mare mclusive healthcare environment is an impoetant par of cur responsibility as medical
profeszionals. &t Sn Ramekrizhna Hospital, excellence in healthcare 1z budt through tesmwork and continuows lesrming
Our doctors, nurses, pharmacists, technicians and allied healthcare professionals work logether to provide
comprehensive, evidence-bazed and patient-cenired care &g we obzene these impaortant healthoare deys, bet us rensw our

commitmant ta prevention, tmely treatment, inclusne care and better health outcomes forall.

Dr.MN.Loganathan Dr.S. Prahadeeshwaran Mr.Santhosh Vijayakumar

Pulmg madogesd Ginnarad Manager - Pubie Relations Heail - Corparale Setaliong & intemationa] Afpirg
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BREASTFEEDING AWARENESS RALLY

2n Ramakrishne Hospital, poimtlhy with Sn Hamakrnshna
Institute ol Paramedical Sciences — College of Nursing,
conducted a Breastfeeding Awareness Rally on 4 August
2026 at Race Course, Coimbatore, as part of
Breastfeeding Week. The initiative aimed to create
awareness about the importance of breastfeeding and
encourage mathers and families to understand its vital
rode inensuring the health and well-being of mfants,

The rally was flagged off by Thiru, Pavan Kumar G. Girivappanavar, LA.S., District Callector, Coimbatode, along
with Dr. Sundar Ramaknshnan, Managing Trustee, SNR Sons Charitable Trust, m the presence of Shn C.
Ramkumar, Chief Executive Officer, and Shii D. Mahesh Kumar, Chief Administrative Officer. Their presence and
support added significance to the awareness initiative and reinforced the institution’s commitment to

promoting maternal and chiid health.

The programme was initiated under the guidance of Dr. 5. Rajagopal, Medical Divector, and O 5, Alagappan,
Medical Superintendent, whose leadership played an important role in bringing together the hospital and
academic teams for this community-focused initiative. The event was further supported by Dr Siddartha
Buddhavarapu, Consultant Meonatologist, Dr. G. Suja Mariam, Consuitant Meonatolagist, and Dr. S Grijia
Kumar, Principal. College of Mursing.The nursing students actively participated in the rally and tock the
message of breastfeeding 1o the public through an engaging flash mob and awareness activities. Through their
energetic performances and simple, impactful messages, the students highlighted the importance of exclusive
breastfeeding, the nutnitional benefits of breast milk and the role of breastfeeding in supporting the healthy
growth and development of babies. The rally served as a meaningful platform to spread awareness and
encourage the community to support- and promote breastfeeding. The collaborative #fforts of Sri Hamakrishna
Hosgpital and the College of Nursing demonstrated the institution's continued commitment 1o maternal and
child health, while empowering students to become responsible healthcare ambassadors and advocates for

healthier communities
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A rare and critical clinical scenario -

Ectopic pregnancy in a woman with methemoglobinemia

Methemaglobinemiais a disordes in which the iron
in haemoglobin is oxidized from its normal ferrous
(Fe’*) state to the ferric (Fe®*) state
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This oxidized form, known as methaemoglobin, is
unable to bind and transport oxygen effectively.
resulting in impaired oxygen delivery to body
tissues. Under normal physiological conditions,
less than 1% of total haemoglobin exists as
methaemoglobin becauvse protective enzymatic
systems continuously convert it back to functional
haemoglobin. When these protective mechanisms
fail or become averwhelmed, methaemoglobin
accumulates, leading to tissue hypoxia despite
adequate oxygen availability
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The condition may be either congenital or
acquired, Acquired methemoglobinemia is the
more common form and usually develops

following exposure to oxidizing medications or

chemicals, including certain antibiotics, local
anesthetics, nitrates, and industrial compounds.
Congenital methemaglobinemia results from
inherted deficiencies of cytochrome b reductase
enzyme or from structural abnormalities of
haemogichin, such as Hasmoglobin M variants,
which impair the reduction of methaemoglobin
back to its normal state. The chimical
manifestations of methemoglobinemia depend on
the percentage of methaemaoglobin present in the
blood. Leveis below 15% are generally associated
with cyanosis but minimal symptoms
Concentrations between 20% and 50% produce
maderate symptoms such as headache, dizziness,
fatigue, dysprnea, tachycardia, and exercise
Intolerance. As levels increase to 50-70%,
patients develop severe manifestations including
altered mental status, metabolic acidosis,
arrhythmias, seizures, and profound hypoxia
Methaemoglobin levels exceeding 70% are
considered life-threatening and may result in
cardiovascular collapse and death if not treated

immediataly.

