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From the Editors desk.....
“Life Time Achievements Dr. Khuroo” is a collection of events of life of Prof. Mohammad 
Sultan Khuroo, compiled in the form of a book. During our efforts to collect these events 
and their references, it was hard to comprehend how one person could have achieved so 
much in his career. However we have watched his untiring efforts during the period from 
his early days till now and feel satisfied to give these events shape.  His major contribu-
tions have been his research in Medicine and biology which have culminated in “Dis-
covery of Hepatitis E virus”, “Recognition of hepatobiliary and Pancreatic Ascariasis”, 
“Documenting role of Omeprazole in peptic ulcer bleeding” to name a few. In addition he 
has served in educating his students who hold distinguished positions in State, India and 
abroad. He has travelled extensively to deliver scientific papers and guest lectures and we 
gave a trancated list of his life time travel and guest lectures. He has been invited deliver 
guest lectures to some of the distinguished places of research and teaching in India and 
Abroad which speaks of the quality of the work he did.   What could not be compiled in 
events are his huge contributions to developments of patient care activities and his ser-
vice to the ailing. He has done it with great dedication and passion over the years. He has 
maintained meticulous honesty, ethics and hard work. With all these he is full of humil-
ity and a person with par excellent manners.

In this collection we added Prof. Khuroo’s personal account of what went behind the 
closed doors when he envisaged any new research project under “Landmarks in Research: 
the untold stories”. We believe these stories shall be very informative and educative to 
those who want to do research in Medicine and biology. He has maintained unbroken 
relationship with his soil and never wanted to leave it for a minute. He has described this 
in an elegant article “My Journey Back to Kashmir” and we felt it befitting to include 
this article in this compilation. For research, travel and many other projects he has/had 
planned, he did not take any research funds and he used a sizeable percentage of his in-
come from practice for this. He feels personally proud and satisfied to have done so and 
believes that this way he paid back to those whom he owed so much namely his patients 
and his soil.
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CAREER HIGHLIGHTS
Research >>>>>>>>>>>>>

Discovery of Biliary Ascariasis

PPI  in Peptic ulcer Bleeding

PAIR in hepatic hydatid disease.

Discovery of Hepatitis E





Academic >>>>>>>>>>>>>

Teaching >>>>>>>>>>>>>

4 Teaching experience >30 yr
4 Chairman Deptt. Medicine SKIMS Srinagar, Kashmir, India >13 yr
4 Dean/Director SKIMS Srinagar, Kashmir, India >3yr

4 Head Gastrenterology KFSH & RC, Riyadh, Saudi Arabia  >8yr

4  Postgraduate teacher for trainees in Medicine & Gastroenterology>30yr
4 Supervised over 20 thesis projects for MD Medicine/ PhD students.

International Symposium on Hepatitis E Virus at ICGEB, Delhi. Prof. Khuroo delivered an 
inaugural talk on “Discovery of Hepatitis E Virus”.





Abbreviated Resume
Prof. Mohammad Sultan Khuroo graduated from Medical College Srinagar Kash-
mir, India in 1967. He had a brilliant career record with a Gold medal for “Best Outgoing 
Student” (1962-1967) and nine other awards for distinctions and first positions in most 
basic and clinical subjects. He completed his postgraduate degree in General Medicine 
(MD) from Medical College Srinagar in 1972 and joined Department of Medicine Medi-
cal College Srinagar, Kashmir India, as a Registrar (till 1974) and then Lecturer Depart-
ment of Medicine (till June 1976). For further pursuit in knowledge he joined post- gradu-
ate Institute of Medical Education & Research, (PGIMER) Chandigarh, Punjab, India, for 
super-specialty (DM) in Gastroenterology.  These 2 years (June 1976 to June 1978) were 
turning point in his career as he hardened his clinical skills, learnt medicine as an art to 
practice and teach and developed interest in research to explore the unknown. During 
his training period he described the syndrome of “Hepatic vein thrombosis following 
pregnancy” and published this work in a coveted paper in “American Journal of Medi-
cine (1980; 68:113)”. Prof. Khuroo had all the opportunities and avenues to move to the 
West (as most of his colleagues did), but he choose to return to Medical College Srinagar, 
Kashmir, India to serve his people (June 1978). He was soon rewarded for his actions as 
he discovered “Hepatitis E” as a new disease entity (American Journal Medicine 1980; 
68:818) and spent next 15 years in exploring the intriguing behavior of this entity and its 
agent (Hepatitis E virus). “Discovery of Hepatitis E” brought him national and interna-
tional fame, recognition, innumerable awards and stamped his position in “History of 
Medicine” as a “Discoverer” (Classic Papers in Viral Hepatitis edited by Lee & Thomas 
1992). It is heartening to learn that Prof. Khuroo spent money generated from his private 
practice to fund for research projects on “Hepatitis E” (the projects received no funding 
from any other source). 

In 1982, Prof. Khuroo joined the Chair in the Department of Medicine and Gastro-
enterology at the “Sher-i-Kashmir Institute of Medical Sciences Srinagar, Kashmir, 
India” and over next 13 years established a par excellent Department in tertiary care 

with superb clinical, investigative, teaching and research facilities. Very soon he dis-
covered the disease entity of “Hepato-Biliary Pancreatic Ascariasis”, a biliary disease so 
common in this community due to extremely high prevalence of the intestinal helm-
inth, Ascaris lumbricoides. International Publications on this entity are a treat to read 
and the photographic representation of the “Biliary Ascarid (worm) Invasion” is known 
to all practicing gastroenterologists of the World. His scintillating lectures on this entity 
“Death Dance of Biliary Demon” makes any audience in the World go frenzy and all en-
gulf a deworming pill the next moment if they had ever visited Kashmir or India. 

Prof. Khuroo build up a strong research team at the SKIMS and did extensive epidemio-
logical studies on peptic ulcer, gall stones and esophageal and gastric cancer and estab-
lished State of Jammu & Kashmir in the epidemiological map as zone for distinctive dis-
ease pattern. He collaborated with national and international research centers to do basic 
research on hepatitis E, esophageal and gastric cancer and biliary disease. Among these, 
National Institute of Health (NIH) Bethesda Maryland and Centre for Disease Control 
(CDC) Atlanta Georgia figured on the top. 





During the 13 years of stay at SKIMS, Prof. Khuroo did extensive studies on gastric acid 
studies in Kashmir, a subject of his interest from his early days. With the introduction of 
Proton Pump Inhibitors (Omeprazole) he, through gastric pH studies, proved that stom-
ach can be made anacidic if omeprazole dose is raised to 80 mg (megadose) per day. For 
next 6 years he did an exhaustive clinical trial on the role of Omeprazole in clot stabiliz-
ing property of patients with recent peptic ulcer bleeding (commonly known as Black 
motion: A disease very common in the State) and proved in an excellent randomized trial 
that Omeprazole in this dose can prevent rebleeding in this group of patients and in fact 
is life saving in most of these patients. This work was so important that it found place in 
the Bible of Medicine (New England Journal Medicine 1997; 336:1054). The impact of this 
work in the West was so strong that this paper was discussed in the “Journal Clubs” in 
every clinical unit in USA and Europe. “World Congress of Gastroenterology” at Vienna 
invited Prof. Khuroo for a special presentation on this subject and the lecture was attend-
ed by over 7000 delegates. Since then Proton Pump Inhibitors are the mainstay of medical 
treatment for peptic ulcer bleeding all over the world saving millions of lives.  

In 1991, Prof. Khuroo performed what had never been done in Medicine before. For cen-
turies surgeons gave a dictum that Hydatid Cyst (a cyst caused by a worm in liver: a very 
common disease in State) puncture and aspiration should never be thought of or done as 
it means anaphylaxis and death to the incumbent. Through an extensive and very careful 
experimentation he proved that aspiration of hydatid cyst can be performed safely and 
in fact is the ideal way to manage most of the hydatid cysts in the liver (now commonly 
known as the PAIR technique). His first few papers on this subject aroused international 
interest in this form of hydatid cyst management and few years back more than 6000 
patients of hydatid cysts had been managed by this technique in Southern Europe only. 
In 1997, he completed this work by doing a randomized comparative trial between surgi-
cal and PAIR technique and published in the bible of Medicine “New England Journal 
Medicine 1997; 337:881”. 

This entire journey found innumerable rewards for Prof. Khuroo; he traveled as a Guest 
Speaker to all major Institutions and conferences in the World, received honorary Fellow-
ship of Royal College of Physicians England (FRCP) and American College of Physicians 
(FACP). In 1995, American College of Physicians conferred the Coveted title of “Master 
of American College of Physicians (MACP)” to Prof. Khuroo, a title they give to few of 
their own legends. During the 13 years of work at SKIMS, Prof. Khuroo held the position 
of Dean Medical Faculty (1985-1986) and Director SKIMS (1993-1995). In his capacity 
as a clinician and administrator, he immensely helped in the growth and development 
of the SKIMS, a shade of which is yet apparent. He showed a deep interest in Health care 
delivery system and did studies on these to find solution to problems of health delivery 
system. A number of the publications on this subject were published locally and send to 
health planners for implementation.  During his 35 years of teaching career Prof. Khuroo 
guided 21 MD/PhD projects and trained a huge group of clinicians in the art of Medicine 
and Gastroenterology. 

In 1995, Prof. Khuroo had to make a forced exile and was taken as the Head & Consul-
tant of Gastroenterology and Liver Transplantation at the prestigious King Faisal Hos-
pital and Research Centre (KFSH) Riyadh Saudi Arabia.  The positions in this premier 
institution are open only to the Whites (American borne and trained) and Prof. Khuroo 
is and possibly shall remain only Indian Trained physician to find a slot on the faculty of 





the Institution. During 10 years he spend as consultant gastroenterologist and hepatolo-
gist at KFSH he helped to set up program of Liver Transplantation in Kingdom of Saudi 
Arabia.  He worked and published extensively during these 10 years and found a special 
place in the Institution, country and among his patients. Finally his commitment to his 
soil brought him back to Kashmir in January 2005. 

0n his return to Kashmir, India, he established a tertiary Care Digestive Diseases Center 
in Srinagar. Apart from excellent patient care, this center conducts extensive educational 
courses for the medical fraternity and for this runs a very active web site (www.drkhuroo.
org). The center continues to indulge in research programs related to hepatitis E, hepato-
biliary parasites and upper GI cancer and is collaborating with national and international 
organizations.  

Prof. Khuroo has 226 scientific publications (over 90 of these are listed in Pubmed pub-
lished in peer-reviewed journals of highest standards); he has traveled extensively as an 
invited speaker to deliver guest lecturers in international conferences and as visiting pro-
fessor to Institutions of repute.  He has made significant contribution to Medicine and 
Science which include “Discovery of Hepatitis E virus”, recognition of “Hepato-Biliary 
and Pancreatic Ascariasis”, “Hepatic Vein thrombosis in pregnancy”,   “Portal Biliopa-
thy”, “PAIR for Hydatid Liver” and “PPI in peptic ulcer bleeding”. 

Source:
1. Kuwait Medical Association (KMA) and Indian Doctors Forum (IDF) interna-

tional award and oration delivered to Prof. M. S. Khuroo presentation proceedings 
held at “Al Andalous Ballroom-Hotel Crowne Plaza, Farwaniya Kuwait on 27th 
April 2008 at 7.30 PM.  

2. Doctors Association of Kashmir (DAK) award INTERNATIONAL FIGURE OF 
KASHMIR proceedings held during their annual meeting held on 20th Septer-
mber 2006. 

Liver Transport Team, King Faisal Specialist Hospital Riyadh, Saudi Arabia





PERSONAL PARTICULARS
                      

Mohammad•	            Sultan   Khuroo
       First Name  Middle Name  Surname

Haji Abdul Rahim Khuroo•	     Mehra Begum  
 Father     Mother 
  
Haleema•	      Naira, Yasir, Mehnaz 
Spouse     Children 

29th March 1944•	                              Sopore, Kashmir, India 
Date of Birth     Place of Birth 

Jammu & Kashmir•	     Citizen of India 
 State Subject      Nationality 

Sector 1 Sher-I-Kashmir Colony•	
Qamarwari 

   Srinagar, Kashmir, India 190001       
 Permanent Residence

Director•	
 Digestive Diseases Centre
 Dr. Khuroo’s Medical Clinic
 Srinagar J&K India 
 Present Position 

Khuroo M.S. (Prof.)                                                                                                                  •	
Director
Digestive Diseases Centre
Dr. Khuroo’s Medical Clinic
Sector 1, Sher-I-Kashmir Colony
Qamarwari,
Srinagar, J&K, India 190001                                                                   
Address for Correspondence 

Phone/fax:  00-91-194-2492398

E mail: khuroo@yahoo.com  Web site: www.drkhuroo.org        
   

Prof. M.S. Khuroo & family





QUALIFICATIONS: 
 

Degrees >>>>>
MBBS•	   5 1/2 year course (2 year basic sciences,  
University of Jammu & Kashmir  3 year clinical subjects and 6 months  
India  rotatory internship) 
June 1962 - January 1968

MD•	  (General Medicine)  2 years clinical & research training 
University of Kashmir 
India 
June 1970 - June 1972

DM •	 (Gastroenterology)  2 years intensive training in clinical 
Postgraduate Institute of  and investigative gastroenterology 
Medical Education & Research 
Chandigarh, India 
June 1976 - June 1978

FRCP•	  (Edin)  Elected Fellow of Royal College of
    Fellow Royal College of   Physicians Edinburgh in January 1997
 Physicians Edinburgh

FACP•	   Elected Fellow of the American College
 Fellow of American College of Physicians of Physicians in January 1998   

   (ACP # 01096335)
MACP •	
Master of American College of physicians Conferred Mastership of  American

    college of Physicians in April 2000

Prof. M.S. Khuroo alongwith 
office bearers of American 
College of Physicians at 
Philadelphia, USA at the 
occassion of bieng conferred 
the Mastership of American 
College of Physicians





Training >>>>>> 
Rotatory •	 Internship  6 months rotation in clinical subjects 
SMHS Hospital Srinagar  including social and preventive medicine  
Kashmir, India 
July 1967 - January 1968

Resident•	  (House Surgeon) Medicine  1 year resident position in Department of
 Department of Medicine  Medicine
 Medical College Srinagar
 Kashmir, India
 February 1968 - March 1969

Casualty •	 Medical Officer  6 months posting in Accident & Emergency
      SMHS Hospital  of a large Medical College Hospital
      Srinagar, Kashmir, India
      March 1969 - October 1969  
                                                                                      

Registrar•	  (Senior Resident) Medicine  4 1/2 year senior resident medicine in Medical  
 Department of Medicine  College Hospital with undergraduate and 
 Medical College Srinagar  postgraduate training program
 Kashmir, India
 October 1969 - January 1974

Registrar•	  (Senior Resident)   2 year senior resident gastroenterology
 Division of Gastroenterology  in a tertiary care hospital affiliated to a
 Department of Medicine  postgraduate medical institute 
 Postgraduate Institute of Medical   
 Education and Research
 Chandigarh, India
 June 1976 - June 1978 

Prof. M.S. Khuroo 
during a busy endoscopy 
session.





POSITIONS>>>>>
Academic
 
Consultant (Lecturer)  Consultant Medicine in a Medical College
Department of Medicine  Hospital, with undergraduate & postgraduate
Medical College Srinagar  training program and 25 bed medical
Kashmir, India   unit dedicated to care of general medical 
January 1974 - June 1976  patients

Consultant (Asst. Professor)  Consultant Medicine in a Medical College
Department of Medicine  Hospital, with undergraduate & postgraduate
Medical College of Srinagar  training program and 25 bed medical
Kashmir, India   unit dedicated to care of general  
June 1978 - December 1981  patients

Senior Consultant (Assoc. Professor)   Associate Professor of Gastroenterology  
Department of Gastroenterology  involved in the care of gastrointestinal and liver 
Sheri Kashmir Institute of Medical Sciences    disease patients in a University Hospital with 2 
Soura Srinagar, Kashmir, India  specialty clinics per week, 33 bed unit,  
January 1982 - June 1984  diagnostic and therapeutic endoscopy   
   laboratory, G.I. motility laboratory,
   endoscopic ultrasound and laser services.
 
Professor of Gastroenterology  Professor of Gastroenterology involved in the
Department of Gastroenterology  care of gastrointestinal and liver disease  
Sheri Kashmir Institute of Medical Sciences  patients in a University Hospital with specialty  
Soura Srinagar, Kashmir, India   clinics per  week, 33 bed unit, diagnostic G.I. 
June 1984 - Ja nuary 1995                                          Motility laboratory, endoscopic ultrasound and
                                 laser services and therapeutic endoscopy lab.
Consultant Gastroenterologist  Care of gastrointestinal and liver
Division of Gastroenterology  disease patients in a tertiary care
Department of Medicine  hospital with diagnostic and 
Riyadh Armed Forces Hospital  therapeutic endoscopic laboratory
Riyadh, Saudi Arabia
December 1987 - March 1989  
(Sabbatical)

Consultant Hepatologist  Consultant Hepatologist in a tertiary care  
Department of Medicine  hospital with a Liver Transplant program
King Faisal Specialist Hospital and  and involved in the care of patients (pre
Research Centre  and post transplant) transplanted in the
Riyadh, Saudi Arabia  King Faisal Specialist Hospital and also
February 1995 – Feb 2005  those patients transplanted outside the
   Kingdom and being followed up in the
        Kingdom.

Director     A tertiary care centre for gastroenterology
Digestive Diseases Centre                                          & hepatology
Khyber Medical Institute
May 2005 till Nov 2006.





Director   A tertiary care centre for gastroenterology
Digestive Diseases Centre                                         & hepatology
Dr. Khuroo’s Medical Clinic
Sriangar Kashmir
Nov 2006 onwards
 
 Administrative >>>>>
Chairman      
Department of Gastroenterology  Established department of Gastroenterology
Sherikashmir Institute of Medical Sciences     in a University Hospital with postdoctoral
Soura Srinagar, Kashmir, India  (DM) program in Gastroenterology
January 1982 - January 1995 
   
Head, Department of Medicine  Administrative control of the Department of
Sherikashmir Institute of Medical Sciences          Medicine, consisting of 8 subspecialties 
Soura Srinagar, Kashmir, India  (Internal Medicine, Gastroenterology, 
January 1986 - February 1988  Nephrology, Oncology, Endocrinology, 
December 1989 - January 1995  Cardiology, Pulmonary Medicine and 
   Clinical Hematology) and with active  
   Postgraduate program in Medicine   
   (MD Medicine)

Dean, Medical Faculty  Academic head of a Medical University
Sherikashmir Institute of Medical Sciences          involved in postgraduate (MD, MS) and
Soura Srinagar, Kashmir, India  post doctoral (DM, Mch & PhD) program
1985 - December 1986                  in Medicine, nursing (Bsc & Msc) and 
                           technology training program.

Director & Ex-officio Secretary to  Administrative head of a postgraduate 
Govt. of Jammu & Kashmir  medical institute with an affiliated tertiary care
Sherikashmir Institute of Medical Sciences           hospital and a medical university
Soura Srinagar, Kashmir, India
January 1993 to January 1995

Former Chief Minister J&K, Jenab Gh. Nabi Azad inaugurating Dr. Khuroo’s Medical Clinic 
19th April 2008 at SKICC, Srinagar Kashmir. 





Head, Section of Gastroenterology 
Department of Medicine  Administrative head of Section of 
King Faisal Specialist Hospital and   Gastroenterology
Research Centre Riyadh, Saudi Arabia
January 1, 1996 –June 30, 2002 

Director                                                                A tertiary care centre for gastroenterology
Digestive Diseases Centre                                          & hepatology
Khyber Medical Institute
Srinagar Kashmir India
May 2005 onwards

Director                                                               A tertiary care centre for gastroenterology
Digestive Diseases Centre                                         & hepatology
Dr. Khuroo’s Medical Clinic
Sriangar Kashmir India
Nov 2006 onwards

EXPERIENCE
 
 
Clinical >>>>>

Internal Medicine: from 1974 till June 1978•	

Gastroenterology/Hepatology: from June 1978 onwards till date•	

Liver Transplantation: from January 1995 till May 2005 •	
 
Interventions/Procedures 

Endoscopic Procedures (Diagnostic/Therapeutic):•	  performing gastrointestinal  
endoscopies since June 1976 and over the years have done and mastered wide range 
of diagnostic and therapeutic endoscopic procedures.   The list of these endoscopies 
include therapeutic procedures like oesophageal variceal sclerotherapy, oesophageal 
variceal ligation, oesophageal dilatation and stenting, injection sclerotherapy for ulcer 
bleed, papillotomy and stone extraction, biliary stenting, polypectomy, sphincter of 
Oddi manometry, endoscopic ultrasound etc.

Ultrasound: •	 have been doing abdominal ultrasound and ultrasound guided 
interventional procedures since 1984 and over the years have mastered routine 
abdominal ultrasound, Doppler studies of abdominal vessels, ultrasound guided fine 
needle aspiration/biopsy, ultrasound guided percutaneous drainage of echinococcosis, 
percutaneous transhepatic cholangiography and biliary drainage/stenting etc.

Clinical Privileges >>>>> 

1241 (21 June 1977) J & K Medical Registration Council, Srinagar, Kashmir, India•	





Patient care privileges in Gastroenterology & Hepatology Credentials Committee, •	
King Faisal Specialist Hospital and Research Centre, Riyadh, Saudi Arabia

CARREER RECORDS
 

Professional>>>>> 
Gold Medal•	  awarded for “Best Outgoing Student”, in the Undergraduate (MBBS) 
Course (session 1962 - 1967), Medical College, Srinagar, University of Jammu & 
Kashmir, Srinagar, Kashmir, India.

Silver Medals•	  (seven) awarded for obtaining first position in the following subjects in 
Undergraduate (MBBS) Course, Medical College Srinagar, University of Jammu and 
Kashmir, Srinagar Kashmir, India (session 1962 - 1967).

(a)  Anatomy (Distinction/First Position)
(b)  Physiology (Distinction/First Position)
(c)  1st MBBS (First Position)
(d)  Pathology (Distinction/First Position)
(e)  2nd MBBS (First Position)
(f)  Surgery (First Position)
(g)  Final MBBS (First Position)

Bronze Medals•	  (two) awarded for obtaining second position in Medicine and in 
Forensic Medicine in Undergraduate (MBBS) Course, Medical College Srinagar, 
University of Jammu and Kashmir, Srinagar, Kashmir,  India (session 1962 - 1967).

