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Abstract

“Children are the anchors that hold a mother & lif

In almost all traditions, the importance of pestion is inherent in man’s very
creation. Fertility has been a constant fundamegriatity and pre —occupation in all societies,
throughout the ages of man. Fertility symbolsdearly identified in the relics of pre- historic
times, of ancient civilizations in the all parts wbrld, a recognition of the concept of man’s
existence depends upon the renewal of fertilityerbiity is recognized as a disease by The
World Health Organization and by the healthcarevigiers through out the world. Pregnancy
loss represents one aspect of disordered fertiigcurrent pregnancy loss has been described as
the ‘orphan’ of infertility as this condition isteh overlooked in the larger process of research

and management of fertility.

The term ‘miscarriage’ is used to describe a pragpahat fails to progress,
resulting in death and expulsion of the embryoetus. Recurrent pregnancy loss is a vexing
clinical problem as the cause often remains undededespite the major advances in genetics
and immunology. Treatment is often controversial anges from “masterly inactivity”, to an

approach which could be considered as “over aggefs3 he problem is distressing to couples,

Ayurved is a very ancient science of medicine Béfarat (India). From its
experience of thousands of years and clinicalstiitthas evolved to the present maturity. After
the independence it has become necessary to revexéne Ayurvedic claims as the incidence
of pregnancy loss and infant mortality is still Inig

When studying the psychological effects of premyaloss, it is important not
only to examine them through a pathological pemsypeci.e., the induction of distress and
depression, but also to appreciate how couples withethis experience in their everyday life. A
more general perspective would also examine thecetif pregnancy loss on self-esteem and

marital and social relations.



The primaryaim of this study is To assess the preventive rol&ushrutokta
Garbhini regimen in Miscarriage up to 20 wks. tdey to serve this aim , following objectives

have been put forth.

1) To find out an effective and harmless substitutenfiodern hormonal and / or synthetic
drugs
2) To preserve and continue fetal development in hgaitay

3) To restore the mental stability and physical heaftpregnant mother.

Sushrutokta Garbhini Regimen appears to be progisiio find out if the
Ayurvedic claims are justified it was decided tonidally evaluate Ayurvedic, Sushrutokta
Garbhini Regimen claim. Occurrence of number ofjpeancy losses in urbanized areas is found

to be more; this was also one more reason to waldethis study.

For the present study 200 patients were colleftted Tanushree Garbhasanskar
Kendra, New Sangvi, Pune — 411 027 during the defemuary 2009 to September 2010. The
inclusion and exclusion criteria were followed alyi. The patients were distributed randomly
either in control group or Sushrutokta Garbhini iRezn. More than 200 patients were registered
for the present study in view of possible drop cates. 30 patients added more with the

Sushrutokta Garbhini Regimen and given Jain Darghedhitation with the regimen.
The study was carried out in 3 phases

1) Detail review of patients
2) Administration of drug and ahar and day to dayavedr under different experimental
conditions .

3) Follow-up of patients .

The Approach:

By adopting the above methodology and with defiobjectives the entire work

has spread over following chapters. The contengdl chapters are briefly presented below.



First chapter deals with introduction to the tp@asic concept of Miscarriage
(Pregnancy loss), definition of recurrent misages, need of understanding life style of
today's working ladies, thoughts of our ancientagas on the importance of pregnancy care,
need of the care. It briefly advises about theednef special care to the pregnant mother who

has the history of miscarriage.

Second chapter contains ayurvediya approach tsathe Garbhini paricharya. It
gives the detailed information about the monthlgimeen given by Sushruta for Garbhini.
Masanumasik Garbh Vridhi and also GarbhopghatkavBs are been thought in detail . It also
includes the description of Garbh , Garbh-posharpssrav. It gives the information regarding
the researches in ayurveda. Few researches areonezhtvhich give the information about the
studies that deal with Garbhini.

In the third chapter Anatomy of uterus is beamdigtd. In this chapter modern

views are been discussed.

Forth chapter shows the harat@spect of menstruation. After knowing about the

menstrual cycle it is easy to get the fertilizatmncess

In fifth chapter, fertilizanoprocess tells us about all the changes happeitige
time of formation of zygote.

Sixth chapter shows the pietoview of fetal growth. After that modern views o
aetiology are been thought. Mainly the psychalagaspect of pregnancy loss , the grieving
process , psycho neuro immunology which are verghmmportant to know the mental aspect

of the pregnant lady are discussed in detalil.

After knowing the symptoms pfegnancy loss in seventh chapter test for

confirmation and role of hormone support is rexad .

Eighth chapter gives the miation of the researches of pregnancy loss. Hney

very much informative in giving the psychologicapact of pregnancy loss.

Ninth chapter is regarding thodern antenatal care. The aspects of treatrisent a

the treatment in miscarriages is been discussed.



Tenth chapter is about the mi@teand methods. Under the title of aims and
objectives focuses the clinical study, materiald mrethods, dravya guna vidnyan . It also gives
all the details of meditation and Ashta mangal Caalhyan.The achieve the primary aim i.e. to
assess the preventive role of Sushrutokta Garbégamen in miscarriage upto 20 wks. The

material used and the method followed is discusseetail.

Eleventh chapterall about observations .After following the methdltls detalil

observation is studied.

In twelvth chapter , Graphicaégentation of the data is shown . The assessment is
done in days and weeks.

Thirteenth chapter includesistats and data tables. The statistical datadstailed
analysis done on the basis of observations andtsesu

Fourteenth chapter gives a detailed discussionthenpresent study. The data
collected after the complete study is been thoygioperly.

Chapter fifteen and sixteen gives the conclusiod the scope for further study
of this most sensitive topic as deals not onhhwaihysical but also mental health of the pregnant

mother.

Eighteenth chapter showghal data of clinical study in the tabular form.Wikte

general information of the patient and also theogoaphy reports are also attached.

Ninteenth chapter is abowd teferences and bibliography. The references from

modern and ayurvedic text is been given.

Pregnancy loss is a heterogeneous condition, withemous causes and numerous
treatment options. It is multidisciplinary, invahg gynaecology, genetics, endocrinology,
immunology, pediatrics and internal medicine. Whatehe cause and possible treatment , the
psychological implications are enormous. Both tlaetners may feel that they have failed in
their parenting role .Even when pregnancy doesemdt, it may be fraught with fear of another

loss .This anxiety is multipled when the diagnasimains unexplained.



We must never forget that at the end of the Is@ patient. Therefore the
psychological mechanism and the connection betwaggychological mechanisms and the

immune and other systems is welcome.
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TITLE:-TO STUDY ROLE OF SHUSHRUTOKTA GARBHINI REGIMEN IN
MISCARRIAGE UPTO 20 WKS.

Introduction :

For the would be mother bringing a new life inte thiorld is beautiful

and miraculous experience. Pregnancy is a uniqutjrey, and often joyous time
in

a women'’s life as it highlights the women’s amazingative and nurturing power
while providing a bridge to future.

U e AR W) o | 9. 71 30.4

The loss of the anticipated bundle of joy is sonmgtlthat cannot be described

In mere words. Miscarriage is relatively commonexrkpce but that doesn’t

make it any easier. Ending a pregnancy without layda hold in your arms is
heartbreaking.

Miscarriage is one of the worst experience thaiwpte has to face.

But in a many cases miscarriage occurs due to aoeror carelessness on

part of woman. When a women becomes pregnant, ssergalise that she is no
longer alone. She is carrying another life withiar womb so she must take
adequate

precautions to protect and nourish the baby insetavomb.

Take a step toward emotional healing by understandhat can cause a
miscarriage. What increases the risk and what raédare might be needed.
Most early miscarriage (as many as 60% of the tiinstester ones) will remain
unexplained. It is usually assumed theses losses ganetic where the
chromosomes

simply did not replicate correctly. Many peoplehasume that something
happened recently such as an iliness fall or expasusomething will have caused

the miscarriage.



Etiology :- More than 80% of abortions occur in the first 12swif pregnancy
and atleast half result from chromosomal anamoli@sr the first trimester

both the abortion rate and incidence of chromos@namoly decreases.

There are several categories of miscarriage causes
 Hormones
* Chromosome defects
» Physical problem with the uterus of cervix
* Immune Disorders
» Premature rupture of membranes or early labour
» Other and unknown - physical mental and nutritionalfficiency
» Blighted ovum. Ectopic pregnancy
* Molar Pregnancy
Ayurvedic Concept of Miscarriage
* Garbhstrava
* Yonivyapat
TRt AT SR T faregfer: |
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Yonivyapat - It is only Harita who described the types of varalhgccording
to Harita. Vandhya is of 6 types one of them is
1) Garbhasravi :- Means a case of repeated abatrtion
Yonivyapat - When yoni is affected by various Dasha. Variougs/Qf



female diseases (Yoni-Roga) result. This disordgeadtal tract cannot receive
the sperm hence sterility result. Twenty typesafiyogas are described.
Vamini Yonivyapat :

In the case sperm enters the cavity unites witmo{Aurtava) but is

thrown out on the sixth and seventh night by theaof Vata. It has been said
that Shukra along with Raja is vomitted out by fémmale genital tract hence the
condition is called as '"Vamini'. This act of throgiout the products of conception
may or may not be accompanied with pain.

It is a well known fact that the fertilised ovumters uterus on

fourth night of coitus and remains free in utermstivo or three days. Then it
gets embedded in the uterus wall on sixth and skweght. So in Vamini Yoni
due to certain cause, embedding may fail hencprtiducts may be thrown out.
If we consider the description - 'Rajasayutam'dleng with menstrual fluid it
appears that a big vessel might get eroded. Géndnaluterus controls the
degree of penetration by chorion and preventsith&@n of blood vessels the
disordered vata must have been responsible fdofiseof uterine control on
penetration by chorion there by resulting into eno®f a large blood vessel.
Putraghni Yonivyapat :

The main characteristic is that through conceptiaen place the

ultimatum is abortion miscarriage or still birth.

From pathological point of view disordered vataezsally of it

Ruksha Guna and Dushta Rakta (diseased blood an)ae responsible for
the condition. In female vata increases Rukshdtgness, it affects her Artva

(ovum) also, resulting in the death of foetus.
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Aim and Objective:

To assess the preventive role of Sushrutokta Gairlbdgimen in
miscarriage upto 20 wks.

Material & Methods

Sample Size - 100 cases of each group + 30 Catiesnwditation as an
add on group.

- Open study with control

Inclusion Exclusion

1) Patients with H/O i) Known cases of Diabetes

PV bleeding in Ist trimester Hypertension

2) Patients with recurrent Immunocompramised

pregnancy loss ii) H/o Torch +ve

lii) Hepatitis B

Iv) Unicornuate / Bicornuate

septate Uterus deformity.

Sereening :

The regimen will be started after the UPT positive.

Antenatal Care:

It is the care of the woman during pregnancy. tbiavoid doing



things that should not be done in pregnancy. Twatei things which are good
and essential for pregnancy.

I nvestigations:

In early pregnancy pregnant woman will be advigedave the
following tests done.

- Serum Beta HCG - To confirm pregnancy if urine testot conclusive
or help to decide the need of treatment by in cAsemplications. Such as
presence of bleeding / spotting in early pregnancy.

- USG - This test is very useful for various gynegatal conditions
especially pregnancy to see for foetal pole cardciwity.

- Pathological Investigations -

Blood Group and antibody regimen

Hemogram

Urine Analysis

HIV

Hepatitis B

BSL

- Medication - The use of medicines that are not labsly essential
should be discouraged.

Folic Acid - 5 mg - to be given daily

Follow up - 20 wks (upto)

Duration of follow up - 15 days / month

Dravyaguna (Sushrutokta)

Ist Month Yashtimadhu Extract - 60 mg

Sagbee Extract - 60 mg

Kshirkakoli Extract - 60 mg

Deodar Extract - 60 mg



Madhuka Extract - 60 mg

[Ind Month Ashmantak Extract - 60 mg
Pimpali Extract — 50 mg

Krishna Til Extract - 60 mg

Manjistha Extract - 60 mg

Shatavari Extract - 60 mg

[lird Month Kshirkakoli Extract - 80 mg
Priyangu Extract 50 mg

Nilotpala Extract — 50 mg

Shatawari Extract — 60 mg

Shwet Sariva Extract - 80 mg

Krushna Sariva Extract - 80 mg

IVth Month Dhamasa Extract - 50 mg
Doorva Extract — 50 mg

Bharangi Extract - 50 mg

Rasna Extract - 50 mg

Sariva Extract - 50 mg

Manjstha Extract - 50 mg

Vatankur Extract - 50 mg

Vth Month Ringani Extract - 60 mg
Gambhari Extract — 60 mg

Dorli Extract - 60 mg

Vatankur Extract - 60 mg

Vatasal Extract - 60 mg

Administration 2 x 2 BD x water

Diet - Sheeta Madhur Drava Ahara (Sushrutokta)
Ist month Cold Milk Sip by sip 500 ml daily



[Ind month Madhura medicine siddha milk 250 ml gail

[llrd month Sathesali rice + milk 1 bowl

[Vth month Butter 1 spoons daily

Vth month Ghee 1 spoons daily

M editation :

For mental relaxment daily meditation with the ntation

cards will be done for 15 mins daily. Cards are enasl per Jain Darshan.
Which includes Ashta Mangal Yantra and 5 diff. cok

The main Akruti has 24 small akrutis inside it.

With full concentration all these akrutis shoulddieserved,

all the shubha signs to be seen. Then with closygg for 2 mins. everything
should be recalled in front of eyes. 30 cases afitaigon are added in one

group.

ANC Shushrutokta Diet | Shushrutokta Drugs
E v v v
v

OBSERVATION :-

It will be shown with the help of charts photogratc.
DISCUSSION :-

With help of observation discussion will be done.
CONCLUSION :-

According to observation & discussion, conclusiath ke drawn.
PLACE OF WORK :-

Tanushree Garbhsanskar kendra

Sai chowk, Siddhi Prerna Complex.

New Sangvi, Pune - 411 027



STATISTICAL ANALYSIS:-
Appropriate quantitative and qualitative statidtiests according to the

sample size will be mentioned and will be followedhesis.
Duration of work :- 1 & 1/2 year.

BIBLIOGRAPHY :-

Name of author Name of book Title Page no. Edition
Dr. Bhahmanand Charak Sharir 879 to 1st
Tripathi samhita sthan 982 1983

Sushrut Sharir

samhita sthan

Vd. Nirmala Kaumarbhriya Garbha 144 3rd
Rajwade tantra vidghyniya to 1989

213

F. Gracy Williams Vital 4 to 8 22nd
Cunningham obstretics statastics 2005



INTRODUCTION TO PREGNANCY LOSS :
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For the expected mother bringing a new life inte World is a beautiful and
miraculous experience. Pregnancy is a unique, iegciand often joyous time in a
woman'’s life as it highlights the woman’'s amazingative and nurturing power

while providing a bridge to future.

DEFINITION OF RECURRENT MISCARRIAGE:

The term ‘miscarriage’ is used to describe a paegg that fails to
progress, resulting in death and expulsion of thdbrgo or foetus. The generally
accepted definition stipulates that the foetusrabryo should weigh 500 g or less, a
stage that corresponds to a gestational age ob W0 tweeks. Unfortunately, this
definition is not used consistently, and pregndosges at higher gestational ages are
also classified as miscarriage in some countriéglittonally, literature is replete with
studies on women with pregnancy loss — a term theludes miscarriage and
pregnancies that have ended in stillbirth or pretereonatal death. Thus, from a
definitional perspective, it is important to chaeaze the population being studied so
that comparisons across therapeutic trials can beéenmore appropriately and

reliably.

Recurrent pregnancy loss is a vexing clinical fobas the cause
often remains unexpected despite the major advancgsnetics and immunology.
Treatment is often controversial and ranges fromastarly inactivity”, to an approach
which could be considered as “over aggressive”. Phablem is distressing to
couples, who understandably expect answers andig®u and frustrating for the
physician who often does not have these answerticydarly in the face of ever-

changing and conflicting recommendations.

1



Pregnancy Loss, also called: Miscarriage, Spoatasmi@bortion and
Stillbirth. Pregnancy loss is devastating; no nrattken it happens or what were the
circumstances. The hopes and dreams of the cougat ahe unborn child are
crushed. Experiencing pregnancy loss changes ttienpa life in profound ways.
The treatment is not only to prevent miscarriage laglp in the healthy development
of the foetus but also to bring out the expectaother from the mental trauma.

Miscarriage is one of the worst experiences thaiuple has to face.

gd aqult aneTRe: EfsRgde |
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Ayurved is a very ancient science of medicine bait (India). From
its experience of thousands of years and clinigalstit has eveolved to the present
maturity. Recently the development in the field médicine could not took place
because of the foreign rule. After the independenhtas become necessary to re-
examine the Ayurvedic claims as the incidence efjpancy loss and infant mortality
is still high. At the time of Ayurved it was advid¢hat a woman who wants to bear

children should follow certain instructions muctidse conception.

Presently the life style has changed to a gre@inéxThe cost of living
is high. Female literacy has increased culminaiimg increasing number of women
seeking jobs. This has also resulted in late nggga The joint family system is
replaced by satellite family system. Proper antdnedre is not received by many

women.



Lifestyle factors are rarely, if ever, major causefs pregnancy loss ;
epidemiological studies have indicated that a seoielifestyle factors can increase
the risk of miscarriage.

There is good evidence that obesity, high dailyfea@e intake,
alcohol,anti- inflammatory drugs increase the o§kniscarriage significantly. Social
class and occupation also increase the chance safamiage, with the greatest risk
occurring in women exposed to high physical or psyagical stress during work.
Several studies now also indicate that previousestility or infertility treatment may

increase the risk of miscarriage.

Many of the educated women are giving birth to dife children.
Increasing mental and physical stress may also riee af the reasons. This was

recognized at the time of Ayurved.
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Due to the advent of changing life style ,coupées keeping late
attending the night parties, and indulging smokidgnking, dancing leading to
malnourished fetuses and premature births. Thisunésvorable effects on mother
and fetus.

Because increased maternal age increases thegsidiné miscarriage
rate, stratification for age should be taken intocaaunt in therapeutic trials.
However,in pregnancy loss, age seems to displagrafisant impact on pregnancy

outcome only after the age 40 years.



Consequently, it may be sufficient to stratify acling to two age groups:
below and above 40. Advanced age is associated seteral disorders such as
uterine fibroids and endocrine and autoimmune ababties, so age is a confounding
factor that should be adjusted for when the regbaich of these disorders on

subsequent reproductive performance is assessed.

With increasing female age the incidence of chreonal
abnormalities seem to mainly originate from femalgiosis. The higher incidence of
aneuploidy compared with younger patients has séewn both when the abortus is
studied, and when embryos obtained by in vitroilieation (IVF) were studied. In
the study by Rubio et alhe incidence of chromosoataiormalities was 63.59% in
the group of women above 37 years of age, and igadisantly increased compared

with 33.1% in a control group of women with sexkkl diseases.

To add to the problem the exercise level in wagkiromen is very low
and mostly their jobs are sedentary and requitengitit one place for long times.
Added to this is the diet at home and at the jbis found that the working women
eat outside in hotels and the food is of fast fogue. This type of food has many
unwanted ‘bad’ calories and this culminates in owverght. Most of the over weight
working women suffer from diabetes, hypertensiond ssome kind of cardiac

ailments.
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Charaka Acharya says that if the proper care ientadturing early
pregnancy and proper drugs and proper diet accoegbamith good exercise is

undertaken then the woman gives rise to healthg.chi
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Pregnancy loss causes mental trauma, family thaheoes, and strained
relations between husband and wife and other famigmbers. There is no
satisfactory treatment for its prevention as examises of pregnancy loss are still
unknown. On this background Sushrutokta GarbhinigilRen appears to be
promising. To find out if the Ayurvedic claims ajastified it was decided to
clinically evaluate Ayurvedic, Sushrutokta Garbhigégimen claim. Occurances of
number of pregnancy losses in urbanized areasocaredfto be more; this was also

one more reason to undertake this study.



AYURVEDIC DESCRIPTION (GARBHINI VYAKARAN):

The union of shukra(sperm) ,artava (ovum) and(gitraa) inside the
kukshi (uterus) is known as Garbha(zygote, embfgtys.). Besides atma, the
association of prakruti and vikaras is also esakrditer development of arms, legs,

tongue, nose, ears, and hips, etc, bodypartsatnsed “sharira”

Acharya Sushruta opines that teja or heat gerteratethe time of
coitus activates vayu, and then the shukra exciiedo the action of both vayu and
teja reaches uterus , gets mixed with artava, fitrased zygote with the union of agni
(artava) and soma (shukra) stays in uterus. Theratima or jiva inspite of being
akashya(imperishable), avyaya (eternal), achimgaficeivable)but due to effect of
daiva (destiny), associated with bhuta (panchalalitas) ,satwa, raja, tama, daiva,

asura etc.bhavas and impelled by vayu reachasgté¢hes and stays there.

There is some difference in the events describedaious authors
.Charaka says that when a man copulates with anaituwoman, then due to
excitement and pleasure, the dhaturupa shukrateitusm various body parts is
excreted. This excreted shukra dhatu coming outnafe’s body in the form of
bija(sperms) enters the uterus through proper paséagina)and gets mixed with

artava or shonita(ovum).

At the very time due to association of satwa omana the jivatma
comes in garbha(zygote). Due to constant use ofemial diet by the pregnant
woman , this Garbha grows normally and gets deddeat appropriate time with all
the indriyas (sensory and motor organs), completty lparts, bala (energy), varna
(complexion), satwa (endurance), samhanana (comgsgjt alongwith matraja
(maternal), pitraja (paternal),atmaja, satmyaja aadaja bhawas (physical and

psychological components) having constant associati mana.



One should get married only after finishing thedsts and becoming
educated and after attaining the age of 25 yeargodth who has fulfilled this
criterion is eligible to marry a young girl of tlage of 12 years. But some ‘acharyas’
are of the opinion that the age of the girl shdaddL6 years.

Such a couple then becomes eligible to performedutowards the
ancestors (Pitrukarya), duties towards the religibharmakarya) as instructed in
‘Shruti and Smruti’. They aquire the rights torearoney, gold and produce progeny.
Progeny must be produced as the religion saysatitlbut progeny one cannot get a

place in the heaven or cannot get the pleasuri® of

Therefore according to Ayurved and the religion mealr state is not to
get complete satisfaction of sexual activity bup&sform the religious requirements.
Because producing healthy and good progeny is nottlie personal, family

satisfaction but also for the universal benefit ardl being.

If the age at marriage is less than what is desdribere then the
couple having lesser age cannot produce healtlyepsobut it is very likely that the
foetus may die in the uterus. If at all the foetusvives till full term then it becomes a
weakling and unhealthy. Therefore a girl less the® age of 16 years is unfit to

conceive.

Some authorities are of the opinion that the yashbuld be of 21
years old and the girl of 12 years of age. Furihisrstated that women who are very
old, suffering from chronic diseases, or sufferfrgm some disease should not be
conceived. If such women are conceived then theu$ogies in utero or if survives to

full term then it is born with disease and is vergak and unhealthy.



TREATMENT FOR THE DEFECTIVE FETUSES:

In the chapter regarding ‘Garbhavakranti’ it isscgbed that when a
foetus dies in utero then there is pain in theustepelvis, groin, and urinary bladder.
Vaginal spotting (haemorrhage) is seen . Therextess discharge per vaginum,
There may be accumulation of blood in the peritbonesity (Asrukdara), and fullness

of stomach (Anaha).

If the foetus has shifted its normal place therpas and irritation in
the flanks. Such case should be treated with pagiand oil should be used to treat it.
Cooling procedures (Sheetasparsha), like treatmatht drugs producing cooling
effect (Sheetaveerya), should be undertaken infahe of cold compresses, cold

bath, cold poultices, should be performed.

Milk medicated with ‘jeevaneeya group (gana)’ sliolé administered
by mouth. To reduce the foetal movements milk megdid with ‘Utpaladi gana’
(Lotus family) should be given frequently.When tthead foetus starts flowing out
(Garbhasrav) at this time there is burning, lowkaabte, discharge with blood per
vaginum, and continence of urine. When the foetasds its normal position and gets
shifted to place other than the uterus then tremeflammation in the flanks (Shoth);
at such a time treatment should consist of oilsfatsdland cooling procedures. For the
reduction of pain administer milk medicated withrbge like ‘Mudgaparni’,

‘Mashaparni’, ‘Madhuika’, ‘Gokharu’, and ‘Kantakari

When there is contenance then administer milk naged with
‘Pancha Truna Mool'. If there is fullness of storhaben administer the mixture of
powders of ‘Hingu’, ‘Saindhava’ (Rock Salt), ‘Ras@6arlick), and ‘Vacha’ (Acorus
calamus root). If there is bleeding then adminiatemixture of spider web (Cobweb),
‘Manjishtha’, ‘Dhataki Pushpa’ (Woodfordia fruitisa), ‘Banamalika’, ‘Geru’ (Red
Bol), ‘Ral’ (Lac), ‘Rasanjan’ (aqueous extract okrBeris species), This mixture

should be sweetened with honey and should be dpyenouth as a linctus. Also one



can give milk impregnated with the fresh juice dad’ (Ficus bengalensis), and

leaves of ‘Ksheeree Vrukshas'.

One can also give a soft and fine slurry of thebddrom ‘Utpaladi
Gana’ mixed in milk. Another alternative is to mike fine paste of ‘Kaseru’,
‘Singhada’, Kamala Kand’ in warm milk and give byouth. The fruits of
‘Udumbara’ (Ficus glomerata), and the tubers preduth water and mixed with

sugar, honey and powdered rice are also usefill@¢ok the bleeding.

At the same time an aqueous decoction is made frmm(bark of) ‘Vad’ (Ficus
bengalensis) tree and in this decoction (Quath)igpeces of clean cloth is soaked

and kept inside the vaginal canal to check thedohep

If there is only pain and no bleeding then milk dicated with
‘Jyeshthamadha’ (Glycyrrhiza glabra), ‘Devdaru’ (Beris aristata), ‘Manjishtha’
(Rubia cordifolia), ‘Vidari Kand’ should be admitésed as required. Alternately
milk prepared from ‘Ashmantaka’ (Boehenia verigaté&hatavari’ (Asperagus
recemosus), ‘Vidari’ and ‘Madhuk’ should be givey mmouth. This will reduce the

pain sensation, and will strengthen the foetus.

After stabilization of the foetus, administer tbew’s milk prepared

from the unripe fruits of ‘Udumbar’ (Ficus glomesatind give food.

If the abortion (pregnancy loss or miscarriage)amplete then give a
porridge consisting of rice (Kodrava) without safid fatty substances. This diey
should be supplemented with digestive substanses ‘Ranchakol’. This regimen
should be carried out for period equivalent totthee (days) taken for the pregnancy

loss (abortion).

If there is pain in the urinary bladder regionrttjaggory should be

given along with the digestive drugs (Pachaned&@gause of the activity of
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‘prakupita’ (vitiated) Vata Dosha the foetus renwin the birth passages without
movement and finally dies, at such time mild padri¢laxative) should be

administered.

In Post pregnanacy loss the patient should bengporriage with
plenty of ‘ghee’ (claried butter), or food itemsepared from black gram, gingili
seeds, unripe ‘bilwa’ fruits and half cooked whdatselect cases home made wine

can be given but only after giving honey, or winizked with honey. (Madhwik).

This should be administered for a week. If thetds does not get
expelled after 9 or 10 months then ask the pateeahder take exercise like pounding
the rice husk. If neglected then the foetus gateddup. The dried foetus does not fill
the abdominal cavity of the mother. Its movementsadso weak and feeble. One can
try to develop the foetal growth by giving anabafigtrient substances, milk, meat
juices. At the time of ‘Shukra — Shonita’ complexrhation, Vata Dosha gets vitiated
and the foetal movements become reduced or tattdlyped, indicating the death of

the foetus, and the condition is called ‘Nagodara’.
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PREVENTIVE MEASURES: NINE MONTHS REGIMEN:

Sushrut has advised a nine month regimen to ptebenpregnancy

loss in patients having history of miscarriage @gmancy loss. It is as follows —

> First Moth —

Madhuka (Bassia longifolia), Sag Beej (Tectonangdis), Ksheer

kakoli, Deodaru (berberis aristata), medicated milk

> Second Month —

Ashmantaka (Bauhenia verigata), Black gingili dseee(Sesamum
indicum), Pimpali (Piper longum), Manjishtha (Rubieordifolia), Shatavari

(Asperagus recemosus) preparations should be asteried.

> Third Month -

Vrukshadanee (an orchid), Khreera Kakoli, LataelNtpala (Blue

Lotus petals), and Ananta mool (Hemidesmus atitisasaticus preparations.

> Fourth Month -

Doorva (Cynodon dyctilon), Sariva (Hemidesmus -asthamaticus),
Rasna (Vitex negundo), Bharangi (Clerodendron #emp Jyeshthamadha

(Glycyrrhiza glabra) preparations and useful.

> Fifth Month —

Both types of Kateringnani (Solanum xanthocarpurd 8. indicum),
Gambhari (Gmelina arborea), Ksheeree tree buddarid and cow’s ghee (clarified

butter) should be administered.
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> Sixth Month —

Prushniparni, Bala (Sida cordifolia), Shevga (Mga oleifera),
Gokharu (Tribulus terrestris), Gulvel (Tinosporardifolia), Madhuka (Bassia

longifolia), preparations in milk should be admtaied by mouth.

> Seventh Month —

Shingada ( Trapa bispinosa), Kamala Kand (Nelumbspecicosum),
Manuka (Vitis vinifera), Kasheruk (Scirpus grossusjadhuk (Bassia longifolia).

Preparations made of these ingredients are givanlknand crystal sugar.

» Eighth Month —

Kavath (Feronia elephantum), Bruhati (Solanum duodi), Parval
(Tricosanthes anguina), lkshu (Sacharrum officingtu Kantakari (Solanum
xanthocarpum). These ingredients are used to pepamedicated milk which is

administered.

> Nineth Month —

Mahuka (Bassia longifolia), Doorva ( Cynodon démty, Kshreera
Vidari, Ananta mool (Hemidesmus anti-asthamaticAsinedicated milk is prepared

by boiling these herbs in cow’s milk and administem the nith month by oral route.

> Tenth Month —

Sunthi (Zigiber officinalis), Kshreera Kakoli isoied with milk and

administered by oral route.

By adopting this regimen it is possible to staeilthe foetus and bring

about an overall healthy development of the faetus
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GARBHA POSHAN: (FOETAL NOURISHMENT):

Fetal Circulation

Ductus Arteriosus

Aorta

Placenta
Foramen Ovale

Pulmenary Artery

Ductus Venosus

Umbsilical ;

Umbilical Vein

B Oxygen-rich Biood Umbilical Arteries
W ©xygen-poor Biood
W Mixed Blood

o mi

When foetus producing factors like mother, fatheculating fluids
like blood and lymph) are all normal and when thetél nutrition is achieved through

mother’s foetal circulation and as the time pasisegoetus grows normally.

The foetus does not have hunger or thirst. Forethtee foetus is dependent on
mother. Foetus is a resident of mother who nousigheough the mother’s blood.
When the foetus grows sufficiently then its partiaurishment is achieved through

the skin and its organelles.

