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Comparison of Myoinositol and Metformin in Women
with Polycystic Ovarian Syndrome
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ABSTRACT

Objective: The aim of the study was to compare the effects of 16-week treatment with two insulin-lowering therapies on
the clinical, endocrine-metabolic and ovulatory parameters in women affected by polycystic ovarian syndrome (PCOS).
Material and methods: A total of 70 patients attending the Gynecology OPD of Holy Family Hospital, Okhla, New Delhi,
with clinical features of PCOS in the age group of 17-35 years, between June 2015 and May 2016, were selected. Patients were
randomly distributed into two groups with 35 patients each. Group 1 received myoinositol (MYO) 2 g/day, while Group 2
received metformin 500 mg/day twice-daily. Baseline anthropometry, biochemical investigations and pelvic ultrasonography
were done and repeated after 16 weeks. Results: Modified Ferriman-Gallwey (mFG) score was reduced from 4.66 + 4.06 SD
to 3.56 + 3.29 SD in Group 1 and 4.94 + 4.05 SD to 3.87 + 3.24 SD in Group 2; the fall in Group 1 was more significant than
Group 2. Fasting insulin decreased from 13.90 + 6.88 SD to 11.66 + 6.05 SD in Group 1 and from 12.85 + 4.46 SD to 11.78 + 4.39
SD in Group 2; reduction was highly significant in Group 1 than Group 2. Results for luteinizing hormone (LH) were not
significant. Free testosterone decreased from mean of 1.47 + 0.37 SD to 1.37 + 0.37 SD in Group 1 and from 1.43 = 0.37 SD
to 1.36 + 0.36 SD in Group 2; the fall in Group 1 was more significant than Group 2. Conclusion: Metformin is effective in
reducing the metabolic and hormonal parameters and improves fertility. MYO not only improves all the above parameters
but also decreases insulin resistance significantly. Thus, MYO supplementation is essential in the management of PCOS to
improve insulin sensitivity.
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olycystic ovarian syndrome (PCOS) is one of the
most common endocrine disorders in women
of reproductive age, affecting 5-10% of women

worldwide. It is defined as a heterogeneous syndrome
complex characterized by hyperandrogenism (clinical
and/or bio-clinical), ovarian dysfunction (oligo- and/or
anovulation) and polycystic ovaries, with exclusion of
related disorders. This is with the recognition that
forms of PCOS may occur without overt incidence of
hyperandrogenism.!

Initially defined by Stein and Leventhal in 1953, this
syndrome has changed in definition over the years and
is briefly defined in Table 1.

*Registrar

TSenior Consultant

Dept. of Obstetrics and Gynecology

Holy Family Hospital, New Delhi

Address for correspondence

Dr Shayista Nabi

2nd Floor, 73, Sector 50, Woodstock, Nirvana Country, Gurugram - 122 017, Haryana
E-mail: shayistanabi@gmail.com

1044

In 2003, Rotterdam proposed a revised criterion for
PCQOS that included ultrasound morphology of ovaries
as potential criteria to define PCOS:?

> Menstrual irregularity (due to oligo- and/or
anovulation)
o Clinical and/or biochemical signs of hyper-

androgenism

o DPolycystic ovaries (by ultrasound).

Table 1. Definition of PCOS

National Institute of Health
(NIH) - 1990

Androgen Excess Society
(AES)

Evidence of clinical or
biochemical hyperandrogenism

Androgen excess (clinical
and/or biochemical
hyperandrogenism)

Chronic anovulation Ovarian dysfunction (oligo-
anovulation and/or polycystic
ovarian morphology on

ultrasonography)

All criteria require exclusion of other causes of hyperandrogenism
such as adult onset congenital adrenal hyperplasia,
hyperprolactinemia and androgen secreting tumors.
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In addition, other etiology must be excluded (congenital
adrenal hyperplasia, androgen secreting tumors, thyroid
dysfunction, Cushing’s syndrome).

