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BREAKTHROUGH 
CASES
Oncology Surgeons at BLK-Max Super Speciality Hospital
Performed Scarless Head & Neck Cancer Surgery

Dr Surender Kumar 
Dabas
Senior Director & HOD - Surgical 
Oncology & Robotic Surgery 
BLK-Max Cancer Centre

“This is the first-ever attempted technique 
of carrying out successful Scarless Surgery 
of the head and neck region. During the 
entire surgery, no incision was made on 
the face/neck; hence a very good cosmetic 
outcome could be achieved despite a 
radical oral cancer surgery. We have since 
then carried out such surgeries on patients 
with oral cancer. This approach avoided 
surgery-related shoulder weakness, neck 
tightness & facial scar.” Dr Dabas said.

This kind of Scarless Surgery is beneficial for Oral 
Cancers around the cheeks, tongue, tonsillar 
cancers and alveolar cancers. However, all 
procedures cannot be done robotically. One needs 
to consult the doctor to understand which patient 
can be a good candidate for this kind of Scarless 
Robotic Surgery, explained Dr Dabas.

Types of Surgeries Done

Intra-Oral Excision of Primary Tumour

Robotic Neck Dissection

Free Flap Reconstruction

The surgery, performed under Dr Surender Kumar 
Dabas, Senior Director & HOD, Surgical Oncology & 
Robotic Surgery, BLK-Max Hospital, approached the 
neck by making four small holes, measuring 
8 mm each below the patient’s collar bone. As the 
oral cancer was removed intraorally and was 
reconstructed by free flap intraoral in setting.

One of the biggest concerns of most Oral Cancer 
patients is the post-surgery aesthetic appearance 
and disfigurement of their face. Oral cancers, as 
typically operated, leave massive scarring on the 
survivor’s face and neck area, at times requiring 
complex and multiple plastic-reconstructive 
surgeries. 

The 46-year-old male patient visited BLK-Max 
Hospital with Carcinoma of the right cheek (Buccal 
Mucosa). This is the most common kind of Oral 
Cavity Cancer.

      Onco-surgeons at BLK-Max Super 
Speciality Hospital removed a Stage 2 Oral 
Cancer from a 46-year-old man by a 
Scarless Surgery being the first of its kind.

Being the latest in Cancer Treatment, doctors here 
planned a Scarless Robotic Surgery after thoroughly 

Dr Dabas said, “The patient 
was very conscious about 
aesthetics post-surgery. We 
ensured there was no incision 
over face/neck for good 
cosmetic results.” 

evaluating the patient. The surgery ensured that no 
cuts were externally made on the face and neck. 

Through the surgery, the tumour was removed and 
Free Flap Reconstruction was done through Robotic 
Surgery. After that Plastic Surgery was done, a free 
(skin) flap measuring 6 x 6 cm was harvested from 
the thigh and used to fill the gap in the cheek.
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Dr Abhideep 
Chaudhary
Senior Director & HOD - 
HPB Surgery & Liver 
Transplant
BLK-Max Institute for 
Digestive & Liver Diseases

A Kenyan Liver Cancer Patient Treated Successfully 
with ALPPS Procedure 

A 30-year-old healthy male from Kenya visited 
BLK-Max Super Speciality Hospital with complaint of 
right upper abdominal pain for the last one month. 
During evaluation in Kenya, the patient was 
diagnosed with a large lesion in the right lobe of the 
liver. He also had a chronic Hepatitis B infection. 
Since it was a large lesion in the liver and an 
appropriate treatment modality was not available in 
Kenya, he was advised to consult a Liver Transplant 
Surgeon abroad. After consultation with his relatives 
and physician, the patient decided to travel to 
BLK-Max Hospital. 

A thorough evaluation was done and was found to 
have Hepatocellular Cancer (HCC) of 6.7 x 6.9 x 6.7 
cm in segment VIII of the liver. He was infected with 
Hepatitis B however changes of cirrhosis were not 
visible on the cross-sectional imaging. PET-CT was 
also done, which confirmed that the tumour was 
limited to the liver. Endoscopy was done to rule out 
oesophagal varices, which usually are markers for a 
for significant portal hypertension, which was not 
present. Alpha-fetoprotein, a tumour marker, was 
also not significantly elevated. Complete blood 
count, liver function tests, kidney function tests and 
prothrombin time were also well maintained. The 
performance status of the patient was also very 
good. 