The foetus has a chord, which is connected tgptaeenta which in

turn is connected to the mother's heart. Mother risbes the foetus through
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‘Syandaman’ vessels. Mother’'s blood contains adl tequired nutritional factors.

Because of this arrangement the foetus receilletha nutrition as well as the

strength, radiance and the colour of the skin. Qmdgause of this arrangement the

foetus remains alive till birth.

According to the opinion of Maharshi Charak comgletitrition of the
foetus is through mother only. Whatever the moteats accordingly nutritional
material is prepared for the growing foetus. Thet dif the mother nourishes herself,
the foetus and the breast milk. From all theseemntile fowtus is totally dependent on

the mother and the diet and the activity pattern.

As per the opinion of Sushrut, the respiration msethe inspiration and
the expiration — of both the mother and the foétun tune with each other. Even the
dreams of the mother are in tune with that of thetds. The foetus sees the same

dreams as the mother sees them in her sleep.

As the foetus is connected with the mother throtlghchord and the
placenta the foetus receives the same ‘veerys’ has mother possesses. The
nourishment of the foetus is according to ‘Kedatly@ar Nyay’. According to this
system the crop receives water through small cHarghegy in the field. The foetus
also receives the nutrion just like a big tree lom hanks of a lake, where the big tree
does not receive water directly but indirectly bgrgolation. In the same way the

foetus also receives the nutrition indirectly trghuhe mother’s diet and nutrition.

The foetus remains active and awake or sleepsestsl acording to the
behaviour of the mother, i.e. if the mother is agvakd active the foetus is also awake
and if the mother is resting or sleeping the foetigs rests or sleeps. This the foetus

grows in tune with the mother’s activities and biehaviour.
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Ashtanga Hrudaya writer Wagbhat and a commentatanadatta have also

express the same opinion as above. All the audmaighe commentators express that

along with the nutrition the foetus also receivggasneha’ (moisture) indirectly from

the mother.

Sushruta has advised that the woman from the vesy day of
pregnancy should remain in high spirit, pious, detal with ornaments,wear clean
white garments and perform religious rites, do asps deeds and worship deities,
Brahmans and priests. Her sitting and sleepingepkwuld be covered with soft
cushions or mattress., not be very high possessitel® upper portion for head rest

and should be perfect and comfortable.

She should use palatable, liquid sweet and unstaabstances treated

with appetizing things. This mode of life shoulddmntinued till delivery.

o TWIYETAR HE

Sushruta has mentioned that from the day of cdrmrephe woman
should totally give up coitus exercise, excessigiaion excessive emaciation,
sleeping in day time and awakening at night, gridfng on vehicle, fear, squatting or
the posture of sitting on the hams with the sofethe feet touching the ground. And
avoid untimely use of Snehana, blood letting angpsession of natural urges. The

coitus troubles the fetus,
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She should not touch dirty, disfigured or disaljppedsons. She should
give up foul smelling, awful appearing substanaed provoking stories. She should
not eat dehydrated up stale putrified or skickydio®he should avoid visiting lonely,
haunted and desolate places, cremation groundsrérahd scary shade of a tree.

Also she should avoid acts likely to promote arayet disgrace, and talking in high

pitch voice etc. All these things are likely to mmathe fetus. Repeated excessive

massage of oil and unguents should not done anshghgd not fatigue herself.

All these contraindications can be grouped undésviing head lines:

1. Those which produce psychological or physical stmich as grief or
exercise etc. Though normal coitus and exercisdaneficial, however, their
excessive use or psychological trauma may pretgpabortion especially in

ladies prone for the same.

2. Avoidance of visit to cremation ground etc: Suddgmock may

produce abnormality specially abortion.

3. Over weight carrying or vehicle riding may precié abortion due to
sudden increase in intra- abdominal pressure; pgald squatting in abnormal
postures and supine position may influence platemtd uterine blood flow
(due to pressure of gravid uterus on iliac vess#igy cause abortion, intra

uterine death of the fetus or other abnormalities.

4. Dietetic regulations: Diet of pregnant mother isywenportant for the
maintenance of her own health, proper nourishmaedtgrowth of the fetus.
Texts have contraindicated use of meat, whilealready advised by Sushruta
in forth and fifth month, thus here excessive useneat of aquatic meat
should be taken. Wine in little quantity is notindul, its excessive use harms
the fetus. It is difficult to explain contraindigats for use of pulses, garlic and
onion etc., it is just possible that their excesg unay produce digestive

abnormalities.
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5. Use of over satiation may excessively increasehbibdy weight of
mother and fetus, over eating is one of the catipeegnancy toxaemia. Over

weight of fetus may cause difficulty in labour.

The First Month

Charak says in the first month ‘atma’ possessihg

qualities, getting mixed up by all the dhat
(bhootas) attains a shape resembling the ‘shlesh i -

(mucoid mass) in which all the body parts a i ‘ b
present, but they are not recognizable they 3 "'
inconspicuous.According to both Sushruta apg r‘#
Wagbhat the first month foetus looks like a ‘kalalje

i.e.ajelly like mass .

Haarit says that after union of ‘shukra’ with ‘slitah gives rise to a soft jelly like
mass (Kalala) within the first ten days. Bhavamasis of the opinion that shukra and

shonita remain in their semi-liquid state for thrstfrmonth.

The Second Month

In the second month the foetus becomes a solid
mass. If the mass is oval (panda) then a male ehild
be born. If it is elongated (peshi) then a femdiédc
will be born. If it is rounded (arbuda) then a
hermaphrodite child will be born. Sushruta and
Bhavmishra say that the combined action of tridesha
and the panch mahabhootas start giving shape to the

jelly like mass. Harit says that within fifty days the

jelly like mass appear the ‘buds’.
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The Third Month

In the third month all the indriyas an
minor body parts become visible like the hej
and the four limbs. Wagbhat opines that wi
the development of head the foetus is capa
of feeling different kinds of sensations lik
sorrow and happiness. Kashyapa says tha

this month the foetus starts ‘quivering’.

Whereas Chakrapani Datta ha
mentioned that in this month the foetus gets tray thair.

The Fourth Month

In the fourth month varios body parts become
more conspicuous and clear. The foetus gets
stabilized. The heart of the foetus appears.
Bhavmishra, and Harit say that the head of the

foetus becomes more strong and the foetus

possesses hair.

The Fifth Month

In the fifth month Charak and Kashyap
say that the foetus starts getting ‘flesh’ and thi
blood appears and develops. Sushruta '
Bhavanishra have mentioned that at this stg
‘mana’ (mind) also appears. Harit has express

that the foetus become ‘sajeeVv’ i.e. more fit toviste.
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The Sixth Month

In the sixth month Charaka says the foetus
becomes energetic and the foetus also gets its

— '
b ] complexion. Both Sushruta and Bhavamishra say

Q that the foetus gets ‘buddhi’ (intelligence). Wagbh
= “ say that the foetus gets body hair, nails, tendons,

- blood vessels, skin and complexion.

The Seventh Month

In the seventh month all the featurd
like muscles, blood, bones, appear and the foe
gets nourishment from the mother. All the major af
minor body parts become more conspicuous g
they are fully developed. The whole body of th
foetus gets associated with the tri doshas andsj
dhatus.

The Eighth Month

In the eighth month due to immaturity of
the fetus the ‘ojus’ in the fetal body becomes
unstable and migrates from the fetus to the
mother and back frequently. This migration
takes place through ‘rasavaha nadis’. Because of
the shifting nature of Ojas mother and fetus

become either happy or unhappy due to its

presence. The presence makes them happy and
its absence brings about unhappiness or sorrowhidtstage if the delivery takes
place then the outcome is doubtful for the chilche the ojus is on mother’s side
then it is likely that the fetus delivered may bead. Therefore a wise physician

should wait till the eighth month is complete. H®gld preserve the fetus.
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The Ninth Month

The pregnant woman shoul¢
take daily bath, live a pious life, obser -
celibacy and should remain busy in worshig
of God. The oblation of meat and cookg |
rice should be offered to propitiate th
‘rakshas’ because the death of the foetus
due to ‘rakshasas’, which are said to |

inflicted upon the child by ‘rudra’.

. ATETATRYe Tl geeRt AER:

Diet advised by various Ayurvedic sages is as Vailo

®.
L4

FIRST MONTH PATHYAKARA AHAR:

Caraka says when there is a doubt about the ptanein the first
month garbhini should take non-medicated cow’'s melgeatedly in desired quantity
according to her digestive power (Agni). Congerd&t should be taken in the

morning and in the evening.

Sushrut says the diet in the first month of abam should be sweet,
cool and it should be liquid. This diet should loatinued till the end of third month.

Wagbhat says during the first month garbhini $thdeke medicated
milk, timely and in specific quantity (according tagni’) the first twelve days
garbhini should take cow’s ghee which is medicaith Wshaliparni’ and ‘Palash’.
Water should be boiled with gold (Suvarna Siddh&)Jar silver, cooled and
administered after taking milk and ghee. Sweet],dojuid and congenial diet should
be taken morning and evening. Body massage andgoilith massage should be

avoided.
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Harit says during the first month out of ‘Madhuy'shHParushaka’,
and ‘Madhukapushpa’ available drugs should be tawath butter and honey

followed by use of sweetened milk.

% SECOND MONTH PATHYAKARA AHAR:

Charak and Wagbhat advise medicated milk with hoeal drugs.
Sushruta says, Sweet, cold and liquid diet andtidasis administer sweetened milk

treated with Kakoli.

% THIRD MONTH PATHYAKARA AHAR

Both Charak and Wagbhat advise milk with honeg ghee. Sushrut
says, Give sweet, cold and liquid diet, especietigked Shashthi (Paddy produced in
60 days) Sali rice and milk. Harit is of the opmithat in this month ‘Krushara’

(cooked rice and pulses preparation) should bengive

% FORTH MONTH PATHYAKARA AHAR:

Charak says give butter and milk. Butter shoodd one ‘Aksha’ in
quantity. Sushruta says give cooked Shali Shasitgkwith curds. The food should
be dainty and pleasant and mixed with milk anddsuttleat of wild animals can be

given.

% FIFTH MONTH PATHYAKARA AHAR:

Charaka and Wagbhat say give butter extractech fnoilk. Bhela

suggests ‘Yavagoo’ (soup) or rice with plenty ofteravhile cooking should be give.
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Harit says administer ‘Payasa’ i.e. cooked ricenwitilk and sweet substance like

sugar or jaggary.

% SIXTH MONTH PATHYAKARA AHAR:

Charak has no advise. Sushruta says give Grutiemanedicated with
‘Gokhura’. Bhela says give Give ghruta preparedmfronilk. Harit says give

Sweetened curd.

% SEVENTH MONTH PATHYAKARA AHAR:

Charak and Wagbhat advise to continue the santeadiadvised in
the sixth month. Sushruta says give Gruta medioatdd‘Pruthakparnyadi’ group of
drugs, for proper growth and development of foettfarit says administer

‘Ghrutakhand’ a sweet dish.

% EIGHTH MONTH PATHYAKARA AHAR:

Charak advises rice gruel prepared in milk and chixéh Go-ghruta.
Bhadrakapya says it should not be given to avoiddcbecoming tawny in
complexion. Purvasu Atreya says that this will patduce tawny complexion child
but the pregnant woman will remain free from digsag he child delivered will also
be healthy, energetic, having good complexion, eoigth compact body and will be
much superior to other members of the family. Chp&ni Datta says since the side

effects are less and benefits are more, it shoailgiven.

Sushrut has indicated that in this montf)(&r clearing the retained
faecal matter and for setting the Vata dosha irp@ralirection ‘Asthapana Bastr’
should be administered with decoction of Badari edixwith bala, atibala,

shatapushpa, pestled seasamum seeds (Til), mdk mastu, oil, salt, madanafala,
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honey and ghruta. This should be followed by ‘Arsarsa Basti’ of oil medicated
with milk and decoctions of drugs from madhuaraugrodDue to movement of Vayu
in its right direction the woman delivers withoutfidulty and remains free from
complications. After the Bastis she should be giwectuous gruels and meat soups of
wild animals. The body of woman thus treated becmetuous, she gains strength
and delivers normally without complications. WagbHhaas incorpoarated the

sugessions of Charak and Sushrut.

% NINETH MONTH PATHYAKARA AHAR:

Charak and Wagbhata advise use of Anuvasan ®éhtioil prepared
with drugs of madhura groupas advised in the eigithth. VVaginal tampon prepared

with this oil is inserted for lubrication of garkdthan and garbhamarg.

Wagbhat has prescribed meat soup and cookedarideghee. Rice
gruel mixed with good quantity of fat is also preéel. Hart advises use of different
cereals. Bhela says Anuvasana basti Kadambamalsklaooid be given to evacuate

the rectum. After basti give rice gruel.
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. miEE (Tue):

The expulsion of foetus upto forth month of pragey is termed as
‘garbha sraav’. The expelled material is in liguwm therefore it is called as
‘sraava’. If the expulsion takes place in the fifthd sixth month then it is termed as
‘garbha paat’ because the expelled material is raolid. Bhoj is of the opinion that

garbha sraav is upto three months.

Causes:

Charak says that abnormalities in the factorpamsible for proper
growth and development of foetus mentioned eadan cause either intrauterine

death of the foetus or its expulsion before viahili

After forth month of pregnancy anger, grief, distent, jealousy, fear,
terror, excessive coitus and physical exercisgaiion, suppression of natural urges,
sitting standing and sleeping over uneven surfacés abnormal posture, excessive
suppression of thirst and hunger and indulgencsdle food can cause bleeding per
vaginum culminating in abortion. Abnormalities dfukra and vayu are major causes.
Healthy shukra, shonita, ‘atma’, ‘ashaya’, ‘rutuledaand pathyakara aahara are
responsible for the birth of a healthy child. Fastother than these will lead to

abortion.

Sushruta says that due coitus, travelling inraiage, riding on horse,
journey on foot, stumbling over an obstacle, fallifrom a height, compression,
running very fast, trauma by weapons like stonavbips, sleeping or sitting over
uneven surfaces, fasting, suppression of natuggsjiconsumption of excessive, dry,
hot and pungent diet, grief, diarrhea, excessieeaiikharas, emetics, and purgatives,
swimming, indigestion, and use of abortificient gsuthe foetus gets detached from
its bonds in the same way as a fruit gets detafroedits stalk due to trauma. As the

fruit falls down due to infection (krimi), vata dws, aghata (trauma, jerk) similarly
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foetus also gets detached due to influence of atlhsfactors. Physical and
psychological disorders of mother and disordergoetus are also responsible for

producing foetal complications including abortion.

The conception occurring on third day of mendtoyale, or by a man
of below twenty five or a woman below sixteen yeafsage is also expelled. He
writes further that coitus with a pregnant womasubies the foetus and it may get
aborted.

Wagbhata says that if the woman does not giveargraindicated
things the abortion will occur. He says due to esos accumulation of doshas and
non-avoidance of contraindicated items, due toadise or the influence of deeds of
previous life of either the mother or the foetuse ffoetus gets detached and is
aborted.
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ANATOMY OF UTERUS :

The uterus is a hollow, thick-walled, musculagar situated deeply in

the pelvic cavity between the bladder and rectum

» Structure: The uterus is composed of three coats: an exterrserous, a middle
or muscular, and an internal or mucous. The seroas (tunica serosa) is derived
from the peritoneum; it invests the fundus andwiele of the intestinal surface
of the uterus; but covers the vesical surface asljar as the junction of the body
and cervix. In the lower fourth of the intestinairface the peritoneum, though
covering the uterus, is not closely connected Wwjtheing separated from it by a

layer of loose cellular tissue and some large veins

The muscular coat (tunica muscularis) forms thefcbulk of the
substance of the uterus. In the virgin it is derfise), of a grayish color, and cuts
almost like cartilage. It is thick opposite the diel of the body and fundus, and thin
at the orifices of the uterine tubes. It consigtbundles of unstriped muscular fibers,
disposed in layers, intermixed with areolar tissbi@odvessels, lymphatic vessels,
and nerves. The layers are three in number: exfemiadle, and internal. The
external and middle layers constitute the musawdat proper, while the inner layer is
greatly hypertrophied muscularis mucosee. Duringgmaecy the muscular tissue

becomes more prominently developed, the fibersgogiaatly enlarged.

The external layer, placed beneath the peritonéudisposed as a thin
plane on the vesical and intestinal surfaces. Ihssts of fibers which pass
transversely across the fundus, and, convergimgett lateral angle of the uterus, are
continued on to the uterine tube, the round ligatnand the ligament of the ovary:
some passing at each side into the broad ligaraadtpthers running backward from
the cervix into the sacrouterine ligaments. The di@dayer of fibers presents no
regularity in its arrangement, being disposed Iamynally, obliquely, and

transversely. It contains more blood vessels thtnerof the other two layers. The
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internal or deep layer consists of circular fibareanged in the form of two hollow
cones, the apices of which surround the orificeghef uterine tubes, their bases
intermingling with one another on the middle of taly of the uterus. At the internal

orifice these circular fibers form a distinct spttar.

The mucous membrane (tunica mucosa) is smooth, cdosely
adherent to the subjacent tissue. It is continubtsugh the fimbriated extremity of
the uterine tubes, with the peritoneum; and, thinoilng external uterine orifice, with
the lining of the vagina. In the body of the utetis mucous membrane is smooth,
soft, of a pale red color, lined by columnar cé@tepithelium, and presents, when
viewed with a lens, the orifices of numerous tubulfollicles, arranged

perpendicularly to the surface.

Into its upper part the uterine tubes open, onmecither side, while
below, its cavity communicates with that of the imag When the ova are discharged
from the ovaries they are carried to the uteringtgahrough the uterine tubes. If an
ovum be fertilized it imbeds itself in the uterimall and is normally retained in the
uterus until prenatal development is completed utieeus undergoing changes in size

and structure to accommodate itself to the neettseojrowing embryo.

After parturition the uterus returns almost ® fiirmer condition, but
certain traces of its enlargement remains. It essary, therefore, to describe as the
type-form the adult virgin uterus, and then to ¢desthe modifications which are

effected as a result of pregnancy.

In the virgin state the uterus is flattened asW@wsteriorly and is
pyriform in shape, with the apex directed downwand backward. It lies between the
bladder in front and the pelvic or sigmoid colom aactum behind, and is completely
within the pelvis, so that its base is below thesleof the superior pelvic aperture. Its
upper part is suspended by the broad and the rigardents, while its lower portion

is imbedded in the fibrous tissue of the pelvis.
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The long axis of the uterus usually lies apprately in the axis of
the superior pelvic aperture, but as the orgaresly movable its position varies with
the state of distension of the bladder and rectxeept when much displaced by a
fully distended bladder, it forms a forward angl#ghwhe vagina, since the axis of the

vagina corresponds to the axes of the cavity afedior aperture of the pelvis.

The uterus measures about 7.5 cm. in lengttmbin breadth, at its
upper part, and nearly 2.5 cm. in thickness; itgleifrom 30 to 40 gm. It is divisible
into two portions. On the surface, about midwayueetn the apex and base, is a slight
constriction, known as the isthmuand corresponding to this in the interior is a
arrowing of the uterine cavity, the internal orffiof the uterus. The portion above the
isthmus is termed the body, and that below, theixelThe part of the body which
lies above a plane passing through the points tohrece of the uterine tubes is known

as the fundus.

+ Parts of the Uterus-

Body (corpus uteri):

The body gradually narrows from the fundus to théhmus. The
vesical or anterior surface (facies vesicalis)lasténed and covered by peritoneum,
which is reflected on to the bladder to form thsigeuterine excavation. The surface

lies in apposition with the bladder.

The intestinal or posterior surface (facies itbedis) is convex
transversely and is covered by peritoneum, whiatorginued down on to the cervix
and vagina. It is in relation with the sigmoid amldrom which it is usually separated

by some coils of small intestine.

The fundus (fundus uteri):

It is convex in all directions, and covered byifemeum continuous
with that on the vesical and intestinal surfacasit®est some coils of small intestine,

and occasionally the distended sigmoid colon. [Eberal margins (margo lateralis)
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are slightly convex. At the upper end of each ttezine tube pierces the uterine wall.
Below and in front of this point the round ligamethe uterus is fixed, while behind
it is the attachment of the ligament of the ovarfiese three structures lie within a
fold of peritoneum which is reflected from the miargf the uterus to the wall of the

pelvis, and is named the broad ligament.
Cervix (cervix uteri; neck):

The cervix is the lower constricted segment of titerus. It is
somewhat conical in shape, with its truncated ajiected downward and backward,
but is slightly wider in the middle than either aboor below. Owing to its
relationships, it is less freely movable than tbdyh so that the latter may bend on it.
The long axis of the cervix is therefore seldonthia same straight line as the long
axis of the body. The long axis of the uterus asale presents the form of a curved
line with its concavity forward, or in extreme caseay present an angular bend at

the region of the isthmus.

The cervix projects through the anterior wdlltke vagina, which

divides it into an upper, supravaginal portion, arldwer, vaginal portion.

* Interior of the Uterus :

The cavity of the uterus is small in comparisonhwtihe size of the

organ. Lfiriia

Posterior half of uterus and upper part of vagina.

30



Cavity of the Body (cavum uteri):

It is a mere slit, flattened antero-posterioltyis triangular in shape,
the base being formed by the internal surface efiindus between the orifices of the
uterine tubes, the apex by the internal orificéghefuterus through which the cavity of

the body communicates with the canal of the cervix.

Canal of the Cervix (canalis cervicis uteri)

It is somewhat fusiform, flattened from beforeckaard, and broader
at the middle than at either extremity. It commartes above through the internal
orifice with the cavity of the body, and below thgh the external orifice with the
vaginal cavity. The wall of the canal presents ate@or and a posterior longitudinal
ridge, from each of which proceed a number of smhlique columns, thpalmate
folds, giving the appearance of branches from the stemtofe; to this arrangement
the namearbor vitee uterina is applied. The folds on the two walls are notatlya

opposed, but fit between one another so as to theseervical canal.

The total length of the uterine cavity from #eernal orifice to the
fundus is about 6.25 cm. At puberty the uterusyigfgrm in shape, and weighs from
14 to 17 gm. It has descended into the pelvisfuhdus being just below the level of
the superior aperture of this cavity. The palmaldd are distinct, and extend to the

upper part of the cavity of the organ.

During pregnancy the uterus becomes enormousdygad, and in the
eighth month reaches the epigastric region. Theease in size is partly due to

growth of preéxisting muscle, and partly to devetept of new fibers.

After parturition the uterus nearly regains utsual size, weighing
about 42 gm.; but its cavity is larger than in Yrgin state, its vessels are tortuous,
and its muscular layers are more defined; the eatarifice is more marked, and its

edges present one or more fissures.
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As per Ayurveda women possess one extra eighttyasim'Garbhashaya’ which is
situated in the third avarta of yoni.behind thenary bladder , in between ‘pittashaya’
and pakwashaya or in between ‘uipula kundala oftas{multiple coils of

intestine),coverd with jarayu (peritoneum). It neddes mouth of ‘rohita ‘fish.

The simile of uterus with the utto of rohita fish might have been given
probably due to two reasons i.e.

1.similarity in shape , as both triangular andidwlinside ;the mouth of fish is flat
below and slightly convex above ,similarly anterigall of uterus is slightly flat
,while posterior wall is slightly convex.

2.The lips of fish are fleshy and hanging, teeth maot just behind the lips, rather
situated slightly behind these giving appearanca obunded soft structure , which

resembles cervix of uterus.
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HORMONAL O VERVIEW OF MENSTRUATION
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The hypothalamus in the brain secretGonadotropi-releasing
hormone(GnRH). It seems that neural stimuli caffectthe release of GnRH by tl
hypothalamus. Hence the temporary disturbancemenstruationare sometimes

followed byemotional stres:

GnRH then stimulates the pituitary gland, situadéectly below the
hypothalamus, to secrete tgonadotrophinsluteinising hormongLH) anc follicle-

stimulating hormonéFSH)

LH and FSH then act on ttovaries FSH stimulates maturation of
follicle in the ovary as well as the release oftamgens and aiovum while LH,
which peaks sharply in the middle of the ovariadeycauses the empty follicle to

transformed into aorpusluteum.

Human chorionic onadotropin orhuman chorionic gonadotropl
(hCG) is aglycoproteir hormone produced in pregnantlgat is made by th
developing embryafter conception and later by ttsyncytiotrophobla: (part of the
placentd. Its role is to prevent the disintegrat of the corpus luteur of the ovary
and thereby maintaiprogesteror production that is critical for gregnancy in
humans. Human chorionic gonadotropin iglycoproteincomposed of 24amino

acids with amolecular mas of 36.7. Human chorionic gonadotropin interactshtiite
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LHCG receptor and promotes the maintenance of tvpus luteum during the

beginning of pregnancy, causing it to secrete trenbne progesterone.

Progesterone enriches the uterus with a thidkdirof blood vessels

and capillaries so that it can sustain the growfigtgs. Due to its highly-negative

charge, HCG may repel the immune cells of the mot®tecting the fetus during

the first trimester. Pregnancy is a state of oxmastress. During pregnancy, large

amounts of LDL cholesterol are brought into liver metabolism for the excessive

energy requirements of the body leading to incrediped peroxidation. Uncontrolled

iron supplementation and inclement environmentatoid may add to oxidative

stress. Further feeble antioxidant defense, coeddl Ito excessive oxidative stress

leading to many diseases of cellular and/or tigsueponents.

Corpus luteum (CL) initially does not need thencepts, and can

persist for a few weeks before it undergoes sp@was regression, at menses.

Therefore, the embryo-maternal dialogue requiredirfgplantation likely does not

involve the CL. In humans, for example, implantatiakes place 1 week before the

CL would undergo regression. If the CL were invalv@ embryo recognition, it

could take place only when there was intimate eoHongaternal contact. But this is

clearly not the case, and the search for the elesmewolved in the early interaction

has been long going. First, here, we give a baé&bnale of the need for maternal

recognition of the embryo shortly after fertilizati
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THE FERTILIZATION PROCESS:

The released matter egg reaches the ampler regidnsurvives for
only 12-24 hours unless it is fertilized. Theraisne-in-three chance of fertilization
occurring. Once the sperm penetrates the eggtdiztgion, it becomes ‘invisible’ to
the maternal immune system. As expected, followagg/sperm fusion, there is no
maternally induced immune rejection, for as longtlas egg membrane does not
change its characteristic (expressing foreign ansy Once foreign antigens are
expressed, the fertilized egg rapidly becomes saded by the zona pellucida, a hard
and impenetrable shell that wards of maternal imenwells. Further immune
protection is provided by maternal cumulus oophares, which further prevent

direct across of maternal immune cells to the embry

However, the cumulus cells persist only for a felays after
fertilization, as their primary role is to facilitatubal transport of the embryo towards
the uterus. The cumulus has immune cells that ®ecytokines, and may serve as a
first relay system for propagating embryo-derivégnaling. Indeed, it has been
shown that within 8 hours after fertilization, thes emargination of platelets from

the peripheral blood in mice.

Embryonic cells proliferation up to the 8-celage is rather orderly.
The blastomeres are totipotential (i.e., each efhtltould develop into a complete
embryo) the process lasts approximately 3 daysewthié embryo travels within the
fallopian tube. The speed is a good index to evalambryonic health with respect to

likelihood for implantation.

Evidence that the embryo may have an active inleimmune
recognition was suggested by studies showing thditrgo-conditioned medium has
immune-suppressive properties. However, the comg®uresponsible for this
immune effect have not been fully characterizedtHar data suggested that varieties
of compounds can be identified in the material wation prior to implantation
compared with non-pregnant subjects. However, wardtie putative embryo-specific
secreted products and circulatory compounds aresdinge remains unclear. If the
embryo-secreted products and circulatory compouads identical, very low
concentrations of embryo-secreted compounds caddhr the maternal circulation

and cause changes in maternal immunity to initislgrance.
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Obviously, this would mean that the embryo plagsrole in
developing tolerance even prior to implantationisTéignalling would also explain
pathological pregnancies in which implantation gscin sites outside the uterus,
including the fallopian tube, ovary, or even (rgyeh the abdominal cavity on the
bowel. Ectopic pregnancies strongly suggest thaemal recognition of pregnancy

must be systemic — not localized to the uterus.

Moreover, experience with transfer of donor (dieadly dissimilar)
embryo has shown high implantation and pregnancgess rates, further implanting
the role of the embryo in the recognition proc@$eere is a 4- to 5-day delay between
fertilization and implantation, which is replicaté embryo transfer following in
vitro fertilization (IVF). The delay suggests thdiis time is required to establish
tolerance and prime the endometrium, making it etteptive and accommodating

for the incoming embryo.

Three essential elements are required for pregnam succeed: a

viable embryo, immune tolerance, and a receptigeust

Genetic factor are the most common causes oftapeaus abortion.
50% to 80% of first-trimester abortions show chrammal abnormalities. With so
many possible causes for recurrent miscarriageoutld be tempting to think that the

prognosis for those women whose recurrent misggsiare unexplained is dire.

But three-quarters of these women will go on &veéha successful
pregnancy if offered nothing more, and nothing s tender, love and care, and
reassurance. [Ref: Kavilier, F. Investigation oEugent miscarriages. BMJ 2005;
331:121-2]

It is usually because of genetic problems in fbetus. Ectopic
pregnancy occurs outside the uterus thereforedisiei$ cannot survive, as it is not its
physiological and natural surrounding. In a mol@gmancy, a mass or growth forms
inside the uterus at the beginning of a pregnaany, there is no foetus. Profound
grief may also result in the death of newborn. &Anatal death from trauma also

comes under pregnancy loss.

A miscarriage is a loss of pregnancy from natealses before the
20th week of pregnancy. Most miscarriages occuy early in the pregnancy, often

before a woman even knows she is pregnant. Mangamiages are attributed to
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genetic factors while some of the miscarriagescaresidered due to recent illnesses

or exposure to infections.

It is estimated that approximately 8-12% of akgnancy losses are
the result of endocrine factors .During the perimgtion period, the uterus
undergoes important developmental changes stintbldg estrogen and more
importantly, progesterone. Progesterone is ess$dntissuccessful implantation and
maintenance of pregnancy. Therefore, disorderdeelto inadequate progesterone
secretion by the corpus luteum are likely to affée outcome of the pregnancy.
Luteal phase deficiency (LPD), hyperprolacteneraia] polycystic ovary syndrome
(PCOS) are some examples.

Several other endocrinological abnormalities hsas thyroid disease,
hypoparathyroidism, uncontrolled diabetes, and elswd ovarian reserve, have been
implicated as aetiologic factors for recurrent praacy loss. Inhibins and activins are
non-steroidal glycoproteins thought to have impartaoles in reproductive

physiology, and have been proposed as markerstdlfaiability.

37



MODERN ASPECT OF PREGNANCY
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MODERN VIEWS ON AETIOLOGICAL FACTORS

Miscarriage or spontaneous abortions the spontaneous end of
apregnancy at a stage where the embryo or fogtusmcapable of surviving
independently, generally defined in humans at ptior20 weeks of gestation.

Miscarriage is the most common complication ofyepregnancy.

