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MESSAGE

Importance of Obstetrics and Gynaecology is deemed very crucial
in today's medical scenario. We all know that the healthy future of society
depends on the health of the children of today and their mothers, who are the
guardians of that future. A child cannot stay healthy and happy in the absence
of a healthy and happy mother. A child's health and well-being depend upon
the mother's health up to a great extent. Therefore, prenatal & postpartum
maternal health is critical to the physical & mental well-being of a mother. At
the same time, maternal and child Mortality and morbidity are considered key
indicators as they reflect the state of female healthcare. As such, the
Government of Assam has given full priority in intensifying the efforts towards
improving maternal and newborn health in the state. Under the National Health
Mission, concentrated efforts and strategically focused interventions have
already been initiated in order to upgrade the status of maternal health in
Assam in the last few years. Here, I would like to extend my gratitude 1o our
Obstetricians and Gynaccologists who have always been playing a great role
in ensuring the health of both expecting mother and the child in the society.

It gives me immense pleasure to know that the annual general body
meeting of Guwahati Obstetric and Gynaccological Society, an affiliated
member society of the Federation of Obstetric and Gynaecological Society of
India (FOGSI), is going to be held on September 25, 2022 at Guwahati.

I wish the annual general body meeting and release of the Bulletin
all success.

f
/
|

(Keshab Mahanta)

Tel : 0361-2237007 (Fax) / 2237063 (0)/ +91 94350 60006, 99540 60006 (Mobile) = email : mhfwofficeassam@gmail.com
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FROM THE DESK OF THE PRESIDENT

Dear Members,

Greetings from Guwahati Obstetrics and Gynaecofb@ociety

Today GOGS has a member strength of about 200 gglmagsts. It ha been our effort t
impart the recent advances in the field of medi@angong our members. This bulletin is
mouth piece of our members where they can express academic excellence and liter
skills. Our editor, Dr Amrit Krishna Bora with the iembers of editorial board has don
fabulous job. It is @reat pleasure for us to deliver this bulletimtw member:

Vision and Mission

Besides organising academic activities we have ssucial and moral responsibiliti too. |,
as the president d6OGS with my team has decided to propagate the age‘Preserve the
Uterus’ We have decided to spread the conservative mbtteaiment wherever possible a
it's advantages in improvinipe quality of life. But such #&ask is not possible without thelp of

our members. | request our members in hands in fulfilling our goal.

Thank You

p/
e

Dr. Niakshi Phukan Kumar
President GOG¢
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From the desk of the Secretar
Guwahati Obstetrics and Gynaecological Society (&

FOREWORD

It gives me great pleasure to write this foreword tfog 1st publication of our GOC
magazine, after the successful completion of oree.y@nder the dynamic leadership of
president, Dr. Nilakshi Phukan Kumar, and the ekeeumembers, we conducted ny
CMEs, webinars, workshops, and Public AwarerProgrammethereby giving a platform t
the members of our society.

It is our dream to have many guide-based CMEs and workshops with maxim
participation, and the representation of the GOG&nbers aiNational andinternational
levels, in the future.

My best wishes to the editor, Dr. Amrit Krishna Bpifor bringing out this importa
publication.

Lastly, | would like to express my gratitude to #lé members for allowing me to serve
the Secretary of GOGS.

"'The capacity to learn is a gift; the ability to learn is a skill; the
willingness to learn is a choice."”
- Brian Herbert.

Bosuared

Dr. Dipti Goswami
SecretaryGOGS
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EDITORIAL

"Gone is the era whenng scientific breakthrough took more than a dectwleeap the
benefits by the targeted public as sharing ofWledge was snail paced. Now, every
thousands of new ideagsearch findings have been added in the digitabstory which can b
accessé at any time and from anywhere. T'‘'Open Acesstype of scientific publication has i
inherent risk of faulty qualitative standardizatiarnich calls for much regulation specifically
the field of Health and Medical Scienc

We offer our sincere graiide to the dynamic leadership of Guwahati Obstetand
Gynaecological Socitey fobestowingthe immense trust to carry forward the noble tak
publishing this bulletin. Sincere regards to a# tiespected members of the editorial boarc
their valuable guidance amsgecial thanks ' our authors for their contribution.

Dr. Amrit Krishna Bora
Dr. Isha Goel
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MATERNAL MORTALITY IN THE NORTH EASTERN REGION
Prof. Dilip Kumar Dutta , MD, FRCOG, I.D., CHAIRMAN ICOG FOGSI 2015
Ex Vice-President, FOGSI

E
O

Mr. SB lost his wife due to eclampsia at the agé®f/ears leaving behind one child. Mr. SA
years, lost his wife who had h/o home delivanddied spontaneously without any professional
Mr. SR, 27 years, lost his wife at thee of 18 years due to sepsis caused by illegal iaboi¥irs. AR,
20 years, delivered a baby at tieac- side on way to hospital died due teesained placent

All these preventable unwanted catastrophes andnmmauof their familieshas beelechoing in my
heart for the last 30 yearaVhy Mothes’ Die” ? Whether it is dué delay to seeking treatme delay
to reach the hospitadelay on the part of the doctor to start treatneedéck of transportation due to b
road condition.

During my tenure dbyrs) as chairman of IMA standing commi, initiative of safe motherhoc
{2021 and chairman of safe mother hood committkFOGSI [2000 2005] and aa vice-president,
FOGS [1998]] have visited most of the parts of rural arf India. While visiting the rural area, | w
so much depressed to see the pathetic situatisomoe of the pregnant women because of lac
commitment by some of the obstetricians, nursiadf,sand health providers or due to lack of the-
socio political commitment.

Women are diog their long journey of 280 days during pregnam®riod without antenat
checkup, investigation and treatment. Every mi, a women dies as a result of pregnancy or childh
somewhere in the world may be dui —a) Teenage pregnancy, physically not fit to delitrex baby
leading to obstructed labor, sepsis, eclampsiaaraEmia etc. b) Due to want of blood or drug
Elderly women from low socio economic resourcesigdor illegal abortior

Such aragic picture still exiss in many statesf India excluding NagalancSikkim, Kerala,
Mizoram [death rate is as per report by SRS, R@I6z-18.] low etc. Maternal death review are
done in many state till date. No CME on MMR in magces. Governme (state and central) in goc
faith started National Rural Health Mission (NRHBY spending a lot of fund but no positive resul
prevent MMR so far. Pr. Dilip Kumar Dutta, Insight Maternal Mortalit— An Indian Face Book
FOGSI Publication, published/daypee, page 37 to 171, 2]. Idea to publish this issue is to high li
the different causes of maternal death in differsiates and strategies to prevent such death
valuable suggestions given by experts from Asddamipur, Meghalay
A) Silchar Medical College & Hospital (Assam) Reported by

Prof. Ashish Kumar Bhattachar, Head of the Department, O&G SMCH

As Sichar medical college and hospital is the onlyiéey cenre servingthewhole Barak Valley,

North Cachar hill district, @t of Tripura, southern part of Meghalaya, partMdnipur and entir
Mizoram. So all the critically ill patients are eefed here. Unfortunately, most of the cases axrarg
late dueto several reasons including distance and roaditondReductionof maternal mortality nc
only depends on the service provided by tl&G Department but also depends on other depars
like — Pathology, Radiology, Pediatrics, Neurology, Herway, Medicine and last but not the le
Department of Anaestheialngight Maternal MortalityAn Indian Facebook, 2012 page -42 ,
publish by Jaypee brothers]

Facility of ICU with multidisciplinary approach ngdo be present in thDepartment of O&G
exclusively.Maternal mortality also reflects several socioeconiwoend other aspects which need to
addressed by appropriate experts in order to redsdacidence. Improvement of only medical c
facility may not be able tachieve the targeted gc
Measurement taken so far:

a) Number of doctors on emergency duty hbeen increased with the existing staff to the maar.
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b) Patients and attendance are motivated for voluntary blood donation, combraceptl for
sterilization operation in appropriate cases.

c) Patients are motivated for regular antenatal check — up.

d) Two ICU beds commissioned near labor room for care of critical cases.

Scope for improvement:

a) Creating awareness for regular antenatal checkup remain to be addie®e periphery.

b) While institutional delivery is promoted, more doctors at peripherial level (Me@iticers), nurses
and paramedics are needed to tackle the increased burden of the departmentptrofier patient
care.

c) Construction of a full-fledged ICU with staff within the O&G Department.

Measured Suggested:

a) Good antenatal care at the periphery.

b) Timely detection and referral of high risk patients.

c) Raising the nutritional status (correct anaemia in particular) of clitdtgemother.

d) Quick transportation of critical cases with medication prior to transttar(gsia,hemorrhage )

e) Low risk /routine cases to be tackled at PHC/FRU or Civil hospital to reduceothibad of tertiary
care center.

Suggestions to improve overall scenario:

a) Creation of awareness among population regarding maternal health problems.

b) Improvement of PHC system.

c) More functioning FRUSs.

d) Better treatment facility with improvement of road facility.

Safe motherhood is a vital, cost-effective economic and socio investment Even one wigmgn

is too many women dying.

B) Dibrugarh Medical College & Hospital (Assam) Reported by:-

Dr. Pranay Phukan, Associate Professor, Dr. Swati Jain Asst. Prof

Improving women'’s health requires a strong and sustained governmemitooent, a favorable policy

environment, and well-targeted resources. The Government’s gtsdtegld include balancing the role

of the public and private sectors to maximize resources and to exaentb women whom government
programs do not reach.[ Insight Maternal Mortality-An Indian Facebook, page 43 - 48, Jaypee
brothers]

The unacceptably high maternal mortality rate in India can beecdycmaking concerted efforts
along the following lines:

a) Allocation of sufficient funds to all the health institutions including primarythezgnters.

b) Construction of better roads and transport facilities especially in theaneizs.

c) Periodic training programs for local dais and female health workers.

d) Early registration of antenatal cases.

e) Health education of couples to make them understand the importamcgeohtal check-ups,
hospital deliveries and small family norms.

f) Wide spread availability of iron-folic acid tablets and fortified food to reracgas.

g) Prevention and early treatment of infection, antepartum and postpartum hemorrhage.

h) Treatment of concomitant ilinesses like diabetes, tuberculosis and malaria

i) Emphasizing the importance of observing proper aseptic measures while condelcteges.

J) Providing facilities for hospital deliveries for high risk casike severe anemia, diabetes and
heart disease.

k) Accountability in case of the unfortunate event of any maternathderaking appropriate
remedial measures for preventing lapses noted in the managemtrse cases will be of
immense value in reducing the maternal mortality.

Maternal mortality is a global problem facing all those invoivedomen’s care. Strong health
system are needed to analyze the cause for these deaths. Women living neasrat ¢hose belonging
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to low socioeconomic class have the highest risk of dying angt oarst of the burden. We need to
target specific interventions for specific populations and engagéhheare providers as well as policy
makers if we are to meet the challenge set to reducing maternalityportal

“Safe motherhood is a vital, cost-effective, economic and sociatmeat....... Even one women
dying is too many women dying”.
(03] Guwahati Medical College : A Tertiary Care Hospital (Assam) Reportd by:-

Dr. Saswati Sanyal Choudhury, Prof Guwahati Medical college, Guwabhati

Maternal deaths due to hypertensive disorders are found to be high@sivahati Medical
College and consist of 26% of all deaths. Next cause is sepsis @nbists of 25% and it is a cent
percent preventable cause. Maternal death due to hemorrhageasdasmsists of 19% as transfusion
facility has improved due to the presence of the statet dfaasfusion center. Anemic heart failure as a
direct cause of death was found to be 12.85%. It is also a cent pareesntable cause by the existing
facilities and simple measures of iron supplementation and deworamdgmalaria prevention,
considering the area to be endemic for malaria.[ Insight Maltédortality-An Indian Facebook, 2012
Page 49-52, Jaypee Brothers ]

Rupture uterus and obstructed labor is consist of 7.84% which is piaeerRartographic
management of labor in all cases with institutional deliverypcament these deathSo it has been seen
that almost 72% deaths are preventable if regular antenatdd-apdo pick up all hypertensive cases as
early as possible and iron supplementation with cent percent ilstggutelivery for sepsis prevention
and provision for safe abortion service. To reduce the highest incidgnbgpertension regular
antenatal check-ups with blood pressure measurements are veryamh@ortl achievable simply by
training ANMs to check blood pressure and referring her in cabgpartension. Assuring iron tablets
intake by pregnant mother is another area where ASHAs and ANMs can playraleita

Government of Assam has already taken measures to savefitleese poor mothers and one
project to give free IV iron sucrose injection in mothers weliese anaemia has already been started
recently in September 2011. Some social changes of more fenmbeyit improvement of road
conditions with better connectivity, full ANC and cent percenttuistinal delivery can definitely bring
down MMR to MDG 5 goal very soon.

