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Oct. 2021 ςMarch 2022 Greetingsto all,

It gives us immense pleasure to
present the second edition of News
Bulletin of ISOPARB2021-2022. Hope
you all liked the 1st edition. It was
great meeting you all during Annual
Conference2021 at Gorakhpur. Then
3rd waveof Covid-19 Omicronmadeus
to organizevirtual CMEs,which we are
still enjoying with a hope to start
physicalmeetingsafter Holi.

This bulletin will give you absorbing
scientific presentations, thrilling
moments in solving the quiz , some
hilarious moments by jokes and
glimpsesof events held between Nov.
2021to Feb2022.

We are eagerly waiting to see your
enthusiasm in ISOPARB 2022 at
Varanasi between 6th to 8th of May
2022.

Thanksandregards
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Message 
Dr. Usha Sharma 

National President
ISOPARB

DearISOPARBIANS,

Congratulations to all ISOPARB members for
unprecedentedprogressin spiteof covid-19 pandemic.

I took chargeto lead ISOPARBin covid-19, very unsureof
myself what I could contribute towards the progressof
the organisation. It has all been possiblebecauseof all
ISOPARBmembersin joininghandswith full enthusiasmin
form of CMEsand webinars which was only way to
connectin this pandemic.

It helped in updating our knowledgewhich has yielded
veryrich dividends.

My special thanks to the secretary General Dr Meena
Samantalong with all office bearersof head office and
city chapterswho stood by me in all my endeavoursfor
ISOPARB.

The four zonal webinarson SayNo To Birth Defectshas
reallygiveninsightto the problemon how we canbuild a
healthyIndiain future.

Hopethis dedicatedmomentumfor progressof ISOBARB
will continuewith full vigouralways.

I thank all the membersfor their whole hearted support
during my tenure in spite of adversesituation due to
COVIDpandemic.

My best wishes to the incoming national president Dr
GangadharShahu, secretary-general Dr Pragya Mishra
Chaudharywith their team. Hope they will take the
organisationto greaterheights.

LongLiveISOPARB

Dr Usha Sharma



Journal of ISOPARB (IJOPARB)

Prof (Dr) Hiralal Konar, Editor-in-Chief

It is a greatpleasureto know that ISOPARBis
releasing its news bulletin in this month.
News bulletin always reflects the society
activities in respect of the social and
academic aspect. ISOPARBunder the
dynamicleadershipof Dr. MeenaSamantand
Dr. UshaSharmahaslot manyactivitiesto tell
us. Presumingthat the pandemicisdeclining,
we are feelinga sighof relief. Wearereadyto
resume our daily activities as before. The
ISOPARBsociety members are busy with
annualconferenceto be held in May 2022, in
the holy city of Varanasi. We are looking
forward to the socio-cultural meet in the
month of Mayafter a longperiodof waiting.

Journalof the Indian Societyof Perinatology
and ReproductiveBiology(IJOPARB)is going
to be released soon. Members would be
happy to see the journal online first. The
issuecoverssomeimportant areasof concern
in our clinical practice. At the same time it
highlightssomemattersthat appearsto be as
the need of the day. The journal committee
has requested the society for a special
permissionof makinga print version of this
particular issue,so as to reachthe members
as a copy to add in the library or for their
clinic. Members are reminded that the
societyhasdecidednot to gofor print

version of the journal, though it was so
popular. It was mainly due to the lack of
initiative from many of us to update our
contactdetailswith the officeof ISOPARB.

We reached this decision following
discussionsmany a times at our managing
committee. The difficulties that surfaced,
nearly 506 memberscould not be contacted
with their existingmailingaddresses.

All journals returned back to the journal
office asthemembersremaineduntraceable.
The journal office and the society incurred
huge loss for printing and postal charges.
Journalcommittee tried to bring it to all of
your notice by repeated announcementsin
the journalsalso. We, the journal committee
onceagainrequest ISOPARBchaptersand its
members to update individual ƳŜƳōŜǊǎΩ
contact addresses- surface mailing, mobile
number and e-mail ID and send it to the
societyoffice.