Pregnancy Loss

Early- Within 12 Late- After 12 Weeks But
Weeks Before 20 Week

\ 4

Loss Of Foetus Naturally Is Called As Spontaneousdss Of

In many cases miscarriage occurs due to ignorancarelessness on
the part of couple or the family members. Sometihés due to the negligence of a
family doctor. A pregnant woman is not alone. Shdeveloping a life in her womb.
Even though most of the miscarriages will remaiaxptained it must be remembered

that they can be prevented if only early and gstelps are taken in time.
Aetiology of miscarriages-

Miscarriages can occur for many reasons, notofalvhich can be
identified. Some of these causes include genet@rjne or hormonal abnormalities,

reproductive tract infections, and tissue rejectfeew of them are as follows-
0 Chromosomal Abnormalities

Many such problems occur by chance and have notbidg with the
health of the mother or father. However, in a smalnber of cases, problems with
the parents' chromosomes can cause repeated ni@geaiThere are tests to find out
if such problems are a factor in repeated misagerid\t least 60% of spontaneous
miscarriages occur because of a chromosomal abtitr@aconception. This means

that a genetically (chromosomally) defective speom ovum gives rise to a
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genetically abnormal foetus. The miscarriage isuNg$ defense mechanism, which
aborts a defective foetus, rather than giving hiotla defective baby. Since most of
these genetic defects are chance occurrencesskhaf it being repeated again in the

next pregnancy is very small.

Sometimes a miscarriage can be linked to chromas@roblems in
the foetus, medical conditions in the woman, obfms with the woman's uterus.
There are tests to help your doctor determine whased the miscarriage and in

some cases treatment is available to avoid probiergure pregnancies.

More than one half of miscarriages in the fir8twleeks of pregnancy
are caused by problems with tbleromosomesof the foetus. Chromosomes are tiny
structures in the cells of the body. Each carriasygenes Genes determine all of a

person's physical traits, such as sex, hair anaelpe, and blood type.

There can be problems with the number or strectirchromosomes,
or with the genes they carry. Extra or missing ofmsomes or genes mean the foetus
will not grow as it should. Often miscarriage igura's way of ending a pregnancy in

which the foetus would not have been able to live.

Molar pregnancy, also called gestational tropastit disease (GTD),
is rare. Both normal pregnancies and molar pregaamevelop from a fertilized egg.
In a molar pregnancy, the fertilized ovum doesgroiv as it should. A genetic error
causes abnormal cells to grow and form a masssifi¢i Ultrasound is used to find

out whether the patient has a molar pregnancy.
O Hormone Imbalance-

Patients may miscarry because they have a lubeeepdefect - that is,
the amount of progesterone hormone produced dfeeetg is released is reduced.
Progesterone is the hormone which supports thenprery. It helps implantation of
the embryo in the uterus and if this is deficighgre can be a problem with the
embryo lodging itself in the uterine lining. Protgrene is a hormone that prepares
the lining of the uterus to nourish a fertilizedye@his happens during the second half
of the menstrual cycle. Early in pregnancy, if msigrone levels are too low to
maintain the pregnancy, miscarriage can occur.sTesmt show if a woman's body is
not making enough progesterone. Her doctor maycpbes medication to treat the

problem.
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A luteal phase defect is suspected if the menstyees are short -
especially if the luteal phase (the time of the steral cycle between ovulation and
the next menstruation) is shorter than 12 dayss dkdgnosis can be confirmed by a
blood test (a serum progesterone level done on& aier ovulation is low) and an
endometrial biopsy (which will show that the endaomuen is "out of phase").The
doctor can help provide luteal support by presnglprogesterone during the last two
weeks of the menstrual cycle after ovulation. lé twoman is already pregnant,
treatment may be with vaginal suppositories of ratprogesterone for the first
twelve weeks of the pregnancy; or progesteronetiges intramuscularly. However,

this treatment is controversial.

O Uterine causes

Uterine Abnormalities and Incompetent Cervixes-

Miscarriages because of uterine problems usualiyioafter the twelfth week.

These could be because of:

« A congenital abnormality of the uterus, which theman is born with, but
which does not cause any problems, until she getgnant. The common
types of uterine anomalies include: a septate st@ruwhich a wall divides
the uterine cavity); a unicornuate uterus, in whibk uterus has only one
horn, because only one half has developed propanig;a bicornuate uterus,
in which the uterus has two halves or horns, bexdhs two did not fuse
normally during their development in utero). Thisnarmal uterus cannot
grow normally to hold and retain the pregnancy &md is consequently
expelled. In women with a septate uterus, if thebmm implants on the
abnormal tissue of the septum, the pregnancy mescary because the

septum cannot support a pregnancy.

- Fibroids, which are growths of smooth muscle tissiside the uterus. While
most fibroids will not mar a pregnancy, if the il is very close to the lining
of the uterus ( submucous fibroid), it will interéewith the implantation of the

embryo in the uterus, and will cause its expulsion.

+ Intrauterine adhesions (Ashermann’s syndrome). dte@e uncommon, and

are fibrous bands of scar tissue in the uteruschvimterfere with implantation
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of the embryo. They may be formed after a uterineettage (after an
abortion) and can be diagnosed by hysteroscopyystetosalpingography.
They can be removed by hysteroscopic surgery, algpwuneventful
pregnancies in the future.

« Incompetent os, in which the cervix (mouth of themtb) is weakened. When
the growing foetus presses on it, the weakenedixapens, leading to
expulsion of the growing foetus. This condition nfeeycongenital; or because
of a cervical tear or injury during previous pregoy or miscarriage; or could
be a result of over enthusiastic surgical dilatabbthe cervix during previous
surgery. The insertion of a cervical stitch, calted Shirodkar stitch after the
Indian doctor who discovered this condition andeimed the surgical
operation to correct it, can be very effective. Teevical stitch is a simple
surgical operation, usually done after 12 weekspogégnancy after an
ultrasound shows that the baby is healthy ; arelips by strengthening the
weakened cervix. The stitch is removed two weeKerbethe baby is due, or
when labour starts, whichever is first.

Diagnosis of these anatomic defects can be madey$teroscopy or
hysterosalpingography. An ultrasound examinatiom izggest a problem exists, but
usually cannot provide a definitive diagnosis. Neweaging techniques such as 3-D
ultrasound or MRI scanning can also provide usdfagnostic information. Most of
these problems can be treated with surgery. Théodedll advise the patient of a

proper options.

O Ovarian causes

Polycystic Ovary Syndrome (PCOS)-

Polycystic ovary syndrome is three times moreljikto miscarry
during the early months of pregnancy than women d@t have the syndrome. In
PCOS, the ovaries produce a large amount of thenditthone. PCOS patients also
have insulin resistance, and the high LH levels &aigh insulin levels have a
detrimental effect on the egg, so that at the twheovulation, the egg which is
released is overripe and unhealthy. If such anisdgrtilised, the embryo is also

likely to be unhealthy, and is consequently rejgdig the body after 6-8 weeks as a
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miscarriage. Treating the abnormal insulin resistain PCOD patients who have had
repeated miscarriages with metformin helps marthei to have healthy babies .The
interesting point of these studies is that it tebsthat we should also be focussing on
what is happening at the time of fertilisation -damot just what goes on after the
pregnancy. Problems with the eggs and sperms atiiie of fertilisation will

manifest themselves as a miscarriage later onfHage are often neglected by the

doctor.
O Immunological Disorders-

The immune system plays an important protectle in maintaining
health throughout life, by defending against infatt It "rejects " the foreign invaders
(bacteria, viruses) which are recognised by theylasi being "outsiders". It is now
becoming evident that inappropriate activationte mother's immune system may

cause early first trimester miscarriages.

Current theory suggests that during a normal maegy, the fetus,
which carries the father's foreign genes (and esetiore immunologically foreign to
the mother) can nevertheless survive in the mothetus because of a special
protection from the mother's immune system - tlegust is a "privileged" site. This is
why it is not "rejected" like other foreign tissugsich as kidney transplants) are. This
means that in the normal course of events, thdised egg somehow stimulates a
protective maternal immune response which allowplamtation and growth. For
certain couples, this protective response doesoootr, and the maternal immune
system rejects the father's foreign material in fibetus, resulting in miscarriage.
Tests are available to check for this, but these stitl in the experimental stage.
Treatment is in the research phase too, and inslgé@asitising the mother to the
father's genes, by injecting his blood cells in¢o $kin; the theory being that exposure
to the foreign cells will stimulate her immune gystto provide the normal protective

immune response when she gets pregnant.

Some women produce antibodies against the ctinglasubstances
that cause blood clotting. These are called lumiE@agulant or anticardiolipin or
antiphospholipid antibodies. They severely inhibtal development (by blocking off
the blood supply to the foetus by causing clotthe maternal-fetal circulation) and

cause miscarriages. Their presence can be detbgted blood test. Treatment is
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possible, either with low doses of aspirin (whigdtkases the clot formation); or with
a steroid (prednisone) which suppresses the mstlamormal immune system
Antiphospholipid syndrome is a disorder of the inmausystem. Women with
antiphospholipid syndrome are at increased riskbfood clots and pregnancy loss.

Tests can be done to diagnose this condition
O Medical Conditions-

Certain conditions in the mother have been linteed greater risk of
repeated miscarriage. Untreated lllnesses and tiofesc can causerepeated

miscarriages. These include:

« Systemic lupus erythematosus and other autoimmisoedeérs in which the

woman produces antibodies against her own bodyesss
+ Heart disease
« Severe kidney disease, mainly when linked with Hilgfod pressure
- Diabetes
« Uncontrolled thyroid disease, especially hypothgisin

In some cases, treating the condition can impritnee chance of a
successful pregnancy. This is even truer if theditam is under control before a

woman becomes pregnant.

Certain infections called TORCH (which stands Taxoplasmosis,
Rubella, Cytomegalovirus and Herpes), may be aecéarsa single miscarriage, but
are NOT a cause for repeated miscarriages. Whiteraber of specialists will do
these tests, and even start treatment based ormrethdts, these tests are not
worthwhile for patients who undergo habitual almntiThey just waste a lot of the

patient's time and money.

Although infections of the uterine cavity (for ewple, due to
mycoplasma) are frequently thought to be a causeeoifirrent pregnancy loss,
substantial proof of this is lacking. Studies havdact failed to indicate a greater
incidence of infection in women with a history ofiscarriage when compared to
normal fertile women.
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O Certain Blood Disorders-

Thrombophilia is a type of disorder that can mikmd clot more than
it should. There are several types of genetic dmsrthat can lead to thrombophilia.
One type of disorder, Factor V Leiden mutation, ralgw clots to form in the blood
vessels to th@lacenta and lead to miscarriage. Pregnant women with digerder

may be prescribed blood thinners.

O Bacterial Infections-

Certain bacteria can cause problems, includingnareased risk of
miscarriage. Two in particular—mycoplasma homgmd ureaplasma urealyticum—
live in the genital tracts of healthy men and wombnt can raise the risk of
miscarriage. In women, infection with these baetexan inflame the endometrium
(the lining of the uterus), making it impossible Bm embryo to develop. There are
no symptoms, however, so the only way you knowoif wr your partner is carrying
the organism is to be tested.

O Lifestyle —
If patients are regularly exposed to toxic fumesd athemicals
(example, workers in chemical factories; or nuraed anaesthetists in operating
rooms, cigarettes, alcohol, drugs, and environniéaians) these could damage
the developing foetus (which is very sensitive ¢tsspns) and cause a miscarriage.
Recent studies show that even men exposed to enveatal toxins can cause
their partner to miscarry a foetus (presumably beeaheir sperms are damaged
by the toxins). Smokers, alcoholics and drug alsusdso have an increased
incidence of miscarriages.
O The emotional aspects-
Human society still tends to dismiss miscarriagenplacently; it is a
subject which is rarely discussed. A foetus for im@sople is a non-person and a
miscarriage is a nhon-event. But, to the pardhtsdeveloping foetus is a baby with
an identity, especially if you have seen it on tifteasound screen and heard its heart
throbbing with a Doppler. When the child is lostisi bereavement and your sense of
loss, tinged with pain, anger, isolation and degiogs can be profound - especially
when it follows a long period of infertility. Aftee miscarriage, it is normal to

experience a period of grief. Find support fromheather; and from others who have
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had a similar experience. Healing does happenma.tFocus on getting through the

grieving rather than on the suffering.

For many women, emotional healing takes a goa bWmger than
physical healing. The feelings of loss can be isgerEven if the pregnancy ended
very early, the sense of bonding between a womdrhanfoetus can be strong. Grief
can involve a wide range of feelings. One may fedrching for the reasons why the
pregnancy ended. In most cases it is not likelyitr@ould have been prevented. Most

women who miscarry can have a healthy pregnaney.lat
DIAGNOSIS

To help find the cause of repeated miscarriduye lady will be asked
about her medical history and past pregnancieomptete physical exam, including
a pelvic exam may be done. The lady may be offered genetic sslling, also may

need certain tests:
- Blood tests to detect any problems with hormondb®immune system

- Chromosomal testing of both you and your partnerobithe miscarriage

tissue, if it is available
« Tests to detect infection of the uterus
Procedures also may be done to help detect probiethe uterus:

« Hysterosalpingography. An X-ray of the uterus aalfiopian tubes is taken

after the organs are injected with a small amotidye.

« Hysteroscopy. A thin, light-transmitting deviceimserted through the vagina

and cervix to view the inside of the uterus.
« Ultrasound. Sound waves are used to create an infafe internal organs.

« Sonohysterogram. A vaginal ultrasound is used ¢wwuhe uterus. A saline

solution is injected into the uterus to help exptreuterus for better viewing.

51



PREGNANCY LOSS AND PSYCHOLOGICAL ELEMENTS :

Pregnancy loss here after called as (PL) is lglear stressful
experience, but very little is known about whatss&t emotional effects apart from
isolated spontaneous miscarriages and from othersfof infertility. When studying
the psychological effects of RPL, it is importawt ionly to examine them through a
pathological perspective, i.e., the induction oftidiss and depression, but also to
appreciate how couples cope with this experienc¢h@ir everyday life. A more
general perspective would also examine the effeRRL on self-esteem and marital
and social relations. The degree of emotional afguiouples experience largely
depends on the significance they ascribe to PLs fieaning is influenced not only
by the couple's views, but also by the perceptionfertility and the view of prenatal

life in their specific society.

PSYCHOLOGICAL INPACT OF RECURRENT MISCARRIAGES:

Recurrent Pregnancy loss (RPL) is a type of tititgrthat confronts
couples with repeated cycles of hope and despanyMouples view parenthood as
an indispensable component of their marriage andyncases of RPL occur before
they have a child. Young couples often take fontgd their ability to conceive and
become parents, and are only concerned with thstignewhen to have a child. RPL
shatters their basic expectations about family W#éhat is expected to be a fulfilling
experience is instead an experience of loss arappl@ntment. These miscarriages
usually occur at a very sensitive phase in the letaipdevelopment: becoming parents
is a transitional stage that requires reconstroatioidentities and preparation for new

roles.

Only a few studies have specifically addresseel pisychological
difficulties of couples suffering from more thaneomiscarriage, focusing, as a rule,
on the women. These studies suggest that the semvschrriage has harsher
emotional impact than the first. (1-3) althougls@ems logical, the question as to
whether the third and fourth miscarriages furthggravate distress has not been
assessed. Surprisingly, no differences in psychcdbglistress were found between

women who have had a child and those who have not.
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Perhaps mothers feel guilty for failing to proxid sibling for their
child, and fear that their child feels lonely (3-8)is estimated that around 30% of
women with RPL are depressed and that even a hgbeortion have high levels of

state and trait anxiety. (4-5)

When women with PL conceive again, they exhibighhlevels of
anxiety (6), having difficulty getting through eadhy. This anxiety is manifested as
general tension, despondence, and premonitiongsafamiage, and may be exhibited
by weeping, fear of detecting bleeding when goingthe toilet or examining
underwear, extreme anxiety over any abdominal mdiecking continuously for signs
of pregnancy, avoidance of other pregnant women, ratuctance to discuss the

pregnancy with anyone, including their husband)(6-7

As a so-called defence mechanism, some womem Ess emotional
attachment to their subsequent pregnancies, andl avimking about their future
child. Although this type of reaction may allevidtee constant anxiety and may
protect women emotionally if eventually they misgait also diminishes the pleasure
women can derive from being pregnant, and may piteyeef from being processed
and the experience from being integrated. In aghlitit is unclear how deep into
pregnancy women are less attached to their embwgowdnether it complicates the

transition to motherhood.

The psychological literature on PL is limited.eTteaction to a sudden
loss of pregnancy varies greatly among differedividuals: some exhibit little or no
reaction, whereas others demonstrate a significd@tline in their coping
ability(9,10). Major themes that describe the eigrare of miscarriage are emptiness
and quilt.(11). Increased anxiety and depressivenpsyms are also very
common.(9,12,13)These depressive symptoms candedtaying in bed and doing

nothing, difficulty to perform daily tasks, andeefing of a physical iliness.

There is disagreement, however, as to when tegs®toms decline.
Several studies have found that four weeks aftscaniiage, about half of the women
were still depressed, and 18% of the women feanethar miscarriage to the extent
that they considered not conceiving again. Othengehshown increased levels of

depression as long as six months after miscar(it2)&.3)

53



An isolated miscarriage has little prognosticuealHence, one should
be cautious in drawing inferences from a singlecamnisage and applying these
conclusions to RPL. In RPL, each additional midege reduces the prospects of
having children. Consequently, the repeated natirdcRPL may exacerbate the
experience or teach couples to cope with it. Alglomever studied, the prognostic
meaning the couple associates with the miscargagefurther damage their sense of

well-being.

Many couples experiencing miscarriage undergooagss of grieving
they mourn the lost child, their failed hopes foe tchild, and their unaccomplished
parenthood. Unlike the grief over the death of latnee, these couples generally do
not receive social support, and may also face Bitea attitudes. Sometimes,
miscarriage occurs before the couple had sharechéwes of the pregnancy with
anyone, leaving them lonely in the grieving procdsss crucial to understand that
even if the embryo was lost at a very early gestali week, many couples already
regard their embryo as a baby, name or nickname tailkito him, ascribe a specific

personality to him, and imagine his future. (17)

The variability in couples' attitudes may makéatd for their friends
and family to support them. A break in communicagi@ometimes occurs because of
lack of response or because the couple considere$ponse inappropriate. Typical
attempts at consolation include' At least you cahpgegnant', 'Maybe it's good you
miscarried, the baby was probably abnormal anywalgw can you grieve so much,

you were barely pregnant' and 'You can always deacgain'.

While these perspectives may help some couplasymthers do not
want to forget their miscarried child at this timand resist the possibility that
someday they would feel as if the loss has nevepéized. Based on studies of
general infertility, friends and family may feeliljy of their pregnancies and may
sometimes try to hide their pregnancy or talk Essut their children, resulting in the
couple feeling distanced from their friends, whaan result in social withdrawal. In
addition, the couple may feel that family and fdenexpect that they will shortly

conceive again to quickly replace their loss.

Couples may also avoid social gatherings, parti@sd family

occasions to avoid interactions with pregnant woroerchildren. Some of them

54



cannot bear being expected to hold someone eliédsar to listen to stories about
the pleasures and difficulties others are expemgnehen raising children. These
often remind them of their loss.

One way to compensate for the lack of social stpijpom family and
friends is to seek couples who share similar egpess. (10, 18, 20)However, unlike
the experience of an isolated spontaneous misgarri@here many women had a
similar experience, women suffering from PL usualty not know other women in
their situation and may lack someone to truly shied feelings with. Some of their
closest friends may be pregnant or already havdrehi, making it difficult for them
to feel their experience can be shared. Suppoupgr@are hard to find and there are
hardly any internet forums that are specific for PL

Apart from being emotionally traumatic, miscageacan be physically
traumatic as well; it may involve 'sudden painslag blood, rapid hospitalization,
and curettage. Some women identify the physicatgse of miscarriage as the most
stressful aspect, and they may find it harder feawsith each time. (21,25)

There has been considerable research on varittid¢snoderate the
influence of miscarriage on well-being, some of ethmay vary with time since the
loss. Identifying these moderators is essentiahierstand the variability in response
to the loss, and, more importantly, it points ateptial targets for psychological
interventions. Some of these mediators are uncltattie - for example, young age is
associated with lesser well-being, and a lateragiesial week of miscarriage has

harsher psychological consequences.

However, other factors can be controlled and @ssociated with
adverse well-being: these include attributing higlersonal significance to
miscarriage, low investment in domains of life atltban parenthood, and low
satisfaction in other aspects of life, such as wdakk of social support, lower
emotional strength, and use of passive copingegfies. In contrast, women who
reported that the recurrent miscarriages taughhtte place greater value on their
relationship with their spouses and to change tiesror personal goals scored higher

on well-being.

Coping with infertility has been much exploredeovhe last 50 years.

Many researchers describe infertility as a crie@ving psychological effects,
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including loss of self-esteem, increased anxietyxual problems, anger, depression,
and self-blame. The uncertainty of having biolobafaldren evokes a sense that life
is unpredictable and that significant events ia &fe not under control. Loss of self-
esteem, guilt, and self-blame may be even moresavith women suffering from PL.
Unlike many fertility problems, where the causeither unknown or is attributed to
both partners, in PL, women feel that they arelamie because it was their body that
betrayed and could not support the pregnancy. Téwéing is reinforced by the
medical examinations that couples undergo: mosticeli examinations evaluate

possible aetiologies in the women.

An aspect that is unique to PL among fertilitplgems is the period
when women are most stressed and anxious. In neoslity problems, getting
pregnant is the aim, and, once achieved, the midsis largely been accomplished.
In contrast, this period is usually the most sfrdder women who have experienced
PL, and the anxiety level may peak around gestatiomeeks when previous
miscarriages occurred. This anxiety is reflecte@klyeme sensitivity to body signals,
and increased fear that miscarriage will happeinadde decision to conceive again
is often very hard, because women have to consuthether they can bear another
miscarriage. In the interviews with women with Rhey have often spoken about
times that are problematic for them to conceivehsas major holidays when they

have to face family members.

56



THE GRIEVING PROCESS:

Couples experiencing PL will often grieve forithlest children, their
lost parenthood, their biological failure, the lagscontrol over their life, and for the
possibility that they would not have biological ldnén.(12,25) Unlike losing a child,
the couples do not have memories of the baby, dmir tloss is often not
acknowledged by society.(10) There are no ritmdsociated with mourning a
miscarriage. Couples may feel reluctant to shaesekperience with others, often
cannot take days off from work, and may lack tieetithey would like to grieve for
the loss. Couples may also be torn between th@esiéor a successful pregnancy and

their grief.

This grief process is often characterized by nis¢e fluctuations in
emotions, ranging from crying to laughing to beargry. This grief process may last
for months and even years, and often extends hgostibsequent pregnancies that
serve as reminders for previous losses and cagetrigtense emotions. Many couples
may be very surprised by their mood swings andirtkensity of the emotions that
they experience. They may not be aware that thasriermal reaction to their loss. It

IS very important to reassure them that their ieads normal and common.

Although there is no single right way to grieseyeral stages of grief
are commonly experienced by people. There is disagent whether all people pass
through each of these stages, and people diffigreitime they spend at each stage. In

councelling the following steps are important.

1. Denial, shock and numbnessThis stage often begins with the shock that

another miscarriage has occurred and is charaeteby the feeling that 'this can't be
happening to me'. Sometimes, the couples will n@neadmit to themselves that
something may be wrong. This reaction serves asfande mechanism, and will
usually diminish as couples begin to acknowledggr tloss, usually within hours to
days. This emotional numbness and denial shouldbeotonfused with ‘lack of
caring'.(27,28)

2. Anger- During this stage, the couple is preoccupied Withmiscarriages that
they had. A feeling of unfairness surrounds théseights: 'Why me? Why us?' The

couple also experiences an intense yearning folostechild, for the lost parenthood,
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pregnancy, and dreams. The anger associated wi&hutifiairness of the entire
experience can focus on the pain and inconveniasseciated with miscarriage, with
the tests and treatments, with the social presthag feel from their family and
friends, and on comments regarding their miscaesaand childlessness. The anger
may also include broader targets such as aboitybitsradvocates, people who easily
carry to term, and the medical team. Social supand respect can help abate this
anger.(8,27)

3. Isolation-Many couples exhibit social withdrawal. This oftesmppens because
couples try to hide their pregnancies and misogesado not want to be judged or
pitied by others, or avoid occasions where theyhmigeet children or pregnant
women. They also feel that their experience is wmjgand that others whose
experience of being pregnant is joyous cannot cehemd what they are going
through. Moreover, peers and family members oftemidadiscussing the recurrent
miscarriages with the couples — either because dneymbarrassed with the ease of

their having children or because they do not wamlisrupt the couple's privacy.(27)

4. Guilt- Women sometimes feel that the recurrent miscasagpresent
punishment for something they did. They may regetions they took or failed to

take prior to the miscarriages.(8,27)

5. Depression- At this stage, there is full penetration of thstreéss and facing
the loss. Thoughts such as 'My life is over, I tga'on’ or 'l don't care any more' are
very frequent. Some women may feel a sense of ¢peaf mood fluctuations, and

loneliness.(4)

6. Rebuilding and healing There is disagreement whether complete healing ca

occur. Still, at this stage, the couple start tal dgth the reality of the situation. They
restructure the event, organize their activities] plan to move forward in life, and

become more energetic and social.

DOMAINS OF EMOTIONS AND LIFE THAT ARE AFFECTED:

RPL can affect many domains in a couple's lifent self-esteem to
relationship with others, and even to financialtsoBlere is a list of the main domains

that are affected:
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» Self-esteem: Most people view the ability to conceive and hawddren as
central to their personal identity. Our socialiaatiprocess teaches girls and
women to view motherhood as an integral part ofirtlself-worth and
femininity. In several religions, 'Reproduce anliil thhe earth' is one of the
most important precepts. Consequently, not repriodus often perceived in
traditional societies as a degrading failure - imgig on self-esteem and
putting in question the woman's femininity and Wwaas a spouse.(21,25)

» Loss of control: For many women, RPL is the first experience ofsaamloss
of control: they lose control over their life, théiody, and their ability to plan
the future. Some of this planning includes the toheonception (e.g., the best
time to be absent from work, when it fits well witheir and their spouse's
career plans), and plans for adequate housing for expanding
family.(6,15,25)

> Relationship with peers: Couples may feel excluded from friends whose

interests focus on children, and may seek neweréer groups to belong to.
Difficulties in facing pregnant women and youngldten also lead couples to
avoid peers who are pregnant or already have emildn addition, their
friends may feel uncomfortable in disclosing theiegnancies, and this may
be misinterpreted by the couple as a sign of alienaln contrast to many
other fertility problems and despite the fact tidt is not so rare, many
women with PL do not know other women in the sai@ton to whom they
can relate(15,25)

» Marital stress: While the experience of infertility can improve mntal

adjustment for some couples, it may damage theioe&hips of others and
increase marital stress. This may result from diifiees between the spouses
in the attitude toward the losses, in the griepoese, and in their motivation
to have children. In addition, women may feel guitir failing their spouse's
expectations, and may feel responsible for his.pliany women fear that
their partner would leave them to find someone el whom to have
children. Pressures to have children from the hudlsafamily can further
exacerbate this fear.(4,15,30)
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» Sexual Life: RPL, like other fertility problems, may increasexual
discontent. Couples may feel a pressure to quichceive again, and with it
an increased demand to have sex at certain timasb&ing in the mood or
being absent due to various reasons such as bsidimgs may increase the
tension.(,32,31)

» Financial cost: In addition, RPL frequently taxes couples withaficial

costs: visits to a specialist, tests, treatmerd,absence from work.

ROLE OF MALE PARTNER:

Spouses are often very lonely in their experierfd@RL. Women are,
after all, considered the main patients - they erpee the physical miscarriage, their
reproductive system is assumed to hold the cause,tlzey are subject to most
diagnostic tests. The idea that the spouse mayeaigerience intense grief is often

forgotten by society, by the couple's acquaintaraed by the medical team.

Compared with women, the grief of male partneress active and is
expressed for a shorter duration. Men are oftadydo carry on with their lives
earlier than women, and are also less interestedlisnussing the miscarriage
repeatedly. (9,21)

Spouses frequently find themselves in a verycdedi position: at the
same time, they endure a crisis, grieve, and nepplast, they feel that they ought to
be strong to emotionally support their partners.aAsesult, spouses suppress their
feelings of loss instead of sharing it with theartmers. Moreover, if the woman is
depressed, they often feel that they are not daiggod job of supporting her. They
may struggle to say the right words, and fear thiaat they say would make their
partners feel worse. Many of them fail to realibatttheir female partners want to
know that their grief is shared by others. Alsthaligh the spouses may have the best
intentions of providing support, there are sexat#hces in coping strategies with life

stressors, and males tend to give instrumentakratian social support, leaving
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women feeling unsupported and the male partnerslingeeguilty and

unappreciated.(33,34)

ROLE OF THE PHYSICIAN:

Although the physician and the couple share #mrd for pregnancy
to succeed, the cooperation between them is congiexmay be very vulnerable.
The challenge with which the physician is confraintenen first seeing couples with
RPL is almost impossible. Usually, the time that ba devoted to each couple is very
limited when the routine components of a medicalstitation are considered: taking
a history, sorting and interpreting the resultpi@vious investigations, explaining the
problem and its possible causes, subsequent prisgnsaggesting additional

investigations, answering the couple's questioms,showing sympathy.

Often, this is a time when the couple's anxietgd atress are very
intense, and they are very attentive and sengiievery word and gesture. Their first
visit to the specialist can evoke many emotionsistfiation, anger, stress, and
inadequacy. This visit reminds them of past misages, confronts them with their
lack of control, clarifies that they should prepfaemore miscarriages, and confirms
that they have a medical condition that might letivem childless. Physicians are
often unaware that the high stress that the coepperiences interferes with their
ability to process the information received at thsit. This is a very common
experience for many patients undergoing diagntises; often cannot recall what the

physician said, and tend to misinterpret what leeenliold to them.

Couples hope to identify a cause for their misages. Understanding
the cause, from their point of view, means thateatment can be offered. It was
suggested that women assign a cause to the meaganttiemselves, when one is not
assigned by the doctor. 'Self-diagnoses includesstrcertain foods, and too much or
too little exercise. This may reflect an attemptrégain a sense of control. It is
thought that when the cause is detected, theress delf-blame. However, there is

still no evidence to support this notion in RPL)35

VALUE OF PSYCHOLOGICAL SUPPORT IN PL:

The experience of PL increases levels of distredspressive
symptoms, and anxiety. To lower the emotional boydeuples often withdraw from

friends. RPL, can affect almost every aspect ef ind the emotional burden usually
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becomes heavier during pregnancy. Obviously, themeples could benefit from
psychological support. Although there is no onédphat fits the needs of all couples,

the following are some options.

» Support groups. Support is viewed as most credible coming fronmeone

who has previously experienced and successfullyageh a similar crisis. In
contrast to many other medical conditions, couplith RPL often do not
know similarly afflicted people with whom to openghare their feelings,
thoughts, and concerns. Internet support groupallysdump together women
with one miscarriage and women with several. Fortonsnfertility are more
focused on fertility treatments than on anxietidswomen with previous
miscarriages. Meeting other couples with RPL caorafse the sense of
loneliness, and reassure couples that their reectimd feelings are normal.
Teaching couples about the grieving process. Taslelp them realize that
their reaction to the grief process is normal andxperienced by many other
couples. It can also help couples accept theif,gaied proceed with it in their
own way and pace.

> Activities for reducing anxiety: Physical activity, art, meditation, relaxation

and, yoga can reduce general anxiety in a nonfspeganner.