Usually, for an HCC, primary curative modalities are 
Liver Resection (normal liver) or Liver Transplant 
(cirrhotic liver). TACE (Trans-arterial Chemo- 
embolization), RFA (Radiofrequency Ablation) or 
MWA (Microwave Ablation) are other alternatives or 
supplementary modalities where primary treatment 
modalities are not possible. 

So, with all this diagnostic information, it was time to 
formulate a plan for further management. The 
obvious choice was a Right Hepatectomy where the 
whole right lobe of the liver was removed along with 
the tumour. Right Hepatectomy would have taken 
care of the tumour along with margin clearance and 
ensured minimal blood loss. However, when the 
doctors performed a liver volumetric assessment, 
the remnant liver (left lobe) was found to be grossly 

inadequate. It meant that if the doctors went ahead 
with a Right Hepatectomy, there was a high risk of  
liver failure in the postoperative period. To increase 
the volume of the remnant liver, PVE (Portal Vein 
Embolization) or ALPPS (Associating Liver Partition 
and Portal Vein Ligation for staged Hepatectomy) 
were the two options. As per the Intervention 
Radiologist, however, PVE would have taken at least 
4-6 weeks and would have not been able to achieve 
adequate growth of the remnant on the background 
of Chronic Hepatitis B. Waiting interval might have 
led to an increase in the size of the tumour or 
metastasis. 

After much discussion, it was decided to proceed 
with the right anterior Hepatectomy. Since anatomy 
did not seem favourable on preoperative evaluation, 
it was decided to switch to ALPPS intra-operatively. 
The patient and his family were counselled 
regarding the intra-operative plan, and detailed risks 
and consequences. The patient underwent pre-
anaesthetic evaluation as required for major 
surgeries.

On Laparotomy, the liver surface was found to be 
micronodular. Hence intraoperative Liver Biopsy was 
done, which showed no evidence of fibrosis or 
cirrhosis, but mild fat deposition was seen. 
Intraoperatively after trial dissection of porta hepatis, 
it was seen that selective ligation of blood supply to 
the right anterior sector could not be ensured. 
Hence planned to proceed with ALPPS. The right 
lobe of the liver was mobilised, and the Right hepatic 
vein (RHV) was looped. The right portal vein(RPV) 
was ligated with the help of a stapler but was not 
divided. The right hepatic artery (RHA) was 
delineated and looped. The transection line of 
parenchymal dissection was marked by temporary 
clamping of RPV and RHA. The transection line was 
further confirmed with the help of ICG injection in 
LPV. Intra-operative Ultrasound (IOUS) was also 
done to confirm the margins of the tumour and plane 
of MHV. Complete Parenchymal transection was 

ALPPS was a feasible treatment 
option that could lead to a 
quicker and more reliable FLR 
Hypertrophy. However, ALPPS 
was performed rarely around the 
world, and current evidence of 
literature in favour of ALPPS was very limited. 
Liver Transplant was also discussed however 
found to be too extensive for the lesion.
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Leadless Pacemaker: A Revolution for no Vascular Access 
On-dialysis Patients

Dr Subhash Chandra
Chairman & HOD

Interventional Cardiology
BLK-Max Heart Centre

Dr Satbir Singh 
Associate Director

Interventional Cardiology
BLK-Max Heart Centre 

Dr Harnish Singh Bhatia
Associate Consultant

Interventional Cardiology
BLK-Max Heart Centre 

done. RPV, RHV, RHA was marked with loops for 
easier identification during the second surgery. 
Cholecystectomy was done and omentum was 
placed between the two lobes along the transection 
plane to prevent the coaptation of the two liver 
lobes. The patient tolerated the procedure well and 
was shifted to the room on third day after the 
surgery. The third day Protocol CECT scan with 
volumetry was done on the seventh day. The scan 
showed adequate hypertrophy of the left lobe of the 
liver. The patient subsequently underwent the 
ALPPS stage II procedure on the ninth day after the 
index surgery. In the second surgery RPV, RHA, RHV 
was divided. The right hepatic duct was also divided, 
and the side right of the liver along with the tumour 
was retrieved. Postoperative recovery was also 
smooth. The patient was shifted to the room on the 
third day and started on an oral diet by the fourth 
day. The patient had high drain output for a few days, 
which was expected. Liver Function Tests 
normalised by the fifth post-operative day. 

“Every life is equally important for me, and I make 
every e�ort to not leave any stone unturned to 
provide every possible solution to my patients. 
However cancer is di�cult but we were fortunate

that things went as planned and we were able to 
o�er our patient the hope of a promising future. 
Every surgery is equally important; however the 
rarity and novelty of ALPPS require meticulous 
planning and more attention to pull o� without a 
hitch. Obviously, it’s a pioneering and proud 
achievement because we can now o�er ALPPS 
more confidently to patients who have no hope left.” 
said Dr Abhideep Chaudhary.