Case Report: This is the report about a case of
Ectopic pregnancy camplicated by
methasmoglobinemia. & 24 year old women was
reterred with unmoptured ectomc pregnancy with
altered liver enzymes. Ectopic pregnancy was
confirmed with raised beta HCG and ultrasound.
Clinically she had refractory cyanosis
unresponsive oo oxygen therapy saturation
remanining at 80-85% despite adequate
oxygenaticn. High methheamoglobin level was
diagnsoed with ABG. Since she was not

responding o medical managemeni. She was
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taken up for surgical management of ectopic
pregnancy after treating with intravenous
methylene blue. Multidisciplinary team was
invalved and had uneventiul intracperative and
postoperative period. Genetic workup showed an
autosomal recessive CYBSR-2 gene of
homozygous variant which also confirmed
methaemogichinemia. She gives a family history
of her father and brother suffering from similar
issue which was also confirmed as congenital
methaemoglobinerma. Patienl was discharged
with daily oral ascorbic acid. Since methyleen blue
and ascorbic acid were antidotes.

Discussion: Definitive diagnosis of
methaemoglobin 15 established by co-oximetry,
which directly measures methaemaoglobin
concentration in the blood. Clinical examination
often reveals persistent central cyanosis that does
not improving with supplemental oxygen,
providing animportant clue to the diagnosis.

Trammeméttes light abeorkance specira of
toar hamoiogin species: sayhomagiobin, reduced
hamaglobin, carbaxyhemoglotin, 2nd methemsoghabon

Management depends on disease severty and the
patient's clinical condition. Immediate treatment
includes discontinuation of the offending agent,
administration of supplemental oxygen, and
supportive care. Intravenous methylene blue (12
m{/kg over five minutes} is the first-line antidote
for symptomatic patients, provided G&PD
deficiency has been excluded. In severe or
refractory cases, additional interventions such as
exchange transfusion or hyper baric oxygen
therapy may be necessary lo restore adequate
tissue oxygenation,

Overall, methaemoglobinemia is a patentially life-
threalening yel treatable disorder when
recogmized promptly. Early diagnosia through
clinical suspicion and laboratory confirmmation,
coupled with umely therapeulic intervention and
preventive counselling, is essential for minimizing
complications and improving patient outcomes.,

Dr. R. LALITHA
MBES, DGO,

Carsultant Obstetriclan &
aynsecedaglst - HOD




Save Mother .....Save Womb Too!

Pregnancy poses a woman mto many nsk factors
ta such an extent of losing her |ife itself. Abnormal
placental attachment deeply into uterine wall with
daefective chonodecidual space leads to torrential
hemorrhage, Any prior surgical utenne trauma like
G Section, Curettage, Myomectomy. Hysteroscopy,
IVF conception may predispose to this condition
called “Placenta Accrela Spectrum’”. Though not
preventable, improved quality care of thes situation
15 a good attempt to prevent maternal mortality

Here we report a successful management of a
pati=ntwith Placenta Accreta by, Multidisciplinary

team approach.

Mrs. V, 34 years old GZ P at 35 weeks of gestation
diagnosed recently as placenta accreta, reterred
for further management to owr mstitution for

tertiary care.

She is married for 9 years, Nonconsanguineous
marriage, Frevious term LSCS for breech
presentation £ years age. Inter pregnancy period
no copcepticn or contraceplion use

Present pregnancy booked and immunized,
normal weight gain, First tnimester screening
noimal, screened for GDM. Diagnosed to have
gestational hypertension on anti-hypertensive
therapy. Growth scan revealed SLF - of 2 kg .
adequate |iguos, Doppler normal. Placenta 15
bilobed, ane lobe In the nght lateral wall. The large
succenturiate lobe in lower segment reaching up
tointernal os- Previa, cervix not visualized

separately. There are promnent sub placental and
pen uterine vessels with the loss of expected T2W
lows signal myometnal lines in MBI confirming the
placental localization and adherence-Accreta
Prophylactic steraids grven to plan for delivery and
low dose Aspinn stopped