D) Maternal Mortality in Meghalaya
Prof. A Santa Singh, Director, Associate Prof. S Panda, NEIGRIHMS

The causes of maternal mortality are multiple, interrelatesmptex and almost always
preventable. Delayed referral, poor transport facilities, underatidin of health facilities, and poor
socio economic status are all responsible for the high rate of maternal deaths.

The reasons’ for death of a woman in pregnancy and childbirth ane lay@red. Behind the
medical causes are logistic causes, failure in the haadtlsystem, etc. And behind these are the social,
cultural and political factors which together determine the sttwgomen, their health, fertility, and
health seeking behaviour.

In India, the use of maternal health care services is dicedtigdirectly associated with women's
socio economic status.Al7 In terms of delivery assistance, antehatz-up and place of delivery,
there appear to be a big gap according to the standards of livingeMiom poorer section of the
population are less likely to avail maternal health care sarti@n rich women. Poor families do not
find themselves in a position to be able to bear the cost of detigegyservice.” Health care is a public
right, and it is the responsibility of the Government to provide ¢hre to all people equally. There
should be a proper health policy by the Government to decrease ahatemality and it should be
declared as a priority public health issue. Health budget should teased and available resources
should be mobilized to its fullest extent. Some useful steps incluadopeng educational programms
on health maintenance and prenatal care within the community, disdgrgiinformation through the
news media and the internet, educating all women of reproductiveoragbe benefits of family
planning, and promoting research in areas of woman health, cultural temypeand maternal
mortality.
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We can take the example of Sri Lanka where in 1948; its mhteoréality ratio at 630 was
comparable to that of India, The MMR in Sri Lanka has shown a marked decline anestsnpates for
the year 2000 is pegged at 57.0 Other indicators of maternal heal#gaally impressive, 96% of
deliveries are attended by trained personnel and 92% of all Iies biake place in government
hospitals. These gains have been achieved through improving both geograpkiconomic access to
institutional health services, availability of emergency obsteate and no health strategies like female
education and woman empowerment.” The first referral hospital showdduia¢ed in areas where the
MMR is high so as to avoid delay in transporting patients in olistemergencies. Poor road
infrastructure and lack of telecommunication in the rural areasnajor areas of concern. It is a very
good idea to establish either maternity homes or maternity edlagose to the district hospital so that
high risk cases from the remote areas can come and stay-id& d@ys prior to the onset of labour.
Essential and emergency obstetric care should beavailable imarprinealth centre (PHC) level
throughout the day. There should be a network of organized blood bank seBas& amenities like
ambulance services, blood pressure apparatus, weighing machine, haemoudtdy, test tubes and
acetic acid for routine urine examination for protein must be awbile at PHC level. Good co-
ordination between maternal and child health field staff and doctoreedp a great extent in reducing
maternal deaths. Since complications are not predictable, all nvoreed care from skilled health
professionals, especially at birth, when rapid treatment can thakdifference between life and death.
For instance, severe bleeding after birth can kill even a healtimyan within two hours if she is
unattended. Data shows that less than two thirds (62%) of women itoglagecountries receive
assistance from a skilled health worker when giving blrikight Maternal Mortality-An Indian
Facebook, 2012 pads3 -60, 168-170, jaypee brothers]

Training of the nursing staff is not up to the mark in our country. In our teachingmrognursing
staff, they only have six months of rotational midwifery postingerehthey do not have sufficient
exposure. In contrast, in Sri Lanka there is specific two gearse for midwifery where their MMR is
less than 100. Medical officer should be trained to tackle obsestrérgency so that they can help at
PHC level. Institutional delivery should always be encouraged &ed sthemes like “Janani
SurakshyaYojana” should always be welcome. Nongovernmental Organgz@iGOS) should also be
responsible for public awareness about women health, family plannirgandotherhood. We should
acknowledge the role of trained birth attendants and accredited beail#th activists (ASHAS) and
support their training and integration with health care system.skéelld coordinate with women's
organizations to promote women's health, social and economic development.

Analysing maternal mortality in Meghalaya and various stdges tay the government. Most of
the mothers died because of indirect causes in 2009, mainly anaednraalaria. These two indirect
causes of maternal death are preventable. Anaemia can be ¢howearty and illiteracy and poor
knowledge about health. In order to prevent deaths due to malaria whkkiyqeine prophylaxis can
be incorporated in iron and folic acid prophylaxis during ante- natal period. Lacgperpnfrastructure
and adequate man power are obstacles in public health. There are stemsaken by Meghalaya
government to reduce maternal mortality and to improve general abstet, Steps have been taken to
ensure access to skilled birth attendants and increase safydéd 45% by 2010. Encouragement for
institutional delivery and by trained birth attendants and ASHA at villagéikeatso done. Training co-
coordinators are already appointed to train birth attendants,nsta and auxiliary nurse midwives
(ANMSs). Steps are taken to ensure supply of essential drugs laedcotmmodities needed for skilled
birth attendants in subcenters, PHCs as well as at CHCs. 8&faken to strengthen subcenters with
second ANM and provision of emergency obstetric care (EmOC) al lsatk mechanism. Initiation
has been taken for redeployment of medical officers, nurses anmaaldAiNMS and other preclinical
staff like laboratory technicians and pharmacists, etc. Syréiag been planned out to ensure round the
clock services in the PHCs and emergency obstetric care firdheeferral units (FRUs). Many CHCs
are commissioned as FRUs for comprehensive emergency obstetricsorernment is hiring skilled
specialist doctors in specialty like Gynaecology, Paediatrics, and AraestSteps are already taken to
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improve the infrastructure starting from PHC, CHC and civil halpwith blood storage facility in
CHCs. Reproductive and child health (RCH) consultants are appointé@iofomissioning of FRUs
along with the Director (Maternal and Child Health and Familyféve), on behalf of government of
Meghalaya. Government is coordinating with various NGOs to prohea@kth education, sanitation and
to prevent malaria. Government is also running 108 ambulance sefioticfe referral of emergency
patients. North Eastern Indira Gandhi Regional Institute of Healtd Medical Sciences (NEIGRIHMS)
is a tertiary health care centre situated in Shillong arabksthed by the Ministry of Health and Family
Welfare, Government of India. It is almost fully functional atsprg and will soon be able to reduce
maternal mortality in Meghalaya to some extent.

Maternal mortality is not only a health related medical ibstiealso a socioeconomic issue. It
remains a major challenge to health systems worldwide. Reliatdrmation about the rates and trends
in maternal mortality is essential for resource mobilizatamd for planning and assessment of progress
towards millennium development goal (MDG), the target of reductiotihé maternal mortality ratio
(MMR). Therefore, all the health workers, media person, NGOS l@mdyovernment should work
together in a well-coordinated way to make the millennium development goal a success
E) Maternal Mortality And its Causes in RIMS : A Tertiary Center In Man ipur

Reported by :-
Khumanthem Pratima Devi, Ng Nabakishore Singh, @raManglem Singh, RIMS IMPHAL MANIPUR.

Globally maternal deaths are a manifestation of an enormous health inequalitytioie.

Individual and family level: Every girl child should be given special care from childhood and proper
education to be given. Every woman should plan for pregnancyredtehing a certain age and in good
physical as well as in mental health. Every pregnancy mugivba good diet, nutrition, and proper rest
and health facilities. Male involvement is mandatory. [Insidaternal Mortality-An Indian Facebook,
2012 pageés1-67 Jaypee brothers]

Health service level:Easy access should be there for basic antenatal, intranatal amatgdasare to all
women. There must be 100% delivery by trained birth attendant. Styordx and functioning referral
system is a must. Emergency obstetric care is to be providbad dbor step of a pregnant woman or
preferably at the first referral unit (FRU). Safe abortierviees are to be provided to prevent unwanted
pregnancies.

Community level: Regular health education program involving all people must be adangere
should be proper communication, roads and transport facilities. We muageckacial and cultural bad
norms.

Policy maker and Government: Maternal mortality reduction should be the top priority among all
problems and every country should reform laws in relation to women's health.

What is tragic is that most of these deaths are preventdidlatétnal deaths are still high in
comparison with developed countries. Sustained reductions in maternalityerl only be possible if
modern high-quality obstetric care is made available to all emothrough a system of professional
midwifery and referral hospital care in the context of politetahmitment arid accountability of health
providers.

A recent systemic review of the causes of death strabgeneed for increased emphasis on
prevention and treatment of obstetric haemorrhage and noted asatpostpartum deaths should be
avoidable by appropriate management. “Much needs to be done for maeahhlcare in rural areas,
as most of the deaths reported are referral from peripheraése@oncentrated efforts are required to
obtain the missing data by improvising better and accuratecdi¢stion. Health education of masses
along with good quality health care and transport facilities can prevent reathsd

Mothers are dying not because of disease or lack of services but doa to

recognition by the society that they are worth living - Md. Fatahallah
*e
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MATERNAL AND PERINATAL HEALTH RESEARCH

COLLABORATION, INDIA (MaatHRI)

Dr. Manisha Nair, Associate Prof., NPEU, Nuffiele@artment of Population Heall
University of Oxford

Maternal and periatal HealthResearch collaboratio
India (MaatHRYI) is a UKIndia collaboration for translatir
evidence from new scientific discoveries to improligical
care for mothers and children. It includes 16 hadp
across six states in India. MaatHRI has createdgelanc
diverse platform for academics andentists to conduct
largescale epidemiological research to improve mate
and perinatal health in a setting with a high bardg
mortality and morbidity. Studies that are critita
informing policies and planning to address new
emerging complicans in pregnancy can be quickly &
efficiently rolled out through MaatHRI. Detalils ¢
available orhttps://www.npeu.ox.ac.uk/maat MaatHRI is Figurel: MaatHRI study states
a hospitalbased research and training platfo

We have created a unique database of clinicalheimécal and imaging data. We currently have
from more than 8000 pregnant women and infantstlaisds expected to be around 11,000 by the er
2023.

The MaatHRI team includes 29 clinical collaboratonsinly obstetricians, but also cardiologists
public health specialists. We have 16 researchesupssted in the collaborating hospitals and aept
manager based at the MaatHRI coordinatingce at SrimantaSankaradeva University of He
Sciences, Guwahati, Assam. Methodology pihttps://f1000research.com/article-683

Research

A salient feature of the MaatHRI research platfasrataidardisation. We have standardised all st
tools, equipment and blood biochemical measuremé&htye are three research Workstre:

Workstream-1 is a repeated monthly survey of severe maternaptioations. This was instrument
in measuring the impact of COVID9 on mothers. During waves 1 and 2 of the panderhitdbirth in
hospitals decreased by 21% and there were 33% £xe&ternal deaths compared with the same p
in the previous year. There was a 23% increasese-fatality from severe pregncy complications
but most importantly, the hospital admissions eglato septic abortion increased by 56% during
pandemic compared with the ppandemic period. This demonstrated a clear negatiypact of the
COVID-19 pandemic on the progreswards achieving the Sustainable Development Gdal3)Sof
reducing maternal deaths in India, a country whaltkady has the second highest number of mat
deaths in the world. Policy recommendations dewddpased on the findings are presented inre-2.