In young women with PCOS, insulin resistance
may occur with higher frequency of about 30-40%.
Additionally, a defect in insulin signalling pathway
seems to be implicated in the pathogenesis of insulin
resistance. The exact cause of insulin resistance
observed in PCOS women is not known; however, a
post-receptor defect that could affect glucose transport
has been proposed.® The importance of insulin
resistance in PCOS is suggested by the fact that insulin-
sensitizing drugs such as metformin, pioglitazone,
troglitazone and myoinositol (MYO) have been
proposed as treatment to resolve hyperinsulinemia-
induced dysfunction of ovarian response to endogenous
gonadotropins, metformin being the oldest drug in use
whilst MYO being the recent development in insulin-
sensitizing drugs. The focus of this study is primarily
based on these two insulin-sensitizing drugs, i.e, MYO
and metformin.

MYO is one of the nine stereoisomeric forms of a
C6 sugar alcohol that belongs to vitamin B-complex
group.* Studies have suggested that impairment in
insulin pathway could be due to a defect in inositol
phosphoglycans (IPGs) second messenger. In PCOS,
defect in tissue availability or altered metabolism of
inositol or IPGs mediators may contribute to insulin
resistance.> Therefore, supplying MYO can accelerate
glucose disposal and decrease circulating insulin,
serum testosterone and enhance ovulation. The
commonly used dose is 200-4,000 mg once-daily before
breakfast in PCOS. Very high doses of MYO can cause
gastrointestinal side effects like nausea, diarrhea,
dizziness, insomnia and possible worsening of bipolar
disorder. No toxicity has been reported. There is no
evidence for MYO drug interaction till date.

Metformin is an oral biguanide antihyperglycemic
drug. It lowers blood glucose by inhibiting hepatic
glucose production (by decreasing gluconeogenesis),
enhancing peripheral glucose uptake by skeletal
muscles and adipose tissue and reduces intestinal
glucose absorption. It enhances insulin sensitivity at
the post-receptor level and stimulates insulin mediated
glucose disposal without producing hypoglycemia in
PCOS women. It has been used to treat anovulatory
infertility, insulin resistance and hyperandrogenism in
PCQOS patients. The action of metformin is limited due
to low levels of inositol in PCOS. Dose of metformin
can vary from 500 to 2500 mg/day. Metformin
causes a significant increase in nausea, vomiting and
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gastrointestinal distress in women with PCOS. There
are; however, no published reports of lactic acidosis
with metformin therapy in women with PCOS.

MATERIAL AND METHODS

This study was carried out at Holy Family Hospital,
New Delhi, from June 2015 to May 2016. The patients
attending Gynecological OPD, with clinical features
suggestive of PCOS (menstrual abnormalities,
infertility, obesity, acne, hirsuitism), were selected.
It was a randomized comparative study with sample
size of 70. Patients were defined as having PCOS
according to Rotterdam criteria (2003). The patients
would have to satisfy a minimum of two criteria listed
below in order to be diagnosed as PCOS:

o Oligo- and/or anovulation: Oligomenorrhea would
be defined if menses occurred less than 9 times a
year or if 3 cycles more than 36 days long occurred
during the last year.

2 Clinical and/or biochemical signs of
hyperandrogenism: Clinical hyperandrogenism
would be diagnosed if the modified Ferriman-
Gallwey (mFG) score is 8 or greater or the patient has
moderate-to-severe acne, defined by the presence
of inflammatory lesions and their extension.

(3]

Polycystic ovaries (by ultrasound): Presence of 12 or
more follicles in each ovary measuring 2-9 mm in
diameter and/or increased ovarian volume (>10 mL,
calculated using the formula 0.5 x length x width x
thickness). Single ovary fitting this definition is
enough to define PCOS.

The inclusion and exclusion criteria are mentioned in
Table 2.

Table 2. Inclusion and Exclusion Criteria

Inclusion criteria Exclusion criteria

Women with PCOS,
diagnosed in accordance
with Rotterdam
consensus conference
criteria 2003 in the age
group of 17-35 years.