Academic >>>>> 

Best Acade1.	 mic Work Award:  Awarded by the Indian Society of Gastroenterology 
during its 20th annual conference held at Pune in 1980 at the plenary session for the 
scientific paper entitled:  “Epidemic non-A, non-B Hepatitis; possibility of another 
human hepatitis virus distinct from post-transfusion non-A, non-B hepatitis”.

Hoechst Om Prakash Memorial Award2.	  awarded for outstanding contribution in the 
field of Gastroenterology awarded by the Indian Society of Gastroenterology during 
its 23rd annual conference held at Srinagar in 1982.

Best Academic Work Award:3.	   Awarded by the Indian Society of Gastroenterology 
during its 24th annual conference held at Hyderabad in 1983 at plenary session for 
the scientific paper entitled “Biliary Ascariasis: a common cause of biliary disease 
in an endemic area”.

Best Academic Work Award:4.	   Awarded by the Indian Society of Gastroenterology 
during its 28th annual conference held at Bhopal in 1987 at plenary session for the 
scientific paper entitled “Long Term outcome of Endoscopic Sphincterotomy: effect 
on the sphincter of Oddi  and biliary tract”. 





Dr. D.V. Dutta Memorial Oraton5.	 :  Fifth Dr. D.V. Dutta Memorial Oration awarded by 
Indian Association for the study of Liver at its 28th annual conference held at Bhopal 
in 1987.

Olympus Mitra Award6.	 :  Awarded by the Indian Society of Gastroenterology in 1990 
for disseminating knowledge and expertise of gastrointestinal endoscopy.

Boots Gastroenterology Oration:7.	   Awarded by the Indian Society of Gastroenterology 
for outstanding work in the field of Parasitology/Nutrition relating to Gastroenterology.  
Oration was delivered on “Hepatobiliary and Pancreatic Ascariasis” at its annual 
meeting held at Trivandrum (Kerala) October 6-9, 1991.

First prize award8.	  at the 3rd Postgraduate Research Presentation Programme held at 
Institute of Medical Sciences, Srinagar in 1991 on scientific paper entitled “efficacy of 
nifedipine therapy in patients with sphincter of Oddi dysfunction”

First prize award9.	  at the 3rd Postgraduate Research Presentation Programme held 
at Institute of Medical Sciences, Srinagar in 1991 on scientific paper entitled “serial 
cholangiographic appearances in recurrent pyogenic cholangitis”

Second prize award10.	  at the 3rd Postgraduate Research Presentation Programme held at 
Institute of Medical Sciences, Srinagar in 1991 on scientific paper entitled “management    
of Echinococcus granulosus cysts in the liver by percutaneous drainage”.

Best Academic Work Award11.	 :  Awarded by the Indian Society of Gastroenterology 
during its 21st Annual Conference held at Calcutta in 1991 at the plenary session for 
the scientific paper entitled “Acute Sporadic Viral Hepatitis in India.”

Pfizer Amirchand Trophy12.	  awarded by the Indian Society of Gastroenterology for the 
year 1995 - 1997 to Sheri-Kashmir Institute of Medical Sciences in recognition of the 
outstanding original contribution in the field of Gastroenterology.

Young investigator award given to  on paper “Khuroo MS, Samoon GJ, Wani NA, 13.	
Yattoo GN, Javid G, Khan BA, Shah A, Gulzar GM, Sodi JS.  Aspiration vs operation 
in hepatic hydatid cysts: a comparative randomized study” presented during Young 
Investigator Award Session (Session B) at the 37th Annual Conference of the Indian 
Society of Gastroenterology held at Postgraduate Institute of Medical Education and 
Research Chandigarh, India October 27-30, 1996.

ROYLENE POULENC ORATION14.	 :  Awarded by the Indian Association for Study 
of Liver (INASL). Oration was delivered on “Liver Transplantation in Developing 
Countries” during annual INASL meeting held at Pune India October 1998.  

 Awarded first prize 15.	 at 3rd Annual Research Promotion Day of the Department of 
Medicine held on 07th May 2001 for the research paper entitled “ High Rates of 
Antibiotic Resistance May  Explain the Low Rates of Helicobacter pylori Eradication 
to PPI-Based Triple Therapy”.

 16.	 Awarded first prize at 4th Annual Research Promotion Day of the Department of 
Medicine held on 20th May 2002 for the research paper entitled “ High Rates of 
Antibiotic Resistance Determine the Low Rates of Helicobacter pylori Eradication to 





Standard PPI-Based Triple Therapy”.

Awarded ISG-WIN-MEDICARE Plenary Session Award17.	  for the Best Scietific Paper 
entitled “Hepatitis E Virus is commonly transmitted through blood transfusions 
in an Endemic area” presented at the plenary session of the Indian Society of 
Gastroenterology held at Chennai from 20th to 24th November 2003.

 18.	 Awarded ISGCON 2003 Poster Session Award for the poster “Treatment with Proton 
Pump Inhibitors in Acute Nonvariceal Upper Gastrointestinal Bleeding: A Meta-
Analysis” displayed at the Poster session of the 44th Annual Conference of Indian 
Society of Gastroenterology held at Chennai from 20th to 24th November, 2003.

Awarded PRIDE OF PERFORMANCE19.	  by the J&K state branch of Indian Medical 
Association (IMA) Srinagar for contributuion to medical science at international 
level at their annual meeting held in 2005.

Awarded INTERNATIONAL FIGURE OF KASHMIR20.	  by Doctors Association of 
Kashmir (DAK) for distinguished and outstading work in field of Gastroenterology 
recognized and renowned internationally during their annual meeting held on 20th 
Septermber 2006. 

Awarded & delivered P N CHHUTTANI ORATION21.	  for outstanding work in the 
field of Gastroenterology by the Indian Society of Gastroenterology during their 
2004 annual meeting held at Jaipur, India.  Oration topic “Death Dance of Biliary 
Demon”. 

Awarded & delivered KMA-IDF ORATION22.	  by Kuwait Medical Association & Indian 
Doctors Forum Kuwait on his “Discovery of hepatitis E Virus”. The award carried 
an Oration citation, Oration memo & cash prize of Indian rupees 100,000. Function 
held at “Al Andalous Ballroom-Hotel Crowne Plaza, Farwaniya Kuwait on 27th April 
2008.

 

Prof. M.S. Khuroo recieving a Momento from a dignitary of the 
Pakistan Gastroenterology Association at Lahore, Pakistan





PUBLICATIONS  [Rating * **]

HEPATITIS E VIRUS

** Khuroo MS:  Study of an Epidemic of Non-A, Non-B Hepatitis:  possibility of 1. 
another human hepatitis virus distinct from post-transfusion non-A, non-B type.  
In: Classic Papers in Viral Hepatitis. Lee CA, Thomas HC (Eds.). Science Press Ltd. 
1988. London. P 184-190.

** Khuroo MS:  Study of an Epidemic of Non-A, Non-B Hepatitis:  possibility of 2. 
another human hepatitis virus distinct from post-transfusion non-A, non-B type. Am 
J Med 1980; 68:818-24. The first description of Hepatitis E, which led to subsequent 
transmission (Balayan et al Intervirology 1983; 20:23-31) and cloning (Reyes et 
al Science 1990; 247:1335-9) of Hepatitis E virus.   In fact, 13 years later, analysis 
of the sera collected during this epidemic revealed HEV to be the cause of the 
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endoscopic variceal ligation for primary prophylaxis of oesophageal variceal bleeding. 
Aliment Pharmacol Ther. 2005 Feb 15;21(4):347-61. 

*92. Khuroo MS, Khuroo MS, Farahat KLC, Kagevi IE. Treatment with Proton Pump
       Inhibitors in Acute Nonvariceal Upper Gastrointestinal Bleeding: A Meta-Analysis.
       Journal Gastroenterol Hepatology 2005;20:11-25. 

Sphincter of Oddi Dysfunction

Khuroo MS, Zargar SA, Mahajan R:  Biliary and Pancreatic Dyskinesia:  Clinical 93. 
and manometeric Study with Evaluation of Drug Therapy with Nifedipine.  Dig 
Dis Sci 1986;31:(1)304S. Nifedipine 10 mg administered sublingually lowered the 
elevated sphincter of Oddi pressures significantly within 15 minutes of observation.  
14 patients with proven biliary or pancreatic dyskinesia were given oral nifedipine 
therapy 10 mg three times per day.  The response was rated as excellent in 4 patients 
and good in 7 patients.

Khuroo MS, Zargar SA, Mahajan R:  Sphincter of Oddi Dysfunction.  The National 94. 
Medical Journal of India 1989;2:181-7 (Review).   In depth information on the anatomy 
and physiology of sphincter of Oddi, bile duct manometry, effect of pharmacological 
agents, hormones and endoscopic sphincterotomy on sphincter of Oddi.

Khuroo MS, Zargar SA, Yattoo GN:  Efficacy of Nifedipine Therapy in Patients with 95. 
Sphincter of Oddi Dysfunction:  A Prospective Double Blind, Randomized Placebo, 
Controlled Cross-over Trial.  Br J Clin Pharmacol 1992;33:477-85. Nifedipine 
therapy orally in maximal tolerated doses relieves pain in patients with sphincter 
of Oddi dysfunction who have elevated basal pressure and sphincter of Oddi phasic 
contraction of predominantly antegrade nature.  

       
Khuroo MS, Zargar SA, Allai MS, Javid G, Yattoo GN:  Sphincter of Oddi Motor Activity 96. 
in Patients with Recurrent Pyogenic Cholangitis.  Endoscopy 1992;24:638A.

Khuroo MS, Yattoo GN, Khan BA, Altaf HS, Rehman S:  Nifedipine for Suspected 97. 
Type II Sphincter of Oddi Dyskinesia.  Am J Gastroenterol 1994;89:1122-3. We were 





first to show that nifedipine 10 mg administered sublingually lowered the elevated 
pressures significantly within 15 minutes of observations at sphincter of Oddi 
manometry.  Subsequently, Guelrud M et al reproduced and confirmed these data. 

Gastrointestinal cancers

Goswami KC, Khuroo MS, Zargar SA, Pathania AG:  Chronic Esophagitis in a Population 98. 
(Kashmir) with High Prevalence of Esophageal Carcinoma.  Ind J Cancer 1987;4:232-41. 
A high prevalence of chronic form of esophagitis was found in an endoscopic survey 
of 107 subjects.  The precancerous nature of esophagitis in this population at high 
risk of esophageal carcinoma remains speculative. 

 
*Zargar SA, Khuroo MS, Mahajan R, Jan GM, Shah P:  US-guided Fine Needle 99. 
Aspiration Biopsy of Gallbladder Masses.   Radiology 1991;179:275-8.  US-guided 
fine needle aspiration biopsy of gall bladder masses is a safe, reliable and accurate 
technique for the diagnosis of malignancy.

*Zargar SA, Khuroo MS, Mahajan R, Jan GM, Dewani K, Koul V.  Endoscopic Fine 100. 
Needle Aspiration Cytology in the Diagnosis of Gastro-esophageal and Colo-rectal 
Malignancies.  Gut 1991;32:745-8. 

Tricker AR, Kumar R, Siddiqi M, Khuroo MS, Preussmann R:  Endogenous Formation 101. 
of N-Nitrosamines from Piperazine and their Urinary Excretion Following 
Antihelminitic Treatment with Piperazine Citrate.  Carcinogenesis 1991;12:1595-9. 
The results show that biochemical monitoring of urinary NHPYR may be a good 
indicator of endogenous MNPz formation. 

Pathania AGS, Goswami KC, Khuroo MS, Zargar SA.  The Histopatholgoical Pattern 102. 
of Gastric Carcinoma in Kashmir.   A Study of 378 Cases (2 Year-Study) using 
Lauren’s Classification.  Ind J Cancer 1986;96: 

Zargar SA, Khuroo MS, Jan GM, Mahajan R, Shah P:  Prospective Comparison of 103. 
the Value of Brushings Before and After Biopsy in the Endoscopic Diagnosis of 
Gastroesophageal Malignancy.  Acta Cytol 1991;35:549-52. Apart from reinforcing 
the belief that the combined application of brushing and biopsy is mandatory for 
achieving optimal results, this study indicated that the brushing should be performed 
before the biopsy.

Khuroo MS, Zargar SA, Dar MY, Khan BA, Boda MI, Javid G:  Endoscopic Crush 104. 
Biopsy:  Technique in Diagnosis of Malignancy of Esophagus, Stomach and 
Duodenum.  Ind J Gastroenterol 1991;10:;55 (Abstract). We conclude that biopsy 
crush smear cytology is a safe, simple, rapid and reliable technique which acts as 
a valuable adjunct to biopsy and brushing techniques for achieving a definitive 
diagnosis for an inconsequential effort and cost.

*Khuroo MS, Zargar SA, Mahajan R, Banday MA:  High Incidence of Esophageal 105. 
and Gastric Cancer in a Population with Special Personal and Dietary Habits.  Gut 
1992;33:11-5. The epidemiology of esophageal cancer in Kashmir was similar to that 
found in the Asian esophageal cancer belt.  At the same time Kashmir also had an 





unprecedented high incidence of gastric cancer.

Khuroo MS, Zargar SA, Javid G, Kharadi MY, Mushtaq A, Qadir A:  Stage III 106. 
and IV Squamous Cell Carcinoma of the Thoracic Esophagus with Conventional 
Radiotherapy and Endoscopic Treatment in Combination and Endoscopic Treatment 
Alone:  A Randomized Prospective Trial.  Ind J Gastroenterol 1993;12 (Suppl) A18. 
Conventional radiation therapy combined with endoscopic dilatation and/or 
intubation is recommended for squamous cell carcinoma of thoracic esophagus.

Khuroo MS, Dewani MS, Javid G, Yattoo GN, Khan BA, Shah MA, Bhat GM:  107. 
Ultrasonographic Detection and staging of Gastric Malignancy.  Ind J Gastroenterol 
1993; 12(Suppl) A50.

Katiyar S, Hedau S, Jain N, Kar P, Khuroo MS, Mohanta J, Kumar S, Gopalkrishna V, 108. 
Kumar N, Das BC.  p53 gene mutation and human papillomavirus (HPV) infection 
in esophageal carcinoma from three different endemic geographic regions of India. 
Cancer Lett. 2005 Jan 31;218(1):69-79. 

Kharadi M109. Y. Qadir A. Khan FA. Khuroo MS. Comparative evaluation of therapeutic 
approaches in stage III and IV squamous cell carcinoma of the thoracic esophagus 
with conventional radiotherapy and endoscopic treatment in combination and 
endoscopic treatment alone: a randomized prospective trial. International Journal 
of Radiation Oncology, Biology, Physics. 1997; 39(2):309-20.

Liver  Transplantation 

Gaffey MJ, Boyd JC, Traweek ST, Ali  MA, Rezeig M, Caldwell SH, Lezzoni JC, 110. 
McCullough C, Stevenson WC, Khuroo MS, Nizamuddin N, Ishithani MB, 
Pruett TL.  Predictive Value of Intraoperative Biopsies nd Liver Function Tests for 
Preservation Injury in Orthotopic Liver Transplantation.  Hepatology 1997; 25:184-
189. Intraoperative liver biopsy is a valuable tool for the prediction of subsequent 
preservation injury in the early postoperative period.

Khuroo MS, Khuroo MS, Farahat KL.  Molecular Adsorbent Recirculating System 111. 
(MARS) for Acute and Acute-on-Chronic Liver Failure: A Meta-analysis. Liver 
Transplantation 2004; 10:1099-106. 

Khuroo, MS, Al Ashgar, H, Khuroo N, Khan, MQ,  Khalef HA, Al-Sabayel M, Hassan 112. 
MG.  Biliary Disease after Liver Transplantation: King Faisal Specialist Hospital 
and Research Centre (KFSH&RC) Riyadh Experience. Journal Gastroenterology 
Hepatology 2005;20:217-28.

Al-Sebayel MI, Al-Enazi AM, Al-Sofayan MS, Al-Saghier MI, Khalaf HA, Kabbani 113. 
MA, Nafae OM, Khuroo SS. Improving organ donation in Central Saudi Arabia. 
Saudi Med J. 2004 Oct;25(10):1366-8. 

Khalaf H, Al-Suhaibani H, Al-Mehaidib A, Shabib S, Bhuiyan J, Khuroo MS, Al-114. 
Sebayel M.  Roux-en-Y jejunal loop obstruction by a giant stent-related stone 
following liver transplantation. Liver Transpl. 2005 Nov;11(11):1448-1449.  





Portal Biliopathy

*Khuroo MS, Yattoo GN, Zargar SA, Javid G, Dar MY, Khan BA, Boda MI:  Biliary 115. 
Abnormalities Associated with Extrahepatic Portal Venous Obstruction.  Hepatology 
1993;17:807-13. Biliary disease is important in the clinical outcome of patients with 
extrahepatic portal venous obstruction because variceal sclerotherapy has prolonged 
the life expectancies of such patients description of so called “Portal Biliopathy”.

Yatto GN, Khuroo MS.  Endoscopic Management of Obstructive Jaundice Due to 116. 
Portal Cavernoma (comment letter). Endoscopy 1993; 25:423-5.

Yatto GN, Khuroo MS.  Endoscopic Management of Obstructive Jaundice Due to 117. 
Portal Cavernoma (comment letter). Endoscopy 1995; 27:462-3.

Yatto GN, Khuroo MS.  Endoscopic Management of Obstructive Jaundice Due to 118. 
Portal Cavernoma (comment letter). Endoscopy 1996; 28:521.

OTHER GI STUDIES

Khuroo MS, Khuroo NS. Abdominal tuberculosis. In.  Tuberculosis. Madkour MM, 119. 
Al Saif A, Al Moutery KR, Al-Kudwa A. (Eds.) Springer-Verlag Berlin Heidelberg 
2004. Page 659-78. (Book Chapter).

Al Robaee A, Hamadah IR, Khuroo S, Alfadley A120. . Extensive Darier’s disease with 
esophageal involvement.  Int J Dermatol. 2004 Nov;43(11):835-9. Review. 

Khuroo MS, Guru AA, Garyali RK, Malik GM:  Ascites of Undetermined Origin in 121. 
Patients with Pneumatosis Cystoides Intestinals.  J Assoc Phys Ind 1976;24:861-4.

Malik GM, Khuroo MS, Ahmed SZ:  Incidence of Lactose Intolerance in Kashmir.  J 122. 
Assoc Phys Ind 1977;25:623-5.

Khuroo MS, Naik SK, Kaushik SP, Katarya RN, Datta DV, Mehta SK:  Candida 123. 
Infection of Upper Gastrointestinal Tract Superadded Upon Chemical Injury with 
Acids.  Am J Gastroenterol 1979;72:276-81.

Koshy A, Khuroo MS, Suri S, Datta DV, Khanna SK.  Amoebic Liver Disease with  124. 
Hemobilia.  Am J Surg 1979;138:453-5. 

Kachroo RL, Rehani MM, Kachroo N, Khuroo MS, Zargar SA:  Optimising the Value 125. 
of C-14 Breath Test.  Ind J Med Res 1987;86:119-23.

Khuroo MS, Zargar SA:  Alcohol  as a Sclerosant.  Ind J Gastroenterol 1990;9:243-4 126. 
(letter). A planned pilot study on 10 consecutive cases was terminated after treating 
7 cases because of an unacceptable high complication rate and one death.

Khuroo MS, Mahajan R, Zargar SA, Panotra BR, Bhat RL, Javid G, Mahajan B:  The 127. 
Colon in Shigellosis:  Serial Colonoscopic Appearance in Shigella Dysenteria Type I.  





Endoscopy 1990;22:35-8.

Zargar SA, Khuroo MS, Mahajan R:  Sucralfate Enemas in Solitary Rectal Ulcer.  128. 
Disease of Colon and Rectum 1991; 34:455-7.

Khuroo MS, Zargar SA, Dar MY, Yattoo GN, Khan BA, Boda MI, Javid G:  Role 129. 
of Ultrasound Guided Aspiration as a Diagnostic and Therapeutic Tool: 8 Years 
Experience at the Institute of Medical Sciences.  Ind J Gastroenterol 1992;11:M31 (A). 
570 patients were taken up for ultrasound guided aspiration.  The diagnostic accuracy 
of ultrasound guided aspiration in various organs was:  liver 91.3%, gall bladder 81%, 
pancreas and bowel masses 77%, and lymph nodes 57.3%.

Javid G, Khuroo MS, Khan BA, Yattoo GN, Shah A, Dewani MS:  Association of Ductal 130. 
Union with Pancreatobiliary Disease.  Ind J Gastroenterol 1993; 12:(Suppl)A119. 
The data suggests that separate ductal opening to be associated with chronic 
pancreatitis and gallstones while abnormal pancreatobiliary ductal union to be 
associated with chronic calcific pancreatitis, acute pancreatitis, biliary cancers and 
choledochal cysts.

METAANALYSES>>>>

 Khuroo MS, Khuroo MS, Farahat KLC, Kagevi IE. 131. Treatment with Proton Pump 
Inhibitors in Acute Nonvariceal Upper Gastrointestinal Bleeding: A Meta-
Analysis.Journal Gastroenterol Hepatology 2005;20:11-25. 

 Khuroo MS, Khuroo MS. Treatment with Proton Pump Inhibitors in Acute 132. 
Nonvariceal Upper Gastrointestinal Bleeding: A Meta-Analysis. Ann Intern Med 
2004;141:79-80 (letter).

 133. Khuroo MS, Khuroo NS, Farahat KL, Khuroo YS, Sofi AA, Dahab ST.  Meta-
analysis: endoscopic variceal ligation for primary prophylaxis of oesophageal 
variceal bleeding. Aliment Pharmacol Ther. 2005 Feb 15;21(4):347-61.

 Khuroo MS, Khuroo MS, Farahat KL.  Molecular Adsorbent Recirculating System 134. 
(MARS) for Acute and Acute-on-Chronic Liver Failure: A Meta-analysis. Liver 
Transplantation 2004; 10:1099-106. 