» Cognitive restructuring: The individual interpretation of RPL influencéet

emotions evoked by this experience. Some of thathagthoughts invoked
are automatic and erroneous. Challenging thesegttiseuand restructuring
them into more truthful and positive thinking canprove well-being. Such
techniques have been shown to diminish stressegmdepression, and self-
blame, and to increase enjoyments in everyday ilifdhaving each other, in
work, etc. An example of a common automatic thoughvomen with RPL

may be ‘I'll never have any children.' This thoughtdefinitely not true, and
should be challenged. Some examples may be 'Tocegs is very painful for
me, but there is a chance that | will eventuallyehahildren.' In addition, the

significance attributed to having biological chédrcan be reframed.(37)

» Improving dialogue with spouse Sometimes, spouses fail to recognize what

their partners are going through; this may createyale of disrupted

communication that decreases a couple's enjoynmedbing things together
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and increases their marital stress. It is therefionportant to encourage
couples to have a fruitful dialogue, by learnindisten more to each other, by
acknowledging the feelings of each other, by bein@re that they may be

using different coping strategies, and by recomgidach other's needs.

» Learning of other parenting options Although not all couples feel ready to

explore other means to achieve parenthood, many cmnefit from meeting
couples who have chosen to adopt or use the agdsofirogate mother. This
not only informs them of the procedures and the tems associated with
choosing other paths, but it also confronts therth viheir worst nightmare'.
Although they may not decide to follow these patimjples often realize this
iIs not as bad an option as they have imagined,sante of the fear that is

associated with infertility may be relieved.

» Discussing legitimacy: Many women with RPL report that they feel it is
illegitimate to stop trying to conceive or to cheoalternative means for
parenthood. Many feel like that they invest a Ibth@ir energy in conceiving
and re-conceiving, in hurrying to become parentd, & the same time they
need to deal with the pain and grief. They oftezl fhat everyone is expecting
them to quickly continue and to try again. Theyl tbat others deny them the
legitimacy to say 'l don't want to try again' Ragsithe option to take a break
or to stop conceiving by the medical team may heleve some of such
pressure from some women. Since emotional anxmtgs to peak during
pregnancy, therapy should also be targeted topaod. Although many of
the above strategies can only be realistically reffebetween pregnancies,
many can help to cope better with emotional ditties in subsequent
pregnancies. Relaxation techniques can be employeehever a woman
recognizes an increase in her stress levels, agtoe restructuring can help

maintain positive thoughts and avoid the loop afaive thoughts.

CONTRIBUTION OF STRESS TO RECURRENT MISCARRIAGE :

A common question that bothers couples is wheéixeessive stress
can adversely affect pregnancy and lead to misg@TiA belief in such a relationship

can increase feelings of guilt and self-blame andhér increase stress in a
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selfperpetuating circle. Although it is a sensitiaatter, this is an important question
to study. This question is difficult to examinene@ retrospective reports of stress are
skewed by the already-experienced outcome, sincey meomen in the general
population miscarry due to abnormal chromosomed,samce women at a high risk

for miscarriage often experience high levels aédstrduring pregnancy.

Prospective human studies on the effects of sto@smiscarriage or
IVF success are rare: some have suggested a c@usgltion; some have indicated
correlations, while others have found no assoaiati®Vith regard to miscarriage, a
distinction is not usually made between unexplaimescarriage and miscarriage due
to chromosomal abnormalities. One study that attechfo separate the two groups
found a correlation between stress levels and miaga only in cases thought not to
involve chromosomal abnormalities. This, togethiéh the fact that miscarriage is a

dichotomous variable, would necessitate a veryelaagmple to detect a correlation.

Studies in laboratory animals have suggesteddinass increases the
rates of implantation and resorption. Exposing pegg rats or mice to stress can
result in lower pregnancy rates, higher embryoreatd, more resorptions , and
smaller litters. Adreno-corticotropic hormone (Ag)ltreatment for the first 8 days
of pregnancy reduced the number of implantaticgssit naive/sham operated as well

as adrenalectomized mice, suggesting a direcfoolghis hormone.
Overall, based on animal models and on correatiudies in humans,

there is some evidence that stress can adverdebt &rtility in general. However, it
is unclear whether this effect can be extendeé@darrent miscarriage. Two studies in
women with RPL found that depressive symptoms amd datisfaction with social
support are predictive of subsequent miscarriag@tider prospective study, though,

has failed to find such an association with redarnderceived stress.

The best support for the contribution of psychadal factors to RPL
comes from studies that have evaluated the effgesyachological support or therapy
in women suffering from RPL. Interventions randemim basic tender loving care' to
relaxation workshops and audiocassettes, weekigsatind examinations (to assure
the woman that the embryo develops appropriatedy)d other psychological
interventions. Remarkably, all four studies repdrtdhat women who received

psychological support had two- to fourfold lowersearriage rates than those who did
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not. Although these studies suffer from methodaabiproblems, it is doubtful
whether these flaws can account for such a markédction in miscarriage rates on

average from 62% to 23%.

If stress does indeed contributes to miscarriageomen with RPL, it

could lead couples into a vicious circle. The firéscarriage could be due to some
biological cause such as abnormal karyotype.

During the second pregnancy, these women are stogssed, which
boosts the risk of another miscarriage. If anotinéscarriage occurs, this increases

their stress, and their chances of another misgper(7,52,55)
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PSYCHO-NEURO-IMMUNOLOGY

There are several potential neuro-endocrinoldégieghways through
which stress might promote miscarriage. Howeverjna@resting pathway that has
captured the attention of several investigatothespsycho-neuro-immunologic (PNI)
path. Over the past 30 years, it has become cledrthe immune system is not
autonomous but has bidirectional connections withdentral nervous system. It has
been shown that the immune responses can be bahalyaconditioned, that various
emotional and cognitive states can influence bethular and humoral immunity, and

that cytokines can affect neural function.(56,5Y,58

The effects of psychological stress on variousiime measures have
been extensively studied. In most cases, strésgenes with the normal function of
the immune system rather than assisting it. It &las been demonstrated that this
perturbation can result in actual consequences e@ltth for example lowering
resistance to infections and slowing wound healiftgs is especially the case with

chronic and severe stress.

Interestingly, the subset of immune cells tha@ns¢o be most affected
by stress are natural killer (NK) cells, the céfisught to be involved in the aetiology
of RPL. NK cells seem to carry the greatest derdfitgdrenergic receptors, and are
thus more susceptible to the influence of the syhgi nervous system. These
receptors contribute to direct suppression of NK-eetivity, detachment from
endothelial cells, and redistribution after expestar stress. The number and activity
of circulating NK cells were reported to be highdyfected by stressors such as
academic examination, exposure to disastrous lamei, interpersonal stress, first

parachuting jumps, and marital disputes.(62).

From the PNI perspective, stress might be pramgothiscarriage by
interfering with the uterine immunological condii® that protect pregnancy. In
several experiments in mice, Arck et al have shtvai stress around the fifth day of
pregnancy more than tripled the resorption ratawistarriage-prone mice; depletion
of NK cells prevented this effect. Studying womes, have recently shown that the
number and activity of peripheral NK cells in RRlkhich have previously been

shown to predict the outcome of subsequent pregnas@ transient response to the
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blood withdrawal. A cannula was inserted into tleens of women with RPL and
controls, and blood was drawn immediately and 20utais later. NK-cell activity and
cell number were increased in RPL patients in it Iblood withdrawal, but declined
to a level similar to that of the control in thecead blood withdrawal. These levels
remained almost unchanged in the control groups. iy suggest that the increased
NK-cell activity and numbers often observed in womevith RPL reflect
hypersensitivity to the stress of blood withdrawather than the immunological
steady state. It remains to be determined whetheh dypersensitivity is also

predictive of pregnancy outcome.(63)

The loss of a pregnancy no matter how early av kaie can cause
feelings of grief. For many women, it takes lonfgartheir emotions to heal than for

their bodies to heal.

Feelings of grief may differ from those of thertpar. The lady may
express her feelings in different ways. Reach ouhbse closest to that person and
ask for their comfort and support. They should talkhe concerned doctor. There
may be support groups in that area that are @éadslp. Counselling can help both
to cope .Future pregnancies should be plannednosagl early, and checked closely.
This will improve chances of having a successfiégpancy in the future by doing

certain things such as:
- A complete medical workup before getting pregnayatiia.
- If there is pregnancy, ascertain it by medical gyilaecological examinations.
« Medical and expert instructions should be followiggrously.

Maintain a healthy lifestyle by eating healthyds, exercising, and
avoiding alcohol, tobacco, and illegal drugs. Mdtran any other fertility problem,
RPL submits patients to repeated cycles of hopedasgair. Although management
of physician's emotions is not considered parthaf physician's role, one might
believe that adopting an inclusive psychosociaspective would greatly improve the
treatment of couples with RPL. The anxiety, depogssanger, and frustration these
couples experience are critically influenced by hsignificant they regard their
miscarriages, by how their family, friends, andistc perceive these miscarriages,
and by how much emotional support they receive. uppsrtive and empathic

approach by the medical team can ease this sujfeaimd psychological interventions
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can be used to improve couples’ coping and enhdhee well-being. Such

interventions may not only relieve the emotionaidam of RPL but also lower the
risk of another miscarriage. Although some clinisianay dismiss such effects, the
evidence for such a possibility exceeds the sudporseveral medical interventions
already employed in RPL. Larger randomized studiesuld examine this possibility
more carefully. Until proven, the psychosocial hymsis should be raised with

caution, as it can lead women to blame themsetwethé miscarriage. (64)

AFTER A MISCARRIAGE CARE AND MENTALTRAUMA

Simple word like "sad" cannot describe the fagdirthat follows
pregnancy loss. "Devastated" is little closer ® ttuth, and "feeling like soul has run
over by a steam roller or put through a paper steedcan be more close description.

Suffice it to say, it's normal to feel bad aftenescarriage or stillbirth.

After pregnancy loss Symptoms of depression ensh&s might be
feelings of sadness and emptiness, hopelessnesspfonterest in activities once
enjoyed, trouble concentrating, appetite change$ ather such symptoms. The

symptoms of depression are as follows:
1. Persistent feelings of sadness, emptiness, hopelessguilt, or helplessness
2. [lrritability or restlessness
3. Loss of interest in formerly enjoyable activities
4. Fatigue and low energy
5. Problems in concentrating and making decisions
6. Sleep disturbances
7. Appetite changes
8. Thoughts of suicide
9. Persistent pains or digestive problems that doesgond to treatment

All women are not diagnosed as cases of ‘cliniegdression, but most
of them suffer from depression of some degree. fitm@nal grief response can be
nearly identical to depression. It is impossiblaltaw a general line between what is
grief and what is depression. The Guidelines fatitferentiate grief from depression

are suggested. One factor is the length of timetheasymptoms last, but there isn't a
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time limit for what is and isn't normal for griefhere is no set point to have coped
with your miscarriage grief, and for many peopléeimds to be a lifelong process.
Grieving for a longtime doesn't necessarily mean you need an evatudtip
depression. Perhaps the best indicator is how goef and sadness are affecting your
daily life. Being in the company of family, friendand relatives can reduce the
severity of mental trauma due to pregnancy losmié&Swomen do have increased risk
for developing clinical depression after a mis@ge. Although the woman physically
recovers from a miscarriage quickly, psychologieadovery for parents in general
can take a long time. People differ greatly in tidgard: some are able to move on
after a few months, but others take more than a. y&a many patients who go
through a process of grief, it is often as if ayphhd been born but died. How short a
time the fetus lived in the womb may not matter tloe feeling of loss. When the
pregnancy turns out not to be viable, dreams, &daand plans for the future are
roughly disturbed.

Besides the feeling of loss, a lack of understaptly others is often
important. People who have not experienced a nrisgar themselves may find it
hard to empathize with what has occurred and hosettipg it may be. This may lead
to unrealistic expectations of the parents' recovEne pregnancy and miscarriage are
hardly mentioned any more in conversation, oftecabee the subject is too painful.
This can make the woman feel particularly isolatbthppropriate or insensitive
responses from the medical profession can adcetdigtress and trauma experienced,
SO in some cases attempts have been made to dranstgmdard code of practice.

Grief is not the only emotion associated with migeges.

Other typical emotions reported by woman who hagé a pregnancy
include depression, loneliness and isolation. Aeotommon emotional response to
a spontaneous abortion is self-blame. Many woméendkel that if only they had
done something differently, they wouldn’t have naiseed. Miscarriage can also
cause a woman to feel intense anger and jealowsrds other women, even friends,
who are pregnant. While these emotions can be lappalhey will eventually pass
and fade. Miscarriages can make men nervous totdatkeir partners. Not only are
they upset about the loss, but also they are gwevor their partner. After a

miscarriage, a couple’s relationship can becoméceably strained. Dealing with
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such a significant loss can cause individuals to tawards and away from each

other.

Discussing the feelings after a miscarriage iterofdifficult for
couples, but it is necessary. If one finds thatrdhis too much stress on your
relationship right now, seeking out couples codmgglcan help you work through
your grief as well as improve the communicationsstn husband and wife.

Often when miscarriage occurs early in pregnatisgue is left in the
uterus. If there is concern about heavy bleedingnéection, this tissue will be

removed. The tissue can be part of the foetus,gbahnie placenta or both.

The tissue that remains may be removed by dilatind curettage
(D&C). With this method, the cervix may be widenédeeded. The tissue is then
removed gently from the lining of the uterus. Itedonot require a hospital stay.
Medications can be used to help pass the tissuadhwins in the uterus. One can
expect spotting and some discomfort for a few ddfyshe patient has any of the

following symptoms then hospitalization is needed.
« Heavy bleeding
- Fever
« Chills
« Severe pain

The recovery will take some time. If the pregnaiscbeyond 13 weeks
the patient still looks pregnant and the breasty teak milk. Light exercise is
advised, but is advised to increase the activibysl. Consulting the doctor about
which exercises are best and how often to do thems.safe to have sex after the
bleeding stops.

A lady can ovulate and become pregnant as so@veseks after an
early miscarriage. If the patient does not wisth&mome pregnant again use birth

control by any suitable method according to thasedef the physician.

If the blood is Rh negative, you should askddslood product called
Rh immune globulin. This prevents developing ardibe that can affect a future Rh-
positive baby. If the patient has a number of mrisages in a row, order tests to look

for probable causes.
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When women with RPL conceive again, they exhitigh levels of
anxiety, having difficulty getting through each daghis anxiety is manifested as
general tension, despondence and premonitions sifamiage, and may be exhibited
by weeping, fear of detecting bleeding when gomdpilet or examining underwear,
extreme anxiety over any abdominal pain, checkiogtiouously for signs of
pregnancy, avoidance of other pregnant women, ahdctance to discuss the

pregnancy with anyone, including their husband.

COPING WITH THE LOSS :

For many women, emotional healing takes a goa bWmger than
physical healing. The feelings of loss can be is¢erEven if the pregnancy ended

very early, the sense of bonding between a womdrhanfoetus can be strong.

Grief can involve a wide range of feelings. Exmgy connected with
pregnancy start searching for the reason of pregnéoss. Many patients wrongly
blame themselves. They may have headaches, loseappetite, feel tired, or have

trouble concentrating or sleeping.

Feelings of grief may differ from those of thertpar. Your partner
may grieve, but he may not express his feelinghésame way you do. Husband
may feel he has to be strong for both of you and/ met share his hurt and
disappointment with you. Tension is created betwientwo when they need each

other the most.

In most cases it is not likely that it could hdeen prevented. Losing
a pregnancy often doesn't mean that a woman caret imore children or that there is
something wrong with her health. Most women whoaoaisy can have a healthy

pregnancy later.

Emotional healing is as vital as physical heali@yieving allows
accepting this painful loss and going on with li€@ounselling can help both if one
can't deal with these feelings alone. It is goodltow enough time for physical and
emotional healing before trying to get pregnantiraggor that guidance from the

gynaecologist is very much important.

71



SYMPTOMS OF PREGNANCY LOSS:

Bleeding is the most common sign of miscarriddest women who
have vaginal spotting or bleeding during the earbynths of pregnancy have healthy
babies. Some of these women, though, will havestaniiage. This is why bleeding

during early pregnancy is called threatened migger

Sometimes mild cramping of the lower abdomen dova backache
may occur along with bleeding. Bleeding may perdéistome heavy, or occur along

with a pain like menstrual cramps or the breakihthe amniotic sac.

A pelvic exam to see if the cervix has dilategpgioed) should be
conducted immediately. If the cervix has dilated &vetal tissue is lost, a miscarriage

is certain.

Other causes of stillbirth include trauma (such car accidents),
postdate pregnancy (a pregnancy that lasts longer 42 weeks), Rh disease (an
incompatibility between the blood of mother and yjaband lack of oxygen
(asphyxia) during a difficult delivery. These casiseare uncommon.

Certain risk factors also are associated wittbsth. Some of these

include:
Maternal age over 35
Maternal obesity
« Multiple gestation (twins or more)
- African-American ancestry
Signs of a miscarriage include:
Vaginal spotting or bleeding
« Cramping or abdominal pain

+ Fluid or tissue passing from the vagina
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TESTS: HCG (Human Chorionic Gonadotrophin):

A Qualitative HCG testing

is routinely used to confirm_pregnanc@uantitativeHCG testing

(also frequently called beta HCG), measures theaheimount of HCG present in
the blood. It may be ordered to help diagnose dnpér pregnancyto help

diagnose and monitor a pregnancy that may be gaiéind or to monitor a woman

after a miscarriage. In addition, a quantitative Gi@est may be ordered to

diagnose trophoblastic disease or germ teeflours of the testes or ovary. It may
be ordered at regular intervals to monitor the @ifeness of treatment for these
conditions and to detect tumor recurrence.

A A gualitative urine or blood HCG test

is ordered as early as 10 days after a missedtnuah period if a
woman wishes to confirm whether or not she is paegrisome methods can detect
HCG even earlier, at one week after conception).cémtain patients, several
quantitativeblood HCG tests over several days may be orderedlé out an ectopic
pregnancyor to monitor a woman after a miscarriage. A doatdl also order a
guantitative HCG test when she suspects trophobldisease or the presence of germ
cell tumours.

In non-pregnant women, HCG levels are normallydaiectable.
During early_pregnangythe HCG level in the blood doubles every twohiee days.

Ectopic pregnanciesusually have a longer doubling time. Those withlirfg

pregnancies will also frequently have a longer diogbtime or may even show
falling HCG concentrations. hCG concentrations wiliop rapidly following a
miscarriage. If HCG does not fall to undetectalgeels, it may indicate remaining

HCG-producing tissue that will need to be removed.

HCG is also used to monitor treatment in patiewts trophoblastic
disease and to detect recurrent disease aftemgeais complete. During therapy, a
falling HCG level generally indicates that the oanis responding to treatment, while
rising levels may indicate that the cancer is egponding to therapy. Increased HCG

levels after treatment may indicate a recurrenaisease.
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Tests performed too early in the pregnam®fore there is a significant
HCG level, may give false-negativesults, while blood or proteim the urine may
cause false-positivieesults. Urine HCG tests may give a false negatigeilt in very
dilute urine. Patients should not drink large amsuwfi fluid before collecting a urine

sample for a pregnancy test.

Certain drugs such as diuretics and prometha@neantihistamine)
may also cause false-negative urine results. Qihegs such as anti-convulsants,

anti-Parkinson drugs, hypnotics, and tranquilizeey cause false-positive results.

There are reports of false positive serum HCGilteslue to several
different compounds (not drugs) that may interfeith the test. These include certain
types of antibodies that may be present in someidwhls and fragments of the HCG
molecule. Generally, if results are questionaleytmay be confirmed by testing

with a different method.

Since progesterone levels vary predictably thhoug the menstrual
cycle, multiple (serial) measurements can be uséelp recognize and manage some
causes of infertility. Progesterone can be meastoedetermine whether or not a
woman has ovulated, to determine when ovulationuwed, and to monitor the

success of induced ovulation.

In early pregnancy, progesterone measurementsbmaysed, along
with human chorionic gonadotropin (HCG) testing,hielp diagnose an ectopar
failing pregnancy (progesterone levels will be lowean expected), although this will
not differentiate between the two conditions. Pebgmne levels also may be
measured throughout a high-risk pregnancy to heipluate placenta and foetal
health.

Progesterone levels may be monitored in women hdne trouble
maintaining a pregnancy, as low levels of the harenoan lead to miscarriage. If a
woman is receiving progesterone injections to tseipport her early pregnancy, her
progesterone levels may be monitored on a reguaisbto help determine the

effectiveness of that treatment.

In women who are not pregnant, progesterone denwy be used,

along with other tests, to help determine the cafisdonormal uterine bleeding.
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INTERPRETATION OF THE TEST RESULT:

Interpretation of progesterone test results meguknowledge of where
a woman is in her menstrual cycle or pregnancyg&sterone levels usually start to
elevate when an egg is released from the ovamy foisseveral days, and then either

continue to rise with early pregnancy or fall tgiate menstruation.

If progesterone levels do not rise and fall ananthly basis, a woman
may not be ovulating or having menstrual perioddevels do not rise normally
during an early pregnancy, the pregnancy may bepectand/or may be failing. If
serial measurements do not show increasing pragestdéevels over time, there may

be problems with the viability of the placenta doefus.

Levels of progesterone will be naturally higharidg pregnancies that

involve multiples (twins, triplets, etc.) than tleas which there is only one foetus.

Increased progesterone levels also are seen onaligiovith luteal ovarian cysts,

molar pregnancies, and with a rare form of ovacancer.

Increased levels are occasionally due to an ovdgetion of
progesterone by the adrenal glands. In late pregndow levels of progesterone

may be associated with toxaemia.
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RESEARCH ON MISCARRIAGE :

Miscarriage is the term health care providerstas#escribe the loss of
pregnancy from natural causes before the 20th wépkegnancy. Most miscarriages
occur very early in pregnancy, in some cases bedoreoman even knows she is
pregnant. Researchers estimate that, among women alveady know they are

pregnant; nearly 15 percent will have a miscarriage

Pregnancy loss can be devastating to a womanhandamily. A
woman or family who is having trouble coping wittetloss of a miscarriage should

receive medical counsellig.

1. ROLE OF HORMONE SUPPORT IN PREGNANCY LOSS

In the UK, three progestogenic products are Beenfor use in early
pregnancy: intramuscular progesterone, vaginal gstagone, and oral
dydrogesterone, and have been authorized fordegtviO and 20 years. However,
the number of studies examining the efficacy ofgesierone supplementation in
early pregnancy remains small, and they do noil fulf the criteria required for
meaningful results. In addition, the diversity oiolbgical and pharmacological
properties does not allow extrapolation of resattoss studies. Although there are no
obvious adverse effects to mother or foetus, a level of risk may as yet be

unidentified.

The observed frequency of another miscarriage #free is over 50%
and the wish to prescribe an apparently and wédlrated treatment is appealing,
especially in light of the emerging scientific unstanding of early pregnancy failure.
As yet, however, the evidence for ‘tender lovingecahows a similar improvement
in outcomes. The need ‘to do something’ for a grofijunfortunate patients often
sems to over-ride the use of an evidence base e\ifleiatment does not appear to do
harm, the evidence for the use of progesterone lsm@mtation in recurrent

pregnancy loss is contentious at best, dated, aodagi worst.
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Progesterone levels are measured:

« As part of an_infertilityassessment, when a woman is having trouble getting

pregnant and the doctor wants to verify that slevidating normally

- To determine if ovulation has occurred and wheto¥ahg drug therapy to

induce ovulation

«  When symptoms, such as abdominal pain and spotsinggest an_ectopic

pregnancy or threatened miscarriage

« To monitor the effectiveness of treatment when egpant woman requires

progesterone injections to help maintain her pragpa
- To monitor placenta and fetal health during a highk-pregnancy

« When a non-pregnant woman is experiencing abnouteaihe bleeding

2. NICHD Research on Miscarriage

The National Institute of Child Health & Human \&éopment
(NICHD) supports and conducts research on the saobeniscarriage in hopes of
finding ways to prevent women from having them. Fmtance, NICHD-supported

researchers recently found that women with a deyorchlled Polycystic Ovary

Syndrome (PCOSare three times more likely to miscarry during ¢aely months of

pregnancy than women who don't have PCOS. Womdn R@OS often have great
difficulty getting pregnant naturally.

Research has found that women with PCOS also tenHave a
condition called insulin resistance, which mearartbodies have trouble using the
insulin they make to get energy from their celfsulin resistance often occurs before
someone develops diabetes. To treat this insukistence, researchers had been
prescribing a drug called metformin. What they fduwas that metformin not only
reduced insulin resistance, but it also broughualbbanges to the uterine lining that
could help women with PCOS get pregnant and retheeisk of miscarriage during

their first trimester (the first three months) eégnancy.

Studies are now underway to confirm the posiéffects of the using
metformin in women with PCOS, and to evaluate théety of taking the drug

throughout pregnancy. The NICHD's Reproductive 8me Branch through its
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Reproductive Medicine Network (RMN) is currentlynclucting a clinical trial for the
treatment of infertility related to PCOS, using foanhin. The RMN Web site

provides more information on this trial and on th&NM itself.
Other NICHD-supported research is trying to leanore about

repeated miscarriage. Researchers estimate thaedretl percent and 2 percent of
women in the United States has more than one miagarwithout a known cause.
Women who experience repeated miscarriages mayrgmapensive and lengthy
tests to try to identify a cause, but often get amswers. NICHD researchers,
examining the vulva of these women, have found thamy of them share a genetic
mutation, or change. This mutation, on one of thehXomosomes, was found in
nearly 15 percent of women who had a history otatgd, unexplained miscarriage.
If this genetic mutation is confirmed as a causeepkated miscarriages, researchers
may be able to develop a simple blood test thaldcpredict a woman's chances of

having a miscarriage in future pregnancies.

For more information on NICHD-supported reseapchmiscarriage,
read the Institute's news releases on miscarribige.National Library of Medicine
provides additional information on pregnancy lagkich includes miscarriage
3. ABORTION RISKS: A LIST OF MAJOR PSYCHOLOGICAL

COMPLICATIONS RELATED TO ABORTION

REQUIREMENT OF PSYCHOLOGICAL TREATMENT:

A study of the medical records of 56,741 CaliforMadicaid patients revealed that
women who had abortions were 160 percent moreylitkeln delivering women to be
hospitalized for psychiatric treatment in the fi@d days following abortion or

delivery. Rates of psychiatric treatment remaingdicantly higher for at least four

years:?
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Relative Risk of Subsequent Psychiatvic Admission for
Aborting Women Compared to Delivering Women

(RE=1) by Time after Pregnancy Ohrteome
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abortion patients only 8 weeks after their abottiomsearchers found that 44%
complained of nervous disorders, 36% had expergestaep disturbances, 31% had
regrets about their decision, and 11% had beercriibesl psychotropic medicine by
their family doctor. (2) A 5 year retrospectivedstun two Canadian provinces found
significantly greater use of medical and psychtaservices among aborted women.
Most significant was the finding that 25% of abdrt&vomen made visits to
psychiatrists as compared to 3% of the control grd@) Women who have had
abortions are significantly more likely than othéwssubsequently require admission
to a psychiatric hospital. At especially high riste teenagers, separated or divorced

women, and women with a history of more than orertaim. (4)

Since many post-aborted women use repression asomng
mechanism, there may be a long period of deniabrbeh woman seeks psychiatric
care. These repressed feelings may cause psychtisdlinasses and psychiatric or
behavioral in other areas of her life. As a resslime counselors report that
unacknowledged post-abortion distress is the caastctor in many of their female
patients, even though their patients have comedmtseeking therapy for seemingly

unrelated problems. (5)

4. POST-TRAUMATIC STRESS DISORDER (PTSD or PAS):

While psychological reactions to abortion faltdnmany categories,
some women experience all or some of they symptompost-traumatic stress
disorder (PTSD). The lowest incidence rate of PT8ported following abortion is
1.5%, which would translate to over 600,000 casesmrtion induced PTSB.
Another study found that 14% of American women halWlghe symptoms of PTSD
and attribute them to their abortions, with as masy5% reporting some, but not all

symptoms of PTSB.
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Yet another random study found that a minimuml16%o of post-
abortion women suffer from diagnosable post-traionatress disorder (PTSD).
Approximately half had many, but not all, symptoaiSPTSD, and 20 to 40 percent
showed moderate to high levels of stress and amo@&®ehaviour relative to their

abortion experiences. (6)

PTSD is a psychological dysfunction which res@ilten a traumatic
experience which overwhelms a person’s normal aefenechanisms resulting in
intense fear, feelings of helplessness or beimptd, or loss of control. The risk that
an experience will be traumatic is increased winenttaumatizing event is perceived
as including threats of physical injury, sexuallaimn, or the witnessing of or
participation in a violent death. PTSD results whke traumatic event causes the
hyper arousal of “flight or fight” defence mechanis This hyper arousal causes
these defence mechanisms to become disorganizedpndiected from present
circumstances, and take on a life of their own Itegpin abnormal behaviour and
major personality disorders. As an example of dissonnection of mental functions,
some PTSD victim may experience intense emotionnlitiiout clear memory of the
event;, others may remember every detail but withemmotion; still others may
reexperience both the event and the emotions irusive and overwhelming

flashback experiences. (7)

Women may experience abortion as a traumatic tef@nseveral
reasons. Many are forced into an unwanted abortipnshusbands, boyfriends,
parents, or others. If the woman has repeatediyn beéctim of domineering abuse,
such an unwanted abortion may be perceived as Itireate violation in a life
characterized by abuse. Other women, no matter ¢mwpelling the reasons they
have for seeking an abortion, may still perceive tdrmination of their pregnancy as
the violent killing of their own child. The feamsety, pain, and guilt associated with
the procedure are mixed into this perception ofaggue and violent death. Still other
women, report that the pain of abortion, inflictegdon them by a masked stranger
invading their body, feels identical to rape. (BYléed, researchers have found that
women with a history of sexual assault may expegegreater distress during and
after an abortion exactly because of these assmtsabetween the two experiences.
(9) When the stressor leading to PTSD is abortsmme clinicians refer to this as
Post-Abortion Syndrome (PAS).
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The major symptoms of PTSD are generally classifunder three

categories: hyper arousal, intrusion, and congirict

Intrusion is the reexperience of the traumatic event at mbechand
unexpected times. Symptoms of intrusion in PAS saselude: recurrent and
intrusive thoughts about the abortion or abortatticHashbacks in which the woman
momentarily reexperiences an aspect of the aboetkperience, nightmares about the
abortion or child, or anniversary reactions of ivse grief or depression on the due

date of the aborted pregnancy or the anniversaeyafahe abortion.

Foreword by Dr. Laura 5¢

Forbidden
Grief

The Unspoken Pain of Abartion

\

Constriction is the
numbing of emotional resources, or the developroébehavioural patterns, so as to
avoid stimuli associated with the trauma. It is idaace behaviour; an attempt to
deny and avoid negative feelings or people, plaoeghings which aggravate the

negative feelings associated with the trauma.

In post-abortion trauma cases, constriction majude: an inability to
recall the abortion experience or important pafts;ocefforts to avoid activities or
situations which may arouse recollections of theortdin; withdrawal from
relationships, especially estrangement from thaselved in the abortion decision;
avoidance of children; efforts to avoid or denyubbts or feelings about the abortion;
restricted range of loving or tender feelings; asgeof a foreshortened future (e.g.,

does not expect a career, marriage, or children,long life.); diminished interest in
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previously enjoyed activities; drug or alcohol adgusuicidal thoughts or acts; and

other self-destructive tendencies.