* Pregnancy

* Thyroid disorders

* Significant liver or renal
impairment

* Unstable mental illness

* Diagnosis of diabetes mellitus or
impaired glucose tolerance

* Use of drugs able to interfere
with glucoinsulinemic metabolism
for at least 3 months prior to
entering the study

* Hypersensitivity to MYO
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Patients were randomly allocated to two groups;
Group 1 (MYO) and Group 2 (metformin). At the
beginning of the study, baseline levels of various study
variables were recorded. Patients were subjected to
anthropometry - body weight, body mass index (BMI),
waist-hip ratio (WHR) - and biochemical investigations
which included fasting blood sugar (FBS), post-
meal blood sugar (PMBS), fasting insulin, luteinizing
hormone (LH), LH/follicle-stimulating hormone (FSH)
ratio, free testosterone, prolactin (PL). Hirsutism was
scored by mFG using 9 body sights - lip, chin, chest,
upper abdomen, lower abdomen, upper arm, upper
back, lower back and thigh. Each body area was
visually scored on a scale of 0 to 4, where “0” indicated
no terminal hair growth and “4” indicated full male
pattern terminal hair growth. Cut-off was taken as score
of “8” or more. Ovulatory activity was monitored with
serum progesterone. It was recorded at the baseline
and repeated every month in the mid-luteal phase. The
peak value during the study was taken as final value.
Cut-off was taken as 8 ng/mL. In addition, a baseline
ultrasonography was done for noting down the number
of follicles and/or ovarian volume.

Participants of Group 1 received 2 g MYO daily and
those of Group 2 received 500 mg metformin twice-
daily. Patients were called for follow-up after 16 weeks
of drug therapy and tests for all the study variables
were repeated and compared with the baseline findings.
Patients who conceived after treatment were noted. The
side effects experienced in each study group were noted
down. Outcome was studied in terms of regularization
of cycle, reduction in mFG score, improvement in
anthropometric, biochemical and ultrasonographic
parameters before and after the treatment in the two
groups. The summary of the findings has been described
in tables below.

RESULTS

In all, 70 patients were enrolled for the study within
the age group of 17-35 years. Patients were randomly
distributed into two groups with 35 patients each.

Table 3. Regularization of Cycles
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Two patients were lost during follow-up from Group 2
and 5 patients conceived during early stages of the
study (3 from Group 1 and 2 from Group 2). The
final study was based on 63 patients - 32 patients in
Group 1 and 31 in Group 2. Since the age distribution
of patients was from 17 to 35 years, the study covers
the mean population age of 26.62 + 5.38 in Group 1
and 26.23 + 4.58 in Group 2. It is noteworthy that race,
ethnicity, socioeconomic factors were almost similar in
both the groups.

The most common complaint was irregular cycles (53.1%
in Group 1 and 64.5% in Group 2) followed by scanty
flow, secondary amenorrhea, weight gain, hirsutism
and infertility. After treatment, in Group 1 53.1% of
patients achieved regular cycles whilst in Group 2,
41.9% of patients achieved regular cycles (Table 3).

The fall in body weight and WHR was significant in
both groups, but on comparing the two, it was more
significant in Group 1 than Group 2. The fall in BMI
was more significant in Group 2 than Group 1 (Table 4).

The fall in mFG score was more significant in Group 1
as compared to Group 2. While LH results were not
significant, the fall in LH/FSH ratio was more significant
in Group 2 than Group 1. The reduction in fasting
insulin was highly significant in Group 1 than Group 2.
Free testosterone decrease was more significant in
Group 1 than Group 2. FBS was normal in all patients;
the fall in Group 2 was more significant than Group 1.
For postprandial blood sugar (PPBS), fall was more
significant in Group 1 (Table 5).