Thenext issueof the Journalis to be released
soon. At the end, we the journal committee,
requestsyou to look into the journal website
by the 4th week of this month. The print
versionwill also reachyou in time. We hope
youwill enjoyreading.



Respectful Maternity Care- I uphold

Dr Meena Samant, Secretary General ISOPARB
MD,DNB, MRCOG

I am 50 plus. I was born on the first of Januarymany yearsago in a military hospital in a small
cantonmentin Maharashtra. I haveheardthis narrativefrom my mother manytimes. Shewent to
the hospitalaround midnight with labour pains. Theplump motherly nurse took careof her. She
hadher deliveryby 8 in the morning. Sheblessesthe team wheneversherecountsthe experience.
Thisbringsa smileon my facetoo. I wishallǿƻƳŜƴΩǎmemoriesof their childbirth are happyones
that they sharewith others againand again,bringingabout confidence. I am an obstetricianand
veryfamiliarwith the scenesin labourroom.

Category of Disrespect and Abuse                                Corresponding Right 
1. Physical abuse                                                               Freedom from harm and ill treatment
нΦ bƻƴπŎƻƴǎŜƴǘŜŘ ŎŀǊŜ                                                   wƛƎƘǘ ǘƻ ƛƴŦƻǊƳŀǘƛƻƴΣ ƛƴŦƻǊƳŜŘ ŎƻƴǎŜƴǘ ŀƴŘ 

refusal, and respect for choices and 
preferences, companionship during 
maternity care

оΦ bƻƴπŎƻƴŦƛŘŜƴǘƛŀƭ ŎŀǊŜ                                              /ƻƴŦƛŘŜƴǘƛŀƭƛǘȅΣ ǇǊƛǾŀŎȅ
пΦ bƻƴπŘƛƎƴƛŦƛŜŘ ŎŀǊŜ όƛƴŎƭǳŘƛƴƎ ǾŜǊōŀƭ ŀōǳǎŜύ      5ƛƎƴƛǘȅΣ ǊŜǎǇŜŎǘ
5. Discrimination based on specific attributes          Equality, freedom from discrimination, 

equitable care
6. Abandonment or denial of care                               Right to timely healthcare and to the highest 

attainable level of health
тΦ 5ŜǘŜƴǘƛƻƴ ƛƴ ŦŀŎƛƭƛǘƛŜǎ                                                [ƛōŜǊǘȅΣ ŀǳǘƻƴƻƳȅΣ ǎŜƭŦπŘŜǘŜǊƳƛƴŀǘƛƻƴΣ ŀƴŘ 

freedom from coercion 

Disrespectand abusehavebeen documentedin manydifferent countriesacrossthe world. This
discouragesmanywomenfrom obtainingprofessionalmaternitycare. Thismayresult in increased
casesof birth injury and even maternal and new-born deaths. Many a time the health care
professionalsare not evenawarethey are crossingtheir boundaries. In 2007, Venezuelaformally
definedάƻōǎǘŜǘǊƛŎǾƛƻƭŜƴŎŜέasthe appropriationofǿƻƳŜƴΩǎbodyandreproductiveprocessesby
health personnel,which is expressedby a dehumanizingtreatment, an abuseof medicalization
and pathologizationof natural processes,resulting in a loss of autonomy and ability to decide
freelyabouttheir bodiesandsexuality,negativelyimpactingtheir qualityof life.

It is globallyrecognizedasa universalhumanright for everychildbearingwomanadmitted in any
healthfacility. Sevenrightsof childbearingwomenin seekingandreceivingmaternitycarebefore,

during,andafter childbirthhavebeendescribedbyBrowserandHill in 2010

Respectfulmaternity careconceptadvocatesthe meaningfulexperiencesof childbirth by women
asan essentialelementof qualityhealthcare,which involvesrecognizingtheir self-worth, feelings,
choices,andpreferences. It isoften usedsimilarlywith the termswomen-friendlycareandwomen-
centered care. Globalefforts to recognizeand do away with mistreatment of pregnant women
admitted at maternalhealth facilitieshaveincreased. Eliminatingpracticesof disrespector abuse
andchangingit with respectfulmaternity carepracticesis undoubtedlyone of the most important
interventionsthat isworth fulfilling. Eachoneof ushavea responsibilityto bringabout this positive
change.