I 141



GOGS bulletin = September 2022

[

,_
O
)]

3o

Figure-2: Recommendations to prevent disruption s e (e P
accessing reproductive health services in fL | s Sy ey v S
pandemics to prevent risk of excess maternal miyk bbbttt et

and mortality due to the indirect effects of lockas : e
and other social restrictionsy fear among pregna [t i b
women and their families in accessing health

services, timely. Article in Lanc-
eClinicalMedicinéttps://doi.org/10.101
j.eclinm.2021.101063

Er bt sbaciled s o donigrated obeleboe care e

Public messaging is key

Workstream-2 is the frst study, globally, that is investigating the ratesk factors, clinica
characteristics and outcomes of acute heart fagdynelrome (AHFS) in pregnancy. It is a ¢-control
study that is recruiting cases of suspected healiré in pregnant and ptpartum women sinc
February 2019. The cases are confirmed using al eochecardiography method that we developed
tested (see details below). The incidence of AHFBregnancy and postpartum in the study hospi
0.3%, but case-fatality is higledding to the death of almost half of the womenigdchwith AHFS.
The study will complete recruitment in December 20@ntil the end of August 2022, we were able
recruit 352 suspected cases of heart failure afdc84trol participants. We developand validated a
Focused cardiac ultrasound method and trained tologias to conduct echocardiography of pregt
women using hantdeld machines, which are interpreted remotely bypees. This will enabl
obstetricians to screen women suspected ofac problems for early referral to cardiology forther
investigation and treatment. Use of technology wilercome the shortage of cardiologists to pro
regular screening services. Instead, obstetriciaae do the initial screening and share
echocardiographs with experts in real time, usin-built cloudbased service, for diagnosis. Arti
available in JASHloi.org/10.1016/j.ech0.2022.07.(

MaatHRI Echocardiography Protocol

Adapted from FATE
Parasternal Leng Auiz (PAX) Srastarnal LY Short Asis (SAX + Colour Box + Colour Bom
Mitral Valve Mitral Valve
&> D
+ Colour Box + Calour Box
Aortic. Valve Tricuspid Valve

Workstream-3 is investigating the sety of induction and augmentation of labour in i@y womer
with anaemia through a prospective cohort studynofe than 10,000 pregnant women. This stuc
testing the hypothesis of an increased risk ofgatim haemorrhage (PPH) in pregnant wometh
anaemia who undergo induction and/or augmentatidabour. This is the first study globally that i
generate this much needed evidence to inform landl global guidelines and clinical practice. Si
October 2018, we have recruited and follo-up more than 8000 pregnant women. This work to
has already generated new evidence about derangemeoagulation parameters in pregnant woi
who have moderateevere anaemia resulting in a potential risk oht@ehage during childbirtt
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Comparing the blood coagulation profile of pregnant women with and without anaemia

This was the first study to investigate the role of coagulatioelation to the increased risk of PPH
in women with moderate-severe anaemia. Previous studies in Indiadymatedly shown that pregnant
women with anaemia (particularly severe anaemia) aaehaiher risk of PPH. It is the first of its kind
to study to identify a new potential role of an impaired coagulgirofile in pregnant women with
anaemia that could lead to PPH. The prospective cohort study foundotgatlation parameters in
pregnant women with moderate-severe anaemia are deranged whidHead to an increased risk of
PPH, which can be a life-threatening complication. The role ofutatign parameters has not been
studied before, so this is highly valuable scientific evidence tlathepotential to prevent PPH and
save the lives of thousands of mothers globally, where anaemiegngmcy is a public health problem.
Please read the article published in BMJ Open https://bmjopen.bmj.com/contené030815

Key findings

« Pregnant women with moderate-severe anaer
(Hb<10gm/dl) during the third trimester of
pregnancy had a higher D-dimer, lowe
fiborinogen and therefore a higher D
dimer/fibrinogen ratio compared to those wit
mild or no anaemia (Hb10gm/dl).

- Pregnant women with moderate-severe anaer 5~ L7 L o
also had a higher INR compared to those wi O ..o ...
mild or no anaemia

- Having a lower haemoglobin (Hb) and higher INR
during the third trimester of pregnancy was
independently associated with higher risk of PPH at
childbirth.

- There was a pattern of increasing predicted
probability of PPH with a decrease in Hb and
increase in D-dimer

o

Relalive difference in d-dmer-formogan ratio with 45% CI
15

2

1,15 i

1.05

15
Relative ditferance in INR with 95% CI|

]

T T
MoneMild Madarata Severs
Anaemia category

Predicted progah lity of PPH
1
"

g

D-Dimer al 3rd Iimester in mg/dl
U R S - T TR

=

T 7
2 4 =] B
Hasniogaobin a1 Sed Bvsabar in gidl

Preventinganaemia during pregnancy has been a priority worldwide. This dhurdlye!
demonstrates the need to do this to prevent adverse effect of amaethia coagulation casce
during pregnancy. However, further studies are needed to understand the mechanisms.

TRAINING

Training is an integral part of MaatHRI. Till date, we fdated the training of more than 100
clinicians from the collaborating hospitals in research methodsnéehational collaborative research.
More than 30 obstetricians are trained to acquire images of theuUs#ag hand-held trans thoracic
echocardiography machines and a standard protocol. MaatHRI has also built tity chpagearch
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nurses training them to conduct data collection, blood sample collesttbprocessing. This improves
their skills and employability. In addition, MaatHRI is fa@tihg the training of four PhD students, two
post-doctoral fellows, four MSc students and two interns at OxfordtHWdaPh.D. projects are
regularly advertised for candidates to apply from India and across the world.

MAATHRI COMMUNITY ENGAGEMENT AND INVOLVEMENT GROUP (CEl)

CEl in research is key to the success of research pregasmmunity members can guide projects
through their lived experiences and make the outputs more relevéuet heeds of the population. By
working together we can develop a shared agenda. An active partneilsl@pable us to learn from
each other and agree on the research priorities together thraingineal decision making process. The
CEl group provides independent advice for planning new research, implemeantingnonitoring
projects and research outputs, developing policy and community boefstifie research outputs, and
evaluate the impact of CEl on MaatHRI's work.

FUNDING

The MaatHRI platform is funded by a Medical Research Council, fellbwship for Associate
Professor Manisha Nair, who is the Chief Investigator of MaatfRg. individual projects have further
funding from the Nuffield Department of Population Health, Universitpgford and Ultromics, UK.
Wellcome-DBT India Alliance co-funded a training workshop.

MaatHRI team photograph May 2022
*e
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_’ e SHARED DECISION IN CLINICAL PRACTICE
% - a;_ﬁ Dr. Pranay PhukarMD FICOG
= =— = Associate Professor, Obst&Gynae, Assam Medical Cc¢
b

|

. . can’'t explain. There is some respect for hamd | can’t tell him directly. There is also so
fear. So Ican’t ask. So doubts remain. Then | ask the pekxgbo has accompanied me to ask
guestions.”

“...we “can’t force them [doctors] to do what we warlhey are higher authorities with a positi
and status. We are small people.”

“....The doctor has toldhe what must be done and that is enou

“...Getting cured is more important than getting infation....”

These are some of the reactions from patients aisémg a doctor. Many of the people eitt
get confused or not assured by the physicians wsit. But the time has come for us to introsg
regarding the doctgratients relationship. The doc-patient relationship is changing as we are li\
in @ more consumerist society, with be-informed patients (e.g., from their use of the fnés),
greater public involvement in healthcare institnio Shared decision making (SDM) is one of
important issues in dealing with the patie

Faith in the doctor is based on a general percepifothe good intentions and capabilities
doctors, whiletrust is largely based on previous good experienSeme patients make a referenci
the doctor as “like God,” and therefore whatever dioctor does is right. Some consider the doets
a Higher Authority. Most of the people in our sdgielo not eel free to ask questions, express t
wishes, or dissent with their doctor and would dasly if their doctor specifically ask them. Thizel
inhibited by the important position of docto

Let's start with a clinical scenario. Mrs A, 42 yeald ady, p2, came to my clinic with AU
with a predetermined attitude of getting a hysteney done. She heard a lot about abnormal blee
and cancer and wanted to take the uterus out. Avteper clinical evaluation necessary labora
investigations carer was ruled out. The diagnosis was AUB for ovatatdisorders which can [
treated medically without resorting to surgery. Ty with her husband were counselled regardie
different options of treatment with their meritsdademerits. Th lady wied to go for the Miren
applications which was quite effective without tmerbidities and cost associated with surgery.
decision was taken after discussion with the lagly laer husband. Initially the patient was hesitar
ask me the merits and dents of the Mirena, but when | asked her opiniegarding the use of Mirer
she readily agreed

Shared decision making (SDM) involr discussion and collaboration between a cons and
their healthcare provider. It is about bringing together thastover's values, goalnd preferences with
thebest available evidence about benefits, and uncertainties of treatmemnt.drder to reach the mc
appropriate healtlcare decisions for that pers SDM is widely accepted as a core feature of ¢
health care. Itis not about convincing the patient to follow trectbr's recommendation. Nor is it abc
giving the patient whatever test or treatment heha requests, or about leaving your patient tade¢
on his or her own. SDM is a process whereby cians collaboratively help patients to reach evid-
informed and valueongruent medical decisions. This process is esalhgcelevant in screening ft
conditions in which there is a close tr-off between harms and benefits.
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‘It is between physician and patient’ is an idea founded in efimdshe law and in some evidence of
superior health outcomes. SDM is the practical reconciliation of respectréonggautonomy) and the

monopoly and power of physicians. SDM includes the notion of a medicaliriec as a ‘meeting of
experts’ — the physician as an expert in medicine and the patient as expert in hisvar lie, values

and circumstances .The doctor prescribes but the patient takgslishéor doesn’t). Trends in
healthcare policy emphasize involvement of community and service users in rpactg & their care.

Indeed, the popular enthusiasm of governments for self-care ingiai@reot be imagined without such
involvement. However, authentic involvement surely requires participation inateamsking.

There are 2 core elements to SDM: risk communication and valaescation. The former
happens when we attempt to communicate the benefits and harmereémtions based on evidence.
Values clarification involves clarifying what matters mastttie patient and his or her family. Shared
decision making becomes embedded within a process in which a health carer @odidgatient relate
to and influence each other as they collaborate in making a ciwce health care. The choice must be
congruent with what matters to the patient’s values and prefaremeeto be incorporated into the
decision.Better-informed patients make different, often more conservatsgs, dostly choices about
treatment, because it is thought, that information provides a realpgireciation of likely benefits and
risks of treatment and enables decisions about the potential outcomes in a moeredngy.

Recent guidelines from health professional bodies in Canada, tivedBtates, the United
Kingdom and Australia (Australian Council for Safety and Quaititidealth Care 2005) now prescribe
SDM as part of training programs and good practice. For examgiee iUnited Kingdom, the General
Medical Council states:

Whatever the context in which medical decisions are made, wewaulstin partnership with
our patients to ensure good care. In so doing, we must:

(a) listen to patients and respect their views about their health

(b) discuss with patients what their diagnosis, prognosis, treatment and care involve
(c) share with patients the information they want or need in order to makepdscisi

(d) maximise patients’ opportunities, and their ability, to make decisions fos#diees
(e) respect patients’ decisions.

When possible, shared decision-making should begin in advance of aryssitis or
appointment to maximize the person’s ability to participate anddssure them that shared decision-
making will be supported by the healthcare professional they see.