In Group 1 serum, progesterone changed from mean of
3.73 £ 1.44 SD to 6.73 + 1.90 SD and in Group 2 from
mean of 3.76 £ 1.57 SD t0 5.82 +2.03 SD. Change in serum
progesterone value was more significant in Group 1
than Group 2. In Group 1, 36.1% of patients ovulated,
8.6% conceived and in Group 2, 27.6% ovulated and
5.7% conceived. The reduction in number of follicles
was more significant in Group 1 than Group 2 whilst
decrease in ovarian volume (mean ovarian volume of
>10 mL) was almost same in both groups (Table 6).

Group 1 Group 2 P value
Frequency % Frequency %
Improved (1) 17 53.1 13 419
Not improved (N) 15 46.9 18 58.1 0.374
Total 32 100 3 100
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Table 4. Anthropometry Findings

Item Body weight BMI WHR
description
Group 1 Group2 P value Group 1 Group 2 P value Group 1 Group 2 P value

Before 65.99 + 66.37 £ 22.26 + 23.04 + 0.80 + 0.80 £

10.12 784 0869 271 204 0272 0.06 007 0907
After 63.25 + 64.47 £ 20.82 £ 21.35¢+ 0.77 + 0.78 £

9.06 7.05 0.556 2.37 2.70 0410 0.05 0.06 0.557
Mean 274 £ -1.91+ -1.69 £ -0.03 £ -0.02 £
difference + SD 2.24 1.91 0.116 -1:44£0.80 1.27 0.338 0.04 0.03 0.443
P value <0.001 <0.001 <0.001 <0.001 <0.001 <0.001

Table 5. Biochemical Parameters

ltem mFG score LH LH/FSH ratio Fasting insulin
description
Group1 Group2 P Group1 Group2 P Group1 Group2 P Group1 Group2 P
value value value value
Before 466+ 494+ 0786 321+ 513+ 0254 197+ 204+ 0.768 1390+ 1285+ 0.479
4.06 4.05 3.01 214 1.03 0.96 6.88 4.46
After 356+ 387+ 0709 513+ 595+ 0.241 179+ 184+ 0829 1166+ 11.78+ 0.928
3.29 3.24 214 3.24 0.96 0.86 6.05 4.39
Mean -1.09+ -1.06+ 0909 -1.08+ -119+ 0899 -017+ -020+ 0.664 -224+ -1.07+ 0.013
difference + SD 1.03 0.10 3.31 3.53 0.18 0.26 2.09 1.51
P value <0.001  <0.001 0.060 0.070 <0.001  <0.001 <0.001 <0.001
Item Free testosterone Prolactin FBS PPBS
description
Group1 Group2 P Group1 Group2 P Group1 Group2 P Group1 Group2 P
value value value value
Before 147+ 143+ 0717 1431+ 1385+ 0.653 8981+ 89.23+ 0.812 11597+ 11113+ 0.134
0.37 0.37 4.39 3.53 8.32 11.04 12.03  13.25
After 137+ 136+ 089 1409+ 1335+ 0421 8850+ 8781+ 0.764 113.03+ 109.84+ 0.291
0.37 0.36 4.17 294 7.79 10.32 12.00 11.76
Mean difference  -0.10+ -0.08+ 0.339 -022+ -0.50+ 0574 -131x -142+ 0818 -294+ -1.29% 0.078
+SD 0.10 0.08 1.73 223 1.66 2.01 4.01 3.24
P value <0.001  <0.001 0.484 0.221 <0.001  <0.001 <0.001 0.034

Table 6. Ultrasonographic Parameters

Item description Reduction in no. of follicles Mean ovarian volume

Group 1 Group 2 P value Group 1 Group 2 P value
Before 14.59 + 2.69 14.08 + 1.84 0.382 13.51+2.02 12.81+2.35 0.213
After 12.19+ 1.69 12.05+1.75 0.749 11.93 £ 1.91 11.65+ 1.96 0.575
Mean difference + SD -2.41+1.49 -2.03+1.66 0.350 -1.58 4 0.98 -1.58 4 0.98 0.057
P value <0.001 <0.001 <0.001 <0.001
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Figure 1. Side effects.