Quality Maternal Health Care Services for Rural 
India ςComplexities & Way Forward

Dr. Sadhana Gupta

Health is not merely an issue of Doctors, social 
services and hospitals, it is an issue of social justice. 

Maternal mortality and maternal& neonatal
health statistics is considered to be the
greatest health in-equity of 21st century.
Aroundquarter a million women die globally
every year due to pregnancy related
complications. Approximately 99% of
maternal death occursin LMICrepresenting
greatest single health disparity between
resourcerichandresourcepoorcountries.

India has recorded a 65% decreasein MMR
from 1990 to 2013; however it still
contributesto 17%of globalmaternaldeaths.
EstimatedMMR of India in 2015was174per
hundred thousand live births. However
national maternal mortality ratio estimate
often mask variation between regions and
subgroups of population. In India large
populationlivesin regionwith MMRbetween
200-250/ 100,000livesbirth.

There is overall disparity in rural and urban
living, infrastructure, development and,
economy. It setsthe stagefor wide gapsand
lacunae in availing affordable, accessible,
effective, available health care for people
residingin rural area.

Here I wish to sharefew concernand issues
observedthroughlife time experience

Positivityof RuralWomenandPeople

While health carepeopleor Governmentand
program managersfor maternity care might
or do presume that rural women is
uneducated,not empowered,my groundroot
experienceis quite different. Rural women
are alwaysin mainstreamof economy,they
lookafter andwork in fieldsandfarmsaswell
takepart in other activitieslike cattle rearing,
home craft or local trades. They are skilled
and trained in manyaspectsand empowered
in their own ways.

Beside rural people including women work
hard physically. It is evident from data that in
rural women rate of caesareansection is
lower than urban population. The incidence
of co morbidities in pregnantwomen is also
lessascomparedto urban.

Too early marriagecan be issuefor obstetric
complicationsbut completingfamilyandchild
bearing at around 30s as per rural cultural
norm can be indirectly beneficial to them.
Theyconsumefood whichis freshandnatural
biodiversity .Unfortunately in recent times
the food esp. fruits, vegetablesand milk is
being drained to cities which is really having
negativeimpacton their nutrition.

Ruralecosystemis quite different from urban
or metro cities and it has its own positive
values. Rural people have helping attitude
and communitysupport esp. in time of need
andemergency.

Concernfor rural people

Educationand formal job opportunities for
rural womenare markedlylessin generaland
esp for scheduled and backward
socioeconomic caste status. Yet with
Panchayatseats reserved for women, rural
women have shown their metal for
leadershipand community work. Sanitation
facilitiesand civicamenitiesare much lessin
rural India as compared to urban cities.
Beside rural economic has been under
pressure due to change in commercial
agriculturesystemas well lessable to adapt
to new economics. PanIndiaespin Northern
and Easternregion rural Indian women are
not key decidingpersonfor health, including
reproductive health issues. Beside though
GOIhas framed an emphaticand impressive
NationalRuralHealthMission,Privatehealth
sectoris largelyconcentratedin urbanIndia.



Emocservicesare less available,affordable,
andaccessiblefor ruralwomen.

Key Positive Changes in India 

GOIlaunchedNRHMon 5th April 2005, which
seeksto improve rural health care delivery
system. It is operational Pan India with
specialfocus in 8 EmpoweredAction Group
States .Creating cadre of ASHAfrom rural
community itself has brought up fresh and
dynamic change in women empowerment.
JananiSurakshayojana,which is conditional
cash transfer scheme for encouraging
institutional delivery is one of the most
impactful programs seen in the world.
Creation of free, centrally monitored
Ambulance services 102 & 108, Digital
tracking of al pregnant mother and children
are example of use of technology for
transforminglives.