Offer the person access to resources that encourage them tolkbutkndnat matters to them, what
they hope will happen as a result of the discussion, and what questions they would kke to as

Ask the person if they would like to invite a friend or relativgadia the discussion, in order to help
them understand the resources provided and support them to take an active part in deisgon-ma
For people who do not have anyone they would like to ask to support themhanehight find it
difficult to share in decision-making, offer additional support—foaregle, from a nurse, social
worker, translator, or volunteer. During an appointment

Create a collaborative atmosphere: agree an agenda for thesatiore make sure patients or service
users understand that they can participate as much as theyene@mirage people to think about what
matters to them; allow enough time to answer questions; and offer a further oppdoiudiscussion.
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Discuss the risks, benefits, and consequences of the possiblér¢esisents, or interventions openly:
clarify what the person hopes to gain from the intervention and dishassideas and concerns.
Explain the potential benefits and harms of each option, including doing nothing.

Make a record of the discussion (for example, in the clinical natesare plan) that includes any
decisions made along with details of what the person said wastanpéo them in making those
decisions. Share this with the person, for example, in a post-aitier (letters should be written
directly to patients and copied to the relevant healthcare professiondisyvikglan appointment

Offer people resources to help them understand what was discussedreed. &his could be a
printout summarizing their diagnosis, the options and decisions or plates aral links to high quality
online resources options.

Ensure that information provided after discussions includes detalb®to contact with any further
guestions.

Offer additional support to people who are likely to need extra hegng@age in shared decision-
making. This could include encouraging them to record the discussion, explainingnig tréi
decisions that have been made, or arranging follow-up by a climeaiber of staff or a suitable
alternative.

Before using a particular decision aid, healthcare professishalsid be familiar with it, including
how it will help people to understand which option is best for them.

Shared decision making is both a philosophy and a process. It requuegsarship between
patients and professionals, working together to select tesaignéets and support packages based on
patient preferences, clinician experience and research evidenseoffdn necessitates a shift in the
perceived roles of patients and professionals, the provision of evidased information about options,
outcomes and uncertainties, and support and feedback to ensure that patieptefessionals are
actively engaged. Surveys and observations have found that shared deeikiog is often talked or
written about but is less common in day-to-day clinical practice.

L 2 4
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MORAL, ETHICAL AND LEGAL PROBLEMS IN THE

TREATMENT OF INFERTILITY

Dr. Mujibur RahmanMD, FIUOG (USA)

(Post Doctoral Fellow, New York UniversitSchool of Medicine)
IVF consultant, PRATIKSHA HOSPITAL, Guwah

Infertility is an age old problem , which requira delicate approaclanalysis and treatment. Cause:
infertility, presently encountede in about 15-20% of couples, are numerous: tubal, ovar
anatomical, immundsgical, endometriosis, cervical, psychologicaljomhthic and male factor
Reproductive medicine is one of the fastest groviaranch of medicine in the world today. Everce
the first IVF baby was borne in 1978 in Oldham imgkand, there was tremendous development i
field of Assisted Reproductive Technology. “AsststReproduction” is associa with certain
treatments which give hope to numerous patientsical personnel and researcher, but also ¢
numerous ethical, legal, religioaad moral question

In vitro fertilization (IVF), ICSI, Surrogacy, dotian of gemetes, embryoscryopreservation of
gametes, embryos, ovarian and testicular tis embryo tranfer, genetic reproductive techniqu

cloning and other sophisticatedethods used in infertility treatment require caapien of medical

ethical and legal professions, with the aim of combing aede work and individualize clinical

approach. Ethicalspects of human reproduction and assisted fetiha are based on full respect

the life of an individual even before concept from preembryonic stage, to a newb infant. Due to
the rapid advancements it is imperative that th&reuld b: legalzation of all ART procedure
unencumbered exchange of informa and consensus about their application, and adherenthe

basic ethical principlesf autonomy, benefit, justice and common wel

Indian government in 2021 passed an act in paelie called “ART and surrogacy act 2021” whi
provides legislation for the control of the procest of assisted reproduction in our cout

Law and ethics are in an inevitable interactiothvaach other, i two systems of normative orderir
which sometims overlap and are sometir in conflict. On one hand, the law may seem a n
powerful instrumenthan ethics, because its provisions are more atdhigely and comprehensive
presented by political legislation and co while its use may be more ingatical, difficult tanc
institutionally challengeable. On the other hard kaw is seen to lack an ethical dimension. The
sets a framework for practical utilization of e#lichoices but the ethics sets limitations that .
voluntarily obeyed, asx@ressed throu¢ respect for the law, which in its turn assertsrifexits of the
society it governs.

Before undergoing the various procedures of thest@ssreproductiv techniques, patients should
fully acquainted with the following: How t treatmat will be carried out, how long it will take, hc
effective it will beand what possible complications MAY ARISE. They édw sign their conse for
the performance of the treatment. Gamete and endwgation procedur are absolutely secret, exce
in rare and legally foreseen cas€he ART act made it mandatory for all ART centrefRegister witt
Government and keep a record of the all the praesdu their centr
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DONATION OF GENETIC MATERIAL

Genetic material donation has become an integral part of iifertleatment. Donations of
spermatozoa, oocytes, embryos are successful in the medical lamdaksense and ethically approved.
Medical problems and ethical dilemmas that require understanding\atdation are: selection of
donors, evaluation of recipients, quality control of genetic mateekltionship between biological and
social parents, and protection of the rights of offsprings . Sperm dorfas to be anonymous, and the
donors cannot be known donors, friends or relatives. Oocyte donation ighatsdlye permissible in
specific cases: in patients with premature ovarian failur@atients with inferior-quality oocytes and in
patients after several unsuccessful IVF treatments. Thhoagever prevents oocyte-sharing (donors
share their oocytes with an anonymous recipient and in return,emrgtsighare the costs of treatment of
the donor) and the recruitment of a donor by the patients themselves.

Embryo donation were earlier used in women without oocytes and merazaitdspermia, in which
cases only embryos obtained from spermatozoa and oocytes of unknown der@oused. The new act
however prevents such use of Embryo donation. Embryo donation was &enl@ved in two ways: (I)
using a combination of oocytes and sperm donation — such donors should hleadyeen properly
counseled; and (Il) using spare cryopreserved embryos from patienteave already been successful
and have consented to the donation of their remaining embryos. The reason of bannirgydemditign
might be to avoid future complications regarding the status of the offspring borokesoch embryos.

CRYOPRESERVATION OF GENETIC MATERIAL

Sperm and embryo cryopreservation is permitted and they can lervecksip to 10 years. Sperm
cryopreservation has long been routine and helpful in preservingrthigyfpotential of many young
men treated for iatrogenic sterility or threatened agcer. Oocyte cryopreservation is also allowed.
Ovarian tissue cryopreservation is permitted, with significargpg@cts for clinical use in reproductive
medicine and oncology. Ovarian cryopreservation, which lately hasibethe focus of experimental
research, opens new moral and ethical dilemma, requiring critical considdaattissue preservation ,
and also require working out specific instructions by the nevomdhe criteria for future clinical use
and benefits of such procedures.

POSTHUMOUS REPRODUCTION

Recent events posing ethical dilemmas relate to posthumous reprodpcgamplantation genetic
diagnosis (PGD) and cloning. The new act is however silent on this.

The advent of successful techniques of spermatozoon and embryocesgroption makes the birth of a
child whose genetic father is dead technically possible, followieguual period deemed legally
necessary to recognize the paternity of the posthumous child. Mib&t oénters for infertility treatment
arount the world like UK and USA support the idea of posthumous reproduatidrthe treatment is
permitted provided explicit prior written consent has been given tfeeigamete(s) provider(s) had
received counselling. General attitude is that each case ¢f®uidividually analyzed and approved by
a multidisciplinary committee consisting of a gynecologist,yaluistrist, a sociologist, a clergyman and
other appropriate specialists before allowing posthumus reproduction.
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PREIMPLANTATION GENETIC DIAGNOSIS

Preimplantation genetic diagnosis (PGD) and PGS is a resuewdlopment and convergence of
assisted reproduction techniques and genetic methods, allowing the aupkdor an early diagnosis

of hereditary diseases,and selecting the best healthy esnbejore embryo transfer in IVF treatment..
PGD and PGS, however, triggers the fear of potential genetic mamopuksex selection and of getting

closer to criminal eugenics, and therefore the standpoint afdtveact is that PGD/PGS is justified
only in medically indicated cases. Within the framework of infgrtireatment pre-implantation genetic

diagnosis is part of a range of potential diagnosis options, whictcbefpes make important decision
about screening their future child from serious diseases .

CLONING

Human reproductive cloning is unjustified and unnatural for it offendsahutignity and violates the
individual rights to genetic uniqueness. This is banned all over thel wmosv. One can consider
reproductive cloning of embryos by means of nucleus transplantation or embiiygs@nd the ethical
aspects in the context of genetic reproductive techniques beeewaluated separately. Many countries
and institutions have analyzed possibilities of therapeutic cloning wther alternatives are exhausted,
as well as the cloning within the framework of genetic engingewith the aim of producing
appropriate human proteins. Therapeutic cloning technology serves ttwecatem cells that are
genetically identical to those of the patient, with an aimepiacing diseased cells, for example in
nerves damaged by neurodegenerative disorders, in the heart mustiedalffy infarction, in diabetes
or in liver damaged by poisoning. Stem cells may be derived frorerttieyo (more precisely, from
blastocysts), the fetus or the adult. There are several ofpasbryonic stem (ES) cells: those issued
from blastocysts either as supernumerary or credgeaovoand those created by nuclear transfer from
somatic cells (SCNT). The final report of the European Group tmcE({EGE), made public in
November 2000, forbids reproductive cloning. It deems ethically unadidedb create embryos from
donated gametes, because supernumerary embryos are an altenalaldeasource. In the case of
embryos obtained by SCNT, extreme concern is voiced, despite #neress that the creation of such
embryos may be the most effective way for obtaining pluripotem sells genetically identical to the
patient's and thus obtaining perfectly compatible tissues withaitime of avoiding rejection after
transplantation . Nevertheless, the concerned scientists agreeeghatch should continue with all
sources of stem cells, as we cannot yet know which source ilsayging to fulfill the therapeutic
expectations. Cloning is due to receive extensive legislation, hasigo be carefully and selectively
performed in order to make room for further improvements in tHi dieresearch for the benefit of the
entire mankind.

CONCLUSION

Sex selection, multiple pregnancies and embryocide, surrogategugaemtd treatment of older women
open numerous ethical and legal dilemmas and call for multidisciplewad an expert approach to
analyze each individual case as well as to define clear e#imddegal regulations open to correction in
respect to further investigative work. Ethical postulates provide wwmzplidirections in the creation of
new life and resolve all possible ethical dilemmas, protectingigfes of doctors and participant in
relevant procedures alike and reasserting the crucial principle — reg$prerhan dignity. Defined legal
principles are to be reconciled with the ‘natural laws’ for thkesof protection of the freedom of
thought and the right of individual choice and for the realization oftlad¢ aimed at the preservation of
life and justification of the purpose of existence.
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RESPECTFUL MATERNITY CARE

Dr. Apurba Kumar BhattacharyaAssociate Professt
Department of O&G, Jorhat Medical Coll¢

Respectful maternity care refers to care organiaednd provided to all women in a manner i
maintainstheir dignity ,privacy and confidentiality ,ensurgeedom from harm and mistreatment i
enables informed choice and continuous suppornduabour and childbirth . Respectful care dul
childbirth has been described as “a universal hungdm thatencompasses the principles of ethind
respect for women'’s feelingdignity, choices and preferences.” The call for respectiatiemmity care ir
our country came as the Government of India waggdes) a bold program for maternity ce—the
Labour Roomand Quality improvement initiative (LaQshya).To anbe the satisfaction of beneficie
and positive birthing experience respectful matgroare (RMC) was introduced as part of LaQsl
initiative by ministry of health and family welfgi@Ol) on 1" December,2017.