 135. Khuroo MS, Khuroo MS, Dahab ST. Meta-analysis: a randomized trial of 
peginterferon plus ribavirin for the initial treatment of chronic hepatitis C 
genotype 4. Aliment Pharmacol Ther. 2004 Nov 1;20(9):931-8. Erratum in: Aliment 
Pharmacol Ther. 2004 Dec;20(11-2):1388. 

BOOK CHAPTERS

 **Khuroo MS:  Study of an Epidemic of Non-A, Non-B Hepatitis:  possibility of 136. 
another human hepatitis virus distinct from post-transfusion non-A, non-B type.  
In: Classic Papers in Viral Hepatitis. Lee CA, Thomas HC (Eds.). Science Press Ltd. 
1988. London. P 184-190.





 Khuroo MS, Khuroo N:  Hepatitis E:  Global epidemiology with special reference 137. 
to impact of the disease in India and the Southeast of Asia. In: Viral Hepatitis and 
Liver Disease.  Rizzetto M, Purcell RH, Gerin JL and Vernie G (Eds).  Edizioni 
Minerva Medica.  Turin 1997, p 601-8. Book chapter on hepatitis E epidemiology.

 Khuroo MS, Kamili S, Khuroo MS, Al-Ashgar H. Hepatitis E virus.  In:  Hepatology: 138. 
A Practical Approach.  Al Knawy B, Schiffman ML & Wiesner RH (Eds.). Elsevier 
BV Academic Press Amsterdam 2004, p 111-121.

 **139. Khuroo MS:  Nematodes: Ascariasis.  Gastroenterol Clin North Am 1996; 25:553-
78. Extensive review on ascariasis.

 Khuroo MS. Endotherapy of Hepatobiliary & Pancreatic Ascriasis in Workshop 140. 
Proceedings on Biliary-Pancreatic Diseases: An Interdisciplinary Approach. 22-24 
June 2001 page 142-147.  

 Khuroo MS, Khuroo NS. Biliary parasites.  In 7141. th Biennial Congress of the Asian 
Society of Hepato-Biliary Pancreatic Surgery ASHBPS August 28-31, 2003. ed. B. 
Krishna Rau.  Monduzzi Editore International Proceedings Division. Bologna, 
Italy. 

 Khuroo MS, Khuroo NS. Non-viral infections of the liver.  In:  Hepatology: A 142. 
Practical Approach.  Al Knawy B, Schiffman ML & Wiesner RH (Eds.). Elsevier 
BV Academic Press Amsterdam 2004, p 155-174.

 *Khuroo MS:  Hepatic Venous Outflow Tract Obstruction.  Progress in Clinical 143. 
Medicine in India, edited by M.M.S. Ahuja 1984;370-412. Book chapter gives 
detailed information on hepatic venous outflow tract obstruction including veno 
occlusive diseases, hepatic vein thrombosis, membrane obstruction of the inferior 
vena cava and hepatic veins.  

 Khuroo MS. Acute Liver Failure. 144. In  ACP Manual of Critical Care. edited by Raoof 
S, Geroge L, Saleh A & Sung A.  McGraw Hill Medical, Newyark, Page 648-57. 

HEALTH TOPICS FOR PUBLIC AWARENESS

I always believed that public awareness about common health topics and health care 
issues are important issues to be addressed by the medical personal. Keeping this in 
mind I have written, submitted and published health and health care related topics 
under GKHEALTH column of popular daily news (GreaterKashmir, Srinagar, 

Kashmir, India) and the topics are available online (www.greaterkashmir.com). 

 GKHEALTH TOPIC145. . DOCTOR, I PASSED A BLACK TARRY STOOL: As black 
as “Black Motion”. Prof. M. S. Khuroo writes about a common health complaint. 
www.greaterkashmir.com Srinagar, Kashmir, India.  Published on Monday, the 
21st April, 2008.

 GKHEALTH TOPIC. 146. SO SKIMS HAS COME OF AGE. Prof. M. S. Khuroo on the 
present and past of Sher-I-Kashmir Institute of Medical Sciences, Soura, Srinagar. 
www.greaterkashmir.com Srinagar, Kashmir, India. Published on Monday, the 
15th December, 2008. 





 GKHEALTH TOPIC. 147. HELICOBACTER PYLORI: Stomach’s enemy. www.
greaterkashmir.com Srinagar, Kashmir, India.  Published on Monday, the 28th 
January, 2008.

 GKHEALTH TOPIC. 148. EATING DISORDERS: Erratic habit of feeding yourself. 
Prof. M. S. Khuroo writes on a common group of diseases in young ladies who 
develop eating pattern based on their excessive concern with body image and 
weight. www.greaterkashmir.com Srinagar, Kashmir, India. Mondy, the 19th Jan 
2009. 

 GKHEALTH TOPIC.  149. IRRITABLE BOWEL SYNDROME (IBS): When it irritates 
you too much. Prof. M. S. Khuroo narrates the saga of irritable bowel syndrome. 
www.greaterkashmir.com, Srinagar, Kashmir, India.  Tuesday, the 6th January 
2009. 

 GKHEALTH TOPIC.  150. VIP SYNDROME IN MEDICAL PRACTICE. Prof. M. 
S. Khuroo narrates the long relationship of love and hate with politicians and 
bureaucrates. www.greaterkashmir.com Srinagar, Kashmir, India. Tuesday, the 6th 
June, 2006. 

 GKHEALTH TOPIC151. . WATER WATER EVERYWHERE, NO WATER 
ANYWHERE!  Prof. M. S .Khuroo on reasons behind epidemics of water-born 
diseases in developing countries. www.greaterkashmir.com  Srinagar, Kashmir, 
India. Tuesday, the 22nd July, 2008. 

 GKHEALTH TOPIC152. . BIRD FLU: the agent threatening the human race: What is 
bird flu & what can we do to protect ourselves. www.greaterkashmir.com Srinagar 
Monday, April, 21, 2008.

 GKHEALTH TOPIC.153.  COLON CANCER: A disease of the west is showing up 
in our society, due to our liking for western dietetic habits & life style. www.
greaterkashmir.com Srinagar Monday, April, 21, 2008.

 GKHEALTH TOPIC.154.  CONSTIPATION: Blessed are those who ease in the morning 
with Ease, for there are millions amongst us who crave for a satisfying nature’s 
call. www.greaterkashmir.com Srinagar Monday, April, 21, 2008.

 GKHEALTH TOPIC.155.  CURE OF CANCER: Miracles in Medicine.  Prof. M. S. 
Khuroo narrates his extraordinary experiences in his medical practice. www.
greaterkashmir.com Srinagar Monday, April, 21, 2008.

 GKHEALTH TOPIC. 156. DYSPEPSIA: Dyspepsia is the disease which has taken 
epidemic proportions in Kashmir due to prevailing conditions, writes Prof. M S 
Khuroo. www.greaterkashmir.com Srinagar April, 8, 2008.

 GK HEALTH TOPIC. 157. CANCER ESOPHAGUS: A devastating disease associated 
with our exceptional extraordinary dietary and personal habits, which need 
attention writes Prof. M.S Khuroo. www.greaterkashmir.com Srinagar, 11 March 
2008.

 GK HEALTH TOPIC.158.  GAS: “Doctor I suffer from Gas.” Gas is one of the commonest 





human problems. Gas problem is more a social nuisance and psychological 
embracement than a health hazard. www.greaterkashmir.com Srinagar, 13 March 
2008.

 GKHEALTH TOPIC. 159. GERD: Is your heart burning? Prof. M S Khuroo writes on 
a distressing symptom with major economic impact on healthcare and serious 
health consequences. www.greaterkashmir.com Srinagar, 11 April 2008.

 GKHEALTH TOPIC. 160. GILBERT SYNDROME: a common cause of chronic benign 
jaundice (kan’mbai) in our community. This condition spoils many lives due to 
false notion of serious threat of disease to life and forced intense food restrictions, 
writes Prof. M.S. Khuroo. www.greaterkashmir.com Srinagar, 23 May 2008

 GKHEALTH TOPIC. 161. A CHALLENGE CALLED HEPATITIS–E. Prof. M S Khuroo 
presents the inaugural talk on “Enteric non-A, non-B hepatitis and discovery 
of hepatitis E virus” in an International symposium on “Hepatitis E Virus: 
Epidemiology, Virology and Control of an Emerging pathogen” at International 
Centre for Genetic Engineering and Biotechnology (ICGEB), Aruna Asif Ali 
Marg, New Delhi on 18 to 19 February, 2005. www.greaterkashmir.com Srinagar 2 
March 2005

 GKHEALTH TOPIC.162.  HEALTH CARE IN THE STATE OF JAMMU & KASHMIR 
AT CROSSROADS & A SUGGESTED MODEL FOR THE MILLENIUM. This 
report was based on an extensive study of the healthcare of the state of Jammu & 
Kashmir. It involved sample surveys, site visits, discussions with healthcare givers, 
opinion of the people in the community, patients across the various disciplines and 
a number of physicians from north India who cater to the needs of patients from 
the State. The findings were discussed with a number of international experts in 
the Healthcare…..writes Prof. M.S. Khuroo. www.greaterkashmir.com Srinagar, 
19  April  2004

 GKHEALTH TOPIC. 163. LABORATORY TEST ERRORS. Laboratory tests are 
essential in disease evaluation, follow up and treatment; however, reproducibility 
of results is a major concern amongst patients writes Prof M.S Khuroo. www.
greaterkashmir.com Srinagar, 17 June 2008

 GKHEALTH TOPIC.164.  MORBIDITY AND MORTALITY IN CLINICAL 
PRACTICE. In medical practice the first dictum to be followed by every practitioner 
is “Do No Harm”. Prof. MS Khuroo analyzes this important dictum of medical 
practice keeping in view our medical system and overall international medical 
laws and policies. www.greaterkashmir.com Srinagar, 13 March 2008. 

 GKHEALTH TOPIC.165.  METABOLIC SYNDROME. A disease of new world order, 
which has culminated in to epidemic of diabetes mellitus and coronary heart 
disease in our society. www.greaterkashmir.com Srinagar 9 July 2008

 GKHEALTH TOPIC.166.  “MY JOURNEY BACK TO KASHMIR.” This account is a 
reflection of many hundreds and thousands of Kashmir’s who leave their mother 
land to other parts of India and world. Every body leaves for a purpose and with 
a motive writes Prof. M.S. Khuroo. www.greaterkashmir.com Srinagar 2 April 
2005





 GKHEALTH TOPIC.167.  “FATTY LIVER DISEASE”Kashmir is in the middle of 
an epidemic of metabolic syndrome and NAFLD a potentially progressive liver 
disease shall pose serious health problem to our community in near future. www.
greaterkashmir.com Srinagar, 28 June 2005.

 GKHEALTH TOPIC. 168.   A GOODWILL MEDICAL MISSION TO PAKISTAN! 
Professor M. S. Khuroo narrates reminiscences of his recent trip to Pakistan. For 
any body in Kashmir, a visit to Pakistan is dream come true. I had learned in 
my childhood that many first generation Kashmiris at death bed have remarked 
that their visit to Pakistan was a dream not fulfilled in their lifetime. www.
greaterkashmir.com Srinagar, 17 April 2005.

 GKHEALTH TOPIC169. . REMINISCENCES (“yadeeή”) OF “GOLDEN EVENTS” 
IN MY LIFE I.  Certain events have been so striking in my life that these led to 
transformation in my thinking about the life activities as a whole. I call these 
“Golden Events”…writes Prof M. S. Khuroo. www.greaterkashmir.com Srinagar, 8 
April 2008.

 GKHEALTH TOPIC.170.  REMINISCENCES (“yadeeή”) OF “GOLDEN EVENTS” IN 
MY LIFE II: Prof.M.S. Khuroo narrates who was “Ali Jan” and how he became the 
“Luqman of Kashmir”. A tribute to a legend. www.greaterkashmir.com Srinagar, 
16 February 2008.

 GKHEALTH TOPIC.171.  PROTECTION FROM VIRAL HEPATITIS (JAUNDICE).
Viral hepatitis is a nasty disease. If you want to save yourself, your family and 
children from viral hepatitis, you need safe- blood, syringe, sex, water, food, 
dentist, shave & tattoo….writes Prof M. S. Khuroo. www.greaterkashmir.com 
Srinagar, 2 June 2008.

 GKHEALTH TOPIC. 172. FUTURE OF BODY IMAGING: PET CT- the ultimate in 
body imaging. Over the last few decades body imaging has seen many revolutions. 
One of the most recent introductions has been positron emission tomography 
scanning shortly named as the PET scan. www.greaterkashmir.com Srinagar, 7 
January 2008.

 GKHEALTH TOPIC. 173. RHEUMATOID ARTHRITIS. This write up is for people 
who have rheumatoid arthritis, as well as for their family members, friends, and 
others who want to find out more about this disease. This write up describes how 
rheumatoid arthritis develops, how it is diagnosed, and how it is treated, including 
what people can do to help manage their disease. www.greaterkashmir.com 
Srinagar, 4 March 2008 

 GKHEALTH TOPIC.174.  COMPREHENSIVE PROSTATE EVALUATION. As 
many as 14 million men in the United States have symptoms related to prostate 
enlargement. Worldwide, approximately 30 million men have symptoms related 
to prostate enlargement. Then how can we evaluate prostate disease on scientific 
basis? www.greaterkashmir.com Srinagar, 24 December 2008.

 GKHEALTH TOPIC.175.  KIDNEY STONES: ULTRASOUND AND A GROWING 
CONCERN OF KIDNEY STONES IN KASHMIR Ulrasound has revolutionized 
practice of clinical medicine and shall continue to do so in future. The advantage 





of this imaging modality is its availability, portability, wide application and its 
ultimate safety. www.greaterkashmir.com Srinagar, 16 July 2008. 

 GKHEALTH TOPIC.176.  STONES IN THE BODY: GALL STONES.  A large 
population-based ultrasound study on prevalence of gallstones defined Kashmir 
as an endemic zone for gallstone disease…..www.greaterkashmir.com Srinagar, 16 
June 2008.

 GKHEALTH TOPIC.177.  C 14 UREA BREATH TEST:  A wonder test which gives a 
choice to say “NO –to-ENDOSCOPY” for patients with many stomach ailments 
and prevent stomach cancer in high risk population. www.greaterkashmir.com 
Srinagar, 27 November 2008. 

 GKHEALTH TOPIC.178.  CAPSULE ENDOSCOPY: A tool which unravels mysteries 
of “magic box (abdomen)” of the human body. God has made human body 
and human mind the most complex structures.  To explore the structure and 
functioning of the human body, a number of laboratory and imaging tools have 
been invented….Writes Prof M.S.Khuroo. www.greaterkashmir.com Srinagar, 11 
October 2008

 GKHEALTH TOPIC.179.  DVT: CAUSE OF SUDDEN DEATHS IN FREQUENT 
FLIERS & CALL CENTER EMPLOYEES.  Deep vein thrombosis (DVT) with 
massive pulmonary embolism can cause sudden deaths in high risk subjects….
www.greaterkashmir.com Srinagar, 13 November 2007.

 GKHEALTH TOPIC. 180. ULTRASOUND: EXPANDING THE HORIZONS. A 
new research in the field of ultrasound has opened up new vistas…..www.
greaterkashmir.com Srinagar, 19 May 2007.

 GKHEALTH TOPIC.181.  ROUND WORMS: A worm we locally call “aam”.    In 
that wormy world, watch the death dance of the biliary demon, writes 
Prof. M. S. Khuroo. www.greaterkashmir.com Srinagar, 17 March 2008. 

Website topics: www.drkhuroo.org

Professor MS Khuroo is running a website www.drkhuroo.org for educational 
purposes for medical fraternity both national and international viewers. The 
website is broadly divided in to following headings: 1. Case of the month. 2. 
Grand Round. 3. Image of the month. 4. Article of the month. 5. Image gallery. 6. 

News and Events. The website is being updated on regular basis, is popular and has a large 
number of local and international viewers. The website contains wealth of information 
about medical practice in the developing countries and has in depth coverage from Prof. 
Khuroo’s medical practice over last 30 years. 

 CASE OF THE MONTH182. : BRUNNEROMA; Brunner’s glands, described by the 
anatomist Brunner in 1688, are submucosal mucin-secreting glands. They are 
predominantly localized in the duodenal bulb and proximal duodenum and 
progressively decrease in size and number in distal portions.





 CASE OF THE MONTH183. : CHOLEDOCHAL CYST. Abdominal pain in a 3 year 
girl. Choledochal cysts are congenital cystic dilatations of the biliary tree and 
can involve the extrahepatic biliary radicles, the intrahepatic biliary radicles, or 
both…. 

 CASE OF THE MONTH: 184. COLLAGENOUS COLITIS. Watery diarrhea in a middle 
aged woman. Collagenous colitis and lymphocytic colitis have been grouped under 
the term microscopic colitis.

 CASE OF THE MONTH: 185. GASTRIC CARCINOID TREATED WITH 
OCTREOTIDE LAR. Dyspepsia in a middle aged woman. Gastric carcinoid tumors 
make up less than 1 percent of gastric neoplasms. They can be separated into three 
distinct groups on the basis of both clinical and histologic characteristics: Type 1 
(those associated with chronic atrophic gastritis type A [CAG-A]), Type II (those 
associated with the Zollinger–Ellison syndrome) and Type III (sporadic gastric 
carcinoid tumors). 

 CASE OF THE MONTH: 186. WATERMELON STOMACH. Unexplained multiple 
upper GI bleeds in a 29 year-old woman. Gastric antral vascular ectasia (GAVE) 
or the watermelon stomach is a vascular lesion of gastric antrum that consists of 
tortuous dilated vessels radiating outward from the pylorus like spokes of a wheel 
and resembling the dark stripes on the surface of a watermelon.

 CASE OF THE MONTH:187.  HEPATITIS C TOWARDS A CURE!!! Severe fatigue & 
arthralgias in a young male. Hepatitis C virus (HCV) is a significant cause of liver 
disease throughout the world……

 CASE OF THE MONTH:188.  HIV CHOLANGIOPATHY.Abdominal pain & elevated 
liver tests in an aids patient. HIV cholangiopathy is a spectrum of cholangiographic 
changes involving extrahepatic and or intrahepatic bile ducts in patients with 
AIDS. The changes in the bile ducts resemble those of sclerosing cholangitis…..

 CASE OF THE MONTH: 189. GASTRIC MALT LYMPHOMA. Dyspepsia in a 
middle aged man. MALT (Mucosa Associated Lymphoid Tissue) lymphoma is an 
extranodal B-cell lymphoma…..

 CASE OF THE MONTH:190.  ADRENAL MYELOLIPOMA; Incidentaloma. Adrenal 
myelolipoma is a rare benign neoplasm composed of mature adipose tissue and 
a variable amount of hematopoietic elements. Most adrenal myelolipoma are 
asymptomatic and are found incidentally.

 CASE OF THE MONTH:191.  PANCREATIC TUBERCULOSIS. Abdominal pain and 
jaundice in a middle aged woman. Almost one third of the world’s population is 
infected with Mycobacterium tuberculosis, claiming approximately 2 million lives 
per year.

 CASE OF THE MONTH:192.  PORTAL CAVERNOMA. Where does the culprit 
hide? A series of cases with portal vein thrombois with hidden thrombophilia. 
Hypercoagulability, a state of heightened activation of the coagulation system, 
plays a major role in the pathogenesis of venous thromboembolism (VTE).





 CASE OF THE MONTH:193.  DUODENAL AMYLOIDOSIS: The gastrointest ina l 
t ract is a f requent site of amyloid deposit ion in pat ients with systemic 
or isolated amyloidosis .  Al l ty pes of amyloidosis a f fect the GI tract .

 IMAGE OF THE MONTH: 194. ACANTHOSIS NIGRICANS; Acanthosis nigricans is 
a brown to black, poorly defined, velvety hyperpigmentation of the skin. The usual 
sites affected are back of neck (commonest), axilla, groins, knuckles and elbows.

 IMAGE OF THE MONTH: 195. Chronic diarrhea & rash in a 12 year girl; 
ACRODERMATITIS ENTEROPATHICA; Acrodermatitis enteropathica (AE) is 
a manifestation of Zinc deficiency and presents as   characteristic skin lesions, 
intractable diarrhea, bizarre neurological symptoms and variable combined 
immunodeficiency.

 IMAGE OF THE MONTH: 196. Seasonal cough in a 6 year boy! ASCARIS 
PNEUMONIA. The disease is common in endemic zones, associated with Ascaris 
infection and reinfection.  The disease is more severe with reinfections.

 IMAGE OF THE MONTH: 197. BLACK HAIRY TONGUE. Hairy tongue (lingua 
villosa) is a commonly observed condition of defective desquamation of the 
filiform papillae that results from a variety of precipitating factors.

 IMAGE OF THE MONTH: 198. GI bleed in a patient with skin & oral mucosa lesions. 
BLUE RUBBER BLEB NEVUS SYNDROME. Blue rubber bleb nevus syndrome is 
an uncommon condition in which bleb-like bluish venous nevi occur in skin and 
gastrointestinal tract.

 IMAGE OF THE MONTH:199.  Odynophagia in AIDS. CANDIDAL ESOPHAGITIS. 
Candidal organism is the most common cause of esophageal infection, in both 
immunocompetent and immunosuppressed host.

 IMAGE OF THE MONTH:200.  Rectal mass in a young male. COLONIC 
BILHARZIASIS PRESENTING AS RECTAL TUMOR. Schistosomiasis is a group 
of chronic disorders caused by several species of trematodes belonging to the genus 
Schistosoma…..

 IMAGE OF THE MONTH:201.  Recurrent GI Bleeds & Submucosal Gastric Mass. 
GASTRO-INTESTINAL STROMAL TUMOR (GIST). Gastrointestinal stromal 
tumors (GIST) are mesenchymal tumors which typically arise in association with 
the muscularis propria of gastrointestinal (GI) tract wall.

 IMAGE OF THE MONTH: 202. Patient with abdominal pain.GREY TURNER’S SIGN. 
Grey-Turner’s sign: Grey-Turner’s sign is defined as local areas of discoloration 
(bruising and induration) in the region of the loins  in acute hemorrhagic 
pancreatitis and other causes of retroperitoneal hemorrhage.