As previously mentioned, Barnard’'s study ideatifia 19% rate of
PTSD among women who had abortions three to fieasypreviously. But in reality
the actual rate is probably higher. Like most istrtion studies, Barnard’s study
was handicapped by a fifty percent drop out ratdinical experience has
demonstrated that the women least likely to codpeira post-abortion research are
those for whom the abortion caused the most psggital distress. Research has
confirmed this insight, demonstrating that the wamdo refuse follow up evaluation
most closely match the demographic characterisfitse women who suffer the most
post-abortion distress. (10) The extraordinary higte of refusal to participate in
post-abortion studies may interpreted as evidencecomstriction or avoidance
behaviour (not wanting to think about the abortia)ich is a major symptom of
PTSD.

For many women, the onset or accurate identifinatof PTSD
symptoms may be delayed for several years. (11 BRTSD sufferer has received
counselling and achieved adequate recovery, PTSI) nesult in a psychological
disability which would prevent an injured abortipatient from bringing action within
the normal statutory period. This disability malgerefore, provide grounds for an

extended statutory period.

5. SEXUAL DYSFUNCTION:

Thirty to fifty percent of aborted women repoxperiencing sexual

dysfunctions, of both short and long duration, bagig immediately after their
abortions. These problems may include one or mbtieeofollowing: loss of pleasure
from intercourse, increased pain, an aversion xoas®l/or males in general, or the

development of a promiscuous life-style. (12)

6. SUICIDAL IDEATION AND SUICIDE ATTEMPTS

Approximately 60 percent of women who experiepaest-abortion

sequelae report suicidal ideation, with 28 per@antially attempting suicide, of
which half attempted suicide two or more times. ddeshers in Finland have

identified a strong statistical association betwabkartion and suicide in a records
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based study. The identified 73 suicides assochatt#dn one year to a pregnancy
ending either naturally or by induced abortion. Thean annual suicide rate for
all women was 11.3 per 100,000. Suicide rate asatati with birth was

significantly lower (5.9). Rates for pregnancy legsre significantly higher. For

miscarriage the rate was 18.1 per 100,000 andbortian 34.7 per 100,000. The
suicide rate within one year after an abortion wase times higher than for all
women, seven times higher than for women carryinggtm, and nearly twice as
high as for women who suffered a miscarriage. 8Sei@ttempts appear to be

especially prevalent among post-abortion teengd&s.

. INCREASED SMOKING WITH CORRESPONDENT
NEGATIVE HEALTH EFFECTS:

Post-abortion stress is linked with increasedarmgtje smoking.
Women who abort are twice as likely to become heawmpkers and suffer the
corresponding health risks. (14) Post-abortion wonage also more likely to
continue smoking during subsequent wanted pregaeanwith increased risk of

neonatal death or congenital anomalies. (15)

The Jericho Plan
Breaking Down the Walls

David C. Reardon

Cower painting “"Her Choice”
copyrght 1996 Diana hoses Botkin
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8. ALCOHOL AND DRUG ABUSE :

Over twenty studies have linked abortion to iasesl rates of drug and

alcohol usé. Abortion is significantly linked with a two foldhcreased risk of alcohol
abuse among women.(16) Abortion followed by alcoabuse is linked to violent
behaviour, divorce or separation, auto accidemid,jab loss.(17) In addition to the
psycho-social costs of such abuse, drug abusa&kediwith increased exposure to

HIV/AIDS infections, congenital malformations, aagsaultive behaviour. (18)

9. EATING DISORDERS:

For at least some women, post-abortion streasssciated with eating

disorders such as binge eating, bulimia, and amerervosa. (19)

10.CHILD NEGLECT OR ABUSE :

Abortion is linked with increased depression, eidlbehavior, alcohol
and drug abuse, replacement pregnancies, and ekduoaternal bonding with
children born subsequently. These factors are lgl@ssociated with child abuse
and would appear to confirm individual clinical @ssments linking post-abortion

trauma with subsequent child abuse. (20)

11.DIVORCE AND CHRONIC RELATIONSHIP PROBLEMS

For most couples, an abortion causes unforesednlepne in their
relationship. Post-abortion couples are more likehdivorce or separate. Many
post-abortion women develop a greater difficultyriong lasting bonds with a
male partner. This may be due to abortion relagadtions such as lowered self-
esteem, greater distrust of males, sexual dysfumctsubstance abuse, and
increased levels of depression, anxiety, and Velathger. Women who have
more than one abortion (representing about 45% @fbartions) are more likely
to require public assistance, in part because #neyalso more likely to become

single parents. (21)
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12. REPEAT ABORTIONS:

Women who have one abortion are at increased riskhaving
additional abortions in the future. Women with aoprabortion experience are
four times more likely to abort a current pregnarnbgn those with no prior
abortion history. (22)This increased risk is asstwa with the prior abortion due
to lowered self esteem, a conscious or unconscitassre for a replacement
pregnancy, and increased sexual activity post-eorSubsequent abortions may
occur because of conflicted desires to become prégand have a child and
continued pressures to abort, such as abandonmém Imew male partner.

Aspects of self-punishment through repeated abnwt are also
reported. (23) Approximately 45% of all abortions @ow repeat abortions. The
risk of falling into a repeat abortion pattern slibbe discussed with a patient
considering her first abortion. Furthermore, sinmmen who have more than one
abortion are at a significantly increased risk aiffexing physical and
psychological sequel, these heightened risks shoeilthoroughly discussed with

women seeking abortions.

13.GENDER COMPARISON OF PSYCHOLOGICAL REACTION
AFTER MISCARRIAGE—A 1-YEAR LONGITUDINAL
STUDY

» Atticle first published online: 8 JUL 2010
* Kong G, Chung T, Lai B, Lok I. Gender comparisorpsychological reaction
after miscarriage—a 1-year longitudinal study. BJEB30;117:1211-1219.

* Objective - To explore men’s psychological reaction and it®latonary
course over 1 year after miscarriage, to compaseréaction with that of their
female partners and to investigate the possibleelation of psychological

states between partners.
» Design- Prospective 1-year longitudinal observational gtud
» Setting- A university-affiliated tertiary referral hospitad Hong Kong.

» Sample-Eighty-three miscarrying couples.
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Methods- The psychological reactions of miscarrying womed their male
partners were assessed immediately and at 3, 6 l&whonths after

miscarriage.

Main outcome measures Psychological outcomes vesesaed using the 12-
item General Health Questionnaire (GHQ-12) and BRegression Inventory
(BDI).

Results-A substantial proportion of men (43.4%) scorechligGHQ-12 and
16.9% scored high in BDI immediately after miscgg. In men, both
psychometric scores decreased sharply within tse 3imonths and reached a
plateau. When compared with women, men scored fggntly lower in
GHQ-12 and BDI during the 1-year course after misage. A planned
pregnancy was a significant risk facté £ 0.008) associated with an initial
high BDI score in men. There was a significant pesicorrelation between

couples in both GHQ-12 and BDI scores throughoeidngitudinal course.

Conclusions Although the psychological impact of miscarriageren was
less enduring when compared with that on womeigrafigant proportion of
men demonstrated psychological distress after miage. The significant
positive correlation in a couple’s psychologicalaagon indicated that
psychological morbidity was not confined only tavaman’s own experience,

but also affected her relationship with her maler.
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MODERN ANTENATAL CARE

This section covers a range of important issaksed to antenatal
care. Another report that there is no added beokfultiple-micronutrient
supplementation during pregnancy compared with lempgntation with iron and
folic acid alone. Among the reviews on miscarriagee states that use of

progestogens in early-to-mid pregnancy does natepitea threatened miscarriage.

General antenatal care

-Patterns of routine antenatal care for low-riségmancy

-Pelvic floor muscle training for prevention anagdatment of urinary and faecal

incontinence in antenatal and postnatal women

-Routine symphysis-fundal height measurement dysiegnancy

-Support during pregnancy for women at increasadaf low-birth-weight babies

-Traditional birth attendant training for improvirgealth behaviours and pregnancy

outcomes
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Nutrition during pregnancy

- Calcium supplementation during pregnancy for premg hypertensive disorders
and related problems

- Effects of routine oral iron supplementation wathwithout folic acid for women
during pregnancy

- Energy and protein intake in pregnancy

- Multiple-micronutrient supplementation for womeuaring pregnancy

- Periconceptional supplementation with folate anddultivitamins for preventing
neural tube defects

- Vitamin A supplementation during pregnancy

Miscarriage

- Antibiotics for incomplete abortion

- Expectant care versus surgical treatment for anigge

- Medical treatment for early foetal death (lesnt24 weeks)

- Prevention of recurrent miscarriage for womerhvaintiphospholipid antibody or
lupus anticoagulant

- Progestogen for preventing miscarriage

- Surgical procedures to evacuate incomplete nmiscgr
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MATERIALS AND METHODS

» Materials-

» Selection of the patients: Control Group(modern medicine) and Drug
Group( sushrutokta regimen ),each of 100 patienesewselected and
meditation group(sushrutokta regimen + ashta madiggan)30 cases were

selected on the following criteria-

Inclusion criteria;

1. History of previous pregnancy loss.
2. Any or all the signs of early threatened abortion.
3. Patients residing within the radius of 5 Km.

The main aim of the study is to save the pregypand prevent the
pregnancy loss. So the patients with the histéiyregnancy loss and also with the
signs of threatened abortion were selected. Delicate and management is needed

so the patients residing within the radius of 5 lware selected.

Exclusion criteria;

1. Known cases of Diabetes, Hypertension,

2. Patients with Immunocompramised, H/o Torch +ve, &iég B,
Unicornuate Bicornuate, septate uterus, uterinerdety.

» Patients having the history of diabetes and hgpsion are high risk patients

so they are not included.
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* Immuno-compramised need Institute management amy #is they are prone
have infections. So they are excluded.

» Uterine deformity cases need special managemehegare also excluded.

Drop out criteria:

1. Irregularity

2. Disobedience

3. Unco-operative

4, Patients remaining absent for any reason.

Antenatal care when done in a special way needmanuous follow
up. We want to get the result as it deals withrsgd life. So regularity very much
needed. Disobedient and un- cooperative patieathad to manage so they dropped

out.

Assessment Criteria

Criteria for Upashaya: Gradation of the obsenesiiits will be made on the
basis of symptomatic relief and sonography rep@istribution of patient according
to Lakshnatmak upashaya (symptomatic relief)-eaghpsom will be graded as

improved, partially improved, not improved.

Objective parameters:
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A.Backpain:-

Scale used wadAPPY FACE SCALE.

VISUAL ANALOG SCALE
NO PAIN ; WORST PAIN

AT ALL IMAGINABLE
O 10 20 30 40 S50 € 70 80 90 100

900000

Improved partially impexy not improved

B.Colicy pain:

Scale used wadAPPY FACE SCALE

VISUAL ANALOG SCALE

NO PAIN T , WORST PAIN
AT ALL IMAGINABLE

0 10 20 30 40 S50 &0 70 80 80 100

00000

Improved partially ingwed not improved
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C. Spotting:

improved

No stains on the under-garment

Partially improved

Only spotting while urinating

Not improved

With soakage of pads

D. Loss of confidence

improved

Confident about the management

Partially improved

Feeling of insecurity 4-5 timeesvk

Not improved

Always insecured about the loss

E.Threat

improved

Feeling of having healthy fetus

Partially improved

Fear for day to day activity

Not improved

Always feeling of pregnancy loss
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» Dravya Guna Vidnyan

“Sushrutokta Regimen’ was the combination of masanumas tabs for

clinical trial. The original ‘Masanumas Kwath’ desed in monthly antenatal care.

Instead of kwath, vati was used for the followiegsons:

a)

b)

d)

Easy preparation: Kashaya has to be made fresh, twice a day. Itrbesa
tedious job. Instead Vati can be made once and wstdwarm milk daily

which makes it easy for use.

Durability: To prepare Kashaya daily and fresh twice a daytinse
consuming. If it is prepared once only and in sight quantity for two doses
and kept for few hours, there are chances of fetatien where the qualities
are changed. As against the Vati is prepared onlyehy taking the powders
of the herbal ingredients and adding proper bindepoper ratio and making
the tablets out of it. These tablets are admirestaalong with warm water
twice a day. So it saves the time and efforts efptatient and at the same time

it increases the shelf life of the drug.

Palatability: The tablets are easy to consume as compared toaj@sA

patient who can't tolerate the bitter taste of Kash shows some type of
hatrate towards the medicine as it has to be té&kea longer period of time.
In pregnancy naturally the mother is very choosyamals the taste. Instead

Vati is easily palatable, patient can take it for a Emgeriod.

Cost effectivenessCost of preparation of Vati is much less thandbst of
Kashaya.So indirectly it saves the medical expenses ofpttgnt making it
affordable for a longer duration. It is also eaeycarry Vati anywhere as
compared to Kashaya.

Considering all the above factors, in today’s fds, the drug which

suits the patient’s habits, occupation, taste\éati, was found to be most useful.

1st Month -

Yashtimadhu Extract - 60 mg
Sagbee Extract - 60 mg
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» Kshirkakoli Extract - 60 mg
» Deodar Extract - 60 mg
* Madhuka extract-60m

2nd Month

e Ashmantak Extract - 50 mg
» Krishna Til Extract - 50 mg
* Manjistha Extract - 50 mg
» Shatavari Extract - 50 mg

* Pimpali Extract-50mg
3rd Month

» Kshirkakoli Extract - 80 mg
» Shwet Sariva Extract - 80 mg

» Krushna Sariva Extract - 80 mg

* Priyangu Extract-50mg
* Nilotpala Extract-50mg

4th Month

* Doorva Extract - 50 mg

* Rasna Extract - 50 mg

e Sariva Extract - 50 mg

* Manjstha Extract - 50 mg
* Bharangi Extract-50mg

* Vth Month

5th Month

* Ringani Extract - 50 mg
» Dorli Extract - 50 mg

* Vatankur Extract - 50 mg
* Vatasal Extract - 50 mg

* Gambhari Extract-50mg
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ASPARAGUS- The roots are used in Ayurvedic medicine, follogva

regimen of processing and drying. It is generalgedi as a uterine tonic, as a
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galactogogue (to improve breast milk), in hyperdgjcdand as a general health tonic.

It is also used as an anodyne and aphrodisiac.

Shatavari is considered to be the main Ayurveelievenating female
tonic for overall health and vitality. The reputediaptogenic effects of Shatavari may
be attributed to its concentrations of saponingwkm as Shatavarins. In Sanskrit,

Shatavari means "she who possesses a hundred dasban

It increases shukra by causing nutrition of shué&nd the preceding
dhatus, it increases bala and causes nutritioratiént.it nourishes garbhashaya and
gives strength to muscles and raktadhatu assocvatédit. It is also artavkara and

also prevents abortions.

Asparagus racemosus has been shown to mitigaigbomfort due to
Amlapitta (Acid dyspepsia with or without ulcer) 409 cases in a clinical Study at
Central Research Institute for Ayurveda, New-Del(il.N. Pandey and S.S.
Rajagopalan -- Journal of Research in Ayurveda &mdlha -- Vol-XV. No. 1-2.
pages 23-34.) This estrogenic activity is due t® pinesence of steroidal saponins
which exert hormone like actions in the body, ats @ue to the isoflavones which

have mild estrogenic activity that help to balatieeestrogen levels

A studyshows significant increases in size of the breadttaats has
been reported .Histological study of breast tisshesved hyperplasia which was not
like the changes typical of late pregnancy ancatamt. The increase in lobular tissue

signifies better lactation. The effect is being tiyesized due to the phytoestrogéns.

Studies have shown that “Shatavarin “ isolated fromt mimic like
female estrogen hormone and even replace it ftemeceptors. studies support the
role of phytoestrogens in lowering the risk ofrigas types of cancers (especially

breast and prostate cancer), cardiovascular andomel diseases.

A study demonstrated that the alcoholic extract Adparagus
racemosus(rhizome) administered orally to adulypaat female albino rats at a dose
of 30 mg/100 g body weight, daily for 15 days (ddy$5 of gestation) exerted an
estrogenic activity. The macroscopic findings réeéa prominence of the mammary
glands, a dilated vaginal opening and a transvesstlated uterine horn in the treated
group of animals. The weight of the uterine horhthe treated group was found to be
significantly higher (p < 0.001) but the length wasorter (p > 0.01). Microscopic
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examination of the treated group showed proliferatin the lumen of the duct of
mammary gland. It was obliterated due to hypertyophductal and glandular cells.
Hyperplasia of the glandular and muscular tissug lypertrophy of the glandular
cells were observed in the genital organs. The nuémgna of the genital organs
showed abundant glycogen granules with dilateddMessels and thickening of the
epithelial lining. The oviduct in the treated grospowed hypertrophied muscular
wall, whereas the ovary revealed no effect of tmegd The results suggest an

oestrogenic effect of Shatavari on the female mammland and genital orgahs

A study revealed that the alcoholic extract af thot of Asparagus
racemosus exhibited antioxytocic activity. The sapalycoside A4 in doses of 20-
50 pg/ml produced a specific and competitive bladkthe pitocin syntocinon -
induced contraction of rat, guinea pig and rabteriun vitro as well as in situ. The
steroidal saponin also blocked the spontaneousaterotility and is believed to have

an estrogen like activity.

Studies show a polycyclic alkaloid asparagamine Aeported to have

an antioxytocic action indicating an anti abortiéat affect®
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MOHA TREE-Madhuca longifolia, commonly known asnahwa or

mahua, is an Indian tropical tree found largely in thentral and north Indian plains
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and forests. It is a fast growing tree that growvgpproximately 20 meters in height,

possesses evergreen or semi-evergreen foliagdedmigs to the family Sapotaceae.

It is cultivated in warm and humid regions foraleaginous seeds, its flowers and its
wood; producing between 20 and 200 kg of seedsalynper tree, depending on
maturity. The oil (solid at ambient temperature)used for the care of the skin.

Several parts of the tree, including the bark,used for their medicinal properties.

« Mahuwa Flower is edible and is a food item. Flowas used to make syrup
for medicinal purposes.
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MANJISHTHA- The roots of Rubia cordifolia are also the sourca o
medicine used in Ayurveda, this is commonly known Ayurvedic Sanskrit as
Manjistha (or Manjista or Manjishta) and the comaomdr product in Hindi as
Manijith ! Traditionally, it is used for treating urinary ttaofections and as an anti-

inflammatory drug. Its property is guru, its tasteastringent, bitter and sweet, vipak
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sweet and ushna virya. It is a powerful anti micablagent especially in skin and
urinary tract infections. It is urolythotriptic amtiuretic.18 During pregnancy, urinary
infections are common.

It cleanses and stimulates the action of utdrence it is useful in
kashtartava, anartava and to purify garbhashaga délivery. It eliminates backache
by causing anulomana of apana vayu and raja assdaiath garbhshaya.
its main action on rasa and raktavaha srotasasrifies blood by digesting raktagata
dushta kapha pitta by its tikta kashya and madrasa and ruksha guna. It pacifies alll
the three doshas associated with blood . hensesérinya.

Rubia cordifolia — Direct pharmacological actvibn reproductive
system has not been reported. Found to be a goenhdimic, anti oxidant and
immunostimulant
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SESAME- It is grown primarily for its oilich seeds, which come in
variety of colors, from crea-white to charcoablack. In general, the paler variet
of sesame seem to be more valuecthe West and Middle East, while the bl
varieties are prized in the Far East. The smatrsesseed is used whole in cook

for its rich nutty flavour (although such heatingantages their healthf
polyunsaturated faysand also yieldsesame oil.
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It is vajikarana and stanyajanana, balya in gdneeakness , snehana

in kushtha, anartava, kashtartava and decreastb.lib

The seeds are exceptionally rich in iron, magmasimanganese,
copper, and calcium (90 mg per tablespddior unhulled seeds, 10 mg for hulled),
and contain vitamin B(thiamine) and vitamin E (tocopherd) They contain lignans,
including unigue content of sesamin, which are pbgtrogens with antioxidant and
anti-cancer properties. Among edible oils from giants, sesame oil had the highest
antioxidant content. Sesame seeds also contairogteybls associated with reduced
levels of blood cholesterol. The nutrients of sesameds are better absorbed if they

are ground or pulverized before consumption, dahini.

Sesame seeds are rich in compounds with powenfiioxidant
properties, it's belongs to its lignan which coissisf about 1.5 % of the sesame seeds
or oil, the majority of which are sesamin and sedam Sesame seed consumption
appears to increase plasma gammatecopherol and@nbviégamin E activity which in
turn prevent cancer and heart diseases (8). Anstualies provided some scientific
evidence for its antiaging effect. Intestinal mitwoa convert lignans into

Enterolactone and Enterodiol agents which are respke for its estrogenic activity.
Sesame seeds contain a high amount of the amitemuphytic acid.

Sesame seeds produce an allergic reaction in al gmailentage of the general
population.
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JESHSHTAMADHA- The compound glycyrrhizic acid, found in
liquorice, is now routinely used throughout Japan the treatment and control of
chronic viral hepatitis, and there is a possiblansaminase-lowering effect.
Hepatoprotective mechanisms have been demonstiatedce!*? Recent studies
indicate that glycyrrhizic acid disrupts latent Kapsarcoma (as also demonstrated
with other herpesvirus infections in the activegsfa exhibiting a strong anti-viral

effect.

It stimulates formation of shukra due to its ma@h vipaka and
snigdha and guru gunas and thus increases ojaoveprcomplexion and maintains
youth.it is being shonitstapana; it is useful ie@m and raktapitta caused by vitiation

of pitta.

Liquorice affects the body's endocrine systent esntains isoflavones
(phytoestrogens). It might lower the amount of sertestosterone slightly, but
whether it affects the amount of free testosteienenclear. Consuming liquorice can
prevent hyperkalemia. Large doses of glycyrrhizimod and glycyrrhetinic acid in
liquorice extract can lead to hypokalemia and serimcreases in blood pressure, a
syndrome known as apparent mineralocorticoid excHssse side effects stem from
the inhibition of the enzyme pgihydroxysteroid dehydrogenase (type 2) and
subsequent increase in activity of cortisol on tkidney. 1B-hydroxysteroid
dehydrogenase normally inactivates cortisol inkitimey; thus, liquorice's inhibition

of this enzyme makes the concentration of coripglear to increase.

Cortisol acts at the same receptor as the hormatesterone in the
kidney and the effects mimic aldosterone excefisp@adih aldosterone remains low or
normal during liquorice overdose. To decrease thences of these serious side
effects, deglycyrrhizinated liquorice preparatiomse available. The disabling of
similar enzymes in the gut by glycyrrhizinic aciddaglycyrrhetinic acid also causes
increased mucus and decreased acid secretioriliitsnHelicobacter pylori, is used
as an aid for healing stomach and duodenal uleerd,in moderate amounts may
soothe an upset stomach. Liquorice can be usecbat iteitis, leaky gut syndrome,

irritable bowel syndrome and Crohn's disease igsaiitispasmodic in the bowels.
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The compounded carbenoxolone is derived from olige. Some
studies indicate it may inhibit an enzyme in thaifrthat is involved in making

stress-related hormones, which have been assogiitedge-related mental decline.

Estrogen-like activity of glabrene and other cdostits are isolated from licorice
root.

Licorice root extract and its major isoflavanalglidin, exhibited
varying degrees of estrogen receptor (ER) agonisdifierent tissues in vitro and in
vivo. Animals fed with licorice extract, comparedithw estradiol and glabridin,
showed an increase in creatine kinase (CK) actidtjknown marker for estrogen
responsive genes, which was higher than expeotedl fine levels of glabridin in the
extract. This led us to test for other componeh&t thay contribute to this strong
estrogen agonist activity. Results indicated tlabigne and isoliquiritigenin, (2',4-
three hydroxy chalcone) (ILC) in the licorice extrgan bind to the human ER with
higher affinity (IC50, 1 and 0.;5M) than glabridin (IC50, uM). The stimulatory
effects of glabrene in vivo were tissue specifid amilar to those of estradiol. The
effect of increasing concentrations of glabrene ii@ion the growth of breast tumor

cell was biphasic.

Both showed an ER-dependent growth-promoting ceffat low
concentrations (10 nM-1@M), and ER-independent antiproliferative activity a
concentrations >1pM. This is the first study to indicate that glabegan isoflavene
exerted varying degrees of ER agonism in differiesgues.Estrogenic Activity of
Glycyrrhiza Glabra with its Effect upon Uterine Nlily at various Stages of Sex
Cycle. Glycyrrhiza glabra grown in Egypt provedide a high estrogenic plant as
proved by uterine response and vaginal opening.

Based upon the mouse-uterine-weight method, ttoses of 25 mg.
each of the alcoholic extract showed an estrogagtigity which, in terms of estradiol
monobenzoate, is 1:4716980.A higher dose of 50 aagly for 3 days proved to
possess a lower estrogenic activity when comparild @stradiol monobenzoate.
Using this dose, Glycyrrhiza extract was 1: 86703B@ activity of estradiol
monobenzoate. This suggests the presence of amielne factor(s) in the alcoholic

extract of the plant.
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Upon uterine motility, the extracted plant masié=®l an inhibitory
influence upon the spontaneous movement of thenomgadi-estrus, estrus and
pregnancy.Glycyrrhiza glabra has been found to biehasource of flavanoids and

isoflavanoids, which are responsible for its estrog activity.

Glycyrrhizin and glycyrrhinitic acid from this gut are shown to be
good antioxidants. They inhibit thiobarbituric acrgactive reactive substances
(TBARS) formation and restore superoxide dismui{@®@D)." Glycyrrhizin inhibits
ROS generated by neutrophils and acts as an dlatiimatory agent at the site of
inflammation. Its anti-inflammatory action is basex its weak deoxycortisone-like
and ACTH action. Glycyrrhizin possesses antiviretivaty against HIV.12,13 It is
also a potent immunomodulatory with anticomplimeptaction. Glycyrrhenitic acid
also possesses antioxidant activity.14 Glabridiomfr Gglabra prevents LDL

oxidation.
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SARIVA-It is used in traditional medicine. In Ayurvedayides by the
name of ananthamoola or Anantmula. It is also dale False Sarsaparilla. The plant
enjoys a status as tonic, alterative, demulceapldiretic, diuretic and blood purifier.

It is employed in nutritional disorders, syphilihronic rheumatism, gravel and other
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urinary diseases and skin affections. It is adrtenésl in the form of powder, infusion
or decoction as syrup. It is also a component eéis¢ medicinal preparationSariva

is known for their diuretic, anti pyretic and aoxidant properties

It is one of the Rasayana plants of Ayurvedait @ anabolic in its
effect. It stimulates the flow of bile and remouegins from the body. It is a good
diuretic and increases flow of urine three to ftaores. When used with Tinospora,
the herb's effect is enhanced further. It reliem@ismmation of urethra and burning

micturition and is also helpful for third or foursitages of syphilis.

Chemical analysis of the root showed the presesfceoumarins,
volatile oil the chief component of which is p-mexly salicylic aldehyde, two sterols

and a pregnane glycoside.

It increases oja and shukra by its madhura, $i@igthd sheeta gunas.
Hence, used in debility of shukra.Sariva and sdigena should be used as

raktaprasadana and stambhana in pradara and Ritija@ktaja yonirogas.

Modern research-Zhydroxy-4methoxy benzaldehydiated from the
root showed significant anti-inflammatory activiagainst chronic inflammation in
albino rats in 100 mgm/kg dose orally. The drugakseealed significant antifungal

activity in experimental and clinical studies.

It is occurring over the greater part of Indianh the upper Gangetic

plain eastwards to Assam and in some places imatewnestern and South India.
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BHARANGI -1In 1997, phylogenetic analysis of DNA data showed
that Clerodendrum, as then understood, was polgtibyl This situation was

remedied in 1998 with the revival of Rotheca. Tiasonomic change was based on
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previous work and on a molecular phylogenetic stindy was not published until the
following year.

Bharangi(Clerodendrom serratum) have potent anti inflammyatanalgesic
and anti oxidant propertiedis tastes are bitter, pungent and astringent,Vvigpak
(alkaline post digestion ash) is pungent, it isnaslvirya (increase BMR) and is
anabolic and acute.18 it is an excellent anti-hgt&c agent and on prolonged
administration causes protection against anapls/ddiis anti-inflaaamatory and an
immunomodulator.

It is commonly recommended in bronchial asthieagers, chronic
conditions, e.g. sinusitis. It is anti-inflammatgranti-allergic and anti-nodceptive.
Being tikta , katu, and ushna , it is agnideepanapmchana, and anulomana. Hence it
is used in aruchi,agnimandya. It should be usediseases of raktadhatu being rakta
shudhhikara.
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The Ayurvedic texts list pippali as one of theshpowerful Rasayana
herbs, meaning it is a longevity enhancer. Pipfglne of the most widely used
Ayurvedic herbs. It is pungent in taste and swhletufral ash) in vipak, is described
as Anushna sheeta (it does not raise BMR), andgpeial gunas are catabolic,
unctuous and acute." It is an acclaimed rasayasaariti-allergic action reduces
passive cutaneous sensitivity and protects againgjen-induced bronchospasm and
protects mast cells. It effectively suppressesrmdas anaphylaxis in animals. It is
hepatoprotective and is also a good bio enhantes. dn effective adaptogen and
immunomodulator. Since Pippalimula is garbhashayaszhaka and pippali is

vrishya,they be used in rajorodha, sankashtaprama¥ahukradaurablya.
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LOTUS- Binomial name:Nelumbo nucifera GaertnSynonyms:

Nelumbium speciosum Willd. Nymphaea nelumbo

Nelumbo nucifera, known by a number of namesuiticlg Indian
Lotus, Sacred Lotus, Bean of India, or simply Lotgsa plant in the Nelumbonaceae
family. Botanically, Nelumbo nucifera (Gaertn.) malgo be referred to by its former
names, Nelumbium speciosum (Willd.) or Nymphaeaumélo. The seeds may
remain viable for many years, with the oldest rdedrlotus germination being from
that of seeds 1300 years old recovered from aakghed in northeastern Chifta
common misconception is referring to the lotus asterlily (Nymphaea), an entirely
different plant as can be seen from the centeheffiower, which clearly lacks the
structure that goes on to form the distinctive wWiac seed pod in the Nelumbo
nucifera. Waterlilies come in various colors, wlasrdhe lotus has flowers only in

hues of pink, or white.

Native to Greater Indiand Bangladesh, it is commonly cultivated in

water gardens. The lotus is the national flowdndfa and Vietnam.

The roots of Nelumbo nucifera are planted in gb#é of the pond or
river bottom, while the leaves float on top of thater surface. The flowers are
usually found on thick stems rising several centare above the water. The plant
normally grows up to a height of about 150 cm andoazontal spread of up to
3 meters, but some unverified reports place thghteis high as over 5 meters. The
leaves may be as large as 60 cm in diameter, winleshowy flowers can be up to
20 cm in diameter.Researchers report that the lbas the remarkable ability to
regulate the temperature of its flowers to withinarow range just as humans and

other warmblooded animals do.

The traditional Sacred Lotus is distantly relatel Nymphaea
caerulea,. Both Nymphaea caerulea and Nelumbo eraci€ontain the alkaloids

nuciferine and aporphine.