LaQshya : Harmonizing efforts

Hatbamal Quality Asserance Standards Dakuhata Trainings
(rakshnta

Compatent and truinaed
e e

Facility ownership and ﬂphrml experinnca
l:cnuntlhllml rall of care IFI:MIZL

*Care ardaisnd Brh" Aﬂlhﬁld'll Hﬂﬂhmmm
Learmings frarm LISAID - ASSIET "Care arcund Brh® Approach

Respectful maternity care is an approach centemeahandividual based on principles of ethics
respect for human rights and promotes practicesrétagnize the need of the women and the new
during delivery and the post partureriod. Skilled assistance during pregnancy andibhth is one o
the key interventions in reducing maternal morlyidihd mortality. Some studies have shown that n
women across the globe experience disrespectfubbndive treatment during labourd childbirth in
institutions, which forms an important barrier tmproving skilled care utilization and improvi
maternal health outcomes. RMC is a universal hungin that is due to every childbearing womar
every health system. The reported fornf Dis-Respect and Abuse (DRA) have been classified
seven categories : naonsented care, n-confidential care, nodignified care, discrimination bas
on patient’s attributes, abandonment of care atehtien in facilities
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The right for information The right fo choose and
and privacy have a companion

(A
lv"
-

The right to food and drink
during normal labour

The right to choose the
The right to liberty of position for childbirth Keeping mother
movement during labour and baby together

“Respect for beliefs, tradition and culture”

So, respectful maternity care means freedom from disrespect and abuse.

FIGO recommends principle of Beneficence -Maternity camstrbe supportive, individualised and
value-based . Health care practitioners must ensure that their ggaatee driven by health needs and
expectations, as well as by health outcomes and cost-effecBvedealth care practitioners are
expected to follow evidence-based practice.

Principle of Non —Maleficence-Health care practitioners are atgfddo avoid harmful practices
and should avoid disrespect and abuse.

Principles of justice- provide respect, dignity and informed choigceternity care incorporates
a rights-based approach, preventing exclusion and maltreatment vadurads . Provide free or
affordable care with cost transparency . Promote wellness ammdtiention of illness as the
foundations of improving maternal and newborn health. Implement educatadalpublic health
measures that enhance wellness and prevent illness and compdidati the mother and baby ,provide
education about and foster access to good nutrition, clean water aoh @ied safe environment Make
water, sanitation and hygiene (WASH) measures part of mateyaityces. Provide education in and
access to methods of disease prevention.

Principles of autonomy-Health care practitioners should listen to wdr@en and their families says
and should communicate health knowledge and information in a culturdity asal sensitive
manner, and in a language that the woman and her family understanth ddea practitioners should
fully inform and communicate with the woman and her family in degisaaking about care for herself
and her baby, ensuring her the right to informed consent and refusal.
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Categories of disrespect and abuse
Physical abuse

Non-consented care

Non-confidential care

MNon-dignified care (including verbal abuse)
Discrimination based on specific attributes

Abandonment or denial of care

Q000000

Detention in facilities

Physical abuse-There is right to freedom from harm andegitment -hitting, slapping, pushing or
even roughly touching a woman is physical abuse.

Non consented care- All Woman irrespective of their level of edunadtattainment, language and
cultural background, a careful explanation of proposed procedure showglamed in a language that
they can understand. The freedom to consent or to refuse care is the right ofieath pat

Non dignified care-All delivering mother dignity and respect dutatgpur. All healthcare worker
must maintain dignity of the mother in their words, actions and all non-verbal comtamica

Discrimination-All Woman are equally worthy of respectfulcaegardless of ethnic background,
religion, culture, socio-economic status or educational status.

Abandonment of care- All Woman are equally worthy of respectiué aegardless of ethnic
background, religion, culture, socio-economic status or educational status.

Detention in facility-A woman or her baby should never be kept forcefully in theHHeallity.

There are few studies on perception of women regarding respawternity care during facility
based childbirth in our country , the results are not very encouragmdiawé to give more attention to
the different aspects of respectful maternity care and whig¢hrmincrease and improve the facility
based care in the coming days and thereby improve the maternal and newborn headitersara

L 2 4
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SLE IN PREGNANCY - AN OBSTETRICIAN'S PERSPECTIVE
Prof. Dr. Bishnu Prasad Das, Dr. Sanghamitra Hezabr. Sonam Na
Department of Obstetrics and Gynecol, Gauhati Medical College and
Hospital

Pregnancy serves as a mirror to theelation of a gamete of maladies in the parturi@rte suct
ominous event is an unremitting systemic lupushenytatosus (SLE) which, coupled with med
disorders, brings about an apocalypse in the mamage SLE is a complex heterogeneous autoimr
disease that mainly affects women (about 90% case®imnen), and its prevalence has been estin
to be 1 in 500 in the women of reproductive ageugrdt has varied manifestations altering the
of pregnancy. During pregnancy, in a third of womupus tends to improve. It remains unchanged
third, and in the remaining ortbird, it worsens. It has been observed that atlbalf of patients hav
renal involvement. The management issues in pregmamen suffering from SLE necessitate
multidisciplinary approach.

Consistent with the recommendations laid outthe European Alliance of Associations fo
Rheumatology (EULAR; European League Against Rheumi#sm) and the American College o
Rheumatology (ACR) patients are advised to conceive wrhe lupus activity has been quiescent
at least six months before conception. Apart from, tit has been extensively studied that the megy
outcome is best when women fulfill the followi

() There is no lupus nephritis manifest by proteinoriaeral dysfunctiol
(i) Antiphospholipid syndrome or lupus anticoagulardbser
(i) Superimposed p-eclampsia does not develop

We want to enunciate two cases of SLE during pregnahat highlight the disease's waver
potential concerning maternal and fetal omes.

A 3l-yearold booked G2P1L1 was diagnosed with SLE in 2014erwishe developed rer
impairment two years following her first pregnanés the renal biopsy had revealed Class Il Lu
she was started on immunosuppressant therapy widlophosphamie, mycophenolatemofetil, ai
azathioprine. She was on regular fol-up with the multidisciplinary team. She had undee
extensive periconceptional counseling before cammugifor the second time until the remission ph
was achieved. Eight years latehe had conceived spontaneously. She was thdohsdiover tc
Prednisolone, Tacrolimus, and Hydroxychloroquinethis time, she had progressed to Class Il It
nephritis. She had regular antenatal visits ur@tiin&@eks of pregnancy. There was ncdence of lupus
flare (no worsening of proteinuria or no declinghe complement levels or increase in the anti dal
levels). Her blood pressure was well controlledhwatntinypertensives without progression to-
eclampsia. She had undergone labor ction in view of preterm premature rupture of meanas anc
delivered a healthy baby girl weight 2.3 kg. Th&dpartum period was uneventful. Postpartum,
received medical care for 72 hours, and upon digehahe was advised to continue her mecwns for
maintenance therapy.

Biochemical parameters at the time of deliver
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This case brings to light that lupus nephritis in remission suia@essful predictor of optimized
maternal and fetal outcomes and that the following factors @eelirolled in this case) are associated
with an increased risk of SLE flare during pregnancy:

()  Active disease during the six months before conception
(i) Discontinuation of hydroxychloroquine
(i)  Primigravida

The following case will illustrate how the presence of anothedioal condition has affected the
feto-maternal well-being.

A primigravida, aged 26, first presented to dermatology OPD at 2Bsweegestation (unaware of
pregnancy) with desquamating lesions of palms and soles and oralcutareeous ulcers. She
underwent evaluation for autoimmune disease.

ANA POSITIVE SSA Ab POSITIVE
DS DNA Ab NEGATIVE SSB Ab NEGATIVE
U1RNP Ab STRONGLY POSITIVE +++ APLA NEGATIVE

There was no derangement in the hematological parameterdiv@h&unction was preserved. The
complement levels were normal. Although the serum creatininewtiais the normal range, there was
worsening proteinuria throughout pregnancy (24-hour urine protein &)1 giiggestive of active lupus
nephritis. She was also diagnosed with hypothyroidism, and thyrexpmementation was commenced
accordingly. End organ workup also showed a co-incidental severe pulmgparyeinsion and severe
tricuspid regurgitation with preserved left ventricular function. #he started on hydroxychloroquine
and prednisolone. Although asymptomatic for the cardiac lesion, #ks @And the benefits of
continuation of pregnancy were discussed with the patient. As skeoficardiac decompensation
following a mid-trimester termination of pregnancy almost eqtlas$ during the third trimester, she
was advised to continue the pregnancy with periodic assessments antighdeégilance. At 28 weeks
of gestation, she was admitted to the obstetric ward for inppatienitoring with ICU and ventilator
back-up. She underwent periodic fetal surveillance for fetal graestinietion. At 34 weeks of gestation,
during a serial ECG monitoring, changes (a prominent 'p' waveeifeads Il, lll, and aVF) suggestive
of a dilated right atrium were noticed. Due to an anticipated hehtt failure, the cardiology team
advised an urgent pregnancy termination. She underwent an eme@gasarean section and delivered
a preterm male baby weighing 1.3 kg uneventfully. Postopenatisieé was shifted to the intensive care
unit. However, within the next 24 hours, she developed pulmonary edema, unnesptmsi
pharmacological therapy. Her vitals deteriorated, and she ootlde revived despite all resuscitative
attempts.

Learning points:

* Women with SLE should be optimized to achieve remission at leasmenths before
conception

* Primigravida and those with a history of lupus nephritis or actipénites are at the highest risk
of a flare.

* Increased severity of maternal disease generally ctaselgith higher maternal and fetal risks
during pregnancy. Thus, cardiac involvement, pulmonary hypertension, advanuad re
insufficiency, severe interstitial lung disease, and receokestcan be a harbinger of adverse
maternal and fetal outcomes.

* The severity of organ involvement best guides the treatmentie¢ &_E during pregnancy and
should not be withheld during pregnancy. A delay in the initiation ofafhe portends an

increased risk of maternal and fetal mortality.
LR 4
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CHANGING PATTERN OF CAESAREAN DELIVERY

Dr. Amrit Krishna Bora
Senior Consultant, District Hospital, Sone

From time immemorial, Caesarean section is onenefrhost commonly practised operat
delivery done all over the world. The vd ‘Caesarean’ is believed to have originated fromgurgica
birth of Julius Caesar, but it is perhaps verykelli. Many controversial legend and tale has tiade
sands of time without any promising evidence. Ohthis, is Roman Law under Caesiecreed that all
women who were so feted must be cut open; hende kaird Caesarean. Initally it was done a
desperate attempt to salvage the unborn form gyaviother. The evolution of the procedure speci
the technique is quite interesting and be termed as one of the finest example of quesbamndty of
human consciousness to elevate the sufferingsllofM-being. Many disputes still persist regard
early period of it's evolution amongst the scianti€ommunity. After German Gynaecolo( Max
Sanger in 1882 suggested closing of Uterine woleakling to a spectacular drop in the Mate
Mortality. Prior to that most of the women diededio bleeding and sepsis. Improvement of surt
technique, specially development of suture mate needed many centuries to attain the present i
safety to the patients and convenience to the sardeke-wise improvement of Anaesthetics and
technique, Broad spectrum Antibiotic and developiradrthe idea of Asepsis and newer Instrumi
make it one of the safest and most commonly practsedery all over the worl

Caesarean section is done both as an elective medgency procedure, where the former |
planned surgery performed due to previously ardieip medical complications. Ergency procedure
has increase Maternal and Perinatal mortality amdbiMity including Obstetrics catastrophes, Incee
blood transfusion rate, increase possibility of I@dmission and detrimental future reproduc
outcome. The ratio of Caesarean «on delivery with Normal delivery has huge differeaall over the
world. The variation reflected as develo- developing country, UrbaRural locality, Privat-Public
settings even has Institution wise or Surgeon wifferences. Usual Clinical prace has certain type
of indication both Maternal and Foetal where thisrevidence based justification for the sectiorut
medical science is evolving every day and the tyfp@dications varies depending upon the settint
Service provider. For examgl the criteria for the diagnosis of Foetal didréisat is intr-uterine
compromise situation of unborn, a real emergenoggquure to save the baby is not uniform all ovel
world. Where’s most sophisticated Biochemical maitkes been utilised in aanced setup, for whic
mere clinical examination and judgement can be édrias a gold standard for resource crunch s
Ultimately it rests upon the decision of the Cliarcwhich should be supported by the standard pob
followed by other Institutin of same type of settings within the same redigeographical Boundar

Last few decades we have seen tremendous advarnicefrfarience and technology. Though
basic premises of any subject seems to be condiantfiner nuances of Mediciscience has been
relooked through the advancement of molecular seieBiotechnology and nanoscience, advance
of Medical Instrumentation, bio informatics and widpread use of Information technology by t
service seeker and provider. Likewise cling social norms and behavioural pattern like kge of
Marriage, small family, huge participation of womarwork force both professional and white colou
job, more dependence upon digital information , imexhd not the least paradigm shift of Meal
service from samaritan one to Service sector basimeode associated with consumerism and
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consequences. All these social factors have some direct andctindmgact upon the reproductive
Health including Delivery process. Last two decades of thec&sury shows exponential rise of C-
section in western countries to avoid litigation as long term prospestudies shows that normally
delivered babies without any complication develops subtle inteliigand Cognitive deficit in later life.
But very recent studies show that long term neurocognitive outcomese€t©n babies does not have
any significant difference with former group. The manifold iasee of C-section rate provokes
widespread criticism and debate not only in Medical community buglsokcles including Health
planner, Health economist and Right and Consumer bodies and differeomalNand international
Health Regulatory agencies.