Clinically she is obese, nomotensive, afebrile
gystemic examination normal, per abdomen
Uterus corresponding to gestational age, relaxed,
cephalic presentation and fetal heart of 140,/mi

end no vaginal discharge

In wiew of the situation, planned delivery invelving
Interventional radiolegist, anesthetist,
MNeonatologist

On the day of surgery, preoperatively bilateral
Internal ilac artery baltoon placed under LA, Under
General Anaesthesia, through midiine incision
abdomen opened. Intra operative LISG done to
idenftify placental localization , Inzision on utenus
done to avoid placenta. Delivered an afive female
baby with good APGAR handed over to
necnatologist. Internal thac Artenes occlusion
done after baby delivery, uterolonics started .
Upper lobe of placenta got separalted
spontaneocusly. Lower lohe adherent and covering
the internal os, Meticulously removed completely
in piecemeal and estimated blood loss was 12040
ml. Urinary bladder integrity venfied. Foley
catheter inserted trans vaginally into utenne cavity
and the balloon inflated with 50 ml Salkne and
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and lodged in cervical region for compression to
contral surface oozing subsequently, After
complete hemastasis utenneincision closed, both
tubes and ovares normal. 2 units of PREC given
intraoperatively. Peritoneal toileting done and
Abdomen closed in layers. Postoperatively
Inj.Methotrexate 50 ma intramuosculady ginven
prophylactically 1o address the invalution of
trophoblastic tissue if any left behind

Postoperative period uneventful. Foley baloon
deflated and removed after 30 hours. No undue,
bleeding PV, At the end of B weeks uterus inveluted
well and Anti-hypertensive drugs withdrawn,
suggestad to follow barmer contraception
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Proper planning, infraoperative ultrasonography,
prophylactic vascular occlusion catheter
placement, surgeans” expertise, intensive
manitoring by Anesthetic and Intensive care team
helped to minimize blood loss and salvage the
uterus. Surgical menopause is the lifesaving last
resart in these situations. We sincerely thank the
multidisciplinary team of Surgeon, Sonologist,
Interventional Radiolegist, Anesthetist,
Intensivisl, Neonatologist and Hematologist in
saving the mother and salvaging the uterus as

well

Dr. M. BANUMATHY

WEES, DGl DWE OGS

Consultant Obstetriclan &
Gymaerclegist. HOD {deaderic)




Laparoscopic Pectopecxy — A Minimally

Invasive Approach To Restoring Apical
Support (Vault prolapse)

introduction: Literine or Vaginal vault prolapse affects,
6-8% of adult women ezpecielly post menopauszal
women. This Condifon sevenely impacts a woman's
quality of ffe, caesing discomfart | urinary and boveel
dysiunction, and sexual disturbances. Surgicsl
interyantion 13 the definitive tregtment tor symplomatic
apical prolagse Pectopecsy siming 1o restons thie
naemal posttion of the wveginal vawlt by attaching it to the
Hiopectineal ligaments waing mesh for reinforcement.

Case Report: A 53 year old PTLT with previows Normal
Vaginal Delivery came wWith complaints of mass
descending per vaginum for past 2-3 years which has
progressively worsened over the preceding six months
She had wndergone laparoscopic hysterectomy 13
wears hack elsewhers for abnormal ulerine bleeding

Clinleal Examination revealed Third degres vaull
prodapze associated with mitd Cystoceie

The Patiant underwent Laparoscopic Pectopecey. The
procedune was performed using 4 Port technlgue A10
mm Primary port and three 5 mm accessory port,
Wagingl apey was elevated Anterior and posierior
peritoneum ate separated from the apex. And Bilateral
lliopectineal ligament was exposed by meticulous
dissectlon. A Prolene Mesh was lashioned into a
'T'eshaped configuration and introduced inte the
abdominal cavity The lower portion of the mesh was
anchored 1o fhe vagnsl apex usmg nen absorbaible
Ethibond suture, while the two- lateral arms were
secured bilaterally to the lopectineal hgaments using
tackess. Lasthy whole meshis peritonised using wicryl in
confinuows sujure technlque This provided Bilateral
lateral support to the vaginal apex and restored the
wailt towards its normal anatsmecal position

The urinary catheten was retained for 48 hours, and was
removed. The patient was discharged on postoperative
day 3 with o reported perioperative complicetions.

The wncamplicaled recovery highlights ane sl the
impartance of minimally invesive pelvic reconstructive
guigery: effective restoration of pelvic support while
lmating abdominal surgical morhidaty,

Discussion; Laparoscomo Sacrocolpopesy remams an
established precedure far apical prolapse, Buf |8
associated with more gastroimestinal complications
and the risk of damage to hypogastric nerve.