Being chhardi nigrahana, trishnanigrahana and diamdy it should be used in
chhardi, atisara and pravahika. Being hridya amhisgéthapana is useful in hridroga.
Being prajasthapana is used for nutrition foetusl &m pregnancy for stopping
discharges. Being balya and vishghna, is usefibiraya to increase strength and to

stop diarrhoea.
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ASHMANTAK- very popular ornamental tree in subtropical and
tropical climates,In the Neotropics, it can be udedattract Sapphire-spangled
Emerald ,Glittering-bellied Emerald or White-thredt Hummingbird into gardens
and park. It has antibacterial and anti-inflammatory prdjgs. It induces non-
specific resistance and is rich in adaptogendlirttimates the contaminated (Dushit)

substances.
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VIDARI -Being madhura and snigdha vidari is very good yasam.
Also helps to gain weight. Also diurectic in actibrngives good complexion and
strength.Useful in Pittasaraka and anulomana. ukreimeha and stanyakshaya being
vrishya and stanyajanana. As varnya, jvaragna amathagshamana and in

daurbalya,kshaya and shosha.
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VAT-The figs are eaten by birds and mammals. Fig seeds
dispersed by birds such as the Indian Mynas ardlestthave shown that seeds that
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pass through the digestive system of the bird aseerhkely to germinate as well as

sprout earlier.

Bark and the axillary bud contain 10 % tannins. iBes this it contains certain

alkaloids and mineral and certain vitamins.

It is kapha and pitta suppressant. It helps iruwab healing and
suppresses inflammation. It acts as a good paievesl It also improves vision of
eyes. It helps in easy absorption and improvesdtulation in the body. It helps
in purifying blood. It tones up the excretory systdt is an aphrodisiac agent. It also

helps in treating skin related problems and alseducing the burning sensation.

Being stambhana is used in chhardi, atisara, @asahika. Being

raktashodhana and raktapittahara is used in vdwayiraktavikara and raktapitta.

Uttarbasti of bark decoction is useful in rakta asHevetpradara as it is
garbhshayashothahara. Also used as Vatahrungdasstfzapana and ksheera as it is

shukrastambhana.
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NIGUNDI- Binomial name: Vitex negundoThe leaves of V.
negundo possess discutient properties and areedpigi rheumatic swellings of the
joints and in sprains. They may be applied locatlyswellings from rheumatic

arthritis and sprains.

Two varieties are recognized, one with white #osv(shwetapushpi),

and the other with blue flowers (pushpnilika).
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The juice of the leaves is used for the treatnuérfietid discharges.
The principal constituents the leaf juice are castiisoorientin, chrysophenol D,
luteolin, p—hydroxybenzoic acid and D-fructose. Tplant has anti-inflammatory,
antibacterial, antifungal and analgesic activiti€eese properties are useful in the

treatment of superficial bruises, injuries, soned skin infections.

The essential oil of V. negundo has been useddoce inflammation
and swelling of joints due to rheumatism and iggriThe main constituents of the oil
are sabinene, linalool, terpinen-4-of-caryophyllene, a-guaiene and globulol

constituting 61.8% of the oil.

Nigundi is pungent, bitter and astringent in déagtungent in the post
digestive effect and has hot potency. It alleviaedéa and kapha doshas, but
aggravates the pitta dosha. It possesses lightlignalttributes. It has antipyretic, anti-
arthritic and anti-inflammatory properties and &ed in diseases like fever, worms,
dermatoses, adenitis and splenic diseases etc.Resmapotent anti inflammatory,
analgesic and anti oxidant propertidsis guru (anabolic) in character, bitter in &gst
vipak is pungent and virya is ushna. In Ayurvedas iadvised for the relief of all
types of inflammations of joints, especially usefnl autoimmune disorders like
rheumatoid diseases. It is an anti infammatorynad& It is also a powerful

antibacterial and antifungal agent and suppresgeg@mune activity.
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KANTAKARI- Solanum xanthocarpu, Product offered: Fruits,
WholeplantUses: Fruits eaten as an anthelmintic and for indigestiRoot is an
expectorant, used in Ayurvedic medicine for couggthma and chest pain. Also
used for flatulence, sore throat, and toothachse. liigh concentration of solasodine,
a starting material for the manufacture of cortesand sex hormones. It cures
asthma, cough, bronchspasm, sore throat, constipatn effective expectorant and
diuretic.

Bhavamisra, an ancient physician, mentions it @emoting
conception in females. Given with honey, tulsi (@em sanctum), datura (Datura
metal), and black pepper it can be effective inesagf bronchial asthma. Stem,
flowers and fruits are bitter and carminative anel grescribed for relief in burning

sensation in the feet. Leaves are applied lotalhglieve pain.

It should be used in agnimandya, vibandha andipaia krimi being
deepana-pachana due to tikta katu rasas and itsaugkerya since it eliminates
vitiated kapha and hence it is krimighna; it adviaechana by irritating the intestines
also.

It should be used in amavata, kushtha and pharbegg alterative and
amapachana due to its tikta katu rasas; in shatice & reduces kleda by its rooksha

guna and in hypertension as it reduces raised lpoegsure.

Being oxytocic (garbhshaya sankochaka), the ssediseful in
anavarta and obstructed labour. ,being garbhasthgdka of the shveta pushpa
kantakari root made with milk be given and it ivigdd that drops of sidhha dugdha

be instilled in the right ang left nostril to havele or female progency respectively.
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DOORVAA: Binomial Name:Cynodon dactylonCynodon dactylon
has been studied at the University of Allahabadinotia, and is said to have many

medicinal properties including antimicrobial andtigéinal properties, as well as
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treatment of urinary tract infections, prostatisgphilis, and dysentef}. Primarily
the research being conducted on C. dactylon ingoltgeglycemic potential, which is

involved in the treatment of diabetes.

The majority of research has only been performedab rats, but the
results are interesting. In laboratory rats treatétl the ethanolic extract of defatted
C. dactylon, hypoglycemic and anti-diabetic resuitsre observed on the blood
glucose levels of the tested populatiBrest populations showed nearly a 50% drop

in blood glucose levels when the proper dosageaatasnistered?”

There is potential for Cynodon dactylon to becoamealternative to
current diabetes medications in the future. Wide$ed in toothache & amibiasis

(dysentry) (citation needed).

Being chhardi and trishnanigrahana and stambhanmsésl in niramavashtha of

chhardi, atisara and pravahika and arsha and tap#ta and raktastambhaka.

Being prajasthapana and since it eliminates gahayashaithilya should be used in
pradara, garbhsrava-pata and in yonivyapada aastaktbhana, garbhashaya balya

and as garbhposhana. It is also used in samanysdyiaibeing jeevniya.
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SAAG-Binomial name: Tectona grandi$.. effect of tectona grandis

stem extract on estradiol benzoate injected utgfrésmale albino wistar rats
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Activity of stem extract of Tectona grandis on uérine contraction induced
by oxytocin studied by the method described by ldri@rd Vogel on the basis of
prostaglandin biosynthesis as per Vane and Williamhiectona grandis stem extract
has shown uterine relaxant activity in dose depehd&nner complete inhibition of
contraction (100%) was noted in 32 mg dose of Trecgrandis stem extract same as
that produced by standard uterine relaxants ijection Magnesium sulfate (75 mg),
Cap. Nifedipine (0.18 mg), injection Isoxsuprinel® mg) where p value was highly
significant (p<0.001).This activity because of toition of prostaglandin biosynthesis.

This shows that Tectona grandis stem extract lsawdar activity as
magnesium sulfate, nifedipine, isoxsuprine butedith the dose.The uterine relaxant
effect of Tectona grandis stem extract supportezlah@ntation of relaxant effect in
Ayurveda. This is also confirmed in our study. Weoatried this experiment on
normal i.e. without the prior injection of oestralduterus of rat but there is no

contraction after giving oxytocin may be due to mugiuction of oxytocin receptors.

Evaluation of oestrogenicity and pregnancy irgptory efficacy of
lapachol (2-hydroxy-3-(3-methyl-2-butenyl)-1,4-néipdbquinone) in the mouse.
Lapachol, a naphthoquinone isolated frdmctona grandis was evaluated for its
oestrogenicity and antinidational activity in theuse and was found to possess a
statistically significantff < 0.001) uterotrophic effect after administratmfirthe drug
at a dose of 20 mg/kg body weight/day/mouse, inasoularly. However, in
comparison with conjugated oestrogen, the drug guoto be a relatively weak
oestrogenic. Lapachol when administered at the satose level exhibited

interceptory activity at all stages of early pregna

Mainly used in garbhsandhankar and rakta prasdakiais very much useful

in pregnancy.
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DEODAR-Binomial name Cedrus deodara(Roxb.) G.DonThe inner
wood is aromatic and used to make incense. Innedvim distilled into essential oil.
As insects avoid this tree, the essential oil isduas insect repellent on the feet of

horses, cattle and camels. It also has antifunggdesties and has some potential for
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control of fungal deterioration of spices duringrage. The outer bark and stem are

astringent.

Cedar oil is often used for its aromatic propeyti especially in
aromatherapy. It has a characteristic woody odduclhvmay change somewhat in the
course of drying out. The crude oils are often oweish or darker in colour. Its
applications cover soap perfumes, household spflyae, polishes and insecticides

and are also used in microscope work as clearing oi

It should be used as jvaraghna and to eliminatshtasravas in

sutikaroga being ushna and garbhashayshodhana.

It removes tandra, glani, angagaurava, malavdtttammutavarodha
eliminats jvarasince these drugs are deepana ,apachnd vatanulomana. It is

raktaprasdaka being ushna.
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PRIYANGU-Botanical name: Callicarpa macrophylla Vahl.
Family: Verbenaceae
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Ayurvedic properties Rasa : Tikta, Madhurasikaya, Katu Guna
Lakhu, Snigdha Virya : Sheeta. Medicinal propstPlant pacify vitiated vata, pitta,
diarrhea, arthritis, burning sensation, ulcers, spoous bites and blackish

discoloration on face. Useful part : Flowers, Buit

Three sources of Priyangu namely Callicarpa magftghPrunus
mahaleb and Seteria italica have no direct pharfogimal activity on reproductive
system. They are reported to be anti oxidants amdunomodulators. Being deepana,
vatanulomana and raktastambhana is useful in aguiy@a shoola gulma and
raktatisara. It is useful in pittaja diseases aaktapittabeing raktashodhana and

raktapittashamaka. It is useful in samnyadaurbsiadkatupaushitka
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GAMBHARI -Gmelina arborea, Jvara, Trsna, Daha, Arsa, Sotha.
Leaves are demulcent. Ingredients of “Dasamula’uit§r enter into cooling
decoctions, used in fevers and bilious affectioReots, bark, fruits are used in
diseases of nervous system, oedema, cardiac dssemse, dysuria, piles, poisoning,

burning sensation, rejuvenator.
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The fruit being madhura vipaki, sheeta, guru antydha acts as a
garbhsthapana, stanyajanana and vrishya. It siieulcsed in shukradaurbalya and to
prevent garbhsrav also. Decoction of the root —batien used in sutikaroga

eliminates garbhashayashotha and jwara associdtied and curs stanyavriddhi.

Chemical Composition: The root contains thickgwloil, an alkaloid
and a little amount of benzoic acid. The fruit @n$ butyric and tartaric acid, an
alkaloid, sugar, resin and an astringent principlee bark contains cleityl furoate,

two lignins, melinol and arboriol.

In the present study for the first 20 weeks adgmancy the patients
from the drug treated group (Sushrutokta GarbhimjgiRien) received the following
herbs. Individually these herbs have many usefop@rties which are useful for the
development and preservation of the intrauterifee Bome of the drugs have action
on the blood vessels and the placenta which hdlipeéremplantation and stabilization

of the foetus.

The phytochemical study of these twenty herbsrnsrmous. The
isolated principles have some times good effectd some time bad effects. As
everybody knows that the fragmented and isolatedafled active principles do not

exist in nature as they appear to us the whenteshla

1. Shatavari: (Asperagus resemosus), contains many principleshwdre anabolic,
strength giving and they build a non-specific regise in an individual. It
promotes proper nutrition of to mother’s systemd prevents abortion.

2. Pimpali: (Piper longum), It is a well known Rasayana ang{uvenating
substance, It is anti-viral and antibacterial.ds fanti-inflammatory properties.

3. Mahua: (Madhulica longifolia). It is anabolic, strengthvimg, It is rich in
nutrients and it induces sleep.

4. Ashmantak or Kanchan: (Bauhinia varigata) It has antibacterial and -anti
inflammatory properties. It induces non-specificsistance and is rich in
adaptogens. It eliminates the contaminated (Dushlstances.

5. Daruharidra: (Berberis aristata). It is anti dysentery and -didgirhoea. It is
bacteriosidal and it has ability to return appetite prevents implantation

problems.
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6. Neel Kamal :( Nymphaea caerulea) is anti-biliary (Anti-Pifta) is a mild
trangilizer and it is anxiolytic in nature.

7. Agnimanth: (Clerodendron sp) It has adaptogenic propertteis. analgesic and
anti-inflammatory. It is antiseptic in nature.

8. Doorva: (Cynodon dactylon) It has high vitamin P contemikich are styptic in
nature. The juice is anxiolytic and mild tranquliz It also contains Vitamin A
and iron. The plant is used in ‘Adhoga Raktapiisit stops bleeding.

9. Yashtimadhu; (Glycerrhiza glabra). It is anti inflammatory, anissive, It
indices appetite and has hypnotic properties. Hnialgesic and relieves pain. It
prevents the formation of toxic substances (Aam).

10.Anant Mool: (Hemidesmus indicus): It is a blood purifier ama antidote for
many food poisons. It has a general cooling efflieat helps in reduction of fear
and tension.

11.Ksheerkakoli: (Gymnema lactiferum): It has properties to stabilithe
intrauterine foetus and it strengthens the grawsus. It prevents abortion and
helps in the general development of the foetusadintains proper homeostasis
between mother and the foetus

12.Rakta Kamala: (Nelumbo nucifera) : The petals of kamal are rinhiron
contains. They have a cooling effect, and are gdiyeantacid in nature. It is a
mild diuretic.

13.Dhamasa: (Uraria picta): This an anabolic and strengthmgvplant. It induces a
type of non-specific resistance and it is adaptmgelh induces ‘spandana’ of
foetal heart.

14.Saag: (Tectona grandis) : It is a mild diuretic and teelp proper emplantation of
the foetus. It prevents abortion.

15.Krushna Til: (Sesamom indicum): These promote mesodermal dewelot.
They have rich oil contents and are nutritionakthe foetus. They are strength
giving.

16.Manjishtha: (Rubia cordifolia): It purifies blood and removebe toxic
substances from it. It increases the quantity obttland is anti-anemic in nature.

17.Rasna: (Vitex negundo): It is anti-inflammatory and aredge. It strengthens the
foetal heart and improves its ‘spandana’.

18.Bruhati and Ringani: (Solanum indicum and Solanum xanthocarpum); They

have rich steroids and are anti-inflammatory, agsilgand they have the ability to
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prevent ‘garbha sraav’ i. e. pregnancy loss. Tmeluces non-specific, general
resistance. They als control the quantity of amaidid.

19.Vatankur and Vata Twak: (Ficus bengalensis) : They are astringent substanc
and generally prevent abortion by their styptidact They induce longevity and
health.

Sushrutokta regimen formulation is devised to tfiglial infections,
inflammations, oxidative stress and immune procegsé¢he placenta in the pregnant
mother for the purpose of safe motherhood. Pregnaasa state of oxidative stress,
is now a well-recognized fact. There is sufficiémboratory evidence to show that

these herbs have excellent antioxidant capability.

It is seen that all the herbs play an importae in pregnancy loss
because of its safety and immunomodulatory, ardemi and antimicrobial actions,
which are, the characteristics of most herbal rasay. Kshirkakoli being a

cotraversial drug , Shatavari is used to replaealthig being from jeevaniya gana.

The Ayurvedic acharyas have attempted to sta&bile foetus by trial
and error in the beginning and gaining a lot ofcpcal and clinical experience, they
arrived at certain groups of herbs and natural rizdséethey designed what is today
known as Garbhini Regimen. Because Sushrut wagitimeer in this field, it became

famous later on as ‘Sushrutokta Garbhini RegimBarichrya).
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> Meditation During Pregnancy - To Promote Mental Peae

Meditation during pregnancy plays an equally imgot role in the
development of a healthy baby. All expectant mattveaint the best for their children.
Therefore, maximum care is taken to give the befad and a nutritious diet to the
mother. However, during all these activities ic@mpletely oblivious to all that the
mind of the mother too needs to relax and remajeate for a few hours during the
day. Emotions play a vital role in the developmeinthe baby. Examples of stressful
mothers giving birth to babies with fluctuating nadgo easily going into anger or
depression are seen. It is vital for the motheetoain cool and calm and free of any
anxiety or stress. With the help of meditation, oaa instill harmony within ownself.

This will help to remain free of stress and depren, especially, if d
lady is an emotional person.Meditation during pea@y is a great way to make the

lady stronger emotionally and mentally.

With the help of meditation, she gets the cagaoitendure pain which
helps during labor in pregnancy. It is never edshe tries to practice meditation on
your own during pregnancy. Everybody’s mind has thedency to waver to all

places and people with whom you are concerned wbarsit with your eyes closed.

The thoughts of your depleting finances or sowrcern at office, the
thought of some meddling family member, the thoughtliving in ramshackle
surroundings and the like are so overpoweringttiey devour any other thought you
wish to put in its place. Meditation is one of tir®st important exercises during
pregnancy. As you gain spiritual health, it is eefed in one’s good behavior, one’s

tolerant attitude and greater affection for the&ianand dear ones.
Applying the technique for beginners

There are two options of meditation during prewya One is to join a
meditation class for the first few months and tpesctice on their own. The other is
to take the challenge of practicing on their owrthey join a class, they get to meet
other expecting mothers and share each other'srierpes. They can learn the

nuances faster as they have a teacher to guidarydweheck you if slip somewhere.
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Reiki and Vipasana are two popular groups of médnalf they decide to meditate

on their own, they can take the help of the follogviechniques.

First, search for a place that is peaceful amdrnge A place with pin
drop silence would be perfect. Make sure no oradlasved to disturb your peace for
the stipulated period. Then sit on the floor witgs folded and concentrate on any
one object with your eyes closed. Generally, peopleentrate on their god or place
of worship. While concentrating, take deep breahsvell in perfect rhythm. It will
take some time; do not be distracted or discourafiegbu do not see results

immediately. You will eventually see the resultsyaditation during pregnancy

Meditation as per Jain darshan cards was beghttém the 30 patients
of sushrutokta regimen group. The card includega&siangal yantra with 24 Dhyan
Mudra pratimas in that. Sitting in Sukhasan postheepratimas and the 8 different
yantra pratimas were concentrated by the patiemdsadter that with closed eyes it

was recalled. With chanting Navkar mantra in thadni

>

30

Navkar Mantra
«» Namo Arihantanam: | bow down to Arihanta,

% Namo Siddhanam: | bow down to Siddha,
% Namo Ayariyanam: | bow down to Acharya,
+ Namo Uvajjhayanam: | bow down to Upadhyaya,
+ Namo Loe Savva-sahunam: | bow down to Sadhu and Shw.
« Eso Panch Namokaro: These five bowings downs,
+ Savva-pavappanasano: Destroy all the sins,
% Manglananch Savvesim: Amongst all that is auspicia)

+ Padhamam Havei Mangalam: This Navkar Mantra is theforemost.

The Navkar Mantra is the most important mantrdaimism and can be
recited at any time. While reciting the Navkar Mantwe are bowing down with
respect to Arihantas (souls who have reached #e sff non-attachment towards
worldly process), Siddhas (liberated souls), Achargheads of sadhus and sadhvis),
Upéadhyayas (those who teach scriptures to sadhiisadhvis), Sddhus (monks, who

have voluntarily given up social, economical anchifg relationships) and Sadhvis
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(nuns, who have voluntarily given up social, ecommainand family relationships).

Collectively, they are called Panch Parmesthi (Bupreme spiritual people). In this
mantra we worship their virtues rather than worgimng any one particular person;
therefore, this Mantra is not named after Lord Mahd.ord Parshvanath or Adinath,
etc. When we recite Navkar Mantra it, also reminggshat, we need to be like them.
This mantra is also called Namaskéar or Namokéar Mabtcause we are bowing

down.

The Navkar Mantra contains the main message ofisda The
message is very clear. If we want to be liberatenhfthis world then we have to take
the first step of renunciation by becoming a monlaaun. This is the beginning. If
we stay on the right path then we will proceed tdigher state, Arihant, and
ultimately proceed to Siddha after nirvana (libematfrom the cycle of birth and

death). The goal of every Jain is, or should bégimome a siddha.

Arihantas

The word Arihanta is made up of two words: 1), Ameaning
enemies, and 2) hanta, meaning destroyer. Therefoiteanta means a destroyer of
the enemies. These enemies are not people likenyeupr any animal, or plant, etc.
These enemies are inner desires known as passitiese includes anger, ego,

deception, and greed.

These are the internal enemies within us. Untd wontrol our
passions, the real nature or the power of our willihot be realized or manifested.
When a person (soul) wins over these inner eneh@éshe is called Arihanta. When
that happens, the person has destroyed the four kgranas namely Jnanavarniya
(knowledge blocking) Karma, Darshanavarniya (petioep blocking) Karma,

Mohniya (passion causing) Karma and Antaraya (abstausing) Karma.

These karmas are called ghati karmas becauselitesly affect the
true nature of the soul. Arihanta attains: 1) Kgaal, perfect knowledge due to the
destruction of all Jnanavarniya Karmas, 2) Kevaldan, perfect perception due to

the destruction of all Darshanavarniya karmas, é&)omes passionless due to the
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destruction of all Mohniya Karmas, and 4) gainsnié power due to the destruction

of all Antaraya Karmas.

Complete knowledge and perception means they kaod see
everything everywhere that is happening now, tlaast teppened in the past, and that
will happen in the future. Arihantas are dividedoitwo categories: Tirthankar and
Ordinary. Tirthankaras are special Arihants becabsg revitalize the Jain Sangh
(four-fold Jain Order) consisting of Sadhus, Sagh@hravaks (male householders),

and Shravikas (female householders).

During every half time cycle, twenty-four persdil®e us rise to the
level of Tirthankar. The first Tirthankar of ounté period was Lord Rushabhdev, and
the twenty-fourth and last Tirthankar was Lord M, who lived from 599 B. C.
to 527 B. C. A Tirthankar is also called a Jin&aJmeans conqueror of passions. At
the time of nirvan (liberated from the worldly eeisce), Arihanta sheds off the
remaining four aghati karmas namely 1) Nam (physstaicture forming) Karma, 2)
Gotra (status forming) Karma, 3) Vedniya (pain @hehsure causing) Karma and 4)
Ayushya (life span determining) Karma. These foarnkas do not affect the true
nature of the soul; therefore, they are called Aigkermas. After attaining salvation

these Arihants are called Siddhas.

Siddhas

Siddhas are the liberated souls. They are noeloagong us because
they have completely ended the cycle of birth aedtll They have reached the
ultimate highest state, salvation. They do not teawekarmas, and they do not collect
any new karmas. This state of true freedom is dalMoksha. Siddhas are
experiencing unobstructed bliss (eternal happindd®y have complete knowledge
and perception and infinite power. They are formlesd have no passions and

therefore are free from all temptations.

Acharyas

The message of Jina, Lord Mahévira the last airklara, is carried on

by the Achéaryas. They are our spiritual leaderse Tésponsibility of the spiritual
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welfare, but not social or economical welfare of #gntire Jain Sangh, rests on the
shoulders of the Acharyas. Before reaching thiestne has to do in-depth study and
achieve mastery of the Jain scriptures (Agamshddition to acquiring a high level
of spiritual excellence, they have the ability ¢ad the monks and nuns. They know
various languages with a sound knowledge of othdogophies and religions of the
area and the world.

Upadhyayas

This title is given to those Sadhus who have medua special
knowledge of the Agams and philosophical systentgeyTteach Jain scriptures to

sadhus and sadhvis.

Sadhus and sadhvis

When householders become detached from the Waigects of life
and get the desire for spiritual uplift(and not ldbyr uplift), they give up their
worldly lives and become sadhus (monk) or sadhwis1). A male person is called
sadhu, and a female person is called sadhvi. Béereming sadhus or sadhvis, a lay
person must observe sadhus orto understand tfeeistiile and do religious studies.

When they feel confident that they will be abtelive the life of a
monk or a nun, then they inform the Achérya that/tare ready to become sadhu or
sadhvi. If the Acharya is convinced that they arady and are capable of following
the vows of sadhu or sadhvi, then he gives themk&lge Deeksha is initiation
ceremony when a householders changes to a monkuan.aAt the time of Deeksha,
the sadhu or sadhvi voluntarily accepts to obelpfahg five major vows for the rest
of his/her life:

1. Commitment of Total Ahimsa (non-violence)-not tonouit any type of

violence.

2. Commitment of Total Satya (truth)-not to indulge amy type of lie or

falsehood.

3. Commitment of Total Asteya (non-stealing)-not tkgtanything unless it is

given.
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Commitment of Total Brahmacharya (celibacy)-notridulge in any sensual.

activities

Commitment of Total Aparigraha (non-possessiveregt)lo acquire more

than what is needed to maintain day to day life.

Some other things they observe are:

1.

2.

They do not accept the food cooked specially fenth
They do not eat before sunrise or after sunset;
They drink boiled water;

They walk bare footed and do not sit in a car,nirairplane or any other

vehicle;
They do not stay in one place for a longer time;

They do not touch any person of the opposite ser d¢ve children of opposite

sex;
They do not get involved in social or society aai
Some monks wear no clothes while others wear vdhithes;

All nuns wear white clothes;

10.They offer spiritual guidance to us, Self-discipliand purity is the part of

their daily life.

That is why Jain monks and nuns are unique. Thefivities are

directed towards the uplift of their souls to Paséaman (the state of liberation)
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» Ashta Mangala (Eight Symbols)
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Ashta Mangala :

The eight auspicious sacred symbols hold deejtisgi significance
for Jains. According to spiritual command, everin Jas to draw these symbols with
pure unbroken rice grains in front of the icon aftffankara before commencing his
obeisance to the temple. While sitting in the samch after worshipping the

Bhagavan in a Jain Temple, these symbols attrasitiym energies.

The detailed study of the Asta mangala is foundhagavati Sutra,
Kalpa Sutra, JAmbu deep, Agam, many more old tex®Brakrit language.Also the
importance of Namokar manta is also seen in theds.t

Swastika

Swastika an auspicious symbol also known as sdthgcustomary to

|($' draw the swastika at the beginning of all religicesemonies.

Shri Vatsa

Shri Vatsa an auspicious symbol on the upper cloésall 24
Tirthankaras showing compassionate universal dtdmee for all

living beings however minute they may be.
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Nandavarta

- Nandavarta a sacred complex form of swastika wisiehvisual icon
% l :1:[ for higher meditative attainment, a beautiful cgofation formed by
HIZ

nine angles or corners of divinity.

Vardhamanaka

Varshamanaka an earthen bowl sealed with anotitnesabowl
and used as a lamp. This pair in Sanskrit is knasyeamput. The lit

lamp is symbolic of light banishing darkness.

Bhadrasana

Bhadrasana a holy seat, the royal throne. Alsordegbas the sacred

seat for the liberated souls, this is a seat obhfor evolved souls.

Kalasha the holy pitcher with two divine eyes adl we two ends of

a scarf drawn on either sides. This plays a prominele in every

auspicious ceremony.

Meen Yugula the fish couple. The form of the fishconsidered

divine, as it also shows the flow of divine lifetlme cosmic ocean.

Darpana (Mirror)

The mirror reflects one's true self because aflésty
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The eight pious symbols of meditation and hdalisinner body
meditation with divine super prayers It is saidttiéhen a lady is pregnant, she is
never alone in her thoughts. A mother has to tiwvike , once for herself and once
for her child. Ayushya Karma is the most important8 karmas .This is the only
karma that canot be changed in any circumstancese @e aayushya karma of the

soul is decided it cannot be changed.

Aayushya karma can be in the form of:

» Tiryanch(all the living organisms in the air , wate land)
» Devlok(heaven)

» Naraki(hell)

» Manushya (human being)

The aayushya karma of the soul is decided byd gooughts and good
upbringing of the mother. The aayushya karma caddwogded by self or mother can
decide if the being is in the mother's womb andépendent on the mother . Good
thoughts lead to good aayushya karma and bad hi®ugad to a reversal in action.

The aayushya karma cannot be changed once it'det&ci

The aayushya karma is decided after the % ta sifan is over. The
mother should be in position to make out as soahe@soul enters her womb without
waiting for the symptoms of pregnancy . she shaulchutious and figure out the
soul’'s entry into her. Once she gets to know tovktioe soul has entered her body,
she needs to do meditation. This meditation helgs goul to settle down by
maintaining harmony and not changing the envirortniesm which the soul has

comein.
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> Patient’'s Consent Form

TO STUDY ROLE OF SHUSHRUTOKTA GARBHINI REGIMEN IN
MISCARRIAGE UPTO 20 WKS.

I, the undersigned Mr/Mrs/Ms

Residing at
Tel. No.Res. Office : Mobile No.:
Age: yrs Sex : Male/Female Profession :

Dr. Supriya Gugale has informed me regarding thevabsaid study project. Th
doctor has explained to me the action of Sushratalkdgimen for preventing
pregnancy loss & | have understood it. | am willjnparticipating in the above study
project for the period of three months. It is nandatory for me to continue upt0 20
wks & | am free to leave the project in betweens@lt is informed to me that th
information gathered from me will be kept confidahbut the data collected can e
used for any research work & can be published oud&n’'t have any objection to it.
The doctor has not made any assurances regardnigetiefits of the cure from this
trial. | fully give my consent to this declaratidram signing as below

4]

[¢)

Patients Name Witness:
Mr/Mrs/Ms Mr/Mrs/Ms
Signature Signature
Date Date
Place Place
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> Case Assessment Proforma
Date.

TOPIC : - TO STUDY ROLE OF SUSHRUTOKTA GARBHINI REG IMEN IN
MISCARRIAGE UPTO 20 WKS.

TILAK MAHARASHTRA UNIVERSITY, PUNE
Research by : - Vaidya. Supriya Gugale

Guide : - Vaidya. Suhas Herlekar

PATIENT DETAILS-

Name :

Age. .......... Occupation:.................. Wt ........ Religion
Adress:........

................................................ Contact No.

Consent : Yes/ No........ LMP
Allergies (As told by the patient)

Menstrual History : Present M. H. ... Past M. H.