The patient was discharged on the eleventh 
day. The final histopathology report revealed 

a poorly di�erentiated hepatocellular 
carcinoma with uninvolved resection margin. 
The patient was on follow-up for two weeks 
and then travelled back to his home country. 
“We believe that the good physical condition 
of the young patient allowed him to smoothly 

recover from both the surgery.” said 
Dr Abdhideep Chaudhary.

Permanent pacing in Chronic Kidney Disease (CKD) 
is frequently required for the treatment of 
symptomatic bradycardia. In individuals with 
End-stage Renal Disease (ESRD) on hemodialysis 
(HD), there are multiple potential factors which the 
implanting physician needs to take into 
consideration. These include venous access issues, 
implant bleeding risk, and both immediate & 
long-term device infection risk.

It is preferable to implant the pacemaker device on 
the contralateral side of the patients arteriovenous 
(AV) fistula. Dialysis flow rates and e�ciency can be 
adversely a�ected if the implantation of transvenous 
leads causes vascular stenosis ipsilateral to a fistula. 
Unfortunately, the contralateral side to a working AV 
fistula may have been previously used for a 
subsequently abandoned and thrombosed AV fistula 
or a previous central venous catheter. In short, the 
contralateral side may have subclavian vein stenosis 
precluding transvenous device implantation.
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Infection rates are increased in CKD patients who 
has a transvenous device implanted. Lead 
endocarditis may be more common in those 
receiving HD and associated with a worse outcome 
than in the non-HD population. Ideally, device 
implantation would be avoided altogether if the 
patient is dialyzing via a central venous catheter in 
situ because of the increased infection risk.

Infection may result from HD-related bacteremia and 
nonspecific reduced immunity in ESRD patients. 
Implant hematoma formation increases infection risk 
and bleeding complications are increased in HD 
patients at the time of device implantation.

In general, the principles underpinning the 
appropriate prescription of an implanted device for 
an ESRD patient on HD are similar to the non-HD 
population. Evidence-based decisions are made 
which is otherwise di�cult by the lack of ESRD 
patients included in large trials. Ultimately, however, 
the lack of venous access or a perceived high risk of 
infection may exclude any transvenous device 
option.

Therefore, implantation of a leadless pacemaker 
using the Medtronic Micra device (Medtronic, 
Mounds View, Minnesota) in HD patients with the 
above mentioned issues is the only alternative left to 
life. The Micra device is inserted via femoral vein and 
deployed to the right ventricular apex with a novel 
self-retaining mechanism. The leadless device has 
evolved currently to an AV synchronous 
dual-chamber pacing system from the initially 
launched single RV pacing system. These are 
available in rate-responsive mode and can be 
expected to have a low pacing threshold with good 
sensing and battery life.

Doctors report a case of CKD twice a week 
maintenance haemodialysis presentin with syncope 

The first leadless implant was successfully 
accomplished at the BLK-Max Super Specialty 

Hospital, Delhi, with excellent pacing 
thresholds achieved so as to ensure good 
longevity of the device for over ten years.

RV cavity shows anchored 
pacemaker 

Leadless pacemaker 
being deployed 

Actual size of 
pacemaker  

Post procedure 
pacemaker seen 

anchored to RV cavity 

and complete heart block sustaining life on 
temporary pacemaker inserted through the right 
femoral vein. Upon interrogation, it was realized that 
both his subclavian veins were chronically blocked 
with a stent deployed previously at his SVC-RA 
junction to maintain the patency of dialysis catheters 
kept through the right internal jugular vein. There 
was no way to access RV for putting a trans-venous 
permanent pacemaker which was a life-saving 
option for him given his complete dependence on 
pacing.

There were only two options to solve the pacing 
issue: either by a surgical epicardial lead placement 
which was fraught with risks due to co-morbidities, or 
to go for a Leadless Pacemaker into RV apex.

The procedure was done through the right femoral 
vein after swapping the temporary pacing lead into 
the left femoral vein as a backup during the leadless 
Pacing procedure. The patient was shifted to the 
room soon thereafter and recovered well to be 
discharged the next day. 
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Dr Yajvender Pratap 
Singh Rana
Senior Consultant - Urology, 
Andrology & Renal Transplant,
BLK-Max Centre for Renal 
Sciences & Kidney Transplant

Successful Removal of Large Renal Tumour with Level 4 IVC
Thrombus Managed by Robotic Surgery

A 60-year-old man came with pain in the abdomen, 
breathlessness and haematuria for over two months. 
The patient got an ultrasound done from outside 
which showed a large right renal tumour. He came to 
BLK-Max Super Speciality Hospital for future 
evaluation and management. 