GOIis alsoworkinghard for sanitationand24
x 7 facilities for obstetric care. Focus on
nutritional supplementation to pregnant to
adolescent women and girls as life cycle
approachhave reduced moderate to severe
anaemia yet overall anaemia prevalencein
pregnantwomen and WRAremainsin range
of 50-60 % . Focuson menstrual hygieneis
another important issuein variousplatforms
whichmayhavean impactin future reduction
of RTIs

How we canimprovisequality obstetric care
for rural India

Todaywhile we have achievedvery effective
technologyin healthcaresystem,yet it is also
criticised for being too complex, invasive,
costly and out of reach for a substantial
proportion of populationnot only in Indiabut
throughout the world, evenhighlydeveloped
economieslike USAand Europeanworld has
gross disparity in health care of rural
population.

Quality Obstetriccare is not issueof health,
programs and schemes. It is basic human
right issue. SDGhas brought inequity and
inequality in main thought process. In India
with one of the largestpopulouscountriesas
well still > 60 % of people residing in rural
area we owe a lot as professional,leaders,
programmerto our ruralwomen.

Few suggestions I put which can be
implementable at level of Professional
organizationlike FOGSI,ISOPARB,IAP.

1. Creating academic and skill updates by
encouraging rural chapters - We need to
encourage making chapters and branch of
professionalorganizationin very small towns
and rural area. The doctors who are giving
services to rural areas need to be in
mainstream of knowledge and skill
enhancement program so they can deliver
quality obstetric care to rural women. In our
professionalBodyConstitution,we must have
relaxation for number of members for rural
/small town places.

It is also desirablethat city chapters leaders
keepcommunicationwith doctorspracticingin
rural areas and involve them in all
organizational academic, social and skill
enhancementprogram. Few programsshould
be focussedon casesituationssharingespfor
critical scenarios for learning and
implementation of treatment plans in such
scenarios.

2. Adoption of village by local chapters and
professionalsocietiesIn all branchesof FOGSI
andISOPARBwe needto be awareof maternal
Childhealthstatisticsof our nearlyrural towns
and villages. For 3 yearsone or two villageof
highneedcanbe adoptedby city chaptersand
branches for providing a. Public awareness
program b. Well planned health check-up
programswith Hb,blood sugarestimationand
BP machine for pickup of high-risk cases. In
thesehealthscheckup we must link it to few
backup privateaswell Govtfacilitiesfor follow
up quality care. InǘƻŘŀȅΩǎworld we canmake
whatsappgroupof all volunteersat both ends
at rural and cities. These are implantable,
doableandbeneficialfor everyone.

Involvementand inclusionof local leadersand
Panchayatbodieswill add to acceptabilityand
impact of these programs. Suchwell crafted
programwill also give us realisticdata of our
rural health whichwill be valuablefor not only
us but for whole of the world for health
programimplementation.



3. Respectful Attitude to Rural and
underprivileged people ς With drastic
changein educationalsystemin India in last
15 yearsI sadlyobservedisconnectbetween
highly expert doctors and rural people. Even
residing from same area young generation
doctors are not well versed in speakingour
local language, beside they are not well
versedof problems of rural people like less
money, travelling long distances to reach
hospital, their exploitation in hospital by
various cadres due to lee literacy and
confidenceaswell.

It is an issue of deep concern, for giving
respectfulcareesp. obstetriccarewe needto
connectthem and givecarewith compassion
andempathy.

We should plan real communication skill
workshops and somehow encourage and
appreciate people who are best in it and
known for their dedicatedservicesfor rural
women.

Trust building amidst marginalizedsections
like scheduletribes,verypoor, lone womenis
needof the time.

4. Financesfor obstetric CareςWith JSYand
Ayushmanwe are looking forward to sea
change in health economic esp. for
underprivilegedsection,yet for obstetriccare
private sectorwhich is many times providing
latest technology can consider giving esp.
sanctionsfor chargeslike ultrasound,imaging
Lab Charges and may be surgeries and
hospitalstays

Beinggenerous,sensitiveto everyoneneed
must remain way of the medicalprofession.
With wide gapin genderequity in our country
as professionalas well professionalbody we
needto extendsupportinghandsto our rural
women. We must be aware of the fact that
with one person in ill health brings low
middle classinto poor class. It shouldbe an
individual and group voluntary choice, yet
making these choices by larger number of
peopleand placeswill give messagethat we
care for everyone. Finally, it will add to our
image and perspective in people as well
media.