1. OBSTERIC HISTORY:
E.D.D. (By date) E.D.[By USG)
» High Risk Factor - £ Caesarean Section £ Bad Obstetric History értimity

£ Downs Syndrome £ Congenitabalies
£ Forcep/Vaccum delivery

£ Blood Trans. £ Tobacco £ Alcohol
£ Radiation Exposure £ Rh. Negative
£ Any Other
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Medical History & Present Medication

» Past History :

£ Diabetes £ Hypertension £ Tuberculosis £ Hapati
£ Asthama £ Thyroid £ Heart Disease
£ Any Other

» Personal History :

£ Smoking £ Tobacco £ Drinking
£ Exposure £ Misri £ Contact Lenses
£ Dentures £ Any Other

» Family History :

£ Diabetes £ Hypertension £ Heart Disease
£ Twins £ Congenital anomalies
£Asthama £ Tuberculosis £ Any other

2. INVESTIGATIONS:

Date : Hb: Blood Group:
BSL: HIV: VDRL: Au/Ag: Urine:
BT/CT: Creatinine: Urea: TSH:

3. USG REPORTS:
1st (6 Weeks)
2nd (14 Weeks)

3rd (20 Weeks)

4. GENERAL CONDITION:

Weight: B.P.: RR: Anaemia/Pallor

Oedema: Jaundice: CVS: Urine Albumin:

149



» Present complaints

» Eight kinds of examination
A. Pulse

B. Stool

C. Urine

D. Tongue

E.Shabda

F.Sparsh

G.Druk

H. Akruti

» General Examination :
a. Nails:

b. Teeth:

c. Body temp. :

» Abdominal examination :
Uterine height:

FHS:

Per vaginal examination:
Discharge:

» Ahar - past /present
Appetite -
Timings :

> Diet Details :
Quantity Frequency. Quantity Frequency.
Stale Food

Use of Fridge

Opposite Food
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a) Milkshakes

b) Mung Khichadi + Milk

¢) Fish + Milk

Fasting
1) Sabudana

2) Potato

Hoteling
1) Punjabi

2) Chinese

3) Wada-Pav, Pani-puri

Milk

Milk Prod.

Papad

Achar

Bakery Prod.

Non Veg.

Cold Drinks

Tea

Coffee

> Vihar: Past /Present
Daily Routine

Excerise

Schedule of Work

Mode of Work

Vehicle Travelling

Running Walking

> AacharPast /Present
Comp. Work

Supperession of natural urges

Coitus

Sleep

Dreams

History of Trauma by Weapons/Stones

History of Fall from height
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» Psychological Aspects Past Present
Anger

Fear

Jealousy

Environment in the house (friendly/stressful/Angsific)

5. FOLLOW UP :
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> Methods-

While working in Tanushree Garbhsanskar Kendrayas observed
that in this era of fast life , people wish to hawealthy smart and intelligent child.
The complete care to be given to the pregnant lsdyhe basic need of the
obstetrician. And for the lady who has history aégnancy loss needs not only
treatment for healthy pregnancy but also for hentadestability. So to study the role
Sushrutokta Regimen in miscarriage upto 20 wk$aaushree Garbhsanskar Kendra

was decided.

Sorandomized selectionof the pregnant mothers with the history of
miscarriages were done and consented for the sfitltly paients who gave consent

were distributed in two groups.

Control group- Group of 100 pregnant mothers treated with nbantenatal care

with modern medicines.

Drug group- the trial or study group 100 pregnant mothers ¢@datith Sushrutokta

Regimen.

Meditation group-_In this group 30 more patients were treated witishutokta

regimen and Ashta Mangala Dhyan.(meditation)

The patients were distributed randomly eithercontrol group or
Sushrutokta Garbhini Regimen. More than 200 patiemtre registered for the present
study in view of possible drop out cases. 30 p&iedded more with the Sushrutokta
Garbhini Regimen and given Jain Darshan meditatiitim the Sushrutokta regimen.

The duration of the study was upto 20 wks.

The study was carried out in 3 phases
1) Detall review of patients

2) Administration of drug and ahar and day to dayaveur under different

experimental conditions
3) Follow-up of patients

On day 1 the accepted patients signed a formgkwrconsent form in

the presence of a witness and they were examingdigally as a routine. The
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pregnancy was accessed on the basis of physicahiextion as well as the
sonographic report and the foetal age was fixedetailed previous history was taken
down in the patient's own words. This was followbg physical examination
including abdominal examination and per vaginalnexation. Examination with a
speculum was also undertaken as and when nece3gwyclinical diagnosis was
folloed by the special examination like Sonographg hormonal pregnancy tests as

required. Routine

Examination of blood and urine was ordered. Bla@dminations
included Clotting and bleeding tests, erythrocytedimentation rate (ESR), blood
group determination, Total RBC and WBC counts, haglobin estimation, HIV
tests. In case of doubt some special investigatimre undertaken for suspected TB
infection, cancer uterus, polycystic overies, uteribroids etc. The aborted material

was sent to the pathologist for confirmation ofsesiof pregnancy loss.

A detailed enquiry was made into the daily diet activity during
wakeful, day time. Corrective instructions wereuss to all the patients for diet and
food.

Being under tension and fear of pregnancy ldshalpatients received
assurance on the first day of visit. For all theiquas special councelling was
organized and according to the needs of each aany earticipant they were assured
on the outcome of the pregnancy state till it waseased that the patient and the
family members were satisfied. Each patient wasiragsand educated regarding
preservation of foetus and prevention of pregnaluss. They were adequately
briefed regarding the daily rituals, diet, rest acalming of mind. The family
members, especially the husband was asked to fbekter and behave in a gentle

manner.

Rest was advised and emphasized for both daynayid. Lifting of
heavy objects was totally forbidden. Avoidance ebate, arguments and speaking in

a raised voice was emphasized to all the patients.

Importance of attending the pre decided appointsmpunctually and
avoiding absentees was told to all the patients. ifbtructions were given to all the
patients in the local language. and it was ascethithat they understood the

instructions very well.
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On the first day general information of each guattiwas entered into a
specially prepared case paper and all the detal® wntered on subsequent visits.
Arrangements were also kept ready in case the prexyrioss becomes inevitable and

evacuation of uterus becomes necessary.

Patients received the Sushrutokta Garbhini Regifoeall the patients
upto the completion of the viable age of the foetsup to the completion of the 20
weeks, irrespective of the pregnancy month. Thasepts who have been accepted in
the earlier months viz.*1month of pregnancy received the Sushrutkta Gabhini
Regimen for longer time and had better chances/oidang the pregnancy loss. No
patients beyond 20 weeks of pregnancy (5 monthse \aecepted for the present

study.A pain assessment criterion was Happy face scale.
Administration of Drugs:
1. Dose of the drug: Masanumas tabs were givelmeidose of two tabs .

2. Timings: it was given twice daily — in the margiwith milk after breakfast and in

the evening.
3. Duration: The drug was given 3 months regularly.

The Masanumas tabs were prepared from Rajsonmahddasik and
necessary certification was obtained. Also the sy chemical and microbial

analysis of the Masanumas tabs was done and catitin obtained.

The control group patients received modern medgiin the form of

hormones, antibiotics if needed, styptic agentsanuhseling if indicated.

Generally all the patients were asked to visitrg\L5" day or earlier if
need be. All the patients were asked to be in contéth the student author in case
they need any help or in case of doubts or if therany kind of emergency. Thus
vigilance was kept in the form of frequent telepilsarontact and bi-monthly regular

visits.

Few patients required in-patient care and theyewamitted for a
couple of days for observation. In-patients wergted morning and evening as a

hospital routine activity.

Patients from the Sushrutokta Garbhini Regimerevesked to strictly

follow the dietary regimen advised by Sushrutacdews:

155



1 Month : Cow’s cold milk 300 ml sip by sip (MuhNtuhu)
2" Month : Same as above continued plus pathyakaualidiet.

39 Month : All above plus cooked rice prepared frogh4li Shashtik” (paddy grown
in 60 days) and Cow’s milk.

4™ Month : Even though meat of edible wild animalsagvised by Sushrut, in the
present sudy this was omitted totally. The patierdse advised to continue the diet as

prescribed for % month.

5" Month : Items mentioned above plus the additibtksheera-Sarpi” (a mixture of
equal quantities of milk and Cow’'s ghee). This miet was administered in small

guantities according to the digestive powder antbai’'s desire.

The quantity of the above items depended on thaha Shakti”

(digestive powder of Garbhini which in turn wasess®ed by previous dietary history

and examination of stools for indigested diet.

1 month Cow'’s cold milk 300 ml sip by sip
2" month pathyakara liquid diet.

3 month Sali-sastik rice +cow milk

4" month As per § month

Ksheera-Sarpi” (a mixture of equal
5th month
quantities of milk and Cow’s ghee).
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» Study Design:

Randomize drug control study design
v
Randomization Group Control and Drug
v
Initial assessment (on day 0)
v
Modern antenatal care to the control group
Sushrutokta regimen to drug group
Sushrutokta regimen + Ashta nauihyan to meditation group
v
Assesment at the end of 6,10,15,20 wks.
v
Data collection and processing
v
Statastical analysis
v
Observations
v
Conclusions

Clinical study

One hundred patients were taken for clinical gidsushrutokta regimen and
thirty meditation group. Total time duration uptd #@ks was undertaken and first

three follow ups after 15 days and after that adteronth of the patient were taken.

The patient were examined and the record is magdaas per the standard

proforma given below :
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OBSERVATIONS:

Following observations can be derived from theictihand therotical study of the

Pregnancy Loss:

1. Miscarriage is very sensitive topic so needs vezyfget and proper
management.

2. When the old texts are studied , the perfect detson in management
is seen.

3. The Garbhopghatkar Bhavas described in differenthgas are still
applicable in present era and plays importantirotbe management.

4. The detail description of Diet ,(Ahar) and Dayday behavior really
gives perfect path to the pregnant mothers.

5. Meditation, a way of relaxation physical , mentatlaspiritual also a

way of treating the pregnant mother.

OBSERVATIONS PERTAINING TO THE STUDY

Total 100 patients were randomly selected for thdysand divided into 2 groups —

Drug Group (Susrutokta Regimen Group)-trial grodpl00 patients treated with
Sushrutokta Garbhinr Paricharya.

Control Group — control group of 100 patientsiteel with Modern Antenatal group.

Patient were observed thoroughly and noted ne&lg. observations were recorded

and necessary charts and graphs were made.

GENERAL OBSERVATION

1. Age wise:

Though the inclusion factor for the age in both greups is in between 20 to 40
years, maximum patients were in between the a@b ad 35 years. The average age
for control group is 28years as compared to drugugr 28 years. This is the age

when maximum females are having lots of familyrriea stresses.
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2.Location wise :

Out of 200 patients, almost all staying in theaaof 5 km. from the
Tanushree Garbhsanskar Kendra. The study was cmubim urban area as the

pregnanacy loss is very much common in urban aeésmales having fast life style.

3. Occupation wise : .

Occupation wise 89 patients were from servidepdtients (26.66%)

were from business, 64 patients were housewives,
4.Aahara Viharaja Hetu wise :

Lots of emotional break ups, lack of exerciggicy and outside junk
foods ,lots of physical stress. were found to bénraatiological factors in almost all

the patients

CLINICAL OBSERVATIONS

All the clinical observations of the patients ateown in graphical ways as

follows:

56

Chart showing no. of patients with Backpain on 1st day

54

52 A

50 -

48 - M control

No of patients

mdrug
46 -

44 -

42 -

absent present

M control 46 54

mdrug 53 47

Charts showing the information of patients comptajrof Backache on Day 1
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515
51 -+
50.5 -
50 -
49.5 -
49 -
48.5 -
48 -

No.of patients

absent

present

M control

51

49

Edrug

51

49

Chart showing no. of patients with colicy pain on 1st day

M control

Hdrug

Charts showing the information of patients comptairof Colicy pain on Day 1

80

70

60 -
50 -
40 -
30 A
20 A
10 A
0_

No of patients

absent

present

M control

68

32

mdrug

66

34

Chart showing no. of patients with spotting on 1st day

M control

Hdrug

Charts showing the information of patients compiagrof Spotting on Day 1
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Chart showing no. of patients with loss of confidence on

70 ist-day
60
50
40
30
20
M control
10 -+
mdrug
0 .
absent present
M control 36 64
Hdrug 39 61
Charts showing the information of patients
complaining of Loss of confidence on Day 1
Chart showing no patients with threat on 1st day
70
60
2 50
()
s 40
o
= i
° 30 H control
]
20 -+
Z Hdrug
10 -
0 .
absent present
M control 27 63
Edrug 35 65

Charts showing the information of patients comptajrof Threat on Day 1
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RESULTS :

Chart No 1: Chart showing improvement after drug in Backpain
as compared to control
70
£ 60
£ 50
o
< 40
« 30
8
g 20 H Control
10
2 5 el = Drug
Day 15 Day 30 Day 45
Control 6 12 25
Drug 11 26 58
Interval in days for assessment
Charts showing the progress with drug group,
Chart No 1

Shows the improvement in backpain of the patiemdsnfcontrol and drug
treated groups. Improvement is observed in bothgtbeps with a difference that in
drug treated groups patients recovered from baokfsster. The assessment was
conducted on day 15and day 36 45" in both the groups. At the end of day 15 and
day 30" 45" revovery is almost double than that in the congrolup. The drug gives

quicker relief as compared to control treatment
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Chart No 2: Chart showing improvement after drug in Colicy Pain as
compared to control
60
(%]
t 50
Q
w® 40
a
s 30
8 20
£ H Control
3 10
0 - W Drug
Day 15 Day 30 Day 45
Control 9 8 15
Drug 16 27 55
Interval in days for assessment
Chart No 2:

shows the improvement in Colicy pain of the pasdndm control and
drug treated groups. Improvement is observed i blo¢ groups with a difference
that in drug treated groups patients recovered frGolicy pain faster. The
assessment was conducted on ddydrid day 38 45" in both the groups. At the end

of day 15 and day 3045" recovery is almost four times more than thahia ¢ontrol

group. The drug gives quicker relief as comparetbtatrol treatment.
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Chart No 3: Chart showing improvement after drug in Spotting as
compared to control
70

2 60
g 50

®

a 40
6

5 30
Q
g 20 = Control
z 10 - M Drug
0 4
Day 15 Day 30 Day 45
Control 13 34 a4
Drug 28 45 61
Interval in days for assessment
Chart No 3:

shows the improvement in Spotting of the patientsnf control and
drug treated groups. Improvement is observed i blo¢ groups with a difference
that in drug treated groups patients recovered fiBpotting more fast. The
assessment was conducted on ddy arid day 36" 45" both the groups. At the end
of day 15 and day 30 45" recovery is marginal but quite noticeable thart thahe

control group. The drug gives more relief as coragdo control treatment.
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Chart No 4: Chart showing improvement after drug in LOC as
compared to control
40
35
2
§ %
® 25
a.
S 20
8 15 I
g 10 m Contro
z 5 B Drug
0 .
Day 15 Day 30 Day 45
Control 8 13 28
Drug 14 25 38
Interval in days for assessment
Chart No 4:

Shows the improvement in LOC (Loss of confidence)wd patients from
control and drug treated groups. Improvement iolegl in both the groups with a
difference that in drug treated groups patientsovered from LOC faster. The
assessment was conducted on dd{y 48d day 38 45" in both the groups. At the
end of day 15 and day 045" recovery is good as compared to the control group

The drug gives appreciable relief as compared ndrobtreatment
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Chart No 5: Chart showing improvement after drug in Threat as
compared to control

Number of Patients
N
(9]

0 .
Day 15 Day 30 Day 45
Control 5 6 29
Drug 16 29 47

m Control

M Drug

Interval in days for assessment

Chart No 5:

Shows the improvement in Threat of the patientsnfreontrol and
drug treated groups. Improvement is observed i blo¢ groups with a difference
that in drug treated groups patients recovered ffoneat faster. The assessment was
conducted on day ¥5and day 36 45" in both the groups. At the end of day 15 and
day 33" 45" recovery is good as compared to the control grdilqe drug gives

appreciable relief as compared to control treatment
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m Control

M Drug

Chart No 6: Chart showing No improvement after drug in Backpain
as compared to control on Day 15.
70
2 60
2 50 -
[\
& 40 -
S 30 -
g 20 .
E
3 10 -
0 .
Day 45
Control 54 29 13
Drug 64 24 15
Interval in days for assessment

Chart No 6: shows No improvement in Backpain of the patiergsificontrol and

drug treated groups. Improvement was NOT obsenmvedmtrol group. No

improvement incidence in drug treated group wasdaio be low. The assessment
was conducted on day '1&nd day 3% in both the groups. At the end of day 15 and
day 3¢" 45" incidence of No Improvement was progressively &micompared to the

control group.

Chart No 7: Chart showing No improvement after drug in Colicy
Pain as compared to control on Day 15.
60
w
t 50
2
® 40
a
S 30 -
8 20 -
£ 10
2
0 .
Day 45
Control 49 28 12
Drug 35 27 10
Interval in days for assessment

m Control

M Drug

Chart No 7: shows No improvement in Colicky Pain of the patseindom control and

drug treated groups. Improvement was NOT obsenmvedmtrol group. No

improvement incidence in drug treated group wasdiow be low. The assessment
was conducted on day '1and day 3% in both the groups. At the end of day 15 and
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day 3¢" 45" incidence of No Improvement was progressively &micompared to

the control group.

Chart No 8: Chart showing No improvement after drug in Spotting
as compared to control on Day 15.
35
(%]
*g 30 -
s 25 -
&
- 20 -
= 15 -
8
e 10 - H Control
2 s
0 - M Drug
Day 30 Day 45
Control 31 21 4
Drug 33 8 13
Interval in days for assessment

Chart No 8: shows No improvement in Spotting of the patiemsrficontrol and drug
treated groups. Improvement was erratic in drugigrélo improvement incidence in
drug treated group was found to be low at the drics® day. But it was more at the
end of 3§ day. At the end of day 80ncidence of No Improvement was unexpected

and was more in comparison to control.

Chart No 9: Chart showing No improvement after drug in LOC as
compared to control on Day 15.
70
w
*s' 60
s 50
(T
& 40 -
o 30 -
28
g 20 - H Control
10 -
z 0 - M Drug
Day 30
Control 64 41 16
Drug 49 20 13
Interval in days for assessment

Chart No 9: shows No improvement in LOC of the patients fromtoal and drug
treated groups. Improvement was NOT observed itrabgroup. No improvement
incidence in drug treated group was found to bedaw progressive. The assessment
was conducted on day"1%nd day 3% 45" in both the groups.
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Chart No 10: Chart showing No improvement after drug in Threat as
compared to control on Day 15.
80
*3 70
2 60
& 50 -
S 40 -
E 30 -
E 20 ~ m Control
10 -
z 0 - W Drug
Day 15 Day 30 Day 45
Control 70 55 39
Drug 51 17 10
Interval in days for assessment

Chart No 10: shows No improvement in Threat of the patients foamtrol and drug
treated groups. Improvement was NOT observed itrabgroup. No improvement
incidence in drug treated group was found to bedaw progressive. The assessment

was conducted on day "1%nd day 3% in both the groups.
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Chart No 11: Chart showing Partial improvement after drug in
Backpain as compared to control
60
2
§ 50
& 40
S 30
2 20 -
£ H Control
3 10 -
0 H Drug
Day 15 Day 30 Day 45
Control 40 50 50
Drug 25 48 22
Interval in days for assessment
Chart No 11:

This chart explains partial improvement in sympt(Bachache) at the end of

45 days.
Chart No 12: Chart showing Partial improvement after drug in
Colicy Pains compared to control
70
"
's' 60
s 50
©
& 40 -
o 30 -
2
g 20 - H Control
10
z 0 - m Drug
Day 15 Day 30 Day 45
Control 42 56 61
Drug 49 44 30
Interval in days for assessment
Chart No 12:

This chart explains partial improvement in synmpt¢Colicy pain) at

the end of 45 days.
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Chart No 13: Chart showing Partial improvement after drug in
Spotting as compared to control .

m Control

Number of Patients
w
o

M Drug

Control 56 37 39
Drug 39 45 29

Interval in days for assessment.

Chart No 13:

This chart explains partial improvement in symptspotting) at the
end of 45 days.

Chart No 14: Chart showing Partial improvement after drug in LOC
as compared to control
60
"
t 50
Q
® 40
a
S 30
8 20 -
£ H Control
3 10 -
0 - B Drug
H Control 28 38 44
H Drug 37 53 45
Interval in days for assessment.
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Chart No 14:

Shows partial improvement in LOC. Encouraginguts were
obtained in drug treated group. The control of Lid@rug group was satisfactory as
compared to control group. The assessment was ctettion day 1%and day 38 in

both the groups. At the end of 45 days.

Chart No 15: Chart showing Partial improvement after drug in
Threat as compared to control
60
"
€t 50
Q
® 40
Q.
s 30
8 20 -
£ H Control
é‘ 10 -
0 - m Drug
Day 15 Day 30 Day 45
Control 24 30 32
Drug 33 51 38
Interval in days for assessment
Chart No 15:

Shows improvement in Threat. Results show thatlamie of Threat
in drug and control groups is comparable. But d¢he results were found to be

erratic.
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Chart No 1 : Chart showing the Improvement in Backpain

80

70

60

50

40

30

20
10 ~
0_

Number of Patients

6 Weeks

10 Weeks

15 Weeks

20 Weeks

Control

9

25

32

54

Drug

11

56

45

68

Intervalin weeks

B Control

H Drug

Interpretation: This chart shows the improvement in Backpain onkiyeleasis. The

drug treated group shows a very good improvement.

Chart No 2 : Chart showing the improvementin Colicy pain.
60

2
§ 50

® 40

o
e 30
g 20 . |
= 0 H Drug

6 Weeks 10 Weeks 15 Weeks 20 Weeks
Control 10 14 30 45
Drug 14 25 34 48
Intervalin weeks

Interpretation: This chart shows the improvement in Colicy Painweekly basis.

The drug treated group shows a very good improvémen
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Chart No 3 : Chart showing the improvementin Spotting.

Number of Patients

6 Weeks

10 Weeks

15 Weeks

20 Weeks

Control

56

64

70

78

Drug

66

70

73

80

B Control

H Drug

Intervalin weeks

Interpretation: This chart shows the improvement in Spotting onkijebasis. The
drug treated group shows a very good improveménshould be noted that the

control (modern treatment) shows equal level ofrmmpment.

Chart No 4 : Chart showing the improvement lack of Lack of
Confidance
. 80
= 70
g 60
® 50
& 40
° 30
3 20 H Control
10
E 10T muill _
z 6 Weeks 10 Weeks 15 Weeks 20 Weeks Drug
Control 8 28 35 60
Drug 14 38 45 75
Intervalin weeks

Interpretation: This chart shows the improvement in Lack of Coniictkeon weekly
basis. The drug treated group shows a very goodowement.
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Chart No 5: Chart showing improvement in Threat
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Number of patients
N
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6 Weeks

10 Weeks
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20 Weeks

Control
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45

Drug

16

47

55

65

Intervalin weeks

B Control
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Interpretation: This chart shows the improvement in Threat on weéksis. The
drug treated group shows a very good improvement.

Chart No 6 : Chart showing No improvement in Backpain
"
€
2
®
o
6
@
e}
£ B Control
=]
= H Drug

6 Weeks 10 Weeks 15 Weeks 20 Weeks
Control 41 21 25 16
Drug 35 15 21 11

Intervalin weeks
Interpretation : This chart shows thdecrease in number of patientsvho still

suffer from the symptom Back Pain over a perio@®iveeks.
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Chart No 7 : Chart showing No improvement in Colicy pain

40
‘s‘ 35 -
'g 30 4
3_- 25 -
S 20 -
g 15
§ 10 7 B Control
Z 5

0 - N Drug

6 Weeks 10 Weeks 15 Weeks 20 Weeks
Control 38 21 10 13
Drug 38 20 30 10
Intervalin weeks
Interpretation : This chart shows thdecrease in number of patientsvho still

suffer from the symptom, Colicy Pain over a pewd@0 weeks.

25
Chart No 8 : Chart showing No improvement in Spotting.
- 20 -
=]
[=
9
5 15
(Yo
o
g 10 -
£ B Control
2
5 - ug
0 - L
6 Weeks 10 Weeks 15 Weeks 20 Weeks
Control 21 12 5 2
Drug 20 ntervalin week3 1
Interpretation : This chart shows theery few in number of patientswho still

suffer from the symptom spotting over a period 6fv2eeks. In which drug group

shows more positive effect.
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Chart No 9: Chart showing No improvement in Lack of Confidence

60
2
E, 50
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‘e 30
g 20 .
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= 0 H Drug

6 Weeks 10 Weeks 15 Weeks 20 Weeks
Control 52 30 30 20
Drug 32 25 21 13
Intervalin weeks
Interpretation : This chart shows thdecrease in number of patientswho still

suffer from the symptom Loss of confidence oveesod of 20 weeks.

Chart No 10 : Chart showing No improvement in Threat
"
€
2
®
o
k3
@
e}
£ B Control
=]
= H Drug

6 Weeks 10 Weeks 15 Weeks 20 Weeks
Control 63 42 28 30
Drug 51 28 8 6

Intervalin weeks
Interpretation : This chart shows thdecrease in number of patientsvho still

suffer from the symptom Threat over a period ofa@ks.
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Chart No 11 : Chart showing Partial improvement in Backpain
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= H Drug
6 Weeks 10 Weeks 15 Weeks 20 Weeks
Control 50 40 28 15
Drug 54 22 25 22
Intervalin weeks
Interpretation : This chart shows thewumber of patients showing partial

improvement in Backpain.Thepain in Drug group shows is quite satisfactoryiphrt

improvement

Chart No 12 : Chart showing Partial Improvement in Colicy Pain

€
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k3

@

)

§ B Control
2

H Drug
6 Weeks 10 Weeks 15 Weeks 20 Weeks
Control 42 51 45 27
Drug 48 58 47 33
Intervalin weeks
Interpretation This chart shows thenumber of patients showing partial

improvement in Colicky pain.The pain in Drug group shows persistent partial

improvement
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Chart No 13: Chart showing Partial Improvementin Spotting
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= H Drug

6 Weeks 10 Weeks 15 Weeks 20 Weeks
Control 13 10 10 5
Drug 24 14 13 10
Intervalin weeks
Interpretation This chart shows thenumber of patients showing partial

improvement in Spotting.The pain in Drug group shows is quite satisfactory

Chart No 14: Chart showing Partial improvement in Lack of
Confidence

(2]
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a
5
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o e

> H Dru
z 6 Weeks 10Weeks | 15Weeks | 20Weeks g
Control 40 28 20 5

Drug 52 40 25 5

Intervalin weeks
Interpretation : This chart shows thewumber of patients showing partial

improvement in Loss of confidence.
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Chart No 15 : Chart showing Partial Improvement in Threat

35
< 30 -
S
s 25 -
©
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M Drug
0 .
6 Weeks 10 Weeks 15 Weeks 20 Weeks
Control 32 15 30 13
Drug 33 28 28 20
Interval in weeks
Interpretation This chart shows thenumber of patients showing partial

improvement in Threat Theimprovement in Drug group shows is very good.

Chart showing no.of patients with history of no. of
abortions

90
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30 A
20 A
10 A

M control

no. of patients

Hdrug

one two three

M control 77 21 2
Edrug 80 19 1

Chart showing the number of patients with histwirpumber of abortions before

treatment
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chart showing abortions after treatment in both the
groups
12
10
2
g 8
8 6 -
§ 4 - H cotrol
2 . mdrug
0 .
one two three
H cotrol 10 5 0
mdrug 7 2 0

Chart showing the number of patients with histwirpumber of abortions after

treatment

Interpretation: This chart shows that after givihg Sushrutokta regimen the number

of abortions are much reduced.