 IMAGE OF THE MONTH: 203. Multiple oral & gut lesions in a 30 year old male with 
multiple GI bleeds. HEREDITARY HEMORRHAGIC TELANGIECTASIA (HHT; 
OSLER-RENDU-WEBER DISEASE). Hereditary Hemorrhagic Telangiectasia 
(HHT) is an autosomal dominant disorder characterised by diffuse mucocutaneous 
and visceral telangiectasias in potentially all organs.  





 IMAGE OF THE MONTH:204.  Young male with rectal bleeding and abnormal barium 
enema. INFLAMMATORY BOWEL DISEASE. Inflammatory bowel disease (IBD) 
commonly refers to ulcerative colitis (UC) and Crohn disease (CD), which are 
chronic inflammatory diseases of the GI tract of unknown etiology…..  

 IMAGE OF THE MONTH:205.  Colonoscopic images of a 60 year male with chronic 
constipation. MELANOSIS COLI. Melanosis coli is a brownish or balckish 
discoloration of the rectal and colonic mucosa caused by the accumulation of 
pigment in the macrophages in the lamina propria…..

 IMAGE OF THE MONTH: 206. “PICKWICKIAN SYNDROME” OBEISTY 
HYPOVENTILATION SYNDROME (OHS). Obesity hypoventilation syndrome 
(OHS) is characterized by obesity, daytime hypercapnia, and sleep-disordered 
breathing in the absence of significant lung or respiratory muscle disease….

 IMAGE OF THE MONTH:207.  Skin lesions & fundoscopic abnormalities in a 
patient with gastrointestinal bleeding: PSEUDOXANTHOMA ELASTICUM. 
Pseudoxanthoma elasticum (PXE) is a rare, genetic disorder characterized by 
progressive calcification and fragmentation of elastic fibers in the skin, eye, and 
blood vessels (elastorrhexia)…

 IMAGE OF THE MONTH:208.  Dysphagia in Elderly Male “STEAKHOUSE 
SYNDROME” Schatzki’s ring (lower esophageal ring). Schatzki’s ring is a ring of 
tissue in the lower esophagus located at or near the border of the lower esophageal 
sphincter…..

 IMAGE OF THE MONTH: 209. Intractable dysphagia due esophageal web treated by 
esophageal dilation: SIDROPENIC DYSPHAGIA. Plummer-Vinson syndrome is 
defined by the classic triad of dysphagia, iron-deficiency anemia and esophageal 
webs…..

 IMAGE OF THE MONTH:210.  Recurrent abdominal pain & distension in a 70 year 
male. COLONIC VOLVULUS. Colonic volvulus is the axial twisting of the colon 
on its vascular pedicle. A closed loop obstruction typically is produced with 
ischemia resulting from twisting of the vascular pedicle and the increased wall 
tension from distension.

 IMAGE OF THE MONTH:211.  Umblical nodule in a patient with dyspepsia. SISTER 
MARY JOSEPH NODULE. Nodules of the umbilicus are universally referred to as 
Sister Joseph’s (or Sister Mary Joseph’s) nodule.

 IMAGE OF THE MONTH:212.  A bare foot walk on the sea shore! “HYPERINFECTION 
SYNDROME BY STRONGYLOIDES STERCORALIS”. Strongyloidiasis is 
infection by the nematode Strongyloides stercoralis…… 

 IMAGE OF THE MONTH:213.  Chest pain in young male post liver biopsy. 
SUBCAPSULAR HEMATOMA LIVER POST LIVER BIOPSY. Subcapsular 
haematoma of liver is defined as blood collection under the Glisson capsule……

 IMAGE OF THE MONTH: 214. Iron deficiency anemia in a 12yr girl. . TRICHURIS 
DYSENTERY SYNDROME. Trichuris Dysentery Syndrome is defined as heavy 





infestation of the colon with Trichuris trichura presenting with severe diarrhea, 
bleeding or rectal prolapse, especially in young children…

 IMAGE OF THE MONTH: 215. Pancreatic cysts in a patient operated for renal cell 
carcinoma. VON HIPPEL-LINDAU SYNDROME. Von Hippel-Lindau (VHL) 
disease is an autosomal dominant disorder which causes retinal hemangioblastomas, 
hemangioblastomas of the central nervous system, endolymphatic sac tumors, 
renal cell carcinomas, pancreatic cysts and tumors, pheochromocytomas and 
epididymal cystadenomas, among other less common manifestations. 

 IMAGE OF THE MONTH: 216. Eye changes in middle aged male. WILSON DISEASE 
“KAYSER- FLEISCHER RING” Kayser-Fleischer rings are formed by the deposition 
of copper in the Descemet membrane in the limbus of the cornea….

 GRAND ROUND: 217. COLON CANCER. Prof. Khuroo discusses how a disease of 
the west is showing up in our society, due to our liking for western dietetic habits 
& life style. 

 GRAND ROUND:218.  GAS: “Doctor I suffer from Gas.” Gas is one of the commonest 
human problems. Gas problem is more a social nuisance and psychological 
embracement than a health hazard.

 GRAND ROUND219. : Kuwait Medical Association (KMA) & INDIAN DOCTORS 
FORUM (IDF) presents international award to Prof. M. S. Khuroo on his “Discovery 
of Hepatitis E virus”.

 GRAND ROUND:220.  LABORATORY TEST ERRORS. Laboratory tests are essential 
in disease evaluation, follow up and treatment; however, reproducibility of results 
is a major concern amongst patients.

 GRAND ROUND:221.   FATTY LIVER DISEASE. Kashmir is in the middle of an 
epidemic of metabolic syndrome and non-alcoholic fatty liver disease (NAFLD), 
a potentially progressive liver disease, shall pose serious health problem to our 
community in near future.

 GRAND ROUND:222.  NEUROENDOCRINE TUMORS OF GASTROINTESTINAL 
TRACT.

www.YouTube.com (search: drkhuroo)

YouTube has become an important site for medical journalism and patients, 
medical trainees and even specialists access YouTube to view videos of diseases, 
procedures, surgeries and treatment protocols depicted on videos. Keeping 
this in mind I have submitted medical videos to this site over the past over one 

year. By now 8 videos have been loaded on this site. The responses to these videos have 
been unprecedented and by now over 175,000 hits/views have been recorded by YouTube 
viewers/members. Six of the eight videos have been rated as 5 stars (maximum rating) 
by viewers and seventh one as 4.5 stars. Hundreds of viewers have posted comments 
by the viewers about the quality of these videos. This includes patients, trainee doctors 
and specialists in these fields. Innumerable websites have associated their site with these 





videos and show these videos on their websites. 
 Video 1. Capsule endoscopy.223.	  Video posted on August 16, 2008. The video is 4 

min 15 sec duration and depicts elegantly the procedure of capsule endoscopy 
and images procured from small and large bowel. The procedure was done in a 
young man with iron deficiency anemia and gut blood loss. Small bowel ulcers due 
to Crohn’s disease were shown on video images of terminal ileum and proximal 
colon. The video has had 4984 visits and has been rated as 5 by 5 ratings.  

 Video 2. Worm Extraction from Bile Ducts. 224.	 This video was posted on August 13; 
2007. This short video clip shows how round worms from the bile duct can be 
extracted using a basket. The video has been visited by 64,643 members of YouTube 
& has been rated as 5 by 13 ratings. Seeing the extraordinary nature of the video 
clip there have been innumerable comments & this has been taken up by multiple 
websites for display.

 Video 3. Duodenal Ulcer Disease is caused by H pylori infection225.	 . This video was 
posted on January 18 2008. This 2 minute & 13 sec video shows endoscopic images 
of an ulcer in the duodenum in a patient who had dyspepsia. Helicobacter pylori 
infection was documented & eradication of Helicobacter by antibiotic course 
led to rapid healing of the ulcer. This video has been visited by 30,698 members 
of YouTube & has been complimented greatly in view of stressing the infective 
etiology of duodenal ulcer disease. It has been rated 5 by 4 ratings.

  226.	 Video 4. Endoscopic (non-surgical) Removal of Multiple Large Tumors From 
Stomach in a Patient with Peutz-Jeghers Syndrome. This striking video film 
(duration 5 min & 37 sec; posted on October 7; 2007) elegantly demonstrates 
endoscopic resection & removal of 20 large polyps from the stomach in a patient 
with Peutz-Jeghers syndrome. The polyps had bled repeatedly & patient had been 
advised major surgery (total gastrectomy). The video has been applauded for its 
endoscopic skills & has been visited by 53,471 members of YouTube. This has been 
included in many websites of repute in view of its endoscopic skills.

 Video 5. Death Dance of Biliary Demon..227.	  This video (posted on October 21; 
2007) is a video film of Ascariasis (round worm) dance in the duodenum & there 
propensity to enter the bile duct. The disease is endemic in Kashmir and rarely 
seen outside India. In view of its extra ordinary nature the video was visited by 
9,571 members of the YouTube & has been rated as 5 by 8 ratings. 

 Video 6. Trichuris Dysentery Syndrome. 228.	 This video was posted on August 15 
2007. The video shows striking colonoscopic views of thousands & thousands of 
Trichuris worms actively moving in the colon in a young girl who presented with 
bloody diarrhoea & anemia. Trichuris dysentery syndrome rare manifestation of 
Trichuriasis is not a uncommon manifestation of the disease in an endemic area 
like Kashmir. This video has been visited by 5,640 members of YouTube & has been 
rated 5 by 4 ratings.

 Video 7. Tulip Gardens in Kashmir229.	 . This non medical video was posted on YouTube 
to highlight the scenic view of Tulip garden & includes a detailed description of the 
Tulip family. 

 Video 8. Biliary Ascariasis. 230.	 This video was posted on August 4 2007 & lasted for 
32 sec. It highlights the endemic nature of this disease in Kashmir & the video has 





been visited by 5,584 members & rated as 5 by 3 ratings.

Title Duration Date posted Rating
(maximum 5) Views

Capsule Endoscopy 4 min 15 sec August 16,  2008 5 (*****)
- rated by 5 ratings 4984

Worm Extraction from Bile 
Ducts 39 sec August 13, 2007 5 (*****)

-rated by 13 ratings 64,643

Duodenal Ulcer Disease 
is caused by H. pylori 
infection

2 min 13 sec Jan 18, 2008 5 (****) 
rated by 7 ratings 30,698

Endoscopic (non-surgical) 
Removal of  Multiple  
Large Tumors From  
Stomach  in a  Patient  
with Peutz-Jeghers 
Syndrome 

5 min 37 sec October 7, 2007 4.5 (****.*) 
by 13 ratings 53,471

Death Dance of Biliary 
Demon 6 min 35 sec October 21, 2007 5 (*****) 

by 8 ratings 10,831

Trichuris Dysentery 
Syndrome 2 min 19 sec August 15, 2007 5 (*****) 

by 4 ratings 5,640

Tulip Gardens in Kashmir 1 min 45 sec April 22, 2008 nil 697

Biliary Ascariasis 32 sec August 4, 2007 5 (*****) 
by 3 ratings 5584

GRANDROUNDS DELIVERED at National & international conferences

Prof. M. S. Khuroo has delivered lectures at national and international conferences and 
Institutions as an invited speaker. Here is a list of his most popular lectures. Most of these 
lectures are based on and related to his work on the subjects of his interest. 

DISCOVERY OF HEPATITIS E VIRUS: THE UNTOLD STORY.1.	
HEPATITIS E: THE EPIDEMIC NON-A, NON-B HEPATITIS 25 YEARS 2.	
LATER.
HEPATITIS E VIRUS IN DEVELOPED COUNTRIES.3.	
VIRAL HEPATITIS: A GLOBAL HEALTH PROBLEM 4.	





DISCOVERY OF HEPATITIS VIRUSES.5.	
HEPATITIS C VIRUS TOWARDS A CURE!6.	
HEPATO-BILIARY & PANCREATIC ASCARIASIS: THE DEATH DANCE OF 7.	
BILIARY DEMON.
HYDATID DISEASE: ADVANCES IN MANAGEMENT8.	
NON-VIRAL INFECTIONS OF THE LIVER 9.	
 PEPTIC ULCER BLEEDING: MEDICAL MANAGEMENT 10.	
 ADVANCES IN MANAGEMENT OF UPPER GI BLEEDING.11.	
 PORTAL BLIOPATHY.12.	
 SPHINCTER OF ODDI DYSFUNCTION.13.	
 NEUROENDOCRINE TUMORS (NET)14.	
 GERD: RECENT ADVANCES IN MANAGEMENT15.	
 PPI: HOW TO SORT OUT THE MESS!16.	
 LIVER DISEASE IN PREGNANCY17.	
 LIVER TRANSPLANT IN DEVELOPING COUNTRIES18.	
 BUDD-CHIARI SYNDROME19.	
 HEALTH CARE IN J&K: A MODEL FOR THE MILLENIUM20.	
 HELICOBACTER PYLORI: THE UNIQUE ORGANISM21.	
 NON-ALCOHOLIC FATTY LIVER DISEASE (NAFLD): THE NEW EPIDEMIC 22.	
OF CHRONIC LIVER DISEASE!
 META-ANALYSIS OF META-ANALYSIS23.	





Conferences Attended/ Invited & Guest lectures /Visiting professor/ 
Papers presented: (List of travel and guest lectures was voluminous to 

accommodate in this document and we choose to truncate it to 85 events.)

20th Annual Conference of Indian Society of Gastroenterology, Pune, Oct 12-14, 1.	
1979.

•Khuroo	 MS.:	 Epidemic	 Non-A,	 Non-B	 Hepatitis:	 Possibility	 of	 Another	 Human	
Hepatitis Virus Distinct from Post Transfusion Non-A, Non-B Hepatitis.  (Award 
winning Plenary session presentation. This work was published in “American Journal 
of Medicine 1980; 68:818-24” and made history as one of the “Classic Papers in Viral 
Hepatitis”.)

21st Annual Conference of Indian Society of Gastroenterology, Calcutta, India, 2.	
1981.

•Khuroo	MS.		Acute	Viral	Hepatitis	in	pregnancy.	(Plenary	session	presentation.	The	
first documented report presented on relationship of viral hepatitis in pregnancy 
during epidemic of jaundice in Kashmir. The data had been collected from field study 
in Kashmir. This work was subsequently published in American Journal of Medicine 
1981; 70:252-5 and is widely quoted in literature.) 

Lindsley F.  Kimball Research Institute of the New York Blood Center, 310 E. 67th 3. 
Street, New York, NY, 10021.  Spent 4 weeks from March 23 to April 22, 1981.

•Soon	after	Epidemic	Non-A,	Non-B	Hepatitis”	Prof.	Khuroo	was	invited	by	Dr.	Alfred	
Prince to spend 4 weeks in his laboratory to further expand his experience on the 
epidemiology and molecular biology of hepatitis viruses. New York Blood centre is 
one of the coveted laboratories in World and has contributed to discovery of hepatitis 
B virus and hepatitis C virus. 

•Delivered	an	invited	talk	to	“New	York	Blood	Centre”	on	“Epidemic	non-A,	non-B	
Hepatitis.”

International Conference on “Viral Hepatitis” held at New York in April 1981.4.	

•	Non-A,	Non-B	Hepatitis:	 Possibility	 of	Another	Human	Hepatitis	 Virus	Distinct	
from Post Transfusion Non-A, Non-B Hepatitis. (Prof. Khuroo was invited to give 
a 3 min plenary session presentation on “Epidemic non-A, non-B hepatitis” in this 
important International Conference. This was a rare honor and spoke on the growing 
importance of his research work on epidemic of jaundice in Indian Subcontinent. )

•Khuroo	MS.	 Seminar	 on	Viral	Hepatitis	 in	Developing	 countries:	 	Viral	Hepatitis	
in Pregnancy. (Prof. Khuroo was invited to talk on viral hepatitis in pregnancy in 
“Seminar on Viral Hepatitis in Developing countries”)





Laboratory of Infectious Disease, National Institute of Health, Bethesda, 5. 
Maryland, USA, April 8, 1981. 

•”Epidemic	 Non-A,	 Non-B	 Hepatitis”	 (invited	 talk	 delivered	 in	 one	 of	 the	 most	
prestigious research centre of the World).

New York Hospital Cornell Medical Center, New York, USA, April 10, 1981.6. 

•	“Epidemic	Non-A,	Non-B	Hepatitis”	(invited	talk	delivered	in	one	of	the	centre	of	
excellence of learning in USA).
 

Albert Einstein College of Medicine, Bronx, New York, USA, on April 11, 1981.7. 

•	 “Epidemic	 Non-A,	 Non-B	 Hepatitis”	 (Delivered	 an	 invited	 talk	 in	 this	 centre	 of	
excellence in New York.)

Long Island Jewish Hospital, Long Island, New York, USA, on April 15, 1981.8. 

•”	 Budd-Chiari	 Syndrome”	 (Invited	 talk	 on	 Budd-Chiari	 Syndrome,	work	 done	 by	
Prof. Khuroo during his DM training at PGI Chandigarh and  had been published in 
American Journal of Medicine 1980;68:113-21.)

Liver Unit, Kings College Hospital medical School, Denmark Hill, London 9. 
SE58RX.  Spent 3 weeks from June 20 to July 10, 1981.

•“Epidemic	Non-A,	Non-B	Hepatitis”.	(Invited	talk	delivered	in	one	of	the	famous	liver	
units of UK and World.)

King Faisal Specialist Hospital and Research Centre, Riyadh, Kingdom of Saudi 10. 
Arabia.  Prof. Khuroo was invited as a “Visiting Professor” to this centre of 
excellence in Middle East (February 16 to 22, 1982) and gave a series of talks to 
the faculty and staff. This was his first experience to visit to Middle East and paved 
way for his long association with this centre. 

•“Hepatobiliary and Pancreatic Ascariasis” (Invited talk)

•“Budd-Chiari	Syndrome	in	India”	(Invited	talk).

•“Epidemic	Non-A,	Non-B	Hepatitis”.	(Invited	talk)

Workshop on “Waterborne Non-A, Non-B Hepatitis” during International 11. 
Conference of Viral Hepatitis held in New York, April 1982.

•	“Epidemic	of	Non-A,	Non-B	Hepatitis”	(Invited	talk	during	this	work	shop).	





Department of Gastroenterology, Postgraduate Institute of Medical Education 12. 
and Research, Chandigarh (India), 1982. Was invited as a Visiting Professor and 
spend one week at this centre.

•Epidemic	Hepatitis	Non-A,	Non-B	Type.	(Invited	talk).	

Symposium on “Newer Therapeutic Modalities” at the Indian Association for the 13. 
Study of Liver held at New Delhi (India) on November 8, 1982.

•	“Percutaneous	Intrahepatic	Injection	Therapy	in	Cystic	Lesions	of	the	Liver.”	(Invited	
talk). 

World Congress of Gastroenterology “Digestive Endoscopy and Colon-Proctology” 14.	
held at Stockholm, Sweden June 14-19, 1982. Attended this Icon meeting in 
Gastroenterology of the World.   

23rd Annual Conference of Indian Society of Gastroenterology, Srinagar, India, 15.	
1982.

•Khuroo	MS,	Zargar	SA,	Ahangar	MA,	Shah	MA,	Khan	M.		Acute	Sporadic	Non-A,	
Non-B Hepatitis in India. (Award winning plenary session paper on occurrence of 
sporadic non-A, non- B hepatitis in Kashmir, India.)

•Khuroo	MS,	Zargar	SA.		Epidemiology	of	Hepatitis	A	in	India	(Oral	presentation.)

•Khuroo	MS,	Zargar	SA,	Pirzada	R.		Prevalence	of	Anicteric	Hepatitis	A	in	Healthy	
Children in Kashmir.(Oral presentation.)

24th Annual Conference of Indian Society of Gastroenterology, Hyderabad, India, 16. 
1983.

•Khuroo	MS,	Zargar	SA.		Biliary	Ascariasis:		A	Common	Cause	of	Biliary	Disease	in	an	
Endemic Area. (Plenary session presentation. (Award winning plenary session paper. 
This was the first report on common occurrence of biliary ascariasis in endemic area 
like Kashmir and these data became corner stone for further studies on this disease.) 

•Khuroo	MS,	Zargar	SA,	Goswami	KC,	Pathania	ABS.		Epidemiological	Factors	in	the	
Causation of Esophageal Injury in Healthy Kashmir Population. (Oral presentation.) 

Department of Gastroenterology, Sion Hospital, Bombay, 1983. Invited as a visiting 17. 
professor and delivered a guest lecture. 

•	“Epidemic	Non-A,	Non-B	Hepatitis”	(Invited	talk.)





JJ Group of Hospitals & Nair Hospital, Bombay, 1983. Invited as a visiting professor 18. 
and delivered a guest lecture. 

•	“Epidemic	of	Viral	Hepatitis	in	India”	(Invited	talk.)

Silver Jubilee celebrations of Government Medical College, Srinagar, September 19. 
24-29, 1984.

•	 “New	 Insights	 into	 Diagnosis	 and	 Treatment	 of	 Biliary	 and	 Pancreatic	 Disease”	
(Invited talk during this important function in the Alma Mater.)

25th Annual Conference of Indian Society of Gastroenterology, Bombay, India, 20. 
1984.

•Khuroo	MS,	Zargar	SA,	Mahajan	R.		Ascariasis	as	an	Etiological	Cause	of	Pancreatitis:		
Report of 11 Patients with Chronic Relapsing Pancreatitis. (Oral presentation)

•Khuroo	MS,	Zargar	SA,	Mahajan	R.		Endoscopic	Papillotomy:		Experience	at	Institute	
of Medical Sciences, Srinagar. (Oral presentation.)

King Fahd Central Hospital, Gizan, Kingdom of Saudi Arabia.  21. 
Spent one week as a visiting professor from February 24-29, 1984.

•“Viral	Hepatitis”	(Invited	talk.)

•“Budd	Chiari	syndrome”	(Invited	talk.)

26th Annual Conference of Indian Society of Gastroenterology, Madras, India, 22.	
1985.

•Khuroo	MS,	Zargar	SA,	Mahajan	R.		Biliary	and	Pancreatic	Dyskinesia:		A	Clinical	
and Manometric Study with Elevation of Various Therapeutic Regimens. (Oral 
presentation.)