5. Includeand involve Ruraldoctors and nurses
- In our all conferencesand academicevents
there must be 1-3 hours session for rural
obstetric care in which all government and
privatedoctorsgivingobstetricandneonatalcare
in rural area are encouraged to participate
actively.

Beside rural health research can be separate
section which must have visible place and
platforms.

Recentlyin virtual FOGSIManyata initiative we
havebeen able to reachdoctorsand all nursing
staff for all clinicalstandardsin obstetric care. It
has been highly effective and impactful in
ensuring quality obstetric care for all and
everywhere.

6. Settling of professionalsat small towns and
rural Area - While younggenerationObsGynae
find great difficulty in private practice and
settlement in metros and big cities becauseof
high financialinvestmentand competition, there
is lot of respectaswell work for doctors in rural
areas. There is less financial investment also.
Thereneed to be changedmindset that in small
towns and villages any one can develop
professional excellencewith high professional
satisfaction. As from top colleges medical
student take all advantage of government
subsidyfor medicaleducationandgo to USAand
western world, we need to have deep concern
for thismindset.

World can be changed only when we change
our perspective.

Thesearefew plansandsuggestions.

Hailingmyself from rural India I am fortunate to
being exposedas well part of all positivity and
weaknessof rural India.

Still, I find rural peopleremaincalm,cooperative
and settled in health and obstetric emergencies.
Aswe are empoweredwith knowledge,skill and
moneyaswell it is our dutiesandresponsibilities
whichwe owe to our rural womenandfamilies.

Remember all urban economies are fully
dependenton rural ecology. Ruralfield andfarms
feed us, nurture us. We all have to come
together, plan from small steps to larger
platforms as well advocacyfor quality obstetric
care. We owe a long standing debt to rural
peopleand women; ƛǘΩǎtime to pay it in our life
time.



Dr Sheela Mane
Chairperson Quiz Committee

Dr Rita Kumari Jha
Co-chairperson Quiz Committee

1 What is the screening strategy as per National guidelines?

2 When OGTT is recommended in cases of Renal Glycosuria?

3 Microalbuminuriain early pregnancy is a sensitive predictor of 
PIH later. True/ False

4 By which gestational age, foetus starts secreting insulin?

5 What is the mostcharacteristic congenital embryoapathy in 
GDM?

6 What should be the ideal blood glucose level between 2AM 
to 6AM?

7 What is Somogyi effect?

8 Name 3 microvascular angiopathies.

9 In which type and at which gestational age, there is risk of 
small left colon syndrome?

10 Which long acting insulin is the 1st choice as per Nice 
guidelines?

Message For Office Bearers 22 -- 23 and all ISOPARBIANS. 
Namaskar, 
Makinga new hobbyor habit maybe difficult but not impossible. A smallrequest/ prayer to
my EsteemedOfficeBearersand membersof ISOPARBto think for 5 minutesandwork for 10
minutesper dayfor ISOPARB. I don't feel, it's that difficult. If youmakeit a hobbyandpractice,
youwill beastonishedto seethat youhavebuilt a wonderfulmonumentafter oneyear.
Believein the conceptof a family. Our ISOPARBis our family and we all are her responsible
members. It is our duty as well as responsibility to build a distinguished,disciplinedand
durablefamily .
I congratulateall to be a memberof this prestigiousISOPARBfamily. Hopeall of usBelievein "
UNITEDWESTAND" & " UNITYINDIVERSITY".
Letuswork togetherto moveISOPARBat leasta stepforward.
Wishyouall a fabulousnewyear2022.
Friends!Stayhealthy,happyandblessed.
Neverlet yourguarddown.
Followall COVIDappropriatebehaviors.
LONGLIVEISOPARB
JAIJAGANNATH.
Dr.GangadharSahoothe presidentelect ISOPARB22-23& a grassrootISOPARBIAN.



Activity Glimpses

Midterm  ISOPARB conference 2021 at Gorakhpur 

Isoparb with Patna chapter--
23rd Oct.
PPH- carbetocin.
Panel discussion on blood 
and blood product