Laparoscopic pectopexy is a relatively new technique
for treatmg apkcal prolapse, to seowrely reatfach the
vaginal vault or the wterus with the latersl parts of the
ihopectinesl Hgament, thereby having l2ss 1o Ro
incidence of the above mentioned complications. It also
provides bedter anatomical and surgical autoomes,

Monetheless, there are concerns regarding mesh-
related cornplications, although the inckdence of such
izzues iz generally low. Hence, gswith any mesh-bazad
pelvic reconstructive procedure, appropriate patient
gclaction, careful anatomical identification amnd

rraElic s rae st plaserment are essenial
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UNICORNUATE UTERUS WITH
NON-COMMUNICATING RUDIMENTARY

HORN- A RARE CAUSE OF
DYSMENORRHOEA: A CASE REPORT

Introduction: Lnseafnuale uterus g & rare Millenan
anomaly resulting from failed or abnormal development
of one of the Millerian ducts leading to the formation of
a normally developed uterus on one Side and a
rudimentary or absent horn on the ather, (1) It occurs in
appraximately ane n 1000 te one in 54900 wonen with
g rudimentary horn present in 74-90% of cases. (1)
Patients commonly present with dysmenorrhoea,
chronic pebvic pain, dyspareunia, mfertility or less
frequently, ecloplc pragnancy

Case Description: A 28-year-old unmarried femaeale
presented with complaint of severe dysmenomhoea for
the pasi § years, with poor responze (o conservative
medical rmanagement. She atiaised menarche 3l 13
yvears of age and had reguler menstrual cycles, with
narmal menstrual fow for 3-6 days. She hed a histony of
laparascopsc appendicectomy T years ago. On general
examination, the patient was hemadwnamicelly stabke,
with normal puise rate and blood pressure Abdominal
examination revealed no tendermess, guarding, rgidity
of palpable masses, A transabdominal ullsasenogragphy
was performed, which showed & lett broad ligament
filbroid measuring 29028 mim and an anteveried glens
of normal size wath an antesior wall intramural filsnoid
measuring 202182 mm, Both ovanes showed &
polyeystic cvanan morphology and Both kidneys
sppeared normal. Further evaleation with plein MRl of
the abdamen revesled a rlghl-'.h:‘:ll’_"ﬁ ureormudle uleres
with a non-communicating rudimentary left harn
containing endometiial lining. & posterior wall
intramural fiibrosd measunmg 2.7x2.2cm was noted, The
left ovary showed small hemorthagie cysts while the
fight owary wiss unremarkable, Based on the imaging
findings, & disgnosis of unicornuate wlerus with & non
communicating functional rudimentary horn was
made. The patient was plenned for laperoscopic
regection of the nefimentary horm. On laparoscopy a
well-developed nght-sded umcormuate uteres with
normal right fallopian tube end avery and g lefi-sidad
nen-communicating rudimentary horn with left
fallopian twbe and ovary was identified. The left owary
vt enlarged and confamed an endometnotic cyst

Septembaer Edition

measuring spproximately 3x2.bom. Laparoscopic
excision of the rudimentary left horn along with the left
fallopian tube was performed. Left owvarign
endometnelic cystectomy was alse camed oul. The
round figameant atfached to the unicomusate hom was
fixed 10 the unicornuale uterus to achieve the
anatomecal utering support. On cut<section of the left
rudimentary hosn, functional endometrium was noted

The resected specimen was sent for histopathological
examination The procedure was completed without
intraoperative complications. The patient had an
unevantful postoperative recovery and wes discharged
in s1able condition

Fag 1. im0 s of nalsmsiney
ks heim {edack anivw | g
imtidigle alen [peloy sia|
are] wath ey conecntion
[Rbae aneal i bebween Lol avary
@ larpe] solly endod T o
EFEI LgIeen BT

Fig 2. Fost-procemiss ning-oz
lTﬂ'!i'il TR T AT e
walvresd B W LTt lgasy el

Fig A Eacesad S imin o
raikrreiany Riom
piwagind i el e wtinien
the= epadarietninm

Discussion: A lunctional non-communicating
rudimentasy homis associated with a high incidence of
dysmenarrhoea, endometriosis, and corndal
pregrancy, (4] Insuch cases, the abzence of an outflow
trect results v the refention of menstrual bieod end
retrograde menstruation through the ipsifateral
Tallopian tube. Laparoscopic resection is techaically
less demanding when the rudimentary haen g
connecied to the unicornuaie uterus by a flimay
aftachment, ag ohserved inour patlent. However, when
the hom |5 firmly sttached, the procedure becomes
mare challenging requiring meticubous identification of
the ureter, adequate haemostasis, and careful
reconstruction of the uterne remnant while presenang
the endomaetnal ining.