•Khuroo	MS,	Zargar	SA,	Mahajan	R.	 	Study	of	Esophageal	Motility	Disorder.	(Oral	
presentation.)

Taj Palace, New Delhi (India) in 1985. 23. 

•Epidemiology	of	Viral	Hepatitis:	delivered	during	“Taj	Continuing	Education	
Program” sponsored by Medical Council of India. (Invited talk.)





Postgraduate Institute of Medical Education and Research, Chandigarh, September 24. 
21-27, 1986. Visiting professor to Alma Mater, where I learned art of Medicine, 
Gastroenterology and Hepatology and gave a series of talks. 

•	“Hepato-Biliary	and	Pancreatic	Ascariasis”	(Invited	talk.)
•”Viral	Hepatitis”	(Invited	talk.)

•“Sphincter	of	Oddi	Dysfunction”.	(Invited	talk.)

Continuing Medical Education Program in Gastroenterology sponsored by GB 25. 
Panth Hospital, New Delhi and American Association of Physicians of India New 
Delhi, December 28-30, 1986.

•Epidemiology	of	Biliary	and	Pancreatic	Ascariasis	in	an	Endemic	Area.	(Invited	talk.)

•”Epidemic	Non-A,	Non-B	Hepatitis”.	(Invited	talk.)
International Workshop held at Hepatitis Virus Section, Laboratory of Infectious 26. 
Diseases, National Institute of Health, Bethesda, Maryland, USA, November 26-
30, 1986.

•”Waterborne	Non-A,	Non-B	Hepatitis	 –	 Epidemiology”	 (NIH	 Bethesda	Maryland	
had organized this conference on “Waterborne Non-A, Non-B Hepatitis” and four 
active research groups were invited to give presentations on this disease. I was invited 
to speak on epidemiology, Moscow group on agent (Virus Like Particle-VLP), French 
group also on agent (VLP) and CDC USA group on VLP properties. The conference 
was steered by 2 Noble Laureates namely Dr. Blumberg and Dr. Sabin. On the basis of 
these presentations and discussion which followed, the disease was named as Hepatitis 
E (HE) and the putative agent as Hepatitis E Virus (HEV) and thus history was made 
about evolution of one more disease and agent to humanity.)
  

Faculty of Medicine, University of Garyonnis, Benghazi, Libya.  Visiting professor 27. 
to this University and Spent 3 weeks from May 5 to 26, 1986 and delivered talks on 
viral hepatitis, ascariasis, Budd-Chiari syndrome, and hydatid disease. 





27th Annual Conference of Indian Society of Gastroenterology, Patna, India, 28.	
1986.

•Khuroo	MS,	Zargar	 SA,	Mahajan	R,	Bhat	RL.	 	Biliary	 and	Pancreatic	Dyskinesia:		
Clinical and Manometric Study with Evaluation of Drug Therapy with Nifedipine. 
(Award winning plenary presentation.)

•Khuroo	 MS,	 Zargar	 SA,	 Mahajan	 R,	 Bhat	 RL,	 Javid	 G.	 	 Follow-up	 of	 52	 Cases	
with Biliary and Pancreatic Ascariasis:  Three and a Half Years Experience. (Oral 
presentation.)
   
•Khuroo	MS,	Zargar	SA,	Mahajan	R,	Bhat	RL.		Sonographic	Appearances	in	Biliary	
Ascariasis. (Oral presentation.)
  
•Khuroo	MS,	Zargar	SA,	Mahajan	R,	Bhat	RL.		Delta	Hepatitis	in	the	Foothills	of	the	
Himalayas in Kashmir.(Oral presentation.)
  
•Khuroo	MS,	Zargar	SA,	Mahajan	R,		Javid	G,	Bhat	RL.		Role	of	Abdominal	Sonography	
and Sonographic Guided Aspiration Cytology in Cholestasis.(Oral presentation.)
  

International Symposium on Gastroenterology and Tropical Diseases, Convention 29.	
Complex, Srinagar, India, 20-22 July 1987.

•Khuroo	 MS,	 Zargar	 SA,	 Mahajan	 R,	 Javid	 G,	 Bhat	 RL.	 	 Endoscopic	 Retrograde	
Cholangiopancreatography. (Invited talk.)
 
•Khuroo	MS,	 Zargar	 SA,	Mahajan	R,	 Javid	G,	 Bhat	 RL.	 	Therapeutic	 Endoscopies.	
(Invited talk.)

•Khuroo	MS.		Acute	Viral	Hepatitis.	(Invited	talk.)





28th Annual Conference of Indian Society of Gastroenterology, Bhopal, 1987.30.	
•Khuroo	 MS,	 Mahajan	 R,	 Javid	 G,	 Bhat	 RL.	 	 Long-term	 Outcome	 of	 Endoscopic	
Sphincterotomy:  Effect on the Sphincter of Oddi and Biliary Tract. (Award winning 
plenary session paper.)
•Khuroo	MS,	Mahajan	R,	Azra	 S,	 Javid	G,	Bhat	RL.	 	Chronic	Calcific	Pancreatitis:		
A Report of 32 Patients, Clinical, Plain, Radiography, Sonographic and ERCP Study. 
(Oral presentation.)
 
•Khuroo	MS,	Mahajan	R,	Shah	A,	Javid	G,	Bhat	RL,	Munshi	S.		Epidemiology	of	Peptic	
Ulcer in Urban Kashmir. (Oral presentation.)
 
	•Khuroo	MS,	Mahajan	R,	Shah	A,	Javid	G,	Bhat	RL,	Abdullah	T.		Tumours	of	Ampulla	
of Vater:  A Report of 30 Patients with Clinical, Sonographic and ERCP Findings. (Oral 
presentation.)

•Khuroo	Ms,	Zargar	SA,	Mahajan	R,	 Javid	G,	Bhat	RL,	Abdullah	T.	 	Endoscopic	vs	
Surgical Drainage of Biliary Tract in Acute Pyogenic Cholangitis:  Controlled Study.  
(oral presentation.)

•Khuroo	MS,	Mahajan	R,	 Javid	G,	Bhat	RL.	 	Biliary	Hydatidosis:	 	Clinical	Course,	
Sonographic and Cholangiographic Features. (Oral presentation.)

•Khuroo	MS,	Mahajan	R,	 Javid	G,	Bhat	RL,	Abdullah	T,	Sapru	S.	 	Epidemiology	of	
Gallstones in Urban Kashmir. (Oral presentation.)

2nd Annual Symposium on Gastroenterology and Hepatology, Riyadh, Saudi 31.	
Arabia, 25-27 February 1987. Attended this conference as an “International 
faculty” and delivered invited talk. 

•Epidemic of Non-A, Non-B Hepatitis.(Invited talk.)

Jawahir Lal Nehru Medical College, Aligarh Muslim University, 32. 
Aligarh (India).  Invited as a visiting professor and spent one week from November 
6-11, 1987 and delivered an invited talk. 

•“Hepatobiliary	and	Pancreatic	Ascariasis”.	(Invited	talk.)

King Abdul Aziz Hospital, Zahir, Department of Medicine, Riyadh, Kingdom of 33. 
Saudi Arabia, March 1987. 

•Epidemiology	of	Viral	Hepatitis	in	India.	(Invited	talk.)

•Portal	Hypertension	in	India.	(Invited	talk.)

•Spectrum	of	Budd-Chiari	Syndrome.	(Invited	talk.)

•Spectrum	of	Biliary	Disease	in	India.	(Invited	talk.)





King Fahad Central Hospital, Gizan, Kingdom of Saudi Arabia February 1987.34. 

•Epidemic	Hepatitis	of	Non-A,	Non-B	Type.	(Invited	talk.)
•Biliary	Ascariasis:	 	 A	Common	Cause	 of	 Biliary	 and	 Pancreatic	Disease	 in	 India.	
9Invited talk.)

Continuing Medical Education Program in Gastroenterology held at Bhopal 35. 
during the 28th Annual Conference of Gastroenterology, November 1987.

•Infective	Hepatitis	-	Epidemiology	of	Hepatitis	B	Including	Delta	Antigen.	(Invited	
talk.)

29th Annual Conference of Indian Society of Gastroenterology, Ahmadabad, 36.	
1988.

•Khuroo	MS,	Mahajan	R,	Bhat	RL,	Javid	G.	 	Epidemiology	of	Acute	Viral	Hepatitis	
in Kashmir:  Role of Hepatitis D Virus and Hepatitis NANB Superinfection. (Oral 
presentation.)

•Khuroo	MS,	Mahajan	R,	Bhat	RL,	Javid	G.		Colon	in	Shigellosis:		Serial	Colonoscopic	
Appearances in Shigella Dysenteria 1. (Oral presentation.)

International Symposium on “Impact of Viruses in Developing Countries” 37.	
Organized by King Faisal Specialist Hospital and Research Centre, Riyadh, 
Kingdom of Saudi Arabia in 1988.  Invited as an International faculty for the 
important conference in Middle East and gave an invited talk. 

•	“Hepatitis E virus” (Invited talk.)

30th Annual Conference of Indian Society of Gastroenterology, Bangalore, 1989.38. 

•Khuroo	MS,	Zargar	SA,	Mahajan	R.		Pancreatic	Ascariasis.	(Oral	Presentation.)

•Khuroo	MS,	Zargar	SA,	Mahajan	R,	 Sheikh	AA,	Koul	P.	 	Endoscopic	Fine	Needle	
Aspiration Cytology:  A Useful Method for the Diagnosis of Submucosal, Ulceronecrotic 
and Infiltration Malignancies.(Oral presentation.)

•Khuroo	MS,	Zargar	SA,	Mahajan	R,	Banday	M.	 	Epidemiology	of	Esophageal	 and	
Gastric Cancer in Kashmir Valley:  Feasibility of Mass Screening. (Oral presentation.)

National Symposium-Update on Gastrointestinal Endoscopy and Ultrasonography, 39. 
Institute of Medical Sciences, Srinagar, 25-28 July 1989.

•Biliary		Ascariasis:		Common	Cause	of	Biliary	and	Pancreatic	Disease.	(Invited	talk.)

•Sphincter	of	Oddi	Dysfunction:		Does	Such	a	Disorder	Exist.	(Invited	talk.)	

•Role	of	ERCP	in	Pancreatic	Biliary	Disease.	(Invited	talk.)			





Mid-term Conference of Association of Colon and Rectal Surgeons of India, 40. 
Srinagar, September 22-24, 1989.

•Medical	Management	of	Ulcerative	Colitis:	(Invited	talk.)

Symposium on Acid Peptic Disease held at Convention Complex, Srinagar, 41. 
October 22, 1989.

•Impact	on	the	Therapeutics	in	Acid	Peptic	Disease	(Invited	talk.)

Seminar on “Strategies for Optimal Management of Cancer in Developing 42. 
Countries” held at Institute of Medical Sciences, Srinagar, August 24-27, 1989.

•Incidence	of	Esophageal	and	Gastric	Cancer	in	Kashmir	Valley;	Feasibility	of	Mass	
Endoscopic Studies in Early Diagnosis of Upper GI Cancer in the Valley of Kashmir: 
A Pilot Study. (Invited talk.)

3rd Annual Symposium on “Gastroenterology and Hepatology” at Riyadh, 43. 
Kingdom of Saudi Arabia, February 25-27, 1989. Invited as an international 
speaker and delivered an invited talk.

•Sphincter	of	Oddi	Dysfunction.	(Invited	talk.)

Department of Medicine, Riyadh Armed Forces Hospital, Kingdom of Saudi 44. 
Arabia, 1989. Invited as a “Visiting Professor” and delivered an invited talk. 

•Biliary Ascariasis. (Invited talk.)

32nd Annual Conference of Indian Society of Gastroenterology, Trivandrum, 1991.45. 
•Hepatobiliary	and	Pancreatic	Ascariasis.	(Invited	talk.)

•Khuroo	 MS,	 Zargar	 SA,	 Mahajan	 R,	 Dar	 MY,	 Yattoo	 GN,	 Khan	 BA,	 Boda	 MI.		
Management of Echinococcus Granulosus Cysts in the Liver by Percutaneous Drainage. 
(Plenary session presentation.)

•Khuroo	MS,	Zargar	SA,	Yattoo	GN,	Dar	MY,	Boda	MI,	Khan	BA.		Efficacy	of	Nifedipine	
Therapy in Patients with Sphincter of Oddi Dysfunction:  A Prospective Double Blind, 
Randomized, Placebo-Controlled, Cross Over Trial. (Oral presentation.)

•Khuroo	 MS,	 Zargar	 SA,	 Boda	 MI,	 Khan	 BA,	 Yattoo	 GN,	 Dar	 MY.	 	 Serial	
Cholangiographic Appearances in Recurrent Pyogenic Cholangitis:  Evolution of 
Disease and Its Course. (Oral presentation.)

•Khuroo	 MS,	 Zargar	 SA,	 Khan	 SA,	 Boda	 MI,	 Dar	 MY,	 Yattoo	 GN.	 	 Endoscopic	
Crush Biopsy:  Techniques in Diagnosis of Malignancy of Esophagus, Stomach and 
Duodenum. (Oral presentation.) 

•Khuroo	MS,	Zargar	SA,	Dar	MY,	Yattoo	GN,	Boda	MI,	Khan	BA.		Hepatitis	C	Virus	
Antibodies in Acute and Chronic Liver Diseases in India. (Oral presentation.) 
•Khuroo	MS,	Zargar	SA,	Khan	BA,	Dar	MY,	Yattoo	GN,	Boda	MI.		Hepatitis	D	Virus	
in Kashmir. (Oral presentation.) 





International Symposium on “Viral Hepatitis” held at International Centre for 46. 
Genetic Engineering & Biotechnology, New Delhi (India), February 1991. Invited 
as an International faculty and gave an invited talk.

•Hepatitis	E	Infection.	(Invited	talk.)

First United European Gastroenterology Week held at Athens, Greece, September 47. 
25, 30, 1992. Invited as an International faculty and delivered an invited talk. 

•“Hepatitis	E”	in	the	symposium	on	viral	hepatitis.	(Invited	talk.)
•Khuroo	MS,	Zargar	SA,	Mahajan	R,	Yattoo	GN,	Dar	MY,	Javid	G.		Ascariasis	Induced	
Acute Pancreatitis: Clinical Aspects, Management and Outcome. (Oral presentation.)
•Khuroo	MS,	Zargar	SA,	Mahajan	R,	Yattoo	GN,	Dar	MY,	Javid	G.		Management	of	
Echinococcus Granulosus Cysts in the Liver with Percutaneous Drainage, Albendazole 
Therapy:  A Prospective Randomized Study. (Oral presentation.)
•Khuroo	MS,	Zargar	SA,	Boda	MR,	Yattoo	GN,	Dar	MY,	Khan	BA.		Recurrent	Pyogenic	
Cholangitis:  Experience with 263 Patients in Kashmir. (Oral presentation.)

Department of Medicine, King Faisal Specialist Hospital and Research Centre, 48. 
September 04, 1992.  Invited as a Visiting Professor and delivered a talk in the 
medical grand rounds of the Institution. 

•The Spectrum of Hepatic Venous Outflow Obstruction. (Invited talk.)

International Symposium on Subacute Hepatic Failure and Update in Liver 49. 
Diseases, Bombay, India, 21-22 November 1992, published (Suppl).  Invited as a 
National faculty in this important conference which was to debate the existence 
and definition of sub-acute hepatic failure. 

•Subacute	Hepatic	Failure	-	Experience	at	Institute	of	Medical	Sciences.	(Invited	talk.)

Symposium on “Newer Therapeutic Modalities” Held at GB Pant Hospital, New 50. 
Delhi (India) November 8, 1992.
33rd Annual Conference of Indian Society of Gastroenterology, New Delhi, 1992.51. 

•Khuroo	MS,	Zargar	SA,	Boda	MI,	Yattoo	GN,	Dar	MY,	Khan	BA,	Javid	G.		Sphincter	
of Oddi Motor Activity in Patients with Recurrent Pyogenic Cholangitis. (Oral 
presentation.)

	•Khuroo	MS,	Zargar	SA,	Yattoo	GN,	Dar	MY,	Khan	BA,	Boda	MI,	Javid	G.		Sclerosing	
Cholangitis in Extrahepatic Portal Venous Obstruction. (Oral presentation.) 

Nassau County Medical Center, 2201 Hempstead Tumpike East Meadow New 52. 
York       11554.  Affiliated to State University of New York at Stony Brook. Invited 
as a Visiting professor and spend one week from September 12-19, 1995 and 
delivered an invited talk.

•Hepatitis	A	to	E:	A	Global	Health	Problem.”	(Invited	talk.)





36th Annual Conference Indian Society of Gastroenterology, 1995 in Association 53. 
with Indian Association for the Study of the Liver and Society of Gastrointestinal 
Endoscopy of India Held on 2nd to 5th November 1995 in Cuttack India. Invited 
as a national faculty and delivered an invited talk.  

•Advance	in	gastroenterology	-	liver	transplantation.	(Invited	talk.)
•“Relevance	of	serology	in	the	management	of	hepatitis”	in	“Hepatitis	Symposium”	(Invited	talk.)

IX Triennial International Symposium on Viral Hepatitis and Liver Disease April 54. 
21-25, 1996, Rome, Italy.  Invited as an Intewrnational faculty and delivered an 
invited talk.

•Presented	 an	 invited	 lecture	 on	 “Hepatitis	 E:	 	 Global	 Epidemiology	 with	 Special	
Reference to Impact of the Disease in India and Southeast of Asia” in symposium on 
“Enteric Transmitted Virus Hepatitis” (Invited talk.)

Fourth Saudi Gastroenterology Association Meeting Held in Security Forces 55. 
Hospital, Riyadh, Saudi Arabia on 13-14 March 1996.  Invited as an International 
faculty and gave an invited talk.

•Fatal	lung	disease	following	TIPSS	in	patients	with	end	stage	liver	disease.	(Invited	talk.)
•Biliary	 complications	 following	 orthotopic	 liver	 transplantation	 at	 King	 Faisal	
Specialist Hospital and Research Centre. (Invited talk.)

The 10th Biennial Scientific Meeting of Asian Pacific Association for the Study 56. 
of the Liver and 12th Congress of Pakistan Society of Gastroenterology and GI 
Endoscopy held on 12-15 January 1996, Rawalpindi, Pakistan . Invited as an 
International faculty and delivered guest lectures.

•“Hepatobiliary	 and	 pancreatic	 ascariasis”	 in	 symposium	 on	 Parasitic	 Liver			 
  Disease. (Guest lecture.)
•Hepatitis	“A	to	E”.	(Plenary	session	lecture.)

•“Clinical	profile	of	hepatitis	E”	in	symposium	on	“hepatitis	E”.	(Invited	talk.)

Annual Conference of Indian Society of Gastroenterology, Indian Association 57. 
of the Study of Liver and Society of Gastrointestinal Endoscopy of India, held at 
Chandigarh India October 27-30, 1996.

•Khuroo	MS,	Samoon	GJ,	Wani	NA,	Yattoo	GN,	Javid	G,	Khan	BA,	Shah	A,	Gulzar	
GM, Sodi JS.  Aspiration Versus Operation in Hepatic Hydatid Cysts:  A Comparative 
Randomized Study. (Plenary session.)

•Khuroo	MS,	 Javid	 G,	 Khan	 BA,	 Yattoo	 GN,	 Shah	 A,	 Gulzar	 GM,	 Sodi	 JS.	 	 Eder	
Puestow, Savary Gillard and Balloon Dilators in the Dilation of Malignant Esophageal 
Strictures. (Oral presentation.)  

•Khuroo	MS,	Khan	MA,	Yattoo	GN,	Kamili	S,	 Javid	G,	Khan	BA,	Shah	A,	Samoon	
GJ, Dar MA.  Vertical Transmission of Hepatitis E Virus and Obstetric Outcome of 
Pregnant Patients with Hepatitis E Virus Injection.(Oral presentation.)

•Khuroo	MS,	Dar	MA,	Yattoo	GN,	Kamili	S,	Javid	G,	Khan	BA,	Shah	A,	Gulzar	GM,	Samoon	
GJ, Khan MA.  Parenteral Transmission of Hepatitis E Virus. (Oral presentation.)





Invited lecture delivered to Riyadh Pathology Group Meeting, March 02, 1996.58. 

•Hepatitis	 E:	 	 Studies	 on	 Transmission,	 Etiological	 Agent	 and	 Sero-epidemiology.		
(Invited talk.)

Department Grand Rounds delivered to Department of Family Medicine and 59. 
Polyclinics, King Faisal Specialist Hospital and Research Centre, June 16, 1996.

•Viral	Hepatitis:		When	and	How	to	Treat?	(Invited	talk.)

Invited lecture delivered to King Fahad Hospital, Jeddah during Outreach 60. 
Program visit, June 22, 1996.

•Viral	Hepatitis:		A	Global	Health	Problem.	(Invited	talk.)

Invited lecture delivered to Central Hospital, Dammam during Outreach Program 61. 
visit, February 22, 1997.

•Viral	Hepatitis.	(Invited	talk.)

Invited lecture delivered to King Fahad Hospital, Jeddah during Outreach 62. 
Program, 01 March 1997.

•Upper	Gastrointestinal	Bleeding.	(Invited	talk.)

American College of Physicians (ACP) International Conference in collaboration 63. 
with the Jordan Medical Association and the Islamic Medical Association of 
North America held in Philadelphia Hotel (Radisson SAS Hotel) Amman, Jordan 
July 26, 1997 to August 1., 1997. Invited as an international faculty and delivered 
guest lectures. 

•Viral	Hepatitis	A-G:	Global	Perspective.	(Meet	the	Professor	Session.)

•Liver	 Transplantation	 in	 Developing	 Countries.	 (Guest	 lecture.) 
 

Delivered an invited lecture during the Symposium on “Third Acute Care & 64. 
Respiratory Medicine” held at Armed Forces Hospital, Riyadh, 12-14 October 
1997.

•“Acute	Liver	Failure	and	Its	Management.”	(Invited	talk.)





Fifth Annual Meeting of the Saudi Gastroenterology Association, Al Khobar, 65. 
KSA, 19-20 November 1997.

•Rezeig	M,	Khuroo	MS.		Lamuvidine	for	the	treatment	of	recurrence	hepatitis	B	post	
liver transplant: preliminary results.. (Oral presentation.)  