A CT- renal angiography was done which showed 
large kidney tumour, it also found that the renal vein 
and IVC was full of tumour thrombus reaching to the 
heart (thrombus ins total was approximately 
20-22 cm long). 

The patient’s condition was complicated due to the 
previous history of Coronary Artery Bypass Graft 
(CABG), he was also on anti-platelets and other 
heart-related  medications. The patient had a 
swelling on both legs because of blockage in the 
main vein of the body. He was su�ering from 
breathlessness and his haemoglobin was low 
because of ongoing haematuria. 

The patient was jointly managed by uro-oncology 
and CTVS team. Usually in these types of highly 
complex cases most surgeons prefer open- 
conventional surgery. After proper pre-operative 
planning, doctors gave him the benefit of Robotic 
Assisted Radical Nephrectomy and IVC 
Thrombectomy (level 4) with Cardio-Pulmonary 
Bypass. Surgical steps involved were - right kidney 
mobilisation, IVC dissection, ligation of all lumbar 
veins, looping of contralateral renal artery & vein, 
liver mobilisation robotically, sternotomy and on 
bypass cardiotomy. Complete tumour thrombus and 
involved kidneys were removed. The surgery lasted 
for 8 hours and total blood loss was 250 ml, two units 
of blood was transfused when the patient was put on 
bypass machine.

The patient had an uneventful recovery and was discharged on the 6th 
post-operative day. On follow up PET-CT was done, which showed no tumour 
in IVC and renal fossa. The patient was doing perfectly well. 

CT scan of the patient

CT scan of the patient

Tumour



Dr Puneet Girdhar
Senior Director & HOD - 
Orthopaedic Spine Surgery
BLK-Max Centre for 
Orthopaedics Spine

Dr Manoj Kumar 
Associate Consultant - 
Orthopaedic Spine Surgery
BLK-Max Centre for 
Orthopaedics Spine

Successful Surgical Treatment of Dystrophic Spinal Curves 
Caused by Neurofibromatosis Type 1

Neurofibromatosis type 1 (NF-1) is a multi-systemic 
disease that mainly a�ects the cellular growth of 
neural tissue. Scoliosis is the most common skeletal 
manifestation of NF-1. There are 2 main types of 
scoliosis in NF-1: non-dystrophic and dystrophic 
forms. Dystrophic scoliosis is illustrated by 
progressive, sharply angulated short segment 
curvature with severe wedging, rotation and 
scalloping of the apical vertebral bodies. Dystrophic 
scoliosis NF-1 is di�cult to treat as there is a strong 
tendency for curve progression even following 
spinal fusion. Both Anterior and Posterior spinal 
fusion with segmental instrumentation and plentiful 
bone autografting are more predictable and 
successful procedures for young patients with 
progressive dystrophic deformities. 

A 9-year-old boy diagnosed with neurofibromatosis 
type 1 had severe dystrophic scoliosis with coronal 
and sagittal spine imbalance. The doctors performed 
a two-stage procedure involving the anterior  
interbody fusion with  mesh cage and tricortical  iliac 
crest  bone graft in the lateral position and posterior 
spinal fusion with segmental spinal instrumentation 
for scoliosis in the prone position. The 
post-operative sagittal and coronal balance had 
significantly improved.

INTRODUCTION CASE DETAILS AND RESULTS

Satisfactory therapeutic e�ects can be achieved in 
the dystrophic scoliosis patients by pre-operative 
meticulous surgical planning, intraoperative careful 
manipulation, and hybrid instrumentation.

CONCLUSION

Pic 1

RISK FACTORS CHALLENGES
• Excessive bleeding • Technical di�culty for anterior access
  • Increased frequency of post-operative haemorrhage

• Poor & osteoporotic bone stock • Di�cult to anchor the instrumentation securely
  • High-risk of pseudarthrosis
  • Risk of invading the spinal canal
  • Injury to spinal cord / paraplegia 

• Vertebral ‘‘scalloping’’ • Limited fusion bed
• Dysplastic pedicles & body • Precludes reduction manoeuvre

SAGITTAL BALANCE PRE - OPERATIVE
CORONAL BALANCE 

POST - OPERATIVE CORONAL
BALANCE

PRE-OP POST-OP
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A 62-year-old Patient Successfully Treated for Ventricular
Septal Rupture