According to WHO guideline, the rate of C-section should be 10-15% adfdeliveries of a
particular community. In India, NFHS study shows jump of this rate from 8% in 200884 in 2018-
19. Decadal growth seems to be 311% for public Health Institute &% #& private sector. The rise
of the incidence in India both in public and private sector has beaeddy many non-medical Right
based organization as “Epidemic” and blaming due to “Un regulatarketi or as a supplier induced
demand driven. This indicate the economic gain of the private hoapitale of the major factor but the
parallel increase of C-section rate in the public hospital weepaomic gain factor is negligible refute
the allegation. Recently, Central Health Authority has statted party audit of C-section both in
public and private sector hospital where the indication of the suhgeryo be justified. For the public
Health Institution, it will create Devil and Sea situation tog service provider. Timely C-section will
save the Mother and Child but at the same time, service provjdstiication of the rationale for the
section on later date which will be based upon the documentation which up to the mark due to
increase work load and lack of a system for documentation.

Reducing the number of primary C-section and vaginal Deliveryewiops C-section seems
to be the gold standard for the service provider of maternal health. In mmahaetup, service provider
and authority of many private and public health institute relugtautbpted the safe surgical delivery
procedure as there is strong resentment and public vandalism of thitgaHal®ng with media trial and
defamation of the Clinician in case of unavoidable adverse MaterdaraNeonatal outcome. With this
we have seen gradual replacement of operative or high risk vaighetry cases both public and
private setups towards C-section. Patient’s choice become anothelowtorg factor as the mother or
her family choose the C-section without any valid indication, onhauwoid uncertainty of normal
procedure requiring at times, a prolonged expectant period eitHerna or in Hospital and chances of
last minute emergency situation. It is worth mentioning thavémgnal delivery will be termed normal
only in retrospect where the process starts without anyverteon and having less assistance
culminating to delivery of a Healthy Baby without any jeopardy in MotheatH.

India with an exponential growth of population faces heavy burden upomnBakéealth
services in both public and private set up. Last decade showed tremempoagsement of health
Infrastructure due to heavy funding from Government and priggeces. Now the time has come for
the health policy makers for serious thinking about the soft isstigdbeosubject. Perhaps then,
formulating a futuristic vision to reduce the C-section rate for the overallagewent of the society will
and achievable goal.

L 2 4
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LAPAROSCOPIC SALPINGO-OOPHORECTOMY
ON A CASE OF 14 WEEKS PREGNANCY WITH
RIGHT OVARIAN CYST - A CASE REPORT

Dr. Shaidul Islam Borah, Associate Profes
0O&G Deptt, Gauhati Medical College, Guwal

Introduction:

Ovarian masses are not uncomnompregnancy. Incidence of ovarian mass in pregypanceported tc
be about 1 in 1000 .[1] Almost all unilocular cygith a diameter <5 cm and persistent in second
third trimester are not associated with compligaiand are regressive during prancy; in these cases,
abstention seems warranted.[2] Ovarian cysts wamedter>6 cm which persist or enlarge beyond
weeks' gestation, are at risk of complications aeed tissue diagnosis and, therefore, sur
evaluation [3] Torsion is the most comn and serious complication of large benign ovangsts in
pregnancy. The other complications which might ocate rupture of cyst, infection, malignan
impaction of cyst in pelvis, obstructed labour analpresentation of fetus [4]. Most surgical ons for
adnexal masses in pregnancy are managed idealtheinsecond trimester after organogenesi
complete decreasing the risk of fetal loss, elimingathe 15% to 20% background risk of spontane
miscarriage and allowing for spontaneous regre of the mass.

In the last two decades, operative laparoscopiceguhares are performed increasingly in &
gynecology and general surgery. The major advastagjéhis newer minimally invasive approach ¢
decreased postoperative morbidity, less pair decreased need for analgesics, early normal kt
function, shorter hospital stay, and early retarnarmal activity. With the advancement of lapaogsc
surgery, its use during pregnancy is becoming madely accepted . [!

Case Report:

A 28 yearold G3P1+1 woman at 6 weeks 6 days reported to ADNGRICH on 4.8.2022 for her 1
ANC with no major complains. Ultrasonography wasnelan ANOPD which revealed a sing
intrauterine pregnancy with CRL 0.93, 6wks 6day-sac. Cervical length was 4.1cm. Aght ovarian
unilocular cyst 15x8 cm?2 .

She was then planned for laparoscopic ovarian cigste/oophorectomy in 2nd trimester (around
weeks of pregnancy) after proper counselling raggrthe risk of abortiol

Her first Pregnancy was uneventful wr was 8 years back. She had delivered a 3kg babyagrhally
at a district hospital. She had a spontaneous iahost 3 months of gestation 1 year back follown
which Dilatation and Evacuation was done at a Iboslpital

On examination, she was 158amheight with a weight of 60 kg. Her vitals wetalsde. Cardiovascul:
and respiratory systems were clinically normal. Bae a 24 weeks size lump abdor

Investigations showed Hb: 11.6gm%, Blood Group A+@her haematological and biochemi
paraméers were within normal limits. CA1- 48.3.

With the diagnosis of G3P1+1 at 13wks 1 day gestaith large right ovarian cyst, she was plan
for Laparoscopic Cystectomy/ oophorecto

She underwent Laparoscopic Right sided Salf-oophorectomy undeGA at the Department «
Obstetrics& Gynecology, Gauhati Medical Collegel@®0/2022. Intraoperatively, a right sided oval

cyst 15x8cm2 which clinically looked benign witreal fluid inside was seen cushioning the 14 wi
size uterus. The content tife cyst was aspirated and right sided salf- oophorectomy was don
There was no free peritoneal fluid or adhesion.cBpen of the cyst wall which was extracted was

for histopathological examination. Report is bedwgpited
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Patient's postoperative period was uneventful. She was given utdarants and injectable antibiotics
for 48 hours. Ultrasonography was done postoperatively and viability éétitreewas ensured. She was
discharged on the 3rd post operative day and was asked to revibwhev histopathological

examination report in ANOPD for follow up.

= W L
Fig: Large Right Ovarian Cyst cushioning the 14weeks size uterus Fig: Uterus after Right sided salpingo ophorectomy

Discussion:Laparoscopic cystectomy in pregnancy was first reported in 1991 by tNezijg and then
a second case in 1994 by Howard and ¥illhe major advantages of laparoscopy are magnification
and panoramic view of the pelvis resulting in reduced intra-operatereéne manipulation which may
lead to decreased postoperative uterine irritability, miscarratgeand preterm labour which is seen in
50% of third trimester cases with an open approach. There aeeakeeports on the safety of the
laparoscopic procedure for gynaecologic and non-gynaecologic swsgeinyas cholecystectomy and
appendicectomy during the second trimester of pregnancy with no sacheaniscarriage rate. The
reduced postoperative pain, rapid recovery as well as the o#iseriltkd typical advantages after
laparoscopic surgery are of potential benefit to pregnant women anémaurage more widespread
use of this procedure in pregnant wonggnin addition, the cosmetic results are much better and the
discomfort of stretching and distension of the laparotomy scar dugetoapidly growing uterus is
avoided.

Conclusion: Laparoscopic management of adnexal masses in pregnancyekperenced team, is a
safe and effective procedure that allows, compared to the tradlisiorgery, a shorter hospital stay, a
reduced rate of postoperative complications and a decreased maternallandrizthty.

References:

[1] Hermans RHM, Fischer DC, van der Putten HWHM, van de Putte G, Einzmaios MC, et al.
Adnexal masses in pregnancy. Onkologie. 2003;26:167-72.

[2] Goffinet F. Kyste de l'ovaire et grossesse [Ovarian cystsagthancy]. J Gynecol Obstet Biol Reprod
(Paris). 2001 Nov;30(1 Suppl):S100-8. French. PMID: 11917371.

[3] Al-Fozan H, Tulandi T. Safety and risks of laparoscopy in pregn&y Opin Obstet Gynecol.
2002;14:375-379. doi: 10.1097/00001703-200208000- 00003. [PubMed] [CrossRef] [Google Scholar]

[4] Lee CH, Raman S, Sivanesaratnam V. Torsion of ovarian tumors: @pktiological study. Int J
Gynaecol Obstet. 1989 Jan;28(1):21-5. doi: 10.1016/0020-7292(89)90539-0. PMID: 2565826.

[5] Fatum M, Rojansky N. Laparoscopic surgery during pregnancy. Obstetdbyhee.
2001 Jan;56(1):50-9. doi: 10.1097/00006254-200101000-00025. PMID: 11140864.

[6] Nezhat F, Nezhat C, Silfen SL, Fehnel SH. Laparoscopic ovarian toysteduring pregnancy. J
Laparoendosc Surg. 1991;1:161-164. [PubMed] [Google Scholar]

[7] Howard FM, Vill M. Laparoscopic adnexal surgery during pregnancy. J 8so@Gynecol Laparosc.
1994;2:91-93. doi: 10.1016/S1074-3804(05)80839-4.
[PubMed] [CrossRef] [Google Scholar]

[8] Neiswender LL, Toub DB. Laparoscopic excision of pelvic massesgipregnancy. J Am Assoc
Gynecol Laparosc. 1997;4:269-272. doi: 10.1016/S1074-3804(97)80022-9. [PubMed] [CrossRef]
[Google Scholar] [Ref list]

L X 2

1331



GOGS bulletin ) September 2022
]
OUR EXPERIENCE WITH UTERINE ARTERY EMBOLIZATION
FOR SECONDARY POSTPARTUM HAEMORRHAGE =

Dr. Subhendu Buzarbaruah MD, FMA
Dr. Nilakshi Phukan Kumar MD (Consultants Down Tolbospital

Postpartum haemorrhage (PRaffects approximately 14 million women yearly, agots for 25% o
delivery+elated deaths in the world and is the main cafisan@rgency peripartum hysterectomy |
Secondary PPH is defined as bleeding that occues &4 hours to 12 weeks from dery [2].
Secondary PPH occurs in just under 1% of womergssociated with primary PPH and retai
placenta, and may result in significant maternatbiity. (3 If medical management fails, minima
invasive intervention of uterine artery embolizat(UAE) can be explored, which has shown up to ¢
success rate. The first step in common manageniétiRld is the use of uterine stimulants (uterotor
such as oxytocin, ergot derivatives, prostaglandansl misoprostol, and bimanual compression o
uterus. Recommended operative procedures for thageament of PPH include surgical repair of lo
genital tract lacerations, uterine hypogastric rgrlegation, and hysterectomy, More recently, the
relative benefits of uterine UAE versus hysteregt have been debated. UAE is generally acceptt
be a safe and reliable procedure; however, theessa@ates and complications for this procedure
been published, and these presented only a smalbeéuof casess. We report here two cases
secomary PPH which were managed by UAE and a hystargctmuld be avoidec

The first patient presented at two weeks after s undergone a caesarean section. She \
primigravida at 33 weeks 4 days IVF pregnancy wltbrioamnionitis and had undergorn emergency
caesarean section. During her immediate postpanpenod she didn’'t have any complicatio
However, two weeks after the delivery she presenidid secondary PPH. The patient was anaemic
hypertensive. An ultrasound revealed a -partumuterus with a 6X5 cm intrauterine clot. Her WI
count was 14,400/Cumm and CRP was 27.92 mg/L. A higginal swab revealed growth
KlebsiellaSpp and Enterococcus Spp. Initially sheswnanaged with uterotonics and injectable b
spectrum antibiotics. élvever, on the second day of hospitalisation slteamather episode of PPH a
a decision was made to perform UAE. Following whrtPH was controlle

The second patient was a second gravida who haoraaneous vaginal delivery and had prin
PPH. Prinary PPH was controlled with uterotonics and antibgo However, she presented two we
later with secondary PPH. An ultrasound revealetsdh the uterine cavity. Initially she was maré
with uterotonics and broad spectrum injectablebaotics. However, bleeding continued and on
second day of presenting with secondary PPH a idacisas taken to perform UAE. Following t
procedure the patient improved.