•Rezeig	M,	Khuroo	MS.	 	Hepatitis	B	 immuno-globulin	 (HBIG)	 therapy	 in	patients			
transplanted for HBV related liver disease: long term follow up. (Oral presentation.)

•Khuroo	MS,	Rezeig	M.		Early	recognition	of	liver	disease	unique	to	pregnancy:	it	is	
time we take care of the mother. (Oral presentation.)

•Khuroo	MS,	 Suhaibani	H,	Rezeig	M,	Linjawi	T.	 	Budd-Chiari	 syndrome	 revisited:	
thanks to the interventionist. (Oral presentation.)

•Khuroo	MS,	Rezeig	M.		Helicobacter	pylori	and	MALT	lymphoma:		more	about	that	
unidentified curved bacilli.  (Oral presentation.) 

•Fashir	 B,	 Rezeig	M,	Khuroo	MS.	 	 Tuberculosis	 of	 pancreas	mimicking	 pancreatic	
carcinoma.  (Oral presentation.)

•Rezeig	M,	Khuroo	MS.		Fulminant	hepatic	failure	in	leukemic	patients:	L-Asparagnase	
induced macrovesicular steatosis. (Oral presentation.)

•Haq	A,	Rezeig	M,	Khuroo	MS,	Fashir	B.		Soluble	adhesion	molecules	in	viral	hepatitis:	
interferon treatment.  (Oral presentation.)

Delivered an invited lecture during the “Annual Meeting of the Saudi 66. 
Gastroenterology Association” held at Al-Khobar from 19-20 November 1997.

•“Viral	Hepatitis	E,	G	and	Many	More”	(Invited	talk.)

 1167. th World Congress of Gastroenterology, 6-13 September 1998, Vienna, Austria. 
Invited as an International faculty and delivered a Guest lecture during symposium 
“Advances in Upper Gastrointestinal Bleeding” and Chaired the symposium on 
“Hydatidosis”.)

•“Upper	 Gastrointestinal	 Bleeding	 -	 Medical	 Management”	 (Guest	 lecture	 during	
symposium on “Upper Gastrointestinal Bleeding”). This symposium was attended 
by over 7,000 delegates and set the standards for “PPI therapy in Peptic Ulcer 
Bleeding.”).

•Chaired	the	symposium	on	“Advances	 in	Management	of	Echinococcosis	(Hydatid	
Disease)” during the 11th World Congress of Gastroenterology, Vienna, Austria and 
delivered guest lecture on “Hepatic Hydatidosis - Percutaneous Drainage (PAIR 
technique) and Endoscopy Therapy”.





Invited to deliver the prestigious INSAL Roulene-Poulac Oration in the INSAL 68. 
meet of the 39th Annual Conference of the Indian Society of Gastroenterology, 
Pune, India 29th Oct to 2nd November 1998.

•“Liver	Transplantation	in	Developing	Countries”	(Guest	lecture.)

3969. th Annual Conference of the Indian Society of Gastroenterology, Pune, India 
29th Oct to 2nd Nov 1998. Invited as an invited speaker and delivered a guest lecture 
in the Continuing Medical Education of the

•“Human	Echinococcosis”	(Guest	lecture.)

Symposium on “New Challenges in Infectious Disease” held at KFSH & RC from 70. 
7-9 December 1998. Invited as an International faculty and delivered a guest 
lecture. 

•“Viral	Hepatitis	A	to	G	and	Beyond”	(Guest	lecture.)

Symposium on “Recent Advances on Liver Diseases and Transplantation” held at 71. 
National Guard Hospital, Riyadh, 21-23 April 1998.  Invited as an International 
faculty and delivered a Guest lecture.

•“Hepatitis	Viruses	-	An	Overview”	(Guest	lecture.)

Endoscopy Beyond 2000. Common Problems and Controversies in 72. 
Gastroenterology- An Evidence Based Consensus.  International Conference 
hosted by:  “Digestive Diseases Centre, Bhatia General Hospital, Mumbai, India” 
held at:  “The Taj Mahal Hotel Mumbai India.”

Annual Conference of the Indian Association for the Study of Liver &                         73. 
       Postgraduate Course of the Indian Association for the Study of the  
       Liver & European Association for the Study of the Liver, Goa, India,  
       March 23-25, 2001. Invited as an invited faculty and delivered guest 
       lectures. 

•Hepato-biliary	and	Pancreatic	Ascariasis.	(Guest	lecture.)

•Hydatid	Disease	(Guest	lecture.)

International Single Theme Course  along with Triple City Live ERCP-Laparoscopy 74. 
Workshop on Biliary-Pancreatic Disease: An Interdisciplinary Approach, hosted 
by: Digestive Diseases and Endoscopy Center,  Motiben Dalvi Hospital, Mumbai, 
India held at: “ The Taj Mahal Hotel Mumbai, India  on 22-24 June 2001. Invited 
as a National faculty and delivered a guest lecture. 

•Khuroo	MS.	Endotherapy	for	Hepatobiliary	Ascariasis.	(Guest	lecture.)
  





Medicine Update Symposium - Tabuk (24 & 25 April 2001). Invited as an 75. 
International faculuty and delivered Guest lecture.

•Dyspepsia,	Peptic	Ulcer	Disease	Update.	(Guest	lecture.)

International Conference on Advanced Medicine in Collaboration with the 76. 
American College of Medicine/American Society of Internal Medicine, Riyadh, 
KSA (23-26 April 2001). Invited as an International faculty and delivered a guest 
lecture.
 

•Dyspepsia	and	H.	Pylori.	(Guest	lecture.)

377. rd Annual Research Day – KFSH & RC, Riyadh, KSA (07 May 2001).

•Khuroo	MS,	Al	Asgar	H,	Al	Fadda	M,	Kagevi	I,	Qutub	M.		High	Rates	of	Antibiotic	
Resistance to First Line Agents May Explain Low Eradication Rate of Helicobacter 
Pylori to PPI-based Triple Therapy. (Award winning oral presentation.)

Gastro Forum Weekend Workshop in Gastroenterology – Jubail, KSA (10-11 May 78. 
2001). Invited as an International faculty and delivered a guest lecture.

•H.	Pylori	and	Acid	Peptic	Disease.	(Guest	lecture.)

7th Gastroenterology Association Meeting hosted by King Fahad National Guard 79. 
Hospital at National Guard Officer’s Club Riyadh on 30-31 October & 1 November 
2001 and invited as an International faculty and delivered guest lectures.

•Non-Viral	infections	of	the	Liver.	(Guest	Lecture.)

•Helicobacter	Pylori	Antibiotic	Resistance	Pattern	at	KFSH.	(Guest	lecture.)

•HIV	Cholangiopathy.	(Guest	lecture.)		

The International Endoscopy Workshop at King Khalid National Guard Hospital, 80. 
Jeddah on 7-9 Jan 2002. Invited as an International faculty and delivered guest 
lectures. 

•Endoscopic	Management	of	Parasitic	Diseases.	(Guest	Lecture.)

•Panelist	on	Endoscopic	Ultrasonography-	Diagnostic	and	Therapeutic	Value.	(Guest	
lecture.)

World Congress of Gastroenterology 2002 held at: Bangkok International Trade 81. 
and Exhibition Centre (BITEC) Bangkok, Thailand on Feb 24 to March 1, 2002. 
Invited as International faculty and delivered guest lecture. 

•Enterically	Transmitted	Hepatitis.	(Guest	lecture.)		





Dr. Khokhar (Professor 
of medicine King Edward 
Medical College Lahor) 
and Dr. M S Khuroo 
during conference in 
Pakistan

1982. th Annual Congress 2003 Lahore Pakistan 28TH Feb-2nd March 2003, Pakistan 
Society of Gastroenterology and Gi Endoscopy. Invited as International faculty 
and delivered guest lectures.

•Hepatitis	E	Virus.	(Guest	lecture.)

•Peptic	ulcer	bleeding.	(Guest	lecture.)

383. rd Medicine Update Symposium hosted by “The BDF Medical Services” in 
collaboration with   “Health Outreach and Business Affairs, Department of 
Medicine King Faisal Specialist  Hospital and Research Centre Riyadh” on 15th 
& 16th October 2003, at “The Diplomat  Radisson Hotel”  Kingdom of Bahrain. 
Invited as International faculty and delivered a guest lecture.

•“Helicobacter pylori”. (Guest lecture.)

784. th Biennial Congress of Asian Society of Hepato-Biliary-Pancreatic Surgery 
(ASHBPS) and 2nd Biennial Congress of Indian Section of International Hepato-
Pancreatic-Biliary Association   (IHPBA) Chennai India on 28th to 31st August 
2003.  Invited as National Faculty and delivered guest lectures. 

•Biliary	Parasites.	(Guest	lecture.)

•Biliary	Disease	after	Liver	Transplantation:	King	Faisal	Specialist	Hospital	&	Research	
Centre Experience. (Guest lecture.)

4485. th Annual Conference of Indian Society of Gastroenterology held at Chennai 
from 20th to 24th November, 2003. 

•Hepatitis	E	Virus	is	commonly	transmitted	through	blood	transfusions	in	an	Endemic	
area”. (Award winning oral presentation.)  

“Treatment with Proton Pump Inhibitors in Acute Nonvariceal Upper Gastrointestinal 
Bleeding: A Meta-Analysis.” (Oral presentation.) 





LANDMARKS IN RESEARCH
the untold stories!!

Viral hepati-
tis is a cause 
of consider-
able morbidity 
and mortality, 

both from acute and the 
chronic squeal. It is a global 
health problem and breaks 
all known human barriers 
in causing disease and suf-
fering. Globally over 850 
million are chronic carri-
ers of hepatitis B and C and 
account for over 2 million 
deaths per year. However, 
epidemics of jaundice had 
been a menace to humanity 
since antiquity. The first de-
scription of viral hepatitis 
is attributed to Hippocrates 
(460-375 BC), who de-
scribed the clinical features 
of epidemic jaundice. Large 
epidemics of jaundice have 
been feature of many mili-
tary campaigns and have 
been determining factor for 
defeat and victory of histori-
cal wars. Epidemic jaundice 
was thought to be catarrhal 
in origin. This concept was 
forwarded by Bamberger 
(1855) and supported by 
Virchow (1865). It was pos-
tulated that the initial lesion 
was gastro-duodenitis fol-
lowed by spread of catarrh 
to the epithelium of the bile 
ducts, thereby producing an 
obstructive jaundice. This 

concept was defeated by 
studies of Dible (1943), who 
performed needle biopsies 
of the liver on patients with 
epidemic jaundice and pro-
posed hepatocellular dam-
age or “hepatitis” as the un-
derlying cause of epidemic 
jaundice. The most impor-
tant human experiments in 
the history of viral hepatitis 
were that of Krugman et 
al who distinguished in-
fectious hepatitis from se-
rum hepatitis by the use of 
transmission studies at the 
Willow brook State School 
in New York, an institution 
for the mentally retarded, 
where viral hepatitis was an 
epidemic disease. This was 
a conclusive study which 
could not be repeated today. 
Blumberg et al (1965) made 
a breakthrough study when 
he published his classic pa-
per on Australia antigen. 
This subsequently led to the 
discovery of hepatitis B vi-
rus. Feinstone et al (1973) 
visualized hepatitis A virus 
particles by immune elec-
tron microscopy in stool 
extracts of patients with 
acute HAV infection. With 
the diagnostic test for HBV 
was available, post-transfu-
sion hepatitis B virus infec-
tion was quickly controlled. 
Two groups (Alter et al & 

Tabor et al) of investigators 
reported that 90 % of post-
transfusion hepatitis were 
not related to HAV & HBV. 
These were the first indica-
tion of an existence of an-
other human hepatitis vi-
rus. These two papers gave 
the concept of non-A, non-B 
hepatitis. It took a number 
of years before Choo et al 
identified hepatitis C vi-
rus from post-transfusion 
non-A, non-B hepatitis and 
developed serological test 
for its diagnosis. Hepatitis 
C virus is of major impor-
tance globally in causing 
chronic hepatitis, cirrhosis 
and hepato-cellular carci-
noma. While all these ma-
jor discoveries of hepatitis 
viruses were occurring, the 
status of epidemic jaundice 
which had introduced the 
subject of hepatitis to hu-
manity remained ignored. 
A number of epidemiologi-
cal shifts had occurred to 
the epidemic jaundice over 
the 100 years since it had 
been described. Epidemics 
had limited to regions of 
the developing world with 
low socio-economic status, 
bad sanitation and unsafe 
water supplies. Epidemics 
of jaundice in Indian sub-
continent were reported on 
regular intervals, involved 

Discovery of Hepatitis E Virus.





hundreds and thousands 
of people with considerable 
morbidity and mortality. In 
fact epidemic jaundice was 
a national health problem 
in India. An epidemic of 
jaundice which hit Delhi, 
the capital of India, in 1955-
56 caused estimated 29,300 
cases of jaundice. This epi-
demic was studied by In-
dian Council of Medical 
Research and reported as 
a classical hepatitis A dis-
ease. However, diagnostic 
tests for hepatitis A virus 
were not available and were 
not done on these sera to 
confirm or refute the diag-
nosis.

During this period, I 
was a DM trainee in Gas-
troenterology and Hepatol-
ogy at Postgraduate Insti-
tute of Medical Education 
and Research, Chandigarh, 
India from June 1976 to 
June 1978. During this peri-
od I was most impressed by 
some aspects of viral hepati-
tis in North India. Repeated 
epidemics of viral hepatitis 
were reported from number 
of regions, with high mor-
bidity and mortality. Ful-
minant hepatitis was seen 
in high percentage in third 
trimester pregnant women 
with high maternal and 
fetal mortality. Viral hepa-
titis in pregnant women in 
the West was not reported 
to have high incidence or 
severity. Data from the de-
veloping countries were 
seen with skepticism as bias 
could not be ruled out from 
hospital reported data. In 
fact till that time no well re-

ported field epidemiological 
study on epidemic hepatitis 
had been done.  Profes-
sor D.V. Datta with whom 
I was most impressed as a 
researcher during my DM 
training would call me to 
the Liver laboratory for a 
cup of strong coffee follow-
ing the morning meeting 
and ask me in his typical 
Punjabi style “ Sultan, why 
do wmen come with fulmi-
nant hepatitis and die.” He 
knew I did not know the 
answer but yet was eager to 
find out my response. With 
these thoughts about viral 
hepatitis and pregnancy 
in India deeply engrained 
in my mind, I returned to 
Kashmir to practice Gas-
troenterology as a consul-
tant in Internal Medicine 
at the Government Medical 
College Srinagar, Kashmir, 
India. In November, 1978, 
a large scale epidemic of 
jaundice was reported in 
over 200 villages in Dis-
trict Baramulla of Kashmir 
valley. A major panic was 
announced due to magni-
tude of disease involving 
young adults and deaths in 
pregnant women. An op-
portunity had come for me 
to define the data about 
epidemiology of epidemic 
jaundice and pregnancy in 
India. I moved out of clini-
cal duties and responsibili-
ties, visited the epidemic 
affected area in the next 2 
days, and approached the 
health services for man-
power support to do a door 
to door survey for new cases 
of jaundice. We were in the 

field for house to house 
study within two weeks of 
the first report of the epi-
demic. Sixteen affected vil-
lages with a population of 
over 16,000 were identified 
as the study area. Over the 
next 6 months each house 
was visited weekly and all 
members were examined 
for possible symptoms and 
signs of hepatitis. Blood 
samples were collected 
from the affected and ran-
domly selected non-affect-
ed persons for biochemical 
and virological studies. A 
research laboratory was 
established in the Medical 
College Campus to receive, 
process and store sera. In-
ternational support was 
sort to test sera for hepatitis 
A and hepatitis B virus in-
fections. Originally 35 sera 
were tested in Birmingham 
for HAV & HBV infection. 
Subsequently a large pool 
of sera was tested in Neth-
erlands, Japan and USA. 
Following these prelimi-
nary sera analysis, support 
from Netherlands in the 
form of kits was received 
and we performed hepatitis 
A and hepatitis B tests in 
our Medical College labora-
tory. Concurrent with the 
field study, Medical College 
hospital was used to further 
study admitted patients for 
clinical presentation and 
liver histology by perform-
ing percutaneous needle 
biopsies of non-fulminant 
cases and postmortem bi-
opsies of fatal fulminant 
cases. Results of epidemio-
logical data, virologic stud-





ies and histological find-
ings were available in May 
1979. Critical analyses of 
data were remarkable in 
the conclusions. The data 
were convincing that (i) the 
epidemic curve was highly 
compressed lasting for less 
than 6 weeks and was of 
common source type, (ii) 
the disease was caused by 
a hepatitis virus, (iii) the 
agent was spread through 
contaminated water, (iv) the 
agent was of non-A, non-B 
type, (v) epidemic involved 
young adults with sparing 
of children (vi) there was 
high incidence and sever-
ity of disease in pregnant 
women and (vii) liver his-
tology in a subgroup of pa-
tients revealed characteris-
tic histological findings. In 
fact the disease incidence 
and severity in latter preg-
nancy was so remarkable 
that we had difficulty in 
finding a third trimester 
pregnant women at the tail 
of the epidemic disease.  We 
estimated that the epidemic 
had involved 200 villages 
with a population of over 
600,000 and had caused 
icteric disease in 20,000 in-
dividuals with 600 deaths. 
These data were reported to 
national and international 
societies and published in 
American Journal of Medi-
cine in 2 original articles. 
The first article (Khuroo 
MS:  Study of an Epidemic 
of Non-A, Non-B Hepati-
tis:  possibility of another 
human hepatitis virus dis-
tinct from post-transfusion 
non-A, non-B type. Am J 

Med 1980; 68:818-24.) pos-
tulated the existence of an-
other human hepatitis virus 
of non-A, non-B type which 
was enterically- transmit-
ted, water-borne and dis-
tinct from post transfusion 
non-A, non-B type (latter 
identified as hepatitis C 
virus). The second article 
(Khuroo MS, Teli MR, Skid-
more S, Sofi MA, Khuroo 
MI:  Incidence and Severity 
of Viral Hepatitis in Preg-
nancy.  American Journal 
of Medicine 1981;70:252-5.) 
was exclusively dedicated 
to incidence and severity of 
disease in pregnant women 
as depicted from house to 
house field study. The data 
showed that this disease has 
extremely high incidence in 
all trimesters of pregnancy 
and extremely high mor-
tality in third trimester of 
pregnancy. This article for 
the first time confirmed 
earlier observations of high 
prevalence and mortality of 
viral hepatitis in pregnancy 
so impressively seen in the 
hospital rounds in India.   

The description of this 
epidemic  led to subsequent 
transmission (Balayan et al 
Intervirology 1983; 20:23-
31) and cloning (Reyes et al 
Science 1990; 247:1335-9) 
of Hepatitis E virus.   In 
fact, 13 years later, analysis 
of the sera collected dur-
ing this epidemic revealed 
HEV to be the cause of the 
epidemic (Skidmore et al J 
Med Virology 1992; 37:58-
66).  The original paper 
has been reproduced in 
the book “Classic Papers in 

Viral Hepatitis” edited by 
Christine A. Lee and How-
ard C. Thomas, Science 
Press ,1988, page184-190. 
On discovery of hepatitis 
viruses, Robert H. Purcell 
from NIH Bethesda MD 
wrote “Simultaneously with 
these studies, Mohammed 
Sultan Khuroo, another 
young gastroenterologist, 
was studying a water borne 
epidemic of hepatitis in the 
mountainous Kashmir re-
gion of North India. The 
hepatitis in Kashmir….Thus 
the fifth recognized human 
hepatitis was discovered 
and initially called epidem-
ic or enterically transmitted 
NANB hepatitis virus and 
subsequently designated 
HEV.”(Purcell H. The dis-
covery of hepatitis viruses. 
Gastroenterology 1993; 
104:955-63.) 

Kashmir was hit by a se-
ries of large scale epidemic 
over the next decade and 
the epidemiology of these 
epidemics was similar to 
that reported from the index 
epidemics. Overall 52,000 
icteric cases of viral hepati-
tis were recorded from these 
epidemics, with over 2000 
deaths. A number of stud-
ies were performed during 
these epidemics to unravel 
the enigmatic epidemiology 
of epidemic hepatitis E and 
these studies have found 
place in respectable journals. 
A number of studies were 
performed on sporadic hepa-
titis and fulminant hepatitis 
in Kashmir and major role of 
HEV in the etiology of these 
2 entities was highlighted.





Ascariasis is endemic 
in India and many 
developing countries; 
however, impact of this 
ubiquitous parasite on 
human health had never 
been quantified.  In fact, 
this human infection 
had been identified as 
benign without any 
major potential for 
disease.

Over the years 
(1982-1995), 
my colleagues 
and I got in-
terested in 

public health importance 
of this human infection.  In 
an endemic area in Kash-
mir, we identified that the 
commonest manifestation 
of this infection was due 
to peculiar but natural be-
havior of this large motile 
organism to explore human 
orifices, this time, papil-
lary orifice of the bile and 
pancreatic ducts.  In doing 
so, the hepato-biliary and 
pancreatic ducts are freely 
transversed.  The Ascarides 
make repeated visits into 
and out of the ducts till at 
some stage of the travel they 
die in the duct (death dance 
of the biliary demon).  Dur-
ing its repeated but limited 
exploration of papillary ori-
fice and advance into ducts, 

the person comes down with 
severe hepato-biliary or pan-
creatic disease, the nature of 
which is predictably defined 
by the numbers and place-
ment of the Ascarides in the 
ducts.  We have named this 
disease as Hepatobiliary 
and Pancreatic Ascariasis 
(HPA).   The dead Ascarides 
in the ducts forms a nidus 
to the formation of brown 
pigment stones, leading to 
the syndrome of Recurrent 
Pyogenic Cholangitis, a dis-
ease more often known in 
the Orient as Oriental Cho-
langiohepatitis.

HPA is a disease of great 
public health importance 
in endemic areas.  In Kash-
mir, one such area, HPA is 
as common as gall stones in 
causing biliary disease 
and every third patient 
with acute pancreati-
tis is caused by HPA.  
HPA is only second to 
bleeding peptic ulcer 
as a cause of emergen-
cy room visit.  More-
over, around 12.5% 
of all biliary lithiasis 
are caused by primary 
brown pigment stones, 
placed in hepatic ducts 
and are secondary to 
aftermath of repeated 
Ascaris invasion into 
ducts.