A 62-year-old man visited the Emergency 
Department of BLK-Max Super Speciality Hospital 
with Acute Coronary Syndrome since early morning. 
The ECG showed new onset changes because of 
which he was taken for emergency Coronary 
Angiography. The Coronary Angiography showed 
critical blockage of the Mid-Left Anterior Descending 
Artery (LAD). Coronary Angioplasty (PCI) was done, 

Dr Ramji Mehrotra
Principal Director & Chief - 
Cardiothoracic & Vascular 
Surgery
BLK-Max Heart Centre

Pic 3 Pic 4

MRI-VERTEBRAL SCALLOPING
WITH DURAL ECTASIA SAGITTAL AND CORONAL  BALANCE

CSVL

PRE-OP CSVL POST-OP

If you notice a rib  hump, shoulder imbalance, body tilt and / or pigmented skin 
patches in your child, please consult your spine specialist immediately to avoid 
any delay in diagnosis and treatment. 

Pic 2

CT SCAN-VERTEBRAL SCALLOPING WITH DURAL ECTASIA
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A Ventricular Septal Rupture 
(VSR) at times is a 
life-threatening condition 
where an unnatural/ 
pathological shunt gets created 
between the left and right ventricle across the 
Interventricular septum due to acute 
myocardial infarction. VSR is an emergency 
requiring urgent surgical treatment. 

Therefore, modified Infarct Exclusion 
Technique has contributed to better 

surgical outcomes in this catastrophic 
emergency. This case is a success story 

despite multiple comorbidities, 
including acute Chronic Kidney 

Dysfunction.

and the patient was shifted to the Critical Care Unit 
for further diagnosis. The next day the patient had 
hemodynamic instability, for which  chocardiography 
was done, which revealed a severe Left Ventricular 
Dysfunction and Ventricular Septal Rupture (VSR) at 
the junction of distal septum and apex of the left 
ventricle with left to right shunt. Intra-aortic Balloon 
Pump was inserted to maintain hemodynamics. A 
Cardiothoracic Expertracic & Vascular Surgery Team 
were intimated and called to take up the patient for 
further surgical management needed. The patient 
was a case of Chronic Kidney Disease, 
Hypertension, Diabetes Mellitus Type 2, and had 
recovered from Pancreatitis. Due to hemodynamic 
instability, the patient had an acute Chronic Kidney 
Disease.

The patient underwent a pre-surgical Anaesthetic 
checkup, and then he was taken for a life-saving 
modified Ventricular Septal Rupture Exclusion 
Surgery. The surgery was uneventful, and the patient 
was brought to the post-operative recovery.

Now the challenge was to support the body and the 
heart to pay accrued debts and recover with 
assistance from the IABP and inotropic medications.   

The patient had a good haemodynamic recovery. 
Now the challenge was to support the body and the 
heart to pay accrued debts and recover with an 
assitance from the IABP and inotropic medications.      

The patient was weaned o� from the Ventilator on 
day 2 of the post-operative period, IABP was 
weaned o� on day 3, and gradually Inotropes were 
also tapered o� on day 4. The patient was later 
shifted to the ward after 6 days of surgery and was 
successfully discharged on day 9. 

The overall incidence of the VSR is 0.31%, VSR 
results as a complication of Acute Myocardial 
Infarction in 1-2% of cases. 25% of the patients die in 
the first 24 hours and 60-70% of the patients die 
within the first two weeks without treatment. 

VSR could be of many types such as apical, 
basal/inferior portion, posterior portion of the 
interventricular septum. Nearly two-third of VSR 
occur in the anterior septal wall and rest in the 
inferior or posterior wall. The culprit coronary artery 
is completely occluded with absence of collaterals. 
The process of coagulation necrosis causing the 
VSR usually takes 3-5 days after acute myocardial 
infarction and as early as 24 hours is also 
documented. 

The management strategy involves a 
multidisciplinary team with the involvement of the 
CTV surgeon. Initial treatment focuses on 
re-vascularising the blocked coronary artery, 
stabilizing the patient using inotropes, IABP 
ventilator and other supportive care, followed by 
surgical repair of the defect. Modified Infarct 
Exclusion Technique involves using two patches, the 
first patch to close the defect and the second patch 
to exclude the defect. It is more e�ective in 
preventing residual shunt and maintains cardiac 
geometry function. It does not require the excision of 
friable infarcted myocardium. It avoids tension on the 
friable myocardium, and prevents residual shunt and 
avoids excessive bleeding post-repair. 
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MECP ACTIVITIES 
AT BLK-MAX

Webinar Conference
BLK-Max Super Speciality Hospital organised a Webinar Conference in association with IMA Gorakhpur. 
The event was led by Dr Dharma Choudhar, Senior Director & HoD, Centre For Bone Marrow Transplant 
and Dr Sushant Srivastava, Senior Director Cardiothoracic & Vascular Surgery. It was held on 21st January 
2022, which was attended by more than 100 doctors in Gorakhpur, Basti & Deoria.