In the study, only 15.6% of patients experienced side
effects in Group 1. Menorrhagia was a complaint seen
only in Group 1. In Group 2, 64.5% experienced side
effects. P value was significant only for abdominal
cramps. Details of the side effects have been described
in Figure 1.

DISCUSSION

PCOS is one of the most common endocrine disorders
in women of reproductive age. Its etiology remains
unclear. In young women with PCOS, insulin resistance
is intrinsic to the syndrome and affects 30-40% of patients
with PCOS. Studies have shown that insulin resistance in
PCOS may be linked to abnormal ovarian steroidogenesis
by means of altered insulin signal transduction.

The age distribution of patients in this study was
17-35 years. Mean age of patients was 26.62 + 5.38
in Group 1 and 26.23 + 4.58 in Group 2 which is
similar to studies conducted by Immediata et al® and
Costantino et al.”

In the study, 53.1% of patients achieved regular cycles
in Group 1 (MYO) compared to 41.9% in Group 2
(metformin), which is similar to results obtained by
Leo et al.8

Our results are supported by the study carried out
by Awalekar et al.’ They studied the effect of MYO,
metformin and lifestyle modification in PCOS patients.
In their study, BMI in the metformin group was reduced
from a mean of 29.64 + 3.49 to 27.13 + 3.49 after 3 months
of treatment, which is highly significant (p = 0.0000)
and in MYO group, BMI changed from mean of
25.40 + 6.53 to 24.40 £ 5.91 (p = 0.009). Similar results
were seen in studies done by Le Donne et al,'® and
Cheang et al.!! Immediata et al® conducted a crossover
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study in which metformin was able to decrease body
weight (p < 0.05), improve menstrual cycle (<0.001) and
mFG score (0.05). None of these clinical changes were
observed during MYO administration. These results are
not in concordance with our study.

In the study by Leo et al,8 fall in mFG score in MYO
group from 11.7 + 2.7 to 7 = 39 (p = 0.001) was
significant than metformin group, as in our study.
Similar results were seen in a study by Zacche et al.!?
Genazzani et al'® studied 20 overweight patients
of PCOS. In MYO group, LH, PL, testosterone (T),
insulin levels and LH:FSH significantly decreased
along with improved insulin sensitivity. Similarly,
in our study, there was highly significant decrease
in fasting insulin and free testosterone in Group 1.
Our results are further supported by Angik et al.'*
They studied 100 patients in a randomized controlled
trial (RCT) (50 in each group). MYO decreased FBS,
PPBS, fasting and post-meal insulin, homeostasis
model assessment (HOMA), T levels, LH:FSH, ovarian
volume significantly; whereas in metformin group,
significant improvement occurred in FBS, PPBS,
T, LH:FHS and ovarian volume but not in fasting
insulin and HOMA index. Fasting insulin decreased
from 16.51 + 13.95 to 14.58 = 9.79 in MYO group.
This result was significant, but in metformin group,
the reduction was not significant. Similar results were
seen in the study by Awalekar et al.? In contrast, in
the study by Gerli et al,'® no change in fasting glucose
concentrations, fasting insulin or insulin responses to
glucose challenge was recorded after MYO therapy.
In a study by Minozzi et al'® fasting insulin changed
from 12.2 to 8.3 with mean difference of -3.9 + 1.8;
results were not significant.

Raffone et al'” studied 120 patients with PCOS and
14-16 months of infertility. The study demonstrated
a statistically significant difference in restoration of
spontaneous ovulation in patients receiving MYO.
Though there was a higher overall rate of pregnancy
in the MYO group, the effect was not significant.
In our study also, there was higher ovulation (36.1%)
and conception rate (8.6%) in Group 1 compared to
Group 2 (27.6% and 5.7%). Our results are in contrast
to the study by Papaleo et al'® in which 88% restored
at least one spontaneous menstrual cycle, of which 72%
maintained normal ovulatory activity during the follow-
up period and 40% pregnancies were achieved after
MYO administration. Similar contrast results were seen
in studies by Palomba et al'® and Abdelhamid et al.