In both these cases hysterectomy could be avoidddhe patients didn't have further edes of
PPH. A team of obstetricians and interventionalaladists is crucial to increase the success ré
UAE [6]. UAE is preferable for patients who are kslised hemodynamically. Obstetricians ¢
interventional radiologists should decide whetho perform UAE or hysterectomy based on
hemodynamic stability of the patient [7]. A skillederventional radiologist is necessary to inceste
success rate of UAE [8]. Complications of UAE ird#uinjury to the uterus, infection of the uterus
the puncture site, haematoma at the puncture sjteyito the artery being used, infertility, a
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amenorrhea. Postembolization syndrome may last from two to seysradd include pelvic pain and
cramping, nausea and vomiting, low-grade fever, fatigue andrdiect. It is treated with NSAIDs and
antiemetics. [9]. If a primary care facility does not have nikeessary equipment for treating PPH,
patient transfer should be considered as soon as possible. UAgafs and effective procedure for
preserving patient fertility following PPH and a team apgh involving both obstetricians and
interventional radiologists is critically important to increasing thessg rate of UAE.

_—— 1\ ]
Figure 1: Embolic agent (polyvinyl alcohol) being injected into the uterine artery
l-r -
>
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“DECIPHERING DYSMENORRHEA IN A CASE OF OVARIAN

TUMOUR” — A casereport of an Accessory and Cavitated

Uterine Mass (ACUM).

Dr. Debabrat®armon, Dr. Aparajita Ranjan (MCh Gyn. Onco. Restj

Dr. Upasan&aruah, Dr. Dimpi Begum, Department cynaecological Oncology
B Borooah Cancer Institute, Guwal

Background Accessory and Cavitated Uterine Mass (ACUM) is aidpe lesion and newly recogniz
Mullerian anomaly. It is an accessory cavity linkeg functional endometrium within an orwise
normal uterine cavity, in contrast to the other Muan anomalies in which the uterus is malforn
The cavitated mass is confined to the myometrinencapsulated, and bears ut-like histological
organization unlike diffuse adenomyosis, myoma, agdenomyoma respectively. ACUMs are inclu
in Group 4 of the updated embryolog-clinical classification for female genitardinary malformation:
in the recently published Human Reduction Update. The usual presentation is refrgc
dysmenorrhea in young females not responding taludwgs. TVUS and MRI is utilised to reach tl
diagnosis.
Methods We are reporting a case of a-year old girl referred to our tertiary care oncaglccentre with
an ovarian tumor. Her chief complaints were sea@ refractory dysmenorrhea since menarche.
co-existing ACUM with an ovarian mass on MRI caughtr attention as a probable cause
dysmenorrhea. Accordingly, she was planned foraapiry laparotomy and frozen section. The pat
underwent fertility-sparing staging of borderline tumour along withision of the ACUM
Results The histopathology report confirmed it to be a ca$estage la serous borderline oval
tumour. The patientds been planned for observation and is currergly &f dysmenorrhe
ConclusionsThe diagnosis of ACUM is essential to provide aefdio both patients and physician
resorting to appropriate treatment in timely fashiBarly surgical treatment carovide the symptom
relief to these young women.
Keywords

Accessory and Cavitated Uterine Mass, Dysmenorrhdterine anomaly, juvenile cyst
adenomyosis.
Case Report

A 22-yearold unmarried female presented with severe dysnmeearsince menarche. larted one
day before the menses, was maximum on d-3, and persisted throughout the menses. Her mai
cycles were regular with a ZB day cycle with the normal flow for-5 days. There was no histc
suggestive of pelvic inflammatory disease. Slould not get rid of the pain with n-steroidal
antrinflammatory drugs (NSAIDs) and other o-thecounter drugs. During her evaluation
dysmenorrhea, she was diagnosed with an ovarian. &G reports revealed a large 10*10* 8 cm
adnexal mass suggestive of an endometriotic cyRlI pelvis confirmed a lefsided 11*11*8 cm lef
adnexal lesion with internal echoes and also redeal10*8 mm cavitating lesion along the left lak
wall of the uterine wall suggestive of ACUM (Figut¢ CE-CT of the upper abdomen was essenti
normal. Her serum CA=25 level was 86 IU/mL and other markers for geeth umors were norma
With the above reports, she was referred to outecemhe further evaluation did not add to otherses
of dysmenorrhea. She was taken up for exploratpgrioomy with a frozen section and proceed
12*10 cm left ovarian cystic mass with a smoothfae and intact capsule was noted twisted by
and a half turns along its pedicle. The lesion reggbas ACUM was found to be attached to the
upper uterinevall just below the attachment of the left rounglainent (Figure 2). Bilateral fallopi:
tubes and right ovary were normal with no endoragtrideposits. The frozen section of the left acih
mass was suggestive of borderline serous ovarmnortuertlity- sparing surgical staging of the tun
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was done. Thereafter, an oblique incision was ntage the anterior wall of the suspected ACUM
1-2 ml of chocolateolored fluid was drained. The mass was enucleaigdmeticulous dissection. Tt
uterinecavity was not entered into and the myometrial clefeas closed. There was no communica
of the lesion with the main uterine cavity. The topgrative course was uneventful and the patieist
discharged on the third day of surgery. Histopatgplconirmed it to be a stage la serous border
ovarian tumor without a micrpapillary pattern. The section through enucleatgstic mass reveale
cavitated lesion lined by functional endometriunthwglands and stroma surrounded by irregul
arranged smdb muscle cells. The patient has planned been pthfior observation and is curren
free of dysmenorrhea.

Figure 1. a) T2weighted MRI image of pelvis showing an adnexal sreasd ACUM (within the blue circle), b) in-
operative picture showing lefivarian tumour and ACUM, c) enucleation of ACUM hatit breaching the endometriu
d) excised ACUM out of its bed, e) sutured bechef ACUM.

L

Figure 2. Histopathological picture of Hematoxydind Eosin stain showing a) endometrial gland (nthdseisterisk) amidst
smooth muscle of the myometrium, b) Serous bongerbvarian tumour witthierarchically branching papillae lined
stratified, heterogenous epithelium with up to nratke atypi.

Discussion

Severe dysmenorrhea in the postnarchal perid is usually taken as primary dysmenorrhea ur
proven otherwise (1). After further ruling out congenit@male genital tract anomaly in cases
primary dysmenorrhea, naesponsiveness to usual antispasmodics or hormmeatment make
gynecologistventure into other causes of primary pathologyrius-like mass (ULM) is the term give
to the structures resembling the uterus both gyoasd histologically (2). ACUM falls under tl
category of norcommunicating ULM arising in the normal uterus. Tirst description of such featur
dates back to the early 20th century, howevertgtra ACUM was given by Acien in 2010. Acién et
illustrated a detailed analysis of cases of ACUldorted as different entities like juvenile and aeH
cystic adenoryomas owing to nc-recognition of this anomaly in the European SocietyHuman
Reproduction and Embryology classification |
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The usual age of presentation of ACUM is reported to be <30 ywedissevere and progressive
primary dysmenorrhea or chronic pelvic pain. It is attributed sbedtion of the lesion cavity by
repeated bleeding. The other features can be dyspareunia, hyipqugist or it may be asymptomatic.
The three theories of the development of ACUM have been proposed: @ntt@ahgnomaly theory, (ii)
heterotopias theory, and (iii) metaplasia theory (2). The firabriy advocated by most considers
duplication of ductal Mullerian tissue in the critical arsdtee origin of ACUM. Such a critical area can
be at the level of attachment of the round ligament, possibly related to gubemmasifunction.

The criteria for diagnosing ACUM are: (1) an isolated asoey cavitated mass usually located under
round ligament; (2) normal uterus, fallopian tubes, and ovaries; £8jgical case with excised mass
and pathological examination; (4) an accessory cavity lineehbdpmetrial epithelium with glands and
stroma; (5) chocolate brown colored fluid contents; (6) no adenomyosiee interus (if resected),
although there could be tiny foci of adenomyosis in the myometriurheobitcessory cavity due to
increased intracystic pressure(2). The above criteria are, hgueteexclusive. Most of the previously
diagnosed JCA is now considered to be ACUM. A new diagnosticiarfar JCA has been proposed:
(i) the age of onset of severe dysmenorrhea is within 5 yfirsmenarche orl18 years of age; (ii) no
history of suspected endometrial or uterine injuries; and (iii)ptlesence of a cystic lesion 0.5 mm
indicated by imaging studies or observed during surgery. Howehese tcriteria are not considered
essential to categorize a JCA as an ACUM(3). Histologic#tle cavity lined by stroma and glands
which are positive for CD10, ER, and PR.

The role of Imaging in establishing the diagnosis of ACUM has ledeulated in table no.1 (3). As
Mdillerian anomalies are sometimes associated with urinasiyrtralformations, their proper evaluation
is warranted (1).

Table 1. Salient features of ACUM on different inmggmodalities.

Imaging modality Imaging features

Ultrasound Solid isoechoic to predominantly cystigsses resembling
endometrioma arising within the uterus

Hystero-salpingogram Rules out any Mullerian angm&lg. non-communicated cavitated

rudimentary uterine horn.
Magnetic Resonance Imaging  Cavitated mass with hdaagic contents; with the normal uterus. Thin
sections (3 mm) help in ruling out Mullerian anoynby demonstrating
both cornua clearly. Cystic degeneration in aderamegyand fibroid will
not show T2hyperintense endometrial lining and hemorrhagidems.

The differential diagnosis and their differentigtifeatures are tabulated in Table No. 2.

Table 2. Differentiating features of lesions sintinig ACUM (4).

Entity Age of Presenting Gross features HPE
presentation features
ACUM Adolescents | Dysmenorrhea Main uterine cavitg a Resembles uterus
myometrium is otherwise norma|
Cystic Middle-aged Dysmenorrhea Diffusely spread adenomyoti¢  Lack typical
adenomyosis foci, Small cysts, usually less th | endometrial lining
5 mm. and uterudike

smooth muscle
Mullerian  [Reproductive ag | Dysmenorrhea, | Presence of vaginal or uterine|Fibrous or muscular

anomalies group infertility, septa, unilateral/ bilateral  |parttion in the cavity
Abnormal uterine cornuaetc
bleeding (AUB)
Leiomyoma Middle- aged AUB, pressurel Round-to-oval firm mass arisingWhorled appearance
symptoms, within myometrium of smooth- muscle
infertility cells
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The severity of pain is such that patients usually require surgical &etatAs fertility preservation is
one of the most concerning factor in such age group, excision of the tumor withoutdigstgns often
the treatment of choice(1). The tumour enucleation can be perfdapadscopically or by open
technique; depending on the available expertise.