SNAPSHOTS OF THE EVENT

Social Connect Program 
BLK-Max Super Speciality Hospital organised a Social Connect Program in association with U & Me Care 
NGO. The event was led by Dr Subhash Chandra, Chairman & HoD, Cardiology at Jaypee Sidhartha on 
26th December 2021. It was attended by more than 120 Social Connects in Delhi.

Health Talk on Kids Vaccination
BLK-Max Super Speciality Hospital organised a Health Talk on ‘Awareness of Kids Vaccination’ for 
Students & Parents of Tagore International School, New Delhi. The session was taken by Dr Anil Handoo, 
Senior Director & HoD, Laboratory Services. It was held on 6th January 2022, which was attended by 
more than 80 students/parents.

SNAPSHOTS OF THE EVENT

SNAPSHOTS OF THE EVENT
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FB Live Crosspost
BLK-Max Super Speciality Hospital organised a FB Live Session in association with Reliance General 
Insurance. The live session was moderated by Dr Deep Goel, Senior Director & HOD, Surgical 
Gastroenterology, Advance Laparoscopic & Bariatric Surgery on 18th January 2022, which was attended 
by more than 300 members.

SNAPSHOTS OF THE EVENT

SNAPSHOTS OF THE EVENT
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Physical CME
BLK-Max Heart Centre organised a CME in West Delhi. The event was led by Dr Subhash Chandra, 
Chairman & HoD, Cardiology and Dr Ramji Mehrotra, Principal Director & Chief, Cardiothoracic & 
Vascular Surgery at Radisson Blu, Paschim Vihar. It was held on 24th December 2021, which was 
attended by more than 50 doctors in West Delhi.



Dr Saloni Arora
Consultant - Fetal Medicine

BLK-Max Center for Women Health
BLK-Max Super Speciality Hospital, 

New Delhi

EDUCATION
• MBBS
• MD (Obstetrics & Gynaecology)
• MRCOG (UK)
• Fellowship in Fetal Medicine
EXPERIENCE
• Consultant-Fetal Medicine at Apollo Cradle, 

New Delhi
• Visiting Consultant-Apollo Centre for Fetal 

Medicine at Indraprastha Apollo Hospital, New 
Delhi

• Senior Clinical Fellow-Apollo Centre for Fetal 
Medicine at Indraprastha Apollo Hospital, New 
Delhi

• Clinical Fellow-Apollo Centre for Fetal 
Medicine at Indraprastha Apollo Hospital, New 
Delhi

• Registrar- Obstetrics & Gnaecology at 
Indraprastha Apollo Hospital, New Delhi

• Senior Resident-Obstetrics & Gynaecology at 
Govt. Medical Collge and Hospital, Chandigarh

AREAS OF EXPERTISE
• Early Anomaly Scans
• Neurosonogram
• Fetal Cardiac Abnormalities
• Fetal Diagnostic and Therapeutic Procedures
• High-risk Pregnancy
LOCATION & OPD TIMINGS
BLK-Max Cancer Centre
• Monday to Saturday - 9:00 AM - 5:00 PM 

Dr Nidhi Khera
Director & Head - Obstetrics & High 

Risk Pregnancy
BLK-Max Center for Women Health
BLK-Max Super Speciality Hospital, 

New Delhi

EDUCATION
• MBBS - Lady Harding Medical College
• MD (Obstetrics & Gynaecology) - Ivy League 

Medical College, Maulana Azad Medical College
• DNB (Obstetrics & Gynaecology) - National Board 

of Examinations
• Fellow of International College of Laparoscopic 

Surgeons
EXPERIENCE
• Senior Consultant - Obstetrics & Gynaecology at 

Apollo Cradle Hospital, New Delhi (2015 - Jan 
2022)

• Senior Consultant and Unit In-charge - Obstetrics 
& Gynaecology at Sri Balaji Action Medical 
Institute (SBAMI) (2014-2015).

• Senior Consultant - Obstetrics & Gynaecology at 
Fortis Hospital, Shalimar Bagh, New Delhi (2012 
to 2014).