Dr. M, KANMANI

WARES, MDL DN BICG). Felioivaliip in
Entdogamecalogy, (iplane) i Urogyecologs
[ ML, Fellowesip i Commetic fynecnlogy

Consultast Obsetslician, Wis and
C




When should a patient be referred for

Liver Transplantation?
Working together for a better liver care and
. better outcomes,

Liver ransplantation |s the only curative treatment o
decompensated ver digeaze, but an important facior

foriis success s femely refeal,
The right referral iz not simply about sending 2 patient

fo a transpiant centre. 11 is about giving the patient the
right opportunity, atthe right time,

When should this patient be referred for transplant
evaluation?

Cirrhasis may remain compensated for years, A patient
may skl appear reasonably well, with laboratory values
that do not seem alasming, while the disease is already
changing trajectory

Ascites, hepatic encaphelopathy, variceal bleeding, and
hepatorenal syndiome are Sighdls informing the
decliming hepatic reserve and physiological resilence:
Frailty, sercopenia, renal dysfunction, and recumrent
infections may further accelerate deterioration

1. The First Decompensating Event Should Change the

Convergation
A firat major decompensating event should prompd

transplant discossion, particulsrly when accompansed
by impaired synihietic funclion or recurrent
comphications

Ascites: Recurrent ascites. diuretic imolerance,
repeated large-volume paracentezes, SHE or renal
dysfunction (HRS) should sulstantially lower the
threshold for referral

Hepatic encephalopathy: Recurrent HE, falle. cognitive
imgarment, or increasing dependence on caregivers
should prompt early assessmaent even after successful
treatment of the precipiteting factar

Variceal haemorrhage: & significant venceal bleed
should prompl sssessment of hepatc reserve, renal
function, recurrent bleeding risk, and tramaplant
candedacy

2. MELD ls Important —But the Trend Matters
MELD-based scores are fundamental to

prograesication

A5 b prachical approach, & MELD-NaMELD 2.0 - MELD
goore of 158 abowve, particularly if nsing, should prompt
congicderatken of transplant evaluatson

& .-a-||:||-::||'|.' rigmg MELD, recurrent admissiong renal
dysfumclion, or deterigrating functional status may ba
imore concerning than a single stable score

Mumbers guide us. The patsent guides the decision,

3. Frailty: The Warning Signal we should not overlook
Two patients with cdentical MELD SCores misy hawve wery

different physological reserves. Look for,

= Unintenuanal weight loss and musele wasting

+ Reduced walking capacity or exercise tolerance

= Falls

* Pogr appetite or orahintake

» Dependence in activities of daily living

* Recurrent hospitalisation

Frailty should lowear the threshald for referral, nel raiss
if.

4. Acute Liver Failure: Call Early
Acute hiver failure iz fundamentally different from

chronic liver disease A patient with acute severe lomi
injury, coegulopathy, and hepatic encephalopathy
vellhouwl eslablished cirrhosis can deterrorate rapidly

Comamion causes include parscetamal loxicily, acule
viral hapatitis, dreg-induced lver imjury, autoimmuns
Bepatitesg, and Wilzon digeasa

Somae patients recower withoul transplantation, olhess
reguire wrgent transplantation. Early specialist
invalvement allews agpropriate prognostic
affessment, Intensive care, argan supporl, amd
congiderationof emengency listing where applicable

5, HCC: Refer while There iz Still a Window
Hepatocellular carcinoma ls enother situetion whens

Liming may determing whether t ranaplam atign ramains

wiwew sniramakrishnahospral com



an option. Fatrents outside Milan should not
automatically be lakeiled "not for iransplant”

Selected patiants may be sutable for downstaging with
TACE, TARESY-90, ablation, SBAT, or ather appropriately
selected iocoregionsl therapies.

Tumour biolegy remeins critical. AFP level and
trajectory, vascular invasion, radidlogical responsa, snd
Behaviour fellowing treatment coninbufe to assesamg
whether transplantation remains oncalogically
appropriate.