The data on epide-
miology, clinical pic-
ture, diagnostic tools, 
and management 

strategies including thera-
peutic endoscopic interven-
tions and of course mea-
sures have been collected in 
a series of carefully planned 
studies and formed a series 
of important publications 
(see references overleaf). In 
view of the frequent inter-
national travel and emigra-
tion of eastern population 
to the West, HPA can be fre-
quently encountered by the 
western physicians dealing 
with high risk population or 
those who have had recent 
travel to endemic zones. 
Our unique experience with 
HPA has been subject of two 
important review articles, 
which I am enclosing for 
your study.

Hepatobiliary & Biliary Ascariasis
All about that wormy world!!





Percutaneous Drainage for 
Hepatic Hydatid Cyst-

the so called PAIR technique!!

Hydatid dis-
ease has been 
endemic in 
Kashmir, In-
dia. However, 

my interest in hydatid dis-
ease was stimulated during 
my sabbatical (1987 to 1989) 
in Riyadh. During this pe-
riod I saw wide manifesta-
tions of hydatid disease and 
suffering of the patients with 
this disease. Drug treatment 
of hydatid disease had been 
introduced and was being 
used in Riyadh. However 
majority of the patients on 
the drug therapy had poor 
response.  I was convinced 
that drug therapy shall not 
replace definitive  surgical 
treatment. Percutaneous 
treatment of hydatid disease 
had never been attempted 
prior as rupture of hydatid 
cyst was reported with ana-
phylaxis and dissemination. 
So the dictum was “never to 
aspirate hydatid cyst –in-
advertently or advertently.” 
However nobody had as-
pirated hydatid cyst under 
controlled conditions and 
found what happens. I con-
tinued to think over this 
and pondered “why nobody 
has tried it.” After review-
ing the literature and dis-
cussing with my colleagues, 
I thought somebody has 
to “bell the cat.” We wrote 
the protocol and decided to 
treat the hydatid cyst and 

use hypertonic saline as 
the colloidal agent to ster-
ilize the cyst. Issue came 
up “what concentration of 
hypertonic saline to use 
and for how long.” We per-
formed in vitro study and 
treated live scolices with 
varying concentrations of 
hypertonic saline and for 
varying intervals. Finally 
we discovered that 20 per-
cent of saline for 20 minutes 
killed all the scolices and 
subsequently we used this in 
our protocol. When the first 
hydatid cyst was punctured, 
I distinctly remember the 
commotion in the labora-
tory. We prepared ourselves 
for anaphylaxis  by follow-
ing measures (i) anesthetist 
and ventilator available, (ii) 
adrenaline loaded syringe, 
and  (iii) large intravenous 
access. I kept my full palm 
on my chest and with the 
name of God, punctured (P) 
the cyst and  quickly  aspi-
rated (A) all the cyst fluid 
and installed (I) 20 percent 
hypertonic saline  into the 
cyst for 20 minutes and re-
aspirated (R) the fluid. The 
whole cyst cavity collapsed 
and patient stayed without 
any symptoms. That was 
how percutaneous drainage 
hydatid cyst or PAIR tech-
nique was borne. In the next 
few weeks we treated a num-
ber of hydatid cyst and did 
serial follow up ultrasound 

examination of these cysts. 
The cysts passed through 
a number of ultrasound 
appearances and finally 
disappeared around 6 to 9 
months follow up. We re-
ported experience with first 
22 patients and were most 
excited with response from 
international community.

Next step was to find 
out if addition of Albenda-
zole would supplement the 
results of percutaneous 
drainage. We performed a 
controlled study compar-
ing percutaneous drainage 
alone, percutaneous drain-
age with Albendazole and 
Albendazole alone to treat 
33 hydatid cysts and results 
were reported in Gastroen-
terology.  Conclusions were 
that addition of Albenda-
zole to percutaneous drain-
age was advantageous and 
should be used as the stan-
dard treatment protocol.

Next we performed a 
comparative study compar-
ing percutaneous drain-
age with surgery to treat 
50 hydatid cysts and this 
time reported results in 
New England Journal of 
Medicine. Results showed 
that percutaneous drainage 
was as good as surgery and 
even advantageous as hospi-
tal stay was less in patients 
treated by percutaneous 
drainage. 

A number of editorials 





in literature had criticized 
percutaneous drainage for 
fear of dissemination of 
hydatid into peritoneum 
at long term follow up.  To 
prove or disprove this, we 
made tremendous attempts 
to call all our patients who 
had percutaneous drainage 
performed in the last 7 years 
for a follow up ultrasound 

examinations and found the 
outcome of percutaneous 
drainage of hepatic hydatid 
cysts at long term period. 
The apprehension that per-
cutaneous drainage may 
lead to dissemination of Hy-
datidosis into peritoneum 
were proved wrong.  Most 
satisfying were the results 
of percutaneous drainage. 

Majority of cysts had disap-
peared or had solid/pseudo-
tumor appearance. Only 8 
patients needed additional 
endoscopic intervention to 
treat complications.  These 
results were communicated 
as a “letter to editor”  in 
New England Journal of 
Medicine. 





PPI Therapy in Peptic Ulcer Bleeding

My interest 
in peptic 
ulcer dis-
ease dates 
back to 

1969 to 1971 when I was 
training for my MD de-
gree in the Department of 
Medicine Srinagar, Kash-
mir, India. During this pe-
riod a number of articles 
were published from Bom-
bay, India about parietal 
cell mass of Indians. The 
results of these studies had 
shown that parietal cell 
mass of Indian population 
is less than those of west-
erners. The authors had 
used acid secretion fol-
lowing maximal doses of 
histamine to come to such 
conclusion. Around this 
time, Dr. Syed Zahoor Ah-
mad joined Medical Col-
lege Srinagar as professor 
and head of unit II of the 
department of medicine. 
Professor Zahoor joining 
made many striking ex-
pectations. Professor SZ 
Ahmad had been trained 
in Gastroenterology from 
reputed centers. I was a 
junior resident in unit II 
when he joined us as the 
Head of the unit. As soon 
as joined as MD candidate 
in the department of med-
icine I was allotted to Prof 
SZ Ahmad as PG student. 
Prof Zahoor suggested that 
I do studies on acid secre-
tion in Kashmiri’s to re-

produce data published by 
Bombay group. My thesis 
was on “Gastric acid secre-
tion in healthy individuals 
and patients with peptic ul-
cer disease.” So my knowl-
edge and interest in gastric 
acid. The thesis I did was 
of poor quality work as it 
was just reproduction of 
data already published. 
Following me, 4 more PG 
students in our unit repro-
duced data already pub-
lished and although all 
of these students got MD 
degree their efforts were 
share waste in research of 
any significance. The work 
done stayed unpublished 
or published in low rated 
journals. Another issue 
which interested in peptic 
ulcer bleeding was enor-
mous load of such patients 
we encountered in Medical 
College hospital. Majority 
of the patients were non-
variceal bleeds and mostly 
caused by peptic ulcers. 

Introduction of Hista-
mine 2 receptor antago-
nist, cimetidine, made 
tremendous change in the 
epidemiology of peptic 
ulcer disease. With newer 
H2 receptor antagonists 
and injectable forms of the 
drugs available, many at-
tempts were made to treat 
peptic ulcer bleeding with 
intravenous H2 receptor 
antagonists with negative 
results. Then came the era 

of proton pump inhibi-
tors which had marked 
potency to inhibit acid 
secretion and their advan-
tage in treating gastro-
esophageal ref lux disease 
and Zollinger Ellison’s 
syndrome were identified. 
However yet use of PPI in 
peptic ulcer bleeding re-
vealed negative results. I 
followed these publica-
tions with great interest 
during my practice in In-
ternal medicine and Gas-
troenterology. 

I knew that peptic ul-
cer bleeds because ulcer 
erodes an artery in its 
base and stops bleeding 
because the hole in the ar-
tery is plucked by a clot. 
The clot if dissolved by 
pepsin can open the arte-
rial hole again and patient 
can re-bleed. The pepsin 
works in an acid pH and 
its action can be neutral-
ized by making gastric pH 
such that peptic activity is 
stopped. What pH is need-
ed to make pepsin inactive 
and how can we reach this 
pH in the stomach in the 
first few days of peptic ul-
cer bleed. When I joined 
Sher-i-Kashmir Institute 
of Medical Sciences Srina-
gar, Kashmir I thought it is 
worth doing experiments 
to answer above questions. 
A gastric pH sensitive elec-
trode was available to re-
cord gastric 24 pH studies 





in this regard. We found 
by in vitro, studies that pH 
6 was needed to make pep-
tic activity negligible and 
inhibit the process of clot 
dissolution. Now the ques-
tion was how to reach a pH 
of 6 in the stomach for ex-
tended periods of time in 
the early days of gastroin-
testinal bleeding. Experi-
ments with H2 receptor 
antagonists on 5 volunteers 
revealed that such drugs 
even in large doses showed 
a highly f luctuating gas-
tric pH and would be in-
efficient for our purpose. 
Next we used omepra-
zole (a PPI) in 5 healthy 
volunteers and were ex-

cited to see that omepra-
zole when given in larger 
doses (40 mg twice daily) 
made stomach anacidic 
and quickly brought gas-
tric pH to 6 or above for 
prolonged periods. We 
confirmed these findings 
in another 5 patients who 
had gastrointestinal bleed-
ing.  We were desperate to 
look for parenteral PPI to 
do this study but this was 
not available in Indian 
market and so we decided 
to start the study with oral 
Omeprazole. Thus we were 
ready to do a controlled 
study to see clot stabiliz-
ing effect of PPI therapy 
in peptic ulcer bleeding.  

The results were most as-
tonishing. Omeprazole 40 
mg twice daily given per 
oral to patients with peptic 
ulcer bleeding and signs 
of recent hemorrhage re-
duced the demand on 
transfusions, diminished 
re-bleeds and reduced hos-
pital stay. The results were 
published in “New Eng-
land Journal of Medicine”. 
The journal carried an ed-
itorial about this article. 





My interest 
in Budd 
C h i a r i 
sy nd rome 
developed 

when I joined Post Gradu-
ate Institute of Medical 
Education & Research 
(PGI) Chandigarh India 
for my DM Gastroenterol-
ogy training. During the 
2 years of my stay at PGI 
I studied this syndrome 
in great detail. A number 
of reasons led me to this 
activity: (i) Budd Chiari 
syndrome was common in 
North India and frequent-
ly encountered in clinical 
practice at this Institute, 
(ii) Professor DV Datta 
who was heading Hepa-
tology department of PGI 
had deep interest in this 
entity and had made some 
significant contributions 
about this syndrome ear-
lier,  (iii) I developed close 
association with Professor 
DV Datta and this relation 
culminating in the study 
of this syndrome, (iv) He-
patology department had 
access to cardiac catheter-
ization lab on Tuesdays to 
do hepatic hemodynamic , 
hepatic blood f low studies 
and radiological studies 
on hepatic outf low tract, 
this was important as ul-
trasound and CT scans 
were not available at that 
period of time, (v) PGI 
was remarkable as autopsy 

rates were high and  near-
ly 100 percent for patients  
dying from liver disease  
Over the 2 year period 
I became deeply inter-
ested in studying any pa-
tient with suspected Budd 
Chiari syndrome and was 
favorite with the Boss to 
do hepatic hemodynamic 
studies whenever indi-
cated.  At the end of my 
stay in PGI I had person-
ally done hemodynamic 
studies of 35 patients with 
Budd Chiari syndrome. 
The commonest cause of 
Budd Chiari syndrome at 
this Institution was webs 
or membranes at the out-
f low tract mostly in the su-
pra-hepatic portion of in-
ferior vena cava or ostium 
of the hepatic veins. This 
entity had been described 
by Japanese investigators 
and also by Prof. DV Dat-
ta himself. However over 
this period I was fascinat-
ed by the clinical picture 
of many pregnant women 
who developed hepatic 
outf low tract obstruction 
either in the third trimes-
ter or soon after delivery 
Many of these women had 
hepatic hemodynamic, he-
patic blood f low studies 
and radiological studies 
of outf low tract  done by 
me and showed extensive 
block of the hepatic veins. 
Autopsies revealed mas-
sive hemorrhagic necrosis 

of the liver as a result of 
extensive thrombosis of 
hepatic veins. I reviewed 
the literature and discov-
ered that one of the origi-
nal patients described by 
Budd had developed dis-
ease following pregnancy. 
Latter this syndrome had 
never received any great 
attention and only 12 
isolated case reports had 
been published till then 
in the literature. I thought 
it is worth reporting the 
results. For this report 
I spent last 3 months of 
my stay at PGI compiling 
Budd Chiari syndrome 
register. I had to spend 
hours in the medical re-
cord room searching for 
files of such patients seen  
during the 16 years of the 
Institute life. In addition I 
went to pathology/ autopsy 
records. In all 105 patients 
of Budd Chiari syndrome 
were diagnosed at PGI in 
the last 16 years. 16 such 
patients had developed 
disease following preg-
nancy. In the paper sent 
and published in Ameri-
can Journal of Medicine, 
I reviewed all 105 cases 
and gave a critical analy-
sis of 16 patients who de-
veloped disease following 
pregnancy. This paper was 
written by me when I had 
moved out of PGI and was 
working in Kashmir, In-
dia. 

Budd Chiari Syndrome 
following Pregnancy





Epidemiology of Peptic Ulcer 
Disease in Kashmir, India

Peptic ulcer dis-
ease in India had 
been a matter of 
debate for long.  
Earlier epidemi-

ological data on peptic ul-
cer in India had dealt with 
hospital admission rates, 
barium meal examinations, 
mortality rates or autopsy 
surveys. Few studies had 
dealt with selected popu-
lation groups like railways 
workers. Such data collec-
tion had inherent problems 
of various kinds namely: 
(i) these did not represent 
reasonable sample of to-
tal ulcer group, (ii) these 
were biased as hospital-
ized patients were likely to 
include only patients with 
severe disease, (iii) these 
lacked overall ulcer load 
in general population, (iv) 
these used poor diagnostic 
tool which would under-
estimate the prevalence of 
disease.  Conclusions from 
such data were conflicting 
and no definite conclusions 
could be made on the epi-
demiology of peptic ulcer 
disease in India. The story 
in Kashmir was also in-
teresting.  It was a strong 
notion that peptic ulcer 
is commoner in Kashmir 
when compared to rest of 
the country. This was based 
on clinical experience of 
clinicians who practiced 
in Kashmir.  Under these 

circumstances I wished for 
long to do a study which 
would give us the actual 
prevalence of peptic ulcer 
disease in Kashmir. I knew 
the job was difficult and 
needed lot of inputs from 
manpower, population, di-
agnostic tools and proper 
sampling and statistics. 
Such conditions were im-
possible to meet when I was 
working in Medical School 
Srinagar. However when I 
joined Sher-i-Kashmir In-
stitute of Medical Sciences, 
I thought conditions may 
be appropriate. I had a large 
technical staff team with 
me, there were plenty of 
endoscopic equipment and 
my team was very enthusi-
astic. It took me long time 
to find out how to plan this 
study. We came to conclu-
sion that following things 
have to fulfill to do this 
study namely: (i) should 
have an adequate sample 
of the general population, 
(ii) should use endoscopy 
as the primary tool to di-
agnose peptic ulcer, (iii) 
should use correct statisti-
cal methods to find point 
prevalence and life time 
prevalence of peptic ulcer 
disease.  Such a study had 
never been done in litera-
ture. We felt it was not easy 
but we were determined to 
do it first time in history. 
First was to get a census 

of Srinagar Kashmir and 
plan an area for the study. 
We selected Division B of 
the Srinagar, which had 22 
zones, with 51 areas. We  
randomly selected 12 areas 
for the study with an adult 
population of 2763  A house 
to house survey was done 
in all these areas and data 
entry regarding each and 
every adult was done. We 
planned to endoscope all 
symptomatic patients and 
a randomly selected group 
of healthy controls. 193 of 
the 239 symptomatic sub-
jects were endoscoped. We 
also endoscoped 177 sub-
jects with no ulcer symp-
toms. I used a formula for 
finding point and life time 
prevalence of peptic ul-
cer disease. The data were 
ready and we reported it to 
British journal Gut. Thus 
this report for the first 
time found prevalence of 
peptic ulcer in India and 
for this had used endosco-
py to diagnose peptic ulcer 
and took a correct sample 
of the general population. 
Professor Tovey from Lon-
don wrote to Gut about this 
paper “We congratulate 
Professor M S Khuroo on 
their excellent paper con-
cerning the prevalence of 
peptic ulcer in Srinagar.” 
A study of this nature has 
not been reproduced in the 
literature uptill now.





Epidemiology of Gall Stones 
in Kashmir, India.

My inter-
est in the 
e p i d e m i -
ology of 
Gall stones 

developed subsequent to 
our studies on the biliary 
manifestations of Ascari-
asis. We were astonished to 
discover that 50 percent of 
biliary colic’s in Kashmir 
were not related to Gall 
stones but invasion of As-
carides into the bile ducts. 
We wondered and wanted 
answer to two questions 
namely: (i) do healthy gen-
eral population without 
biliary symptoms carry As-
carides in the bile ducts or 
is biliary invasion always 
symptomatic, this could 
only be found by study-
ing general population, (ii) 
what is the impact of he-
patobiliary and pancreatic 
ascariasis on the Gall stone 
disease. For findings an-
swers to these questions we 
needed to do field studies 
on general population. To 
do this we needed a non-
invasive test for diagnosis 
of gall stones and biliary 
ascariasis. Earlier we were 
diagnosing biliary ascari-
asis by endoscopy (ERCP); 
however, it was impractical 
to use this tool for survey 
of gall stones or biliary as-

cariasis. We waited for the 
Institute to buy an ultra-
sound machine and wanted 
to learn sonographies as 
none of us had earlier been 
trained on ultrasound. I 
went to Bombay to a friend 
(radiologist) of mine and 
had preliminary train-
ing on sonography. On 
return we developed the 
procedure very fast in our 
laboratory. We wanted to 
diagnose biliary ascariasis 
by ultrasound examination 
and tried repeatedly to find 
out how worms would look 
at ultrasound but could 
not succeed. We collected 
worms in water bags after 
deworming patients and 
used ultrasound in vitro to 
get first hand information 
on worm appearances. For 
some reasons we did not 
succeed. Finally I called my 
friend (radiologist) from 
Bombay to visit Kashmir 
along with his wife and 
stay in Valley on my own 
expenses. While the couple 
enjoyed their stay in Kash-
mir and visit Pahalgam, 
Gulmarg and famous Mu-
ghal gardens, we took his 
help to do ultrasounds of 
few patients with biliary 
ascariasis. He identified the 
worm appearances for us in 
the bile ducts and also saw 

the worm movements in 
the bile ducts. Our job was 
done. In the next 6 months 
we did a controlled study 
on 160 patients. In all these 
patients we performed an 
ultrasound examination 
and within next few min-
utes did an ERCP. 28of 
these patients had biliary 
ascariasis on ERCP and we 
could identify worms in the 
ducts with high accuracy. 
Once we were satisfied that 
we can diagnose bilairy as-
cariasis by ultrasound we 
envisaged a field study to 
answer our questions. We 
did have considerable expe-
rience with the field stud-
ies done for peptic ulcer 
disease. We defined a sam-
ple population group and 
called all adults for sonog-
raphies to the Institute for 
sonographies. 1104 of the 
1695 responded to our re-
quest to do the ultrasound 
examination. We answered 
both of questions by the 
data accumulated from this 
survey and reported results 
to Gut. This was one of the 
few studies of this nature 
to find prevalence of bil-
iary tract disease in general 
population. Earlier a large 
Italian study was done of 
this nature and published 
in the literature.





One of most 
striking fea-
tures of medi-
cal practice 
in Kashmir 

has been the occurrence of 
cancer of esophagus and 
stomach. The impact of this 
disease has been known for 
some time; however, as ex-
pected there were no data 
published to find out ex-
act load of this disease in 
the community. What was 
known is that esophageal 
and gastric cancer consti-
tute number 1 and num-
ber 2 cancers out of all the 
body cancers seen in the 
hospital practice?  Esopha-
geal and gastric cancers are 
seen in middle aged men 
and women. As most of the 
cancers are seen at late stag-
es these disorders had ex-
tremely high mortality and 
left many families broken 
and shattered.  Thus it was 
essential that we got inter-
ested in the overall problem 
of these 2 cancers. Once I 
joined Sher-i-Kashmir In-
stitute of Medical Sciences, 
Srinagar this issue was of 
prime importance in our 
mind. Thus in early nineties 
we formed a group to inves-
tigate a number of issues re-
lated to esophageal and gas-
tric cancer in Kashmir. The 
group comprised of Gastro-
enterology & pathology of 
the Institute and supported 
by university of Kashmir 
and International group of 

Cancer at Lyon.  This group 
made some remarkable ob-
servations on esophageal 
cancer in Kashmir. To start 
with we defined the actual 
load of esophageal and gas-
tric cancer in the valley. We 
found that Kashmir was a 
part of esophageal cancer 
belt extending from North 
Iran along Caspian Sea to 
China Xingjian province. 
Incidence of esophageal 
cancer was 4 times more 
than that seen in Bombay 
and Bangalore. Subsequent 
to this publication in Gut, 
the group went forwards 
to make some very impor-
tant observations on nitro-
samine contents of various 
food items. We also found 
in a case control study that 

intake of large amounts of 
Kashmir saltish tea was a 
strong predictor for esoph-
ageal cancer. Further 2 
new carcinogens in large 
amounts were extracted 
from decoctions of the 
salt tea. The findings were 
of major importance and 
needed intervention stud-
ies for possible community 
wise prevention measures. 
Unfortunately at this time 
the political situation be-
came so bad that it was im-
possible to continue these 
studies. Anytime Kashmir 
is politically stable to do 
such research protocols, I 
would feel this is needed to 
be done. I eagerly am wait-
ing for such an opportunity.