• Consultant - Obstetrics & Gynaecology at Sir 
Ganga Ram Hospital, New Delhi, here she was  

   instrumental in starting a dedicated high-risk 
pregnancy clinic (2004-2012).

• Senior Resident - Obstetrics & Gynaecology at 
Maulana Azad Medical College, New Delhi 
(2001-2004).

AREAS OF EXPERTISE
• High Risk Pregnancy Cases and Maternal Fetal 

Medicine
• Fetal Psychology
• Emergency Obstetric Care
• Adolescent healthand PCOS
• Gynae Endoscopy including laparoscopic and 

hysteroscopic procedures
• Complex Open Gynecologic Surgeries including 

Hysterectomies, Myomectomies, Fertility 
enhancing surgeries

• Cervical cancer prevention and HPV vaccination
• Cosmetic Gynecology and Vaginal surgeries
LOCATION & OPD TIMINGS
BLK-Max Cancer Centre
• Monday to Saturday - 9:00 AM - 5:00 PM 

• He has been a visiting Electrophysiologist at many 
reputed hospitals in Delhi- NCR

• DM Trainee - Cardiology at All India Institute of 
Medical Science, New Delhi

• Senior Resident - Cardiology at GB Pant Hospital, 
New Delhi

AREAS OF EXPERTISE
• Electrophysiology Study (EPS) and 

Radio-frequency ablation (RFA) 2D & 3D mapping 
– AVNRT / AVRT / Atrial Flutter/  Atrial Tachycardia 
/ VT

• Pacemaker Implantation (PPI)
• ICD / CRT-D / His-bundle Pacing
• Lead extraction / Re-do Procedures
• Heart Failure Management
• Syncope Evaluation
• Angiography - Radial (Hand) / Femoral
• Complex Angioplasty (Stent) - CTO / Left Main / 

Multivessel Stenting / Renal Stenting / Rotablation 
/ IUS

• PTMC
LOCATION & OPD TIMINGS
BLK-Max Cancer Centre
• Monday to Saturday - 9:00 AM - 5:00 PM 

EDUCATION
• MBBS
• MD
• DM Cardiology (AIIMS)
• IBHRE Certified Cardiac Device Specialist 

(CCDS)
• Fellow European society of cardiology (FESC)
• Fellow Society for Cardiovascular Angiography 

and Interventions (FSCAI)
EXPERIENCE
• Director - Interventional Cardiology, Cardiac 

Electrophysiology & Pacing at PSRI Hospital
• Director - Interventional Cardiology, Cardiac 

Electrophysiology & Pacing at Primus Super 
speciality Hospital, New Delhi

• Senior Consultant - Interventional Cardiology & 
Cardiac Electrophysiology at Max Hospital, 
Shalimar Bagh and Gurgaon

• Senior Consultant - Interventional Cardiology & 
Cardiac Electrophysiology at Jaypee Hospital

• Consultant - Cardiology at Medanta - The 
Medicity, Gurgaon

• Associate Consultant - Cardiology at 
Medanta-The Medicity, Gurgaon

Dr Sameer Mehrotra
Director - Cardiac Electrophysiology 

& Pacing
BLK-Max Heart Centre

BLK-Max Super Speciality Hospital, 
New Delhi

WELCOME
ONBOARD
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Dr Hitesh Dawar
Consultant - Orthopaedic Onco Surgery

BLK-Max Cancer Centre
BLK-Max Super Speciality Hospital,

New Delhi

EDUCATION
• MBBS - Kasturba Medical College, Manipal, 

Karnataka
• DNB (Orthopaedic Surgery) - National Board of 

Examinations, New Delhi
EXPERIENCE
• Consultant Orthopaedic Onco-Surgeon, Indian 

Spinal Injuries Centre, New Delhi
• Senior Resident-cum-Fellow - Bone and Soft 

Tissue Services, Department of Surgical 
Oncology, Tata Memorial Hospital, Mumbai

AREAS OF EXPERTISE
• Comprehensive management of Bone and Soft 

tissue tumours, both Primary and Metastatic 
including Spine tumours

• Complex Orthopaedic and Joint Revision cases 
involving multistage surgeries with 
Megaprosthetic reconstruction

• Comprehensive surgical management of 
Chronic Osteomyelitis and Bone & Joint 
infectionsVaginal surgeries

LOCATION & OPD TIMINGS
BLK-Max Cancer Centre
• Monday to Saturday - 9:00 AM - 5:00 PM 