6. Whien MELD Does Hot Tell the Whole Story
Some patienta have substantial morbidity despite

relativety modest MELD scares, Eadly transplant-centre
digcussion should be considered in selacted patients
with:

s Hepatopulmonary syndrome: unecplained
hypoxeemia, platypaoes, or erthodeoxia

* Fortepubmaenary hypertension: early recognition is
important because significant pulmonary
hypertension can increase ansplant risk, while
apprapriate treatrment may improve candidacy,

* Recurrent cholangitiz: particularly in PSG end
compkes kiliary disease

= petabolicver diseass

7. Why Early Referral Matters
Suenesaful liver transplantaton can restore bepatic

function, reversa many mamfestations of advanced
biver diseasze, and allow patients to refurn to meaningful
daily activities. employment, family fite, and social
independence.

Cuazlity of Bifeis therefore nat a secondary consideration

i bver transplantation
The relevant quarston s nok ssmply:

“I5 this patient sick enough for a transplam?”
ftis:

"Could transplantation give this patient a substanually
longer and better life, and are we stil 8t 3 stage whare
wie can offer it safely?”

8. The Hiddon Cost of Late Refarral
Advanced liver diseaze may reguire repeated

admigszions for ascites, SBE vericeal bleeding,
encephalopathy, infections, acule kidney injury,

@

hepatorenal -syndrome, dialysis, endoscopic
procedures, blopd products, ICU care, or rehabilitation.
The burden extends beyond hospitel costs and may
include

o Logg of patient of caregiver incoms

* Trawvelend accommodation expenses

= Repeated investigations and procedures

= Medication, dialyeis; and |CL costs

= Borrowing, depletion of savings, or sale of assets

» Ermoticnal exhaustion

In some patients, particularly those experiencing
profonged KCU care, diglysis, and recurrent admissions,
the cumulative cost of managing advanced liver falure
may hecome enormous and can approach or even

gxcesd eventual ranaplant-related expenditure,
Early referrad aliows patientsand families to understand

the likely disease trajectary, explore living- or deceased-
donos pathweays whers appropriate, plan fingncially, and
make informed decisions before each new

complication becomes an emergency,
Early referral protects not only physiological reserve;
but alzo financial and emotional reserve,

9, Living-Donas Transplantation: Planmng Rather Than
O

In centres with an experienced fiving-donor liver
transplant programme like ours, tirming may differ from
sysiems dependent entirely on deceased-donor
gllocation.

A patient may pol yel have a sufficiently high allecation
score 1o receive a deceased-donor graft within a
reggonable timeframe; while continued deterioration
mixy make waiting increasingly hazardous.

Living-donor transplantation can potentially allow
tramsplantation 1o be planned before profound
decompenzation and frailty develop.

10, What Happens After Relerral?
Referral does nol mean lEsting, and || does ot

autamaically mean sungeny.

Thetransplant team essentially asks three guestions,
Iz the patient ikely 1o benafit?

L:an the patient gafely undergo tranzplantation?

Can the patient successfully ve with o transplanted
organ?



The outcome may therefore be:

Tramsplant now

Continue medical management and follow clasely
Cptimize before transplantation

Tramsplaniationis not the zafest aplion

All gre fegitimate outcomes of & thoughtful transplant
afsesarment

If wou are beginang fo soender whsther iransplast ation
ITI.EI:'l IJ-EGIIIITIE l'I-'E-EEE-E&T!.I:. gtart the conversation.

FAeferral is not a transfer of responsibility. it iz &n
it ation towork tagether,

Yau know the patlent=thelr history, family, values,
challenges, and jowrney through illness, The transplant
team brings transplant-specific experlise,
multidisciplhinary assessment, and expenence in
managing patientas bhefore, during, and after
fransplanfation

Cur commitment remains the same: patient salety,
empathy, informed decision-making, and long-term
welibeing

A transplant programme should notl measure 15
success only by the number of transplanis performed.

1)

It should alzo be measured by whether the nght patient
tecenved the nght treatment af the rght time-<and
whether that treatment allowed the patient to return toa
meaningful life.

The Message iz Simple
Early referral preserves optiona. Timely tranaplantation

can transform lives,

A transplant centre should be a place for optimisation,
not gimply & place te amive when every ather eption has
failed.