Epidemiology of Esophageal & Gastric Cancer 
in Kashmir, India





The work on 
S p h i n c t e r 
of Oddi and 
sphincter of 
Oddi manom-

etry started when I joined 
Sher-i-Kashmir Institute of 
Medical Sciences Srinagar, 
Kashmir in 1982. We start-
ed doing ERCP in 1983 
and quickly mastered the 
procedure. Besides ERCP 
laboratory we set up a good 
manometry laboratory for 
24 pH studies and esopha-
geal manometry. With all 
this stage was set to start 
doing bile duct manom-
etry. We started with single 
lumen manometry catheter 
and did a thorough review 
of the procedure and wrote 
the procedure protocol. To 
do sphincter of Oddi ma-
nometry was not easy but 
with efforts I learned to get 
a good Sphincter of Oddi 
manometry tracing and 
do the manual calculation 
of the pressures and wave 
pattern. Quickly the pro-
cedure was mastered by me 
and we spend considerable 
time and effort to under-
stand sphinteric mecha-
nism and effect of drugs 
on the sphincter of Oddi 
pressures. We identified 
the group of patients who 
had pain following chole-
cystectomy and defined 

abnormalities of Sphincter 
of Oddi pressure in this 
disorder. While studying 
effect of various drugs on 
the sphincter we identified 
that Nifedipine, a calcium 
channel blocker, causes 
significant reduction in 
the pressure profile of the 
sphincter of Oddi. Thus 
we concentrated on this for 
next 4 years to define role 
of this drug in patients with 
sphincter of Oddi. Once 
results were available we 
send the publication to few 
North American journals 
but failed to get approval 
from the editorial board to 
publish these studies. It was 
frustrating as the data were 
exciting and study well 
conducted and results were 
of major clinical impor-
tance. Finally we learned 

that this paper was every 
time reviewed by a group 
of investigators who were 
holding the whole research 
monopoly on sphincter 
of Oddi. manometry We 
then send the paper to a 
British journal and results 
were quickly published. Al-
though this paper has ma-
jor importance in clinical 
practice it never got it’s due 
in view of the low rank-
ing. of the journal. Thus a 
significant part of time at 
Sher-i-Kashmir Institute of 
Medical Sciences Srinagar, 
Kashmir was spend in do-
ing studies on the sphinc-
ter of Oddi manometry but 
we failed to attract inter-
national attention to such 
studies due to lack of find-
ing a good journal to pub-
lish these data.

Calcium Channel Blockers in 
Sphincter of Oddi Dysfunction.





Portal Biliopathy
the biliary disease in extrahepatic portal hypertension.

The entity of Por-
tal Biliopathy 
was not known 
to literature pri-
or to our search 

for this. At Sher-i-Kashmir 
Institute of Medical Sci-
ences, the commonest cause 
of portal hypertension was 
extrahepatic portal hyper-
tension. This is contrast to 
data from rest of the coun-
try where non-cirrhotic 
portal hypertension was 
the leading cause of portal 
hypertension. Interestingly 
this entity of non-cirrhotic 
portal hypertension so well 
known to physicians work-
ing in North India was 
non-existent in Kashmir.  
Because of this a number of 
our research protocol espe-
cially theses projects were 
related to Extrahepatic por-
tal hypertension. However 

our encounter with relation 
between biliary disease and 
extrahepatic portal hyper-
tension was accidental I dis-
tinctly remember of a young 
lady with gall stones who 
was sent to surgical depart-
ment for cholecystectomy. 
This girl in addition had 
splenomegaly which was 
not taken seriously in the 
preoperative assessment. At 
laparotomy she had extra-
hepatic portal hypertension 
due to thrombosis of portal 
vein and in addition had bile 
duct stricture. It was impos-
sible to dissect bile duct and 
she bled to death during 
surgery because of bleed-
ing from huge collaterals. 
We pondered why bile duct 
stricture and portal vein 
thrombosis? In the next 6 
months we started doing 
ERCP’s in all our patients 

with extrahepatic portal 
hypertension and were as-
tonished to find that nearly 
all these patients had bile 
duct stricture. We postulat-
ed that such biliary disease 
is multifactorial in origin 
in such patients namely (i) 
ischemia of the bile ducts as 
a result of coexistent throm-
bosis of the vessels supplies 
bile ducts, (ii)pressure effect 
and kinking  of portal cav-
ernoma mass on the main 
bile duct, (iii) development 
of collaterals/varices in and 
around bile ducts. The data 
were sent for publication to 
Hepatology and published 
without much difficulty.  
Following this report a 
number of reports have ad-
dressed this entity in the 
literature.





Recurrent Pyogenic Cholangitis
the death dance of the biliary demon!!

Recurrent Pyogenic 
Cholangitis is so well 
known to physicians 

from South East Asia and 
is commonly known as Ori-
ental Cholangiohepatitis.  
A number of well written 
reports were available from 
Investigators from Hong 
Kong  about this entity. This 
entity had never been rec-
ognized in Kashmir.  We 
encountered this entity in 
our clinical practice as soon 
as we started doing ERCP’s. 
We started doing ERCP’s in 
1983 and soon recognized 
some patients with biliary 
disease with peculiar cho-
langiographic findings. To 

start with it was confusing, 
however, on reviewing the 
literature these findings were 
characteristic of Recurrent 
Pyogenic Cholangitis. Over 
the next few years we accu-
mulated data on 263 patients 
of this entity. We felt that this 
entity was one of the most 
difficult entities to manage 
and were very frustrated 
with outcome of some of the 
patients. Because of this we 
set up a continuous study on 
this entity and made some 
significant contributions to-
wards the pathogenesis and 
treatment of this entity. We 
came to the conclusions that 
Recurrent Pyogenic Cholan-

gitis is an aftermath of bil-
iary invasion by Ascarides 
and carrying along with 
significant infected material 
in to the biliary tree. Many 
times the worms lose their 
way in the ducts and die and 
form nidus for biliary cal-
culi. In addition we found 
that sphincter of Oddi mo-
tility disorder is common 
in such patients possibly as 
a result of repeated invasion 
and irritation by Ascarides. 
Once the data on sphincter 
of Oddi abnormality were 
available we reported these 
results to Hepatology and 
found a easy “yes” to this 
publication. 

Dr. Ayman (Consultant Hepatologist at KFSH Riyadh) and Dr. M.S. Khuroo dur-
ing an International Conference on liver transplant.





When the Delhi-Sri-
nagar bound flight 
landed at Srinagar 

airport on March 6th 2005 
at 12.25 PM, I had finished 
my 10 years of “forced” exile 
and completed “my journey 
back to Kashmir”. While on 
the flight several thoughts 
passed my mind. Once the 
plane approached the Val-
ley, I had a gorgeous view 
of the snow covered Hima-
layas. In few movements I 
saw a thick layer of gloomy 
clouds over the Valley and 
I felt that these were placed 
there to block all the “in- 
and out-lets” to the region. 
Once plane sheared through 
the clouds I had a glimpse of 
the villages bordering the 
snow covered mountains 
and the plight of the people 
of this region from a recent 
mini-tsunami like tragedy 
went through my mind. I 

pondered in my mind why 
this tragedy should happen 
to us? A recent well debated 
program on the BBC depict-
ed the enormous destruction 
of the Aceh district of the Is-
land of Sumatra, Indonesia 
and in that all the mosques 
were completely intact, un-
touched and not damaged 
by the tsunami. The head 
clergy of the region an-
nounced that tsunami had 
come to punish the “Believ-
ers” for their sins and God 
has maintained his places of 
worship. This program was 
underplayed by the western 
media; however all of us 
who viewed this show loud-
ly versed “Allah-o- Akbar” 
for we were appreciating 
the presence and will of the 
Almighty. While viewing 
the villages which had been 
affected by the recent snow 
fall in Kashmir, I remem-

bered and repeatedly prayed 
to God to pardon us for our 
sins, show us the righteous 
path and rid this land from 
the natural calamities of 
disease, epidemics, disaster, 
poverty and economic back-
wardness.

Last ten years has been 
a transformation in my ca-
reer. Throughout my early 
career days, I had held a 
strong belief that I shall stay 
with this society and among 
my people. That is why I 
returned to Kashmir after 
educating myself outside 
the State and outside India. 
I surrendered many oppor-
tunities of working outside 
the State and India during 
my early career and after-
wards when I was trained. 
I followed this in my career 
firmly because of 2 reasons 
namely my internal zest to 
work in my society and a 
promise to my father that I 
shall work for my people. In 
late 1994 conditions in my 
life made fast changes and 
it was extremely difficult for 
me and my family to cope up 
with the situation. I remem-
ber the day when my father 
walked in to my house in 
the most security bound 
zone of the Valley and ap-
preciating the conditions he 
said “Son, Now I advice you 
to move out of the Valley”.  I 
knew I was ready for the ac-
tion which I had held back 
for several years. That night 

MY JOURNEY BACK TO KASHMIR. 
From Caprice to classic!





I called a friend (a former 
student of mine) and gave 
him for a go ahead for which 
he was advising me for long 
time. He did not believe and 
wanted to know whether I 
am OK. When I confirmed 
that I was awake and in my-
self he dropped the phone. 
Within one week a cou-
rier was delivered to my 
home address when I was at 
work and the envelope was 
opened by my family and 
when I returned from work 
I disclosed my intentions.  
With this I along with my 
family reached King Faisal 
Specialist Hospital & Re-
search Centre Riyadh Saudi 
Arabia on 16th of Ramadan, 
1415, corresponding to 15th 
February 1995. We knew the 
place on earlier occasions 
but had never thought to be 
there for permanent. So that 
day the place for us looked 
different. For several weeks 
and months to come we ap-
preciated how much tired, 
exhausted and frightened we 
had been. However, we were 
humbled by the love, affec-
tion and respect given to us 
by the system and slowly we 
accommodated ourselves in 
the new environment. We 
had a plan to make this trip 
as short as possible but the 
bonds with the system be-
came so intense that it took 
a decade and a lot of cour-
age on my part to disengage 
myself form it and even af-
ter that many of my friends 
were  not sure whether I did 
the right move.

I was to work in dual po-
sitions at King Faisal Faisal 

Hospital & Research Cen-
tre, one with a large Ameri-
can team of physicians and 
surgeons to establish a liver 
transplant unit in the King-
dom and second as a consul-
tant to the Gastroenterology, 
Department of Medicine.  I 
could have easily turned 
down one of the offers but 
thought to experience both 
in the new system. I had 
been in this hospital 2 years 
back for an invited locum 
job for 3 months and at 
that time I have contributed 
my bit in drafting the liver 
transplant unit document 
and had joined the Western 
team in many interdepart-
mental meeting. When af-
ter 3 months of that locum 
job I had to come back to 
Kashmir, I was advised by 
head of the American team 
against it, the advice which I 
brushed away silently. My in-
volvement in dual positions 
created many new issues in 
my career. The jobs were de-
manding, had to performed 
with IPPRs (Internal Policy 
Procedures Regulations) as 
per North American guide-
lines and with a strict excel-
lent internal and external 
quality control. To make the 
situation even more intense, 
Head of Gastroenterology 
(Dr Jean Cronstedt, a senior 
respected Swedish Gastro-
enterologist) told me and 
wrote to Administration 
that he was to step down 
and recommend me for this 
position of Head Gastroen-
terology. I resisted but his 
comment “I shall feel proud 
to have Prof. Khuroo head-

ing the team” left no option 
for me.  In next few months 
I was in the driver’s seat as 
Head of Gastroenterology 
at the most prestigious api-
cal institution of the world, 
a position which I held for 
nearly a decade. 

What was next to come 
was a transformation in 
my life, family and the way 
I practiced medicine. At 
home I was used to work for 
nearly 18 hours per day, was 
available to system all days 
at any time, and had no days 
off, had to train many post-
graduate students and few 
PhD students. Some of my 
students writing their thesis 
or analyzing the data had 
become my family mem-
bers and lived in my draw-
ing room by the side of per-
sonal computer of mine and 
continued to do so till they 
finished the thesis or wrote 
manuscripts out of it. Also 
while performing advanced 
endoscopies and procedures 
I used to wait for hours for 
my assistants to pick up the 
art from me and I never had 
given them the feeling of my 
frustrations while they were 
practicing that art. For all 
the years for work at home 
I personally had visited, in-
terviewed, examined and 
spoken to all my patients 
admitted under my service 
or referred to my service on 
a daily basis (irrespective of 
conditions) and I followed 
their concern in the outpa-
tients after they were dis-
charged from the hospital. 
At no time I told a patient 
that you don’t need to follow 





the system.  I saw my family 
and children infrequently 
and had never ever thought 
intensely about career of my 
children. Pay was meager 
and I had to borrow from my 
father to maintain the home 
services. With all this life 
was busy, interesting, pro-
ductive and rewarding. At 
no time I complained about 
any inadequacies in the sys-
tem. During the last 2 years 
I had taken as Director of 
Sher-i-Kashmir Institute of 
Medical Sciences Srinagar, 
I was in the driver’s seat to 
revitalize the system which 
had been crumbled by our 
own actions (how sad!!). I 
had spent days and nights 
to bring some semblance to 
the Institution.   

Coming out of this 
back home, the work at the 
new place at King Faisal 
Specialist Hospital & Re-
search Centre Riyadh was 
orderly, regulated and re-
spectful. The work was 5 
days per week with 2 days 
off (a forced vacation for 
me).  Each day was divided 
in to few sessions of work 
with enough breaks in the 
middle. First time I realized 
that I had time to take lunch 
either by a visit to my home 
to join family lunch or to 
visit the cafeteria and have 
5 star subsided lunch for 30 
Saudi riyals. There was no-
body in my house after 6PM 
and I joined my family for a 
smooth and orderly dinner. 
In fact during the ten years 
of my stay in Riyadh at no 
time did we have a visitor to 
our home without prior in-

formation and there was no 
question of patient, patient’s 
relative or any colleague 
visiting my house. It was 
different than my house in 
Kashmir which was free for 
all even up to my bed room 
and those who visited (pa-
tients, patient’s relatives and 
others) felt their right to do 
so.  At King Faisal Hospital, 
I was to plan my vacations 
for the next year so that my 
clinics would be blocked for 
that period, a thing which I 
had never appreciated in the 
past. Eligibility department 
send me medical reports 
of patients to see whether I 
need to see them or they can 
go to another hospital. I had 
to define how many patients 
I should see in my clinic. 
After each clinic I was asked 
whether I need to discharge 
any patient from the system 
for another hospital or ser-
vice to follow. For patients 
admitted under me I was 
supposed to take only 2 ward 
rounds per week (by hospi-
tal policy consultant should 
see patients admitted under 
him two times per week) 
and speak to patients and 
family. Sick patients, need-
ing continuous care were 
quickly admitted under in-
tensive care unit to be cared 
by intensivists trained for 
the job. On endoscopy day I 
did few procedures and for 
this also nurses had done all 
the ground work and after 
the procedure nurses dealt 
with the patient and his 
family for future follow up. 

While these things were 
so, I quickly discovered that 

patient satisfaction with the 
system and the physicians 
was far more than we pro-
vided at home and image of 
the Institution was extreme-
ly high in public and the 
society. I asked myself why 
so? How come we the physi-
cians in Kashmir put in so 
much yet cannot satisfy pa-
tients, public and society. I 
found a huge big gap in the 
system of our health care 
delivery system in India and 
particularly so in Kashmir 
which was being filled by 
the hard work of physicians 
and for which we are not 
meant for, not trained and 
because of which our basic 
job comes under tremen-
dous pressure. The health 
care delivery system in King 
Faisal Specialist Hospital 
& Research Centre Riyadh 
was built on North Ameri-
can System with intense 
respect for local social and 
religious values and beliefs. 
I found that a huge amount 
of hard work had been done 
to make this system fool 
proof and was continuously 
being monitored for effi-
cacy and any errors. In fact 
there were multiple checks 
at each place to identify and 
correct errors. An orderly 
redressal system was there 
to complaints raised by the 
patient’s and his relatives 
(no newspaper complaints). 
An efficient social work de-
partment put in extremely 
hard labour to identify the 
needs of the patients and 
fulfill these. These included 
reservations, accommoda-
tion for the family, mon-





etary support, and support 
to patients who were termi-
nally sick to satisfy religious 
needs of the family and so 
on. Social workers educat-
ed patients about “Patients 
Bill of Rights” during their 
first visit and on ongoing 
basis and patient expected 
that they shall be treated 
with dignity and respect as 
the system had repeatedly 
said “Patient First”. An ex-
tremely efficient, dedicated 
and well trained staff pro-
vided continuous care to 
patients and took care of 
all the minor complaints 
of patients by medication 
approved by physicians on 
phone and informed the 
patient and his family con-
tinuously about their health 
status after discussion with 
the physicians. They and 
social workers organized 
meeting between patient’s 
family and physicians for 
any questions which were 
raised by the family and we 
informed the family of how 
much we knew or did not 
know about their beloved 
one. Staff looked after per-
sonal needs of patients in-
cluding food requirement, 
medication, taking patients 
to toilets, cleaning the pa-
tients, transporting them by 
wheelchairs etc to labora-
tory and staying with them 
to allay their apprehensions 
and anxieties. There was no 
need for attendants and if 
somebody wanted to stay 
with the family because of 
the cultural background 
it was organized with re-
spect and dignity. Staff was 

trained as they should be 
to identify emergency situ-
ations of their patients and 
take steps do first line man-
agement and inform the 
physicians. I felt over 90% of 
work which I and my physi-
cians did at home was done 
by the system of dedicated 
staff and social workers. 
In addition the place was 
clean, floors were continu-
ously cleaned to maintain 
meticulousness, toilets nev-
er smelled and air was never 
to smell except for fresh air. 
Hospital supplies were there 
always and we never had to 
bother ourselves for these as 
the system took care of these 
in advance and on continu-
ous basis. Any new drug or 
laboratory test I needed for 
the patient’s well being was 
quickly addressed to and I 
never needed to break my 
head to make this available 
for my patient. Any hospital 
employee deviating from 
his duties was booked by 
an incident report and this 
report by his senior was re-
viewed and assessed by an 
inbuilt system. There were 
no strikes and no breaks 
because of any situations. 
In fact we prepared the 
system for any eventuali-
ties in sight like accidents, 
wars, etc.  No body how big 
or small he may be in posi-
tion could deviate from the 
IPPRs built by the system 
for running the hospital. 
Suddenly I found that we at 
home can only improve our 
patient care by building a 
strong system of IPPRs and 
unfortunately none of our 

hospital has even the slight-
est idea of this important 
phenomenon in our health 
delivery system.

During my ten years of 
work in this system, I en-
joyed working and at the 
same time changed my 
concepts in health deliv-
ery system. However, few 
things always left me dis-
turbed. The most important 
was that once I treated one 
Saudi patient with whatever 
expertise I had, I felt that 
several patients at home 
were devoid of this because 
of my physical placement. 
Also I was aware that the 
tertiary care system which 
I had nurtured for so long 
could not be maintained for 
whatever reasons.  This un-
ease left me to visit Kashmir 
many times and sometimes 
even at short breaks and I 
wanted to study the changes 
which had happened locally 
over the past few years. I 
took pains to study it, made 
it widely known to public, 
administration and pub-
lished it through media and 
journals. I titled first report 
as “Healthcare in J&K at 
Cross Roads”. Subsequently 
I made a detailed report 
after consulting many In-
ternational experts which 
defined the guidelines for 
improvement in our health 
care system and tilted it 
“Healthcare in J&K: A 
model for the Millennium”. 
I shall make no more com-
ments on these because 
these are a part of record. 
Every time I visited the val-
ley, health care givers, pub-





lic and media felt that I have 
come back to join the system 
again. When I took a flight 
back to Riyadh, some were 
dismayed, some disturbed, 
some angry and some hap-
py. I received letters, phone 
calls, law suites and e-mails 
from friends, public and an-
gry patients. For this I want 
to make a statement public. 
Throughout my stay in Ri-
yadh I made myself available 
to this health care system 
for any job where I could 
contribute in the system. 
This I did in writing and in 
clear language and once the 
system of administration 
changed I renewed my avail-
ability by a fresh document. 
This I thought was the least 
I could do to respect wishes 
of those who wanted me 
back and were eager for me 
to return. Finally in 2004 I 
felt it was time to go back 
home and I made it known 
to administration at King 
Faisal Specialist Hospital & 
Research Centre. Appreci-
ating this they took several 
steps for me to change my 
mind. It included personal 
sessions with the adminis-
tration, reducing my work 
load and letting me to take 
over medical hepatology of 
the transplant unit, extend-
ing my contract for 2 years 
at a stretch rather than one 
year, waiving off my retire-
ment age limit and opening 
many benefits for me not 
in the contractual obliga-
tions of the system. I was 
humbled by these and felt 
obliged to stay back and 
another 6 months passed. 

Finally, I had to hold my 
heart in hand and send a fi-
nal letter of my clear inten-
tions. Many of my friends 
who thought I had been 
only threatening them of 
my intentions were shocked 
and told me that I need an-
other consideration for my 
decisions. On the Farewell 
“(Ma-Sallamah)” occasion 
I was presented a memento 
which read “Award of ap-
preciation presented to Mo-
hammad S. Khuroo, MD for 
a 10-years of outstanding di-
vision, integrity, hard work, 
and loyalty extended to his 
patients, colleagues, stu-
dents and staff of the King 
Faisal Specialist Hospital 
& Research Centre Riyadh, 
Kingdom of Saudi Arabia”.  
On Feb 2, 2005, I found my-
self in a Saudi flight bound 
for Chennai, India and then 
to Delhi and finally to Kash-
mir. 

 During my short stay 
in Delhi, I was humbled by 
the changes in the system 

which had happened in last 
10 years. On the face of it 
everything looked same as 
in India should look namely 
poor roads, poverty, poor 
methods of communication 
and so on. But the system 
was efficient, professional 
and on the move. A quick 
comment on the health care 
system, it had advanced and 
could be compared with 
many developed countries, 
of course, with the limita-
tions which any developing 
country has. I am sure it 
shall catch the West in near 
future. While appreciat-
ing all this I made another 
prayer that we, in Kashmir, 
should move in the direc-
tion of peace and prosper-
ity and have a society free 
of corruption and nepotism 
and of course, have a health 
delivery system which ful-
fills the expectations and 
needs of a common man-
Ameen.  
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