


perinatology, high risk obstetrics, ultrasonograply,
infertility, assisted reproduction, genetics, reprodic-
tive endocrinology, endoscopy, gynaecological oi-
coloey, gvnaecological urology, geriatric gynaecol-
ogvand adolescent gynaecology. The people of our
countrv expect the gvnaecologists-obstetricians to
assien the responsibility of a perinatologist, repro-
ductive biologists, infertility specialist, reproductive
endocrinologist, sonologist, endoscopist, genetist and
cviaecological oncologist and urologist. We are also
expected to manage the specialised obstetric prob-
lems siecl as medical disroders in pregnancy, livper-
rensive disorders, intrauterine growth restriction and
prematurity. 1 1s not possible for one obstetrician
or exnaccologist to master all these superspecialities,
and hence we have to adopr a working strategy and
a enidmg fornuda that our youngsters can confi-
dently follovwe. The only way is 1o encourage our
voungsiers in specializing in these superspecialities,

with cach one taking up one speciality.

Our working philosophy should be preventive ob-
stetrics and conservative gynaecology and these ob-
Jectives must be achieved through application of
modern technology.  Preventive obstetrics begins
with care of carly pregnanty. Antenatal care from
the time of missed menstrual period to term, em-
ploving the basic investigations and wltrasound, ena-
bles prevention or carly detection of obstetric com-
plications. Exclusion or early detection of ectopic
coestation and other intrauterine pregnancy compli-
cations, routine wltrasound study for altered fetal
agrowth, nuchal fold thickness, fetal malformations
and [etal compromise could certamly prevent future
problems.

Stnilariy prevention of P employving aspirin
proplivlavis or avoidance of development of the ful-

munant forms of PHI carly detection of maternal

glvcemia by the glucose screen tests and timelv in

rervention in fetal growtl restrictions certainly im-
prove the perinatal salvage. If one could afford 1o
use Doppler many high risk factors are either pre-
vented or detected early and optimally managed. Of
course, equally good is fetal biophysical scoring and

intrapartn monitoring.

There should at least be one sonographic
evaluation in each trimesters of pregnancy, along
with the relevant investigations during these visits.
The first visit is for confirming a live mtrauterine
gestation and determination of gestational age, the

second for study of fetal anatomy, determination of

fetal age, placental position and nature of cerviy,

and the third for fetal well being studies and
assessment of growth rate. This changed concept
at antenatal care will help reducing the number of
antenatal visits, prevent or allow carly detection and
management of complications and this improve the
quality of obstetric service. If the pregnancy takes
an uneventful course through all the three
sonographic studies at the first, mid and third
trimesters, seldonm is there a risk of fetal complication
or perinatal loss. No doubt that optimal antenatal

surveillance practically eliminates an intrapartum

fetal risk.

The competency and sk  of the modern
obstetrician is assessed not by the conduct of
delivery or performance of caesarean sections, but
by the smartness exhibited in managing medical
disorders complicating pregnancy and the high
risk problems. Hence clear idea of the altered
plivsiology and pathophvysiology of various organ
svstems of the mother, better understanding of fetal
biochemistiry and sound knowledge of pharmacology

are mandatory for a successful obstetrician.

The obsterrician should not hesitare to liberalise
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