Conclusion

The diagnosis of ACUM is essential to provide a relief to botiepiat and physician by resorting to
appropriate treatment in timely fashion. As it has been estathlidtee ACUM is not so rare as
previously thought, the physicians should be well aware of this efttyS and MRI is utilised to
reach the diagnosis. Early surgical treatment can provide the symptehta¢hese young women.
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DANCING IN PREGNANCY
Dr. Tina Nath

Registrar , 0&G, GMCH

Dancing is a safe and fun way to exercise durimgpancy. It helps to maintain flexibility and impec
muscle strength in addition to being a great stbester. ACOG advises 150 minutes of moderate sitie
aerobic exercise and dancing beargaerobic exercise is a great way to achieve #iab. it improves the
mood and helps to relax. Of course , it goes withtgaying that dancing is not advisable in high
pregnancies like anemia or heart dise

Jazz dance, samba, ballroom dan¢minus the lifts) , salsa and Indian classical fersuch as Bhar.
Natyam are different types of dance forms that bantried. Gentle belly dancing, which uses sl
controlled movements, is a great way to exercisgragnancy. Belly dancing uses abdnal muscles and
helps to keep the back supple. It also helps tad@an good posture and work in the pelvic floor ches
The important thing to keep in mind is to keep bfetat on the floor at all times. F-hop, urban, street
dance, tap dance or dascehich are involved with jumping, standing on deg, twisting or turning
suddenly should be avoided.

The timing of the dance sessions can be reductithird trimester and if it is too strenuous aking
the patient breathless. It is importanttake breaks in between, drink adequate water dmdadight snac
either before or after the session. It is alsordgdeo do some warm up exercises before stathiegdance
session. Dance can be done at home or with a triairtet is advisable tbe with a professional trainer if s
is just starting to learn.

Aranyani Bhargav is a Bharatnatyam dancer, director of Vy2ance Company and was recently
limelight for bringing a piece to Bangalore audienehere in her sixth month of pregnancy, performed
as a regular dancer. In one of her interviews stys §But dancing through pregnancy is something
should be just normal. Pregnancy is not an illnésss, not a disease, it is not a crippling coruatiti Yet,
when women become pregnant, many restrictions imposed on them, many of whicin’'tdbave any
medical basis for it. One of them is dancing. Ofirse, please understand that | am talking abou-risk
pregnancies with no complications. Not all pregimesare the same, and it woule foolish for anyone t
blindly disregard medical advice in favour of wi'at saying here. | am not a doctor. But having dhiat,
for a lot of people, and it was certainly true fioe— there was absolutely no medical reason for whyoust
not dancehirough my pregnancy. My pregnancy has beer-risk and | am a healthy and active woman
it became clear that there were other factors t¢batributed to the reasons for why women were b
discouraged from dancingsecietal pressures, fear and sistition, the guilt instilled in the mothe-to-be
by society about possibly harming the baby, thenghattributed to the public display of the pregrfann —
whatever the reason, it wasn’t medic

Dancing is therefore not only a healthy but a venjcyable exercise that can be a parian antenatal
workout regimen.

e
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ART AND HYPERTENSIVE DISORDERS OF

PREGNANCY
Dr. Deepak GoenkaDr. Preeti Moonc
Institute of Human Reproduction, Guwal

INTRODUCTION
Since the field of assisted reproductive techn@eg{ART) has expanded, more than ten mi
children have been born as the result of IVF. Theredgd annual increase is half a million child
Hypertensive disorders of pregnancy (HDP) occuatiaut 10% of all women around the world Asia
and Africa, nearly 1/10th of all maternal deathe arsociated with HDP. Artificial reproducti
technique is also considered as a risk factor amahgther risk factors for (HDP) of (F-1.8,
95%Cl).Various factors can be involved in relatiorhypertensive disorders of pregnancy and /
. Larger propoion of multiple birth:
. Immunological intolerance in donor gametes anbrgos
. Higher body weight
. Advanced maternal age
. Absent corpus luteum in programmed and oocytatian cycles (modifiabls
. Altered hormonal profile due toovarian stimiation, cycle substitution and technolc itself.
. Various ART procedures

"1 FRESH CYCLES "1 FET CYCLES 1 EMBRYO BIOPSY FOR PG

] DONOR GAMETES

~NOoO o, WNE

FRESH CYCLES AND HDP: Low levels of estrogen in early pregnancy allow foigration o
extravillous trophoblasts into uterine spiral adsrwith artery remodeling. If estrogen ilevated
prematurely, extravillous trophoblast invasion gfiral arteries is suppressed. Supraphysiolo
hormonal levels in early pregnancy lead to impaimegphoblastic invasion. Superovulation alters
expression of genes critical to endometriadeling during early implantation.

FROZEN EMBRYO TRANSFER (FET) AND HDP : Improved cryopreservation techniques
growing practice of single embryo transfer (SETYl anproved pregnancy rates has lead 1 increase
in the incidence of frozen embryo trfer. A potential factor in developing hypertens during FET is
the type of endometrial preparation. A specificlgsia comparing HRT versus natural cycles in F
found that HRT cycles lead to an increased risklbP compared to natural cycles, adju odds ratio
1.78. It is the number of corpus luteum that ddfar natural (one CL), fresh cycles (supraphysiiiai
number of CL), absent CL in artificially programmeytles and donor oocyte cycles. Corpus luteu
important for the production of vaactive substances like relaxin and VEGF which ameartant for the
initial placentation.

GAMETE DONATION AND HYPERTENSION: Oocyte donation is becoming a common star
practice for patients with reproductive disordetispinished ovarian reserve, or @nced maternal age
due to its relatively high success rate and conipariave delivery rates in comparison autologous
IVF pregnancies. Pregnancies achieved from oosygerm or embryo donation i unique, since they
have resulted from donor gameteat are immunologically foreign to the mother. FdtilA-C is
different from maternal HLAZ because it also expresses paternal -C cells. When donated oocy!
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are used the trophoblastic HLA-C is less recognizable for tmeuimological system of the mother
because it is completely allogenic. This can lead to an altered functiortimg atierine natural killer
cells. This is supported by the increased risk of HDP in primmysawomen and after the change of
paternity in multiparous women.

EMBRYO BIOPSY AND HDP: The use of preimplantation genetic testing (PGT) is increasing
rapidly. Current indications for PGT include aneuploidy assessmentetorrent pregnancy loss,
advanced maternal age, sex selection, human leukocyte antigdredhatiolings and testing for genetic
disorders such as unbalanced translocations and single gene mutataaseBeophectoderm biopsy
removes cells that are destined to form the placenta, thgretestial for increased risk of adverse
pregnancy outcomes that are associated with abnormal placentatioorn#al initial placentation has
been strongly suggested to be involved in later development of aregsih and restricted fetal
growth.

CONCLUSION: As ART and FET rate has increased, our safety concerns, abqutottezlures has

also increased. Patient BMI should be optimised before doing emangidar. The chances of multiple
pregnancies should be reduced by performing more of single enttawysfer (SET). Whenever

possible, FET should be performed in a natural, modified natural or iovulatiuction cycle (rather

than an artificial cycle). Knowing the possible relationship betwiedertility treatment and HDP

specific care plans and interventions should be developed to decressxdiiiece and subsequently the
risk of maternal morbity and mortality.

L 2 4
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UTERINE LIPOMA A RARE ENTITY - CASE REPORT
Dr. Javed Ali. Former Prof. and HO

Obstetrics and Gynaecology

TMCH, Tezpur.

Came across two such cases during my long thirgetlgear cieer. The first case was 58 ye post
menopausal lady, par&,-presented with spotting and lower abdominal atigort. Ultrasonograph
showed features of interstitial leiomyoma ( 58 x ). D & C and histopathological examinat
revealed no abnormality. Total Abdominal Hysteretyowith Bilateral Salping ophorectomy was
carried out.

The second case was aged 49 years,-2 presented with menorrhagand suprapubic lun.
Ultrasonography showed presence of interstitiadofdb ( 70 x 66 mm) in the fundus of uterus w
bulge in theendometrium. D & C and histopathological examinatshowed evidence of endometri
Total abdominal hysterectomy with bilateral salg ophorectomy was done.

It was only after dissection and eneucleg, the nature of the tumor was thought to be liatous
tumor of uterine corpus. Both the specimens looj@tbw with smooth surface. Micoscopice, both
the lesions were almost comprised of mature adiescyccasionally defined by fibrous tra
containing capillary vessels. Peripherally thedasivas surrounded by fibrous caps

Discussion :

Lipoma of the uterine corpus is a rare benign tyrti@ incidence being 0.03 to 0.25 %. The ger
of lipoma in the uterine wall continues to be amgera as fatty tissues lack in the uterine wall
normal conditions. Many theories have been proposéus regar-

a) Migration of adipose cells through uterine arter

b) Mesencymal cellular remains of a pluripotential unat with the cabacity to differ towa

adipocytes.

c) Adipose metaplasia from thmooth muscle fibore component of the uterine cor

The other close variant of lipomatous tumor in inercorpus is lipoleiomyoma looked like uter
lipoma morphologically. On histopathological exaation lipoleiomyoma reveals a characteri
pattern of mature adipocytes interaspersed in uterine smowtuscles. Imaging modalitie
histopathology and immunohistochemistry ( indicgtpositive or negativity of markers like Viment
Actin, CD 10, CD 99, CD 34 and HMB ¢

Both uterine lipoma and lipoleicyoma mostly developed in perimenoposal and postopesal
women, the clinical presentation being similar hose found in leiomyomas. Most are post oper:
chance finding following hysterectomy for leiomyarthough certain radiological investigationay
suggest their existence prior to surgery. Treatmsodalities are similar to those applicable in sask
leiomyoma. Prognosis is excellent in cases of liptmas benign tumors of uterine corpus unless 1
are associated malignant lesions in thety, ovary or within.
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DISSECTION
Dr. NilimaThakuria Haque,
Sr. Consultant

The four of them were sleeping close toge
In the guestiouse where they lodg

the bees of sleep hovered and left

finding no flower on their eyelids.

They have a common destination.

In ethnic-design bags

Are stuffed all the paraphernalia for the |
Now and then, they yawn or hiccup

Or flip the pages of a dictionary.

The first is an ancient peepal tree with ma
roots,

The leaves hanging from it

are but pieces cut out of his heart.

His body carries deep battle-scars
Deep-rooted is his grief.

The nights of baul-geet

Keep sawing at the flesh of the v

Fill it up, fill it up, dear heart!

The second is the bookworm.

Endnotes! footnotes! quotations

And cobwebs of theory.

Half-perceiving, simple folks see themselve:
fools

They might even turn deaf

listening to the pseudotellectual gibberisl
The pedantic self knows that in this bookish c
A big zero is swallowing him up.

Knowing too well his incapacity

To dig a hole and extract a drop of wi

He floats nonetheless in a foamy :

and wields his sword,

Shoots arrows, occasionally a gun.

(Translated by Anindita Kar)
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The other is himself a cannon, a guns
He is a revolutionary, explodes now and t
Rallies, slogans, strikes, etc.

Against all the injustice and exploitation of the wi

A voice of protest. Within parenthes
An interesting character who loves his com

The novice is all excited and restl
This is his first taste of the hospita
Of such a guest-house.

He ventures out of the window
And comes back elated

He wants to scream and tell ott
about the fountain in his mind
Sleep stares, astonished,

at his open-eyed dreams.

Oh! they are but four poems in the poetry ses
Four balloons, or firecrackers,

in the festie issue of a magazi

Maybe bottles of liquor or a bunch of flow

And here | am,

Awake in the middle of the nig
Dissecting all four

Blood on my fingers.
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