In the study by Angik et al,'* the number of follicles
decreased from 11.40 + 3.00 to 11.60 + 2.13 (p = 0.001) in
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MYO group and in metformin group from 10.20 + 2.31
to 10.18 + 2.0 (p = 0.001) and ovarian volume decreased
from 14.45 + 3.8 to 12.35 + 2.83 (p = 0.001) in MYO group
and in metformin group from 14.53 + 3.44 to 12.24 + 2.83
(p = 0.001), which is similar to our study.

CONCLUSION

Metformin is effective in improving the metabolic and
hormonal parameters and improves fertility. But MYO
not only improves all the above parameters but also
decreases insulin resistance significantly. MYO also has
better patient compliance and is better tolerated than
metformin. These beneficial effects of inositol support
a future therapeutic role in women with PCOS. Inositol
deficiency is the basic pathophysiology for PCOS and thus
MYO supplementation is essential in the management
of PCOS. MYO improves insulin sensitivity and thus,
should be the first-line of therapy in PCOS.
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About Sameer Malik Heart Care Foundation Fund

“Sameer Malik Heart Care Foundation Fund” it is an initiative of the
Heart Care Foundation of India created with an objective to cater to the
heart care needs of people.

Objectives

o Assist heart patients belonging to economically weaker sections of
the society in getting affordable and quality treatment.

o Raise awareness about the fundamental right of individuals to medical
treatment irrespective of their religion or economical background.

o Sensitizethe centraland state governmentaboutthe need fora National
Cardiovascular Disease Control Program.

o Encourage and involve key stakeholders such as other NGOs, private
institutions and individual to help reduce the number of deaths due
to heart disease in the country.

o To promote heart care research in India.
o To promote and train hands-only CPR.
Activities of the Fund

Financial Assistance

Financial assistance is given to eligible non emergent heart patients.
Apartfromits own resources, the fund raises money through donations,
aid from individuals, organizations, professional bodies, associations
and other philanthropic organizations, etc.

After the sanction of grant, the fund members facilitate the patient in
getting his/her heart intervention done at state of art heart hospitals in
Delhi NCR like Medanta — The Medicity, National Heart Institute, All
India Institute of Medical Sciences (AlIMS), RML Hospital, GB Pant
Hospital, Jaipur Golden Hospital, etc. The money is transferred
directly to the concerned hospital where surgery is to be done.

Drug Subsidy

The HCFI Fund has tied up with Helpline Pharmacy in Delhi to facilitate
patients with medicines at highly discounted rates (up to 50%) post surgery.

The HCFI Fund has also tied up for providing up to 50% discount
on imaging (CT, MR, CT angiography, etc.)

Free Diagnostic Facility

The Fund has installed the latest State-of-the-Art 3 D Color Doppler EPIQ
7C Philips at E — 219, Greater Kailash, Part 1, New Delhi.
This machine is used to screen children and adult patients for any heart disease.

Who is Eligible?

All heart patients who need pacemakers, valve replacement, bypass
surgery, surgery for congenital heart diseases, etc. are eligible to apply for
assistance from the Fund. The Application form can be downloaded from
the website of the Fund. http://heartcarefoundationfund.heartcarefoundation.
org and submitted in the HCFI Fund office.

Important Notes

o The patient must be a citizen of India with valid Voter ID Card/
Aadhaar Card/Driving License.

o The patient must be needy and underprivileged, to be assessed
by Fund Committee.

o The HCFI Fund reserves the right to accept/reject any application
for financial assistance without assigning any reasons thereof.

o The review of applications may take 4-6 weeks.

o All applications are judged on merit by a Medical Advisory Board
who meet every Tuesday and decide on the acceptance/rejection
of applications.

o The HCFI Fund is not responsible for failure of treatment/death
of patient during or after the treatment has been rendered to the
patient at designated hospitals.

o The HCFI Fund reserves the right to advise/direct the beneficiary
to the designated hospital for the treatment.

o The financial assistance granted will be given directly to the
treating hospital/medical center.

o The HCFI Fund has the right to print/publish/webcast/web post
details of the patient including photos, and other details. (Under
taking needs to be given to the HCFI Fund to publish the medical
details so that more people can be benefitted).

o The HCFI Fund does not provide assistance for any emergent heart
interventions.