The best time $o refer 5 not when the patient |s dying
fram liwer feilure. it s when there is still a realistic
oppartunity to change the course of that jeumey=and
give the patient the passibility of 8 longer, healthier, and
more meaningful life

Timely refesral saves lives. Early referral does not
commit & patient ‘to transplamtation; it preserves the
opportunity for transplantaticn if and when it becomes
NBCESSAry,

Our transplant programme is built around patient
safety, technical excellence, scientific rigour, ampathy,
ethical practice, and partnership with the refermng
phyoician.
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ADVANCING CARDIAC CARE WITH A NEWLY RENOVATED CATH LAB

Sri Hamakrishna Hospital has further strengthened its
commitment to advanced cardiac care with the
complete renovation of its Cath Lab and mstallation of
the Siemens Healthineers Artig one inferventional
angiography system. The newly upgraded facility
represents a significant advancement in the hospital's
cardiac care infrastructure, bnnging state-of-the-art
imaging technology and modern Interventional
capabilities to support precise and efficient procedures.

The newly renovated Cath Lab was inaugurated by Dr. Sundar RBamaknshnan, Managing Trustee, SNR Sons
Charntable Trust, and Shr M. Nareadran, Joint Managing Trustee, SNR Sons Charitable Trust. The occasion was
graced by Shri C. V. Rambkumar, Chiefl Executive Officer, and Shri D Mahesh Kumar, Chiel Administrative Officer
along with Dr. 5. Rajagopal, Medical Director and Dr, 5. Alagappan, Medical Superintendent, Sri Hamakrishna
Hospital. The inauguration was also attended by members of the Cardiclogy Departiment and other medical and
administrative teams.

The Siemens Artis one iz designed to provide high-quality imaging with next-generation tools for interventional
procedures. Its features include advanced 2D and integrated 3D imaging, real-time stent enhancement through
ClearStent Live, and HeartSweep, which can assist in acquiring multiple coronary angulations to identify
suitable projections for treatment, The system also incorporates Siemens’ CARE+CLEAR technology, designed
to support high image gquality while optimising radiation dose. Thia transformation marks enother important
milestone 1 Sn Ramaknshna Hospital's continued purswit of excellence n cardiac care, With advanced
technology, a8 comprehensive cardiac team and a patient-centred approach, the newly renovated Cath Lab
further enhances the hospital’s abibty 1o provide sophisticated mterventional cardiac services, The smitiative
reflects the Institution's ongoing commitment to brnging modern medical advancements closer to the
community and strengthening its position as a centre for advanced cardiac care
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The BES TcoMpLIMENT

You can give iIs a

Download SAH - DRAMS
from Play Store

BATIENTE LIST

wwwy sriramaknshnahospital. pom

Dear Sirf Madam,

Warm Greetings from Sri Ramakrishna Hoszpital,
Coimbatore,

Thank you for your eternal support to Sri
Ramakrishna Hospital, It is our privilege and honour
1o connect with yvou, and great pleasure to bring to
vaur kind notice that, We have developed a new
mobite app named Dolphin Referral Management
System{SRH-DRMS) which helps to track and
sarvice our referral patients electronically between
vou, patients and Sri Bamakrishia hospital

The miobile app helps to Go Green and to avoid errors
gz well, Our merketing field farce and the respective
video product manual are designed, which helps you
o enrall smoothly and patient referrals.

Reguest you o download the mobile app SRH-DAMS
fromthe following links

Google Play Store Link for Android:
hitps://play.google comdstore/apps
fdetailsTid=com.drms.prod&pcamp
aignid=web_share

https:/fapps.apple. com/in/app/sr
h-drms/1d64666206T7T

We assure you the best of our services. In case of
any quenes, please feal free to contact me

SANTHOSH VIJAYAKUMAR

Head - Corporare Reladons & International Affairs
{E_:-—‘S'J A22-450-00610 | Extn: 18R
(= sviitsnreonstrust.omg

Septembear Edibon
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Setting the Gold Standard in Heart Attack Care
FIHST HOSPITAL IN TAMIL NADU

AHA-CERTIFIED
‘-’ AMERICAN HEART ASSOCIATION @

Comprehensive Chest Pain Center

- v Y
== &
COMPREHENSIVE CHEST PAIN CENTER
CERTIFICATION

EHEROFTTO

Sri Ramakrishna Hospital

Caimbatons, \nekia

wiwwy sriramaknshnahospial.com Septembear Edibon
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