Dr Jaideep Dey
Consultant - Non Invasive Cardiology

BLK-Max Heart Centre
BLK-Max Super Speciality Hospital, 

New Delhi

EDUCATION
• MBBS
• MD (Internal Medicine)
• DNB (Cardiology)
EXPERIENCE
• Associate Consultant - Cardiology at Fortis 

Flt. Lt. Rajan Dhall Hospital, New Delhi
• Physician (Senior Medical O�cer) - Central 

Government Health Scheme (CGHS) and Dr 
R.M.L. Hospital, New Delhi

• Associate Consultant - Non-Invasive 
Cardiology at Fortis Escorts Heart Institute

• Physician (Medical O�cer) at Central 
Government Health Scheme (CGHS) and 
Safdarjung Hospital, New Delhi

AREAS OF EXPERTISE
• Non-invasive Cardiology
• Clinical Cardiology
• Cardiac Imaging
LOCATION & OPD TIMINGS
BLK-Max Cancer Centre
• Monday - Saturday - 9:00 AM to 5:00 PM

Dr Abhinav Aggarwal
Consultant - Interventional Cardiology

BLK-Max Heart Centre
BLK-Max Super Speciality Hospital, 

New Delhi

EDUCATION
• MBBS, Maulana Azad Medical College, 

New Delhi
• MD (Internal Medicine), PGI Chandigarh
• DM (Cardiology), AIIMS, New Delhi
• Visiting Fellow (Interventional Cardiology), 

Cleveland Clinic, USA
• Fellowship in Interventional Cardiology, 

Asan Medical Center, South Korea
• Observership in Cardiovascular Medicine, 

University of Miami, Florida, USA
EXPERIENCE
• Consultant - Aashirwad Healthcare, New 

Delhi
• Consultant - Aakash Healthcare, New Delhi
• Consultant - PSRI Heart Institute, New Delhi
• Associate Consultant - Sir Ganga Ram 

Hospital, New Delhi
• Associate Consultant - Metro Heart 

Institute, Noida

• Associate Consultant - Fortis Escorts Heart 
Institute, New Delhi

• Senior Resident and Fellow - All India Institute 
of Medical Sciences, New Delhi

AREAS OF EXPERTISE
• Coronary Angioplasty using Image & 

Physiology Guided Interventions - IVUS, OCT, 
FFR

• Peripheral Vascular Intervention - Limb, 
Carotid, Renal Angioplasties

• Structural Heart Interventions - TAVR, 
ASD/VSD/PDA Device Closure, Balloon 
Valvuloplasties

• Device implantations - Pacemakers, ICDs, 
CRT-D

LOCATION & OPD TIMINGS
BLK-Max Super Speciality Hospital, New Delhi
• Monday to Saturday - 9:00 AM - 5:00 PM
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WORLD CANCER DAY
Various Activities Done Under #EarlierIsBetter Campaign at BLK-Max Super Speciality Hospital

Page No 14MAX SCENE

Hoardings thanking the team of doctors of BLK-Max Cancer Centre, placed at the entry gate and 
central reception area.

BLK-Max Building Illuminated in Purple Photo Booth

World Cancer day celebration with cake cutting with Doctors, nurses and cancer survivors
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Dr Abhideep Chaudhary & his team Successfully Completed 
1500 Liver Transplants and HPB Surgeries

CONGRATULATIONS

PROUD
MOMENT



WE CARE
Experience the fast, accurate and reliable testing at

10 NABL accredited labs and 13 network labs operational 24*7 equipped with 
Fully Automated State-of-the-art Technology to ensure faster turnaround

Wide range of more than 2000 tests conducted, including high-end molecular 
diagnostics and genetic tests

More than 800 highly trained sta�, supervised by more than 100 Pathologists 
for accuracy and precision

24*7 testing caters to 4100 Hospital-beds and over 450 collection centres 
across Delhi, Haryana, Punjab, UP and Uttarakhand

Max Lab, Saket, awarded by FICCI for 'Excellence in Hospital Preparedness 
for COVID-19 - Standalone Diagnostic Center or Blood Bank'

Home sample collection by highly trained Phlebotomists

Over 150,000 COVID-19 tests conducted till date

10 mobile vans for COVID-19 home sample collection and containment 
zones

Over 1.5 crore tests conducted every year

Trusted by more than 10,000 Doctors01
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24/7

Crore Test
1.5

Call us to take franchise
7982-100-200

Super specialists trust our reports to make the right decision

PAN Max Segment
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BLK-Max Super Speciality Hospital, Pusa Road, New Delhi-110005
www.blkmaxhospital.com

24-Hour Helpline: +91-11-30403040