Check List of Documents to be Submitted with Application Form
o Passport size photo of the patient and the family

o A copy of medical records

o |dentity proof with proof of residence

o Income proof (preferably given by SDM)
o BPL Card (If Card holder)

o Details of financial assistance taken/applied from other sources (Prime
Minister’s Relief Fund, National lliness Assistance Fund Ministry of
Health Govt of India, Rotary Relief Fund, Delhi Arogya Kosh, Delhi
Arogya Nidhi), etc., if anyone.

Free Education and Employment Facility

HCFI has tied up with a leading educational institution and an export house in
Delhi NCR to adopt and to provide free education and employment opportunities
to needy heart patients post surgery. Girls and women will be preferred.

Laboratory Subsidy
HCFI has also tied up with leading laboratories in Delhi to give up to 50% discounts on all pathological lab tests.




Help Us to Save Lives

The Foundation
seeks support,
donations and
contributions from individuals, organizations
and establishments both private and governmental
in its endeavor to reduce the number of deaths
due to heart disease in the country. All donations
made towards the Heart Care Foundation Fund are
exempted from tax under Section 80 G of the IT Act
(1961) within India. The Fund is also eligible for
overseas donations under FCRA Registration
(Reg. No 231650979). The objectives and
activities of the trust are charitable
within the meaning of 2 (15)

of the IT Act 1961.

Donate Now...

About Heart Care Foundation of India

Heart Care Foundation of India was founded in 1986 as a National
Charitable Trust with the basic objective of creating awareness about
all aspects of health for people from all walks of life incorporating all
pathies using low-cost infotainment modules under one roof.

HCFI is the only NGO in the country on whose community-based
health awareness events, the Government of India has released two
commemorative national stamps (Rs 1 in 1991 on Run For The Heart
and Rs 6.50 in 1993 on Heart Care Festival- First Perfect Health
Mela). In February 2012, Government of Rajasthan also released one
Cancellation stamp for organizing the first mega health camp at Ajmer.

Objectives

Preventive Health Care Education

Perfect Health Mela

Providing Financial Support for Heart Care Interventions

Reversal of Sudden Cardiac Death Through CPR-10 Training Workshops
Research in Heart Care

Heart Care Foundation Blood Donation Camps

The Heart Care Foundation organizes regular blood donation camps. The blood collected is used for patients undergoing heart
surgeries in various institutions across Delhi.

Committee Members

Chief Patron

Raghu Kataria

Entrepreneur

Governing Council Members  Executive Council Members

Sumi Malik

Vivek Kumar
Karna Chopra

Dr Veena Aggarwal
Veena Jaju

Naina Aggarwal
Nilesh Aggarwal

H M Bangur

Advisors Anisha Kataria

Mukul Rohtagi
Ashok Chakradhar

Deep Malik
Geeta Anand

Dr Uday Kakroo
Harish Malik
Aarti Upadhyay
Raj Kumar Daga
Shalin Kataria

Vishnu Sureka
Rishab Soni

Dr KK Aggarwal

Padma Shri, Dr BC Roy National & DST National Science
Communication Awardee

This Fund is dedicated to the memory of
Sameer Malik who was an unfortunate victim of
sudden cardiac death at a young age.

HCFI has associated with Shree Cement Ltd. for newspaper and outdoor publicity campaign

HCFI also provides Free ambulance services for adopted heart patients

HCFI has also tied up with Manav Ashray to provide free/highly subsidized accommodation to heart patients & their families visiting

Delhi for treatment.

_ http://heartcarefoundationfund.heartcarefoundation.org _