Table of Record Of Deliveries

FTND Vacuum LSCS Premature
Control 43 8 34 5
Drug 57 7 27 0
Chart Of Record Of Deliveries
g
S
z° M Control
. o = Drug
FTND Vacuum LSCS Premature
Control 43 8 34 5
Drug 57 7 27 0
outcome

181




Table showing baby weight in Kg and type of birth in Control Groups

Srno Initials Sex of child Baby wt Type of birth Outcome
1 DTH Pregnancy Loss 6
2 HMN Pregnancy Loss 7
3 KLA Female 3 LSCS Continued
4 SRD Female 3.3 FTND Continued
5 BT Pregnancy Loss 9
6 FRD Pregnancy Loss 6
7 CBN Pregnancy Loss 7
8 MGM Male 2.8 FTND Continued
9 SAT Pregnancy Loss 7
10 KLH Male 3.6 FTND Continued
11 HGM Pregnancy Loss 7
12 BNT Male 2.9 Vacuum Continued
13 FCB Female 2.2 LSCS premature
14 BHU Female 3 LSCS Continued
15 SR Pregnancy Loss 9
16 VRT Female 2.5 FTND continued
17 MKL Female 3 FTND Continued
18 KPF Female 2.6 LSCS Continued
19 DRN Female 2.8 LSCS 8
20 MK Female 2.7 FTND Continued
21 KLS Pregnancy Loss 13
22 VBR Female 2.2 LSCS Continued
23 HTG Male 2.8 FTND Continued
24 DDR Male 3.25 LSCS Continued
25 BNG Male 2.6 FTND stilbrth
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Table showing baby weight in Kg and type of birth in Control Groups

Sr No Initials Sex of child Baby wt Type f birth Outcome
26 NDR Female 3.8 LSCS Continued
27 SDR Male 35 FTND Continued
28 CJP Female 2.8 FTND Continued
29 PKL Pregnancy Loss 10
30 FRD Female 2.7 LSCS Continued
31 SRV Male 2.8 LSCS Continued
32 BTR Pregnancy Loss 8
33 NDR Female 2 FTND incompetent
34 SDR Male 3 FTND continued
35 CJP Male 3.6 LSCS Continued
36 PKL Female 2.2 FTND preterm
37 FRD Female 2.8 FTND Continued
38 SRV Male 3 FTND Continued
39 BTR Male 3.3 LSCS Continued
40 DTH Male 29 LSCS Continued
41 HMN Female 2.4 FTND Continued
42 KLA Female 3.2 FTND Continued
43 SRD Male 3 Vaccum Continued
44 BHT Female 2.6 Vaccum Continued
45 FRD Male 2.7 FTND Continued
46 CBN Male 3 FTND Continued
47 MGM Male 3.6 Vaccum Continued
48 SAT Pregnancy Loss 7
49 KLH Female 1.8 LSCS Premature
50 HGM Male 29 FTND Continued
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Table showing baby weight in Kg and type of birth in Control Groups

Sr No Initials Sex of child Baby wt Type f birth Outcome
51 BNT Male 3 LSCS Continued
52 FCB Male 3.2 Vacuum Continued
53 BHU Male 2.8 FTND Continued
54 SRD Male 3.8 FTND Continued
55 VRT Male 2.8 FTND Continued
56 MKL Male 4.2 LSCS Continued
57 KPF Female 2.1 LSCS premature
58 DRN Male 34 FTND Continued
59 MMK Male 2.4 FTND Continued
60 KLS Female 3.2 Vacuum Continued
61 VBR Female 2.3 FTND preterm
62 HTG Female 25 LSCS Continued
63 DDR Pregnancy Loss 8
64 BNG Female 3.2 FTND Continued
65 MDS Female 3.2 FTND Continued
66 ANG Male 3.1 LSCS Continued
67 KLA Female 2.6 FTND Continued
68 SRD Male 25 LSCS Continued
69 BHT Female 3 FTND Continued
70 FRD Male 3 LSCS Continued
7 CBN Female 25 LSCS Continued
72 MGM Male 2.8 LSCS Continued
73 SAT Female 2.6 FTND Continued
74 KLH Female 3.2 LSCS Continued
75 HGM Male 2.4 FTND Continued
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Table showing baby weight in Kg and type of birth in Control Groups

Sr No Initials Sex of child Baby wt Type f birth Outcome
76 BNT Male 2.6 LSCS Continued
77 FCB Male 2.3 FTND Continued
78 BHU Male 2.6 LSCS Continued
79 SRD Female 2.9 FTND Continued
80 VRT Male 2.8 LSCS Continued
81 MKL Male 2.6 LSCS Continued
82 KPF Male 3.1 Vacuum Continued
83 DRN Male 2.8 FTND Continued
84 MMK Female 2.75 FTND Continued
85 BNG Female 2.3 FTND Continued
86 NDR Male 2.4 FTND Continued
87 SDR Female 2.7 FTND Continued
88 CJP Female 3.2 LSCS Continued
89 PKL Male 2.6 LSCS Continued
90 FRD Male 2.4 FTND Continued
91 SRV Male 3.2 FTND Continued
92 BTR Pregnancy Loss 7
93 NDR Male 2.6 FTND Continued
94 SDR Male 2.6 LSCS Continued
95 CJP Female 2.7 LSCS Continued
96 PKL Male 2.7 FTND Continued
97 FRD Female 2.6 LSCS Continued
98 SRV Male 3 LSCS Continued
99 BTR Male 2.7 Vacuum Continued
100 BHL Female 2.4 LSCS Continued
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Table showing baby weight in Kg and type of birth in DRUG Groups

Sr No Initials Sex of child Baby wt Type of birth Outcome
1 SNK Female 3.3 FTND Continued
2 SSB Male 3.2 LSCS Continued
3 MSS Male 2.8 FTND Continued
4 SKS Female 2.6 FTND Continued
5 ASD Male 35 LSCS Continued
6 SPG Male 2.7 FTND Continued
7 TSN Female 2.8 FTND Continued
8 JPN Pregnancy Loss 9
9 PPP Male 3.6 LSCS Continued
10 ADB Male 3.3 FTND Continued
11 JSE Pregnancy Loss 13
12 SBK Female 2.85 FTND Continued
13 SPG Male 3.1 FTND Continued
14 SNT Female 3 LSCS Continued
15 NTS Female 3.2 FTND Continued
16 ASK Male 3.1 LSCS Continued
17 SNK Female 34 VACUUM Continued
18 ADM Female 3.6 FTND Continued
19 PVC Female 3.2 LSCS Continued
20 KPP Male 3.1 FTND Continued
21 RCN Pregnancy Loss 7
22 DSK Male 2.6 FTND Continued
23 PPG Female 2.8 LSCS Continued
24 SRK Male 2.9 LSCS Continued
25 SBN Pregnancy Loss 9
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Table showing baby weight in Kg and type of birth in DRUG Groups

Srno Initials Sex of child Baby wt Type of birth Outcome
26 SBG Male 3 LSCS Continued
27 TSP Female 3.1 LSCS Continued
28 SMM Female 3.8 FTND Continued
29 CRK Male 3.3 FTND Continued
30 SMT Female 2.7 FTND Continued
31 JYG Female 2.8 FTND Continued
32 SAS Male 2.9 VACUUM Continued
33 SBC Male 3.1 LSCS Continued
34 SPC Male 3.3 FTND Continued
35 KVP Female 3.6 FTND Continued
36 SPB Male 35 LSCS Continued
37 RAR Male 3.2 FTND Continued
38 NTK Male 3.2 FTND Continued
39 UAB Male 2.9 FTND Continued
40 JAK Female 25 FTND Continued
41 ARS Female 3.6 VACUUM Continued
42 SMC Male 3.1 FTND Continued
43 MSD Female 2.7 FTND Continued
44 GKN Male 2.6 FTND Continued
45 RSB Female 2.8 FTND Continued
46 CDC Female 2.9 LSCS Continued
47 SAK Female 3.1 LSCS Continued
48 ASR Male 3.4 LSCS Continued
49 RSD Male 3.1 FTND Continued
50 SRP Male 3.2 FTND Continued
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Table showing baby weight in Kg and type of birth in DRUG Groups

Sr no. Initials Sex of child Baby wt type of birth Outcome
50 SRP Male 32 FTND Continued
51 LRM Female 35 FTND Continued
52 YVT Male 3.1 FTND Continued
53 SPS Female 2.8 LSCS Continued
54 SVM Female 2.8 FTND Continued
55 SSC Male 3.1 FTND Continued
56 SSK Male 2.6 FTND Continued
57 PHS Male 2.9 FTND Continued
58 VSK Pregnancy Loss 7
59 SBC Female 35 VACUUM Continued
60 SSS Female 3.1 LSCS Continued
61 UNK Female 3.6 FTND Continued
62 SKS Male 24 FTND Continued
63 SSP Male 2.8 FTND Continued
64 MTB Female 2.7 FTND Continued
65 RAP Female 2.6 FTND Continued
66 SAD Female 3.4 LSCS Continued
67 RBD Male 3.3 FTND Continued
68 PDD Male 3.6 VACUUM Continued
69 SPV Female 32 FTND Continued
70 SPV Female 3.1 LSCS Continued
71 KSS Male 2.8 FTND Continued
72 LSR Male 3 FTND Continued
73 MRB Female 2.7 FTND Continued
74 SRK Male 29 FTND Continued
75 SAP Female 2.7 LSCS Continued
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Table showing baby weight in Kg and type of birth in DRUG Groups

Sr No Initials sex of child baby wt type of birth Outcome
76 AHP Pregnancy Loss 14
77 MAG Male 3.1 LSCS Continued
78 SKS Female 3.2 FTND Continued
79 ANG Male 3 FTND Continued
80 SPM Male 2.6 FTND Continued
81 SDG Male 2.8 LSCS Continued
82 SAD Female 3 FTND Continued
83 ADC Female 2.9 FTND Continued
84 SAC Male 3 LSCS Continued
85 VSJ Male 3.3 LSCS Continued
86 STP Male 32 FTND Continued
87 MPS Male 37 VACUUM Continued
88 SNG Pregnancy Loss 9
89 RGB Male 2.6 FTND Continued
90 RTP Male 3 LSCS Continued
91 NSD Pregnancy Loss 9
92 PCR Male 2.8 FTND Continued
93 SBN Female 2.9 VACUUM Continued
94 STP Male 3.1 LSCS Continued
95 RTG Pregnancy Loss 7
96 STC Male 2.8 FTND Continued
97 SPB Female 3 FTND Continued
98 RSB Male 2.9 FTND Continued
99 PTV Male 3 LSCS Continued
100 VRT Male 3.3 FTND Continued
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STATISTICAL ANALYSIS

Statistical Analysis is a scientific process tovdisome conclusions t
processing available data. Te conclusions are based on the laws of chancthe
theory of probability So for a given set of observations and conditiprihe

conclusion of atstistical test will not vary for investigator toviestigator. Thus it i

independent of investigat

Continuation of Pregnancy

Chi square test
Chi-square statistic (with Yates correction) = 1.

The twosided P value is 0.2766, considered not signifi
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The row/column association is not statisticallyngigant.

Interpretation:

There is no significant difference f@ontinuation of Pregnancyin both the groups.

The analysis done at the end of 45 days is givealbw

1. Back ache

Backach | improvec not improvet
Control 75 13
Drug 80 15

Chi squared equals 0.036 with 1 degrees of freedom
The two-tailed P = 0.8486

Interpretation:

There is significant difference f@ackache in both the groups.

2. Colicy pain

Colicy improved | notimproved
Pain

Control 76 12
Drug 85 10

Chi squared equals 0.175 with 1 degrees of freedom.
The two-tailed P = 0.6753

Interpretation:

There is no significant difference foslicy Pain in both the groups.

3. Spotting

Spotting | improvec | not improve:
Control 84 4
Drug 90 4

Chi squared equals 0.009 with 1 degrees of freedom.

The two-tailed P =

0.9240
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Interpretation:
There is no significant difference fegotting in both the groups.

4. Loss of confidence

LOC improved | not improveg
Control 52 36
Drug 82 13

Chi squared equals 18.397 with 1 degrees of freedo
The two-tailed P <0.0001

Interpretation:
There is significant difference feoc in both the groups.

5. Threat
Threat improved| not improved
Control 51 39
Drug 85 10

Chi squared equals 23.890 with 1 degrees of freedom

The two-tailed P value < 0.0001 considered extrgraiginificant.
Interpretation:

There is significant difference feoc in both the groups.

Statistical Analysis done At the end of 20 weeks.

1. Backache

Backache| improved not improved
Control 69 16
Drug 80 11

Chi squared equals 1.060 with 1 degrees of freedom
The two-tailed P = 0.3031
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Interpretation:

There is significant difference f@ackache in both the groups.

2. Colicy pain
Colicy |. .
Pain improved| notimproved
Control 72 13
Drug 81 10

Chi squared equals 0.388 with 1 degrees of freedom.
The two-tailed P = 0.5333
Interpretation:

There is no significant difference foslicy Pain in both the groups.

3. Spotting
Spotting | improved not improved
Control 83 2
Drug 90 1

Chi squared equals 0.004 with 1 degrees of freedom.
The two-tailed P = 0.9525
Interpretation:

There is no significant difference fegotting in both the groups.

4. Loss of confidence

LOC improved| not improved
Control 65 20
Drug 80 11

Chi squared equals 3.215 with 1 degrees of freedom
The two-tailed P = 0.0729
Interpretation:

There is difference, but not quite significant foc in both the groups.
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5. Threat

Threat | improved . not
improved
Control 55 30
Drug 85 6

Chi squared equals 20.521 with 1 degrees of freedom

The two-tailed P value < 0.0001 considered extrgraiginificant.
Interpretation:

There is significant difference farmreat in both the groups.

Effect of Meditation

Change in Systolic BP

Statistic Dayl Dayl15
Mean 119.93 118.73
Lower 95% ClI: 116.69 116.73
Upper 95% CI: 123.18 120.74
Std error: 1.586 0.9802

The two-tailed P value is 0.3473, considered exétgraignificant.
t = 0.9553 with 29 degrees of freedom.

Interpretation: No significant difference after treatment for Syistblood pressure.

Change in sleep hours

Statistic Day15 Day15
Mean 6.350 7.440
Lower 95% CI: 6.055 7.191
Upper 95% CI: 6.645 7.689
Std error: 0.1441 0.1219

The two-tailed P value s 0.0001considered extremely significant.
t =11.703with 29 degrees of freedom.
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Interpretation:
Significant difference in sleep hours is observiéerdreatment. Average sleep after

meditation is increased by one hour.

Change in the fear factor

Chi-square statistic (with Yates correction) = 6.46

Chi - square test, P = 0.0108

Interpretation:

Significant difference in both the groups was obsdrforChange in fear factor.

More benefit to reduce fear factor was observedrugy group.
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Qualitative Data of meditation effect:

1. Mood Improvement in 23 of30 patients, improvement of mood was observe

Mood Improvemen
after Meditatiol

H Imorovement

B Not improvement

2. Tolerence Improvement is observed in 21 of 30 pati¢s.

Tolerence Improvemel
after Meditatiol

W Effect an tolerence

m Noeffect on tolerence
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DISCUSSION:

The study was conducted in two groups of 100ep#gieach. and one
add on group just of 30 patients. The main aim g¢eeas the preventive role of
Sushrutokta Garbhini regimen in miscarriage upto vié®eks. The results were
compared with the proven effects of Modern antnzdre .All the clinical findings

were noted and observations made which can béigasticcordingly:

Discussions on general observations:
1. Age wise :

Maximum patients were in the age group of to233%oyears. The
average age for both the groups is 28 years. Ndaya because of knowing the
importance of education, females go for higher gatidn, also have many a

times late marriages.

2. Occupation wise:

Patients from service & business category folldWwg housewives are
most affected patients in the society. Lack of pdaisactivities can be the
precipitating factor for service & housewives cagg whereas stress and

improper food style may be the cause for businkessc

3. Family History wise :

.In about 2-3 % patient’s family history was faolurt is not seen most

common that it is connected to family history.

4. Aahara Viharaja Hetu wise :

Tikshna, Ushna, Abhishyandi Gunatmak ahara, Witigrevation of
apana vayu, Garbhini Paricharya without followirtng trules i.e. accepting the

garbhopghatkar bhavas, emotional and physicalssseare the common causes

197



seen almost in all the pregnant mother. Thus imgardpod style & life style are
the precipitating factors leading to vitiation op#&na Vayu & Shukra Dhatu.
These factors are said to be the main aetiolofgcabrs for Pregnancy loss in the

classical texts. Thus the reason can be justified.

DISCUSSION ON CLINICAL OBSERVATIONS .

1. Backpain:
Acute pain in the pairs very much alarming sign in pregnancy loss. It
is due to aggravation of vayu Dosha leading to paithe back. It is a clinical
sign. Due to this irritation in the abdominal cgvitcauses pain in flanks, kukshi

(lower abdomen or uterus), bastshirsha (neck afdadg abdomen and vagina,

2. Colicy pain:
It is a clinical sign of pregnancy loss. As besmof the aggravation of
apana vayu, also pitta Dosha the pain in the l@akelomen and epigastric region

is seen .It also causes distension of abdoméeataidnce , retention of urine.

3. Spotting:
Blood Stain discharge on the under garments iscéndinal sign of
Pregnancy loss. It is due to aggravation of apaemgu,vand vitiation of pitta

Dosha, and located in rakta dhatu and shukra dhatu.

4. Loss of confidence :
The history of abortion is already having a p®jogical trauma on the
pregnant mother. Aggravation of Dosha i. e. mauaia Dosha ,leads to depletion
of pitta(sadhak pitta) and also oja kshaya .sTleiads to the emotional

fluctuation.

198



5. Threat:

The fear of losing the pregnancy is continuouslythbdng the
pregnant mother. So she always under the threapm&fgnancy loss. So every
single complaint she is going through is always imgker upset. The oja kshaya
and the aggravation of vata and pitta Dosha isnthén reason for the sign of
Threat.

DISCUSSION ON EFFECT OF SUSHUTOKTA REGIMEN ON
THE PREGNANCY LOSS:

After administration of Sushrutokta regimen u@0® wks , it has
shown very good result on preventing the pregndosy . To access the effect evry

parameter was observed and the results were cidula

The sonography parameters didn’'t show much v#&rehce but
mainly important observation was the number of peegy loss. In the Control
Group, it was seen that out of 100 patients 1%epttihad pregnancy loss and in the
group with sushutokta regimen number of patientsrigapregnancy loss was 6. The
meditation group means the group with sushrutolegimmen and Ashta Mangal
Dhyan the result found was very much promising Hstree pregnancies were

preserved .Thus it looks very much significant.

The number will be observed more promising ifdgtd on the large

number of patients.

No matter the result is not statistically sigrafnt with only
Sushrutokta Regimen but still it is giving goodisaictory result is a positive sign.

When the first follow up
1. Back pain:

When the follow up after 15, 30, 45 days wasetakhe Drug
(Sushrutokta regimen ) group showed a positivelre$unore than 70% in relieving

the pain .

In weeks assessment at the end of 20wks it wes that the result
showed almost 60% improvement in drug group. Alsdhie meditation group the
improvement was almost 75%. .
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In comparison between the 2 groups though Stallst not so

significant but more reduction in Drug group isrsee

2. Collicy pain:

When the follow up after 15,30,45 days was takée, number of
patients showing the reduction in collicy pain wasch more in drug group.

In assessment in weeks at the end of 20 wks rooibs didn’t showed

much difference in the results but the drug grdupased more positive results.
In meditation group the result was very muchssatitory almost 70%.

In comparison , between the two group statisticliyugh it is not so significant but

more reduction in Drug group is seen.

3. Spotting:

When the follow up after 15,30,45 days was takée, number of

patients showing the reduction in spotting wasoslinthe same.

In assessment in weeks at the end of 20 weekh droups didn'’t
showed much difference in the results but the dgugup showed little faster

improvement.
In meditation group the result was very muchs$atitory almost 70%.

In comparison , between the two group statisticdidtyugh it is not so significant but

more reduction in Drug group is seen.

4. Loss of confidence:

When the follow up after 15,30,45 days was takée, number of

patients showing good positive result in the Sustita regimen group.

In assessment in weeks at the end of 20 wedlesdrtig group showed

the good positive result consistently.

In meditation group the result was very much séatitory
almost 80%.
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In comparison , between the two group statistictidtyugh it is not so significant

but more reduction in Drug group is seen.

5. Threat:

When the follow up after 15,30,45 days was takée, number of
patients showing the reduction in Threat sigaifitly good in the drug group.

In assessment in weeks at the end of 20 weeks dootips the results so very much

improvement consistently in the drug group.
In meditation group the result was very much satisfry almost 85%.

In comparison , between the two group statidyicélis so significant .

it really gives the positive result..

6. Overall effect of treatment

In all the 130 patients who received the treatmantwo groups,

almost all patients has got good results upto 86%=arious parameters.

Because of all the herbs plays an important mol@regnancy loss
because of its safety and immunomodulatory, ardami and antimicrobial actions,
which are, the characteristics of most herbal rasag.which are present in
Masanumas tabs have helped to pacify the vitisegd along with its harborers like
Rasa, Rakta Shukra and Qjd#wus it has lead to controlled Apana Vayu Vikritida
Shukra Daurbalyaand improvisation in Beej -Dosha Thus overall effis seen by
considerable changes in various parameters of pdepast treatment. Sushrutokta
regimen containing many herbs might possess aityatoilencourage enough enzyme
production of the active principles contained ierthmight mimic this action. It is
also possible that they actually bring about thetgwlytic action and help in the
stabilization of the foetus and make the implantatmore firm and secured. The
phytochemical study of these twenty herbs is enasn®he isolated principles have
some times good effects and some time bad effAstseverybody knows that the
fragmented and isolated so called active princiglesnot exist in nature as they

appear to us the when isolated
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The formulation conceived with the objective eftter anteatal care of
a pregnant women, which is to achieve the birtla detter newborn with increased
birth weight and good health (physical and menhlitees) It is a good nutritional
supplement for both the pregnant and lactating erstBushrutokta regimen seems to
contain the important components (phytonutrient®scdbed as Jeevaneeya
(everythropoetic), Balya (strength promoter) anddk& (promotion of mental
abilities). Rasayana ingredients help in modulatmn‘fine tuning’ of various
immune process at the placental level.

In Sushrutokta Garbhini Regimen diet is also nogetd as important.
In the first month cold milk sip by sip is advisedto 300 ml par day. If the lady is
not willing to have milk .she is said to add sfata kalpa to make it palatable and
more effective also.In the second month milk isoaepanied with ‘Madhura Gana
Ayurvedic medicines’ with a difference that the kni$ reduced to half the quantity.

In the third month again milk is accompanied witte of the sixty
day’s maturity (Sathe Saal — Shali Shashtik). & fiorth month the diet is enriched
with butter. And in the fifth month the diet prebed in the previous months is
further enriched with Cow’s clarified butter (Ghe#t) appears that the dietary fatty
substances and milk might be acting as ‘solvemts’tlie active principles and they
might also be carrying these active principles He site i.e. at the placenta and

endometrial junction.

Ayurvedic treatment was also supplemented by ntakise of ‘Ashta
Mangala Yantra’ in selected 30 patients who alseeiked Sushrutokta Garbhini
Regimen. The procedure for the use of Ashtamanayalasira.The fundamental

concepts of meditation is colour meditation.

After the Ashta Mangal Meditation the pregnanttiner is seen to
have sound sleep. Als the sleep hour increase byhoar. Mood also changed in a
good way in 50% of patients. Pain Tolerance wa®s seg@roved in 20 patients. It
was really gives the very positive and promisiagult. The most important is that

all the pregnancy were successfully continued @ptaks.

The follow up of patients was taken upto 20 wks the success of

treatment can only be proved when a mother haséehkalthy child on her lap. So
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the record of all patients was collected througimewnication. It showed that in

control group 43 patients had normal child birtut of that one was stillbirth. 8 were

vacuum deliveries and 34 had cesarean section.Alpremature births were seen n
control group.

In the Drug group 57 had normal child birth ya&cuum deliveriers
And 27 had cesarean section. Not a single premdtintie was seen. This is also

gives a positive finding towards the study.

The results of Modern antenatal care already gamo\60 though the
result is not so significant statistically ,buillsto save every life is the most
important thing and also the best thing for thegpeat mother.
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CONCLUSIONS:

From the study ofSushrutokta Garbhini Regimen, following

conclusion can be drawn-

1. This regimen is safe for the mother and the babgrwkollowed in the

prescribed approach.

2. The regimen can be followed as a preventive measure

3. The regimen with the monthly diet if pursue sinégr# is possible to carry an

uneventful and fullterm pregnancy.

4. To start Sushrutokta Garbhini Regimen at the esdfli€he the patients are
convinced to give a positive history of previousgse or multiple pregnancy

loss to prevent future miscarriges .

5. Along with Sushrutokta Regimen, meditation and dare¢he family members

should be practiced to help a satisfactory outcome.
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SCOPE FOR FURTER STUDY:

For more support to the results more numberasies needs to be
reviewed.It requires more detailed study with movenber of patients diagnosed as
‘threatened abortion or pregnancy loss.

It goes without saying that the diagnosis musabearly as possible.
As a preventive measure, if the patient gives p@sihistory of previous single or
multiple pregnancy loss then if such patients ane immediately on Sushrutokta
Garbhini Regimen then the foetal loss prevented.

The detailed study of each herb, immunologidédct of the herb
could be studied in detail. W e have seen the “satal effect” of the herbs, diet and
day to day behavior .The data can become a sepapateof clinical trial to judge the
effects of medicinal properties on different aspettpregnancy.and prevention
pregnancy loss. The indivisual can be studied rfardetailed evaluation.

Alkaloids could be extracted from each herb dmeytcould be studied
find out protective molecules that are responsifile the stabilization of the
pregnancy and it would be interesting to know hdwytare able to continue the
development in preventing the pregnancy loss.

Meditation is another vast topic to study .Thdéfeet of the Ashta
mangala dhyan on the central nervous system agEgnpnt mother could become
separate topic for study.
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CLINICAL DATA IN TABULAR FORM
Table 1

Table showing the general information about the patients in CONTROL group.

Sr. Initials | Age P.L Preg. | Education | Income | Occupation
No. No. M.

1 DTH 26 1 2 Secondary | 20000 Service

2 HMN 22 2 3 Secondary | 34500 Household
3 KLA 25 1 4 Secondary | 21000 Business
4 SRD 28 2 2 Primary 32750 Service

5 BT 22 1 3 Secondary | 52000 Business
6 FRD 28 1 2 Secondary | 24850 Household
7 CBN 31 2 3 Secondary | 30700 Household
8 MGM 32 1 2 Primary 28800 Household
9 SAT 26 2 1 Primary 25750 Service

10 KLH 24 1 3 Secondary | 31000 Household
11 HGM 30 3 2 Higher 32700 Service

12 BNT 33 1 3 Secondary | 29000 Service

13 FCB 35 2 2 Secondary | 28950 Service

14 BHU 29 1 3 Primary 32600 Business
15 SR 37 2 2 Secondary | 30000 Household
16 VRT 26 1 3 Higher 26950 Service

17 MKL 24 1 3 Higher 30600 Household
18 KPF 29 2 3 Secondary | 20000 Service

19 DRN 34 1 3 Secondary | 23000 Service

20 MK 26 2 3 Secondary | 29650 Business
21 KLS 28 1 4 Secondary | 30000 Business
22 VBR 31 2 3 Secondary | 30650 Service

23 HTG 30 1 1 Primary 29500 Household
24 DDR 21 1 2 Secondary | 35000 Household
25 BNG 23 3 3 Secondary | 21000 Household
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Table 1
Table showing the general information about the patients in CONTROL group

Sr. Initials | Age P.L Preg. | Education | Income | Occupation
No. No. M

26 NDR 30 1 2 Primary 29000 Service

27 SDR 26 1 3 Primary 28950 Service

28 CJP 25 1 3 Secondary | 32600 Service

29 PKL 35 2 3 Secondary | 30000 Business
30 FRD 28 1 2 Primary 26950 Business
31 SRV 22 2 1 Higher 30600 Service

32 BTR 28 1 4 Secondary | 40000 Household
33 NDR 31 2 3 Secondary | 23500 Service

34 SDR 32 2 3 Secondary | 29650 Business
35 CJP 26 3 1 Secondary | 30000 Service

36 PKL 24 1 1 Secondary | 30650 Household
37 FRD 30 3 4 Secondary | 29500 Household
38 SRV 33 2 1 Higher 35000 Household

39 BTR 31 1 4 Primary 29000 Household
40 DTH 29 1 2 Higher 28950 Service

41 HMN 37 2 1 Secondary | 32600 Household
42 KLA 26 1 3 Secondary | 30000 Service

43 SRD 24 3 3 Secondary | 26950 Service

44 BHT 29 1 4 Secondary | 30600 Service

45 FRD 34 2 1 Primary 38000 Business
46 CBN 26 1 3 Higher 34500 Household
47 MGM 28 2 1 Secondary | 23600 Service

48 SAT 31 1 2 Higher 32750 Household
49 KLH 30 2 1 Secondary | 52000 Service

50 HGM 21 1 4 Higher 24850 Service
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Table 1

Table showing the general information about the patients in CONTROL group

Sr. Initials | Age P.l Preg. | Education | Income | Occupation
No. No. M.

51 BNT 23 1 3 Secondary | 30700 Business
52 FCB 31 2 5 Secondary | 28800 Household
53 BHU 28 3 1 Secondary | 25750 Service

54 SRD 31 1 1 Secondary | 31000 Business
55 VRT 32 1 2 Primary 32700 Household
56 MKL 26 2 3 Higher 29000 Household
57 KPF 24 1 1 Secondary | 28950 Service

58 DRN 30 2 5 Primary 32600 Service

59 MMK 33 1 3 Secondary | 30000 Service

60 KLS 31 3 4 Secondary | 26950 Business
61 VBR 29 2 1 Secondary | 30600 Business
62 HTG 37 1 1 Secondary | 20000 Service

63 DDR 26 2 1 Higher 23000 Business
64 BNG 24 1 2 Secondary | 29650 Business
65 MDS 29 2 3 Secondary | 29500 Service

66 ANG 34 1 1 Secondary | 35000 Business
67 KLA 26 2 3 Secondary | 29000 Household
68 SRD 28 1 1 Primary 28950 Household
69 BHT 31 1 4 Secondary | 32600 Service

70 FRD 30 2 3 Higher 30000 Service

71 CBN 29 1 1 Primary 26950 Service

72 MGM 37 1 5 Higher 30600 Household
73 SAT 26 2 3 Secondary | 20000 Business
74 KLH 24 1 5 Secondary | 34500 Service
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Table 1
Table showing the general information about the patients in CONTROL group

Sr. Initials | Age P.L. Preg. | Education | Income | Occupation
No. No. M.

75 HGM 29 2 1 Secondary | 21000 Household
76 BNT 34 1 1 Higher 32750 Service

77 FCB 26 1 3 Primary 22000 Business
78 BHU 28 2 1 Higher 24850 Service

79 SRD 31 1 1 Higher 30700 Business
80 VRT 30 3 1 Secondary | 28800 Household
81 MKL 21 2 4 Secondary | 25750 Household
82 KPF 23 2 3 Secondary | 31000 Household
83 DRN 31 1 1 Primary 32700 Service

84 MMK 28 3 2 Higher 29000 Business
85 BNG 31 1 3 Secondary | 28950 Business
86 NDR 23 3 2 Primary 32600 Service

87 SDR 30 1 1 Primary 30000 Household

88 CJP 26 1 2 Secondary | 26950 Household
89 PKL 25 2 3 Secondary | 30600 Household
90 FRD 35 1 2 Primary 30000 Service

91 SRV 28 1 3 Primary 23000 Service

92 BTR 22 2 4 Secondary | 29650 Service

93 NDR 28 1 1 Higher 25750 Business
94 SDR 31 1 1 Secondary | 31000 Business
95 CJP 32 2 1 Secondary | 32700 Service

96 PKL 26 1 3 Primary 29000 Business
97 FRD 24 1 1 Secondary | 28950 Business
98 SRV 30 2 2 Higher 21000 Business
99 BTR 33 3 4 Secondary | 30000 Business
100 | BHL 31 1 1 Higher 25750 Service
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Table No 2
Table showing the general information about the patients in DRUG group

Sr. P.L. | Preg.

No. Initials | Age No. | M. Education | Income | Occupation
1 KPF 29 3 1 Secondary | 32000 Household
2 DRN 34 2 3 Secondary | 20000 Service

3 MK 26 1 4 Primary 24000 Business
4 KLS 28 2 2 Secondary | 21000 Household
5 VBR 31 3 5 Secondary | 32750 Household
6 HTG 30 1 3 Primary 52000 Household
7 DDR 29 3 2 Secondary | 24850 Service

8 BNG 37 2 3 Secondary | 30700 Household
9 NDR 26 1 1 Secondary | 28800 Service

10 SDR 24 2 1 Secondary | 25750 Service

11 CJP 29 2 1 Secondary | 21000 Service

12 PKL 34 1 5 Primary 22000 Household
13 FRD 26 2 3 Secondary | 29000 Household
14 SRV 28 1 1 Higher 28950 Service

15 BTR 31 3 2 Secondary | 32600 Household
16 NDR 30 2 3 Higher 30000 | Service

17 SDR 21 2 2 Secondary | 26950 Service

18 CJP 23 1 4 Secondary | 18600 Business
19 PKL 31 1 4 Secondary | 19000 Business
20 FRD 28 2 2 Secondary | 23000 Service

21 SRV 31 1 3 Primary 29650 Business
22 BTR 23 1 3 Secondary | 30000 Household
23 DTH 30 1 1 Secondary | 30650 Household
24 HMN 26 1 1 Primary 29500 Service

25 KLA 25 1 3 Secondary | 35000 Service
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Table No 2
Table showing the general information about the patients in DRUG group

Sr. P.L. | Preg.

No. Initials | Age No. | M. Education | Income | Occupation
26 SRD 35 2 4 Secondary | 21500 | Service

27 BHT 28 3 2 Secondary | 31000 Business
28 FRD 22 2 3 Primary 23000 | Service

29 CBN 28 1 5 Primary 29000 Household
30 MGM 31 2 1 Secondary | 28950 | Service

31 SAT 32 1 4 Secondary | 32600 | Service

32 KLH 26 1 2 Secondary | 30000 | Service

33 HGM 24 2 3 Secondary | 26950 Business
34 BNT 30 2 1 Primary 30600 Household
35 FCB 25 2 2 Secondary | 20000 | Service

36 BHU 35 1 4 Higher 23500 | Household
37 SRD 28 3 1 Secondary | 29650 | Service

38 VRT 22 2 2 Higher 30000 | Service

39 MKL 28 1 3 Secondary | 30650 Business
40 KPF 31 2 1 Secondary | 29500 Business
41 DRN 32 3 2 Secondary | 25000 | Service

42 MMK 26 1 4 Secondary | 21000 Household
43 KLS 24 3 1 Primary 29000 Household
44 VBR 30 3 3 Higher 28950 | Household
45 HTG 33 2 4 Secondary | 32600 | Service

46 DDR 31 3 1 Higher 30000 | Service

47 BNG 29 1 3 Primary 26950 | Service

48 MDS 37 2 2 Secondary | 30600 Business
49 KLS 26 1 3 Secondary | 19500 Household
50 VBR 24 2 1 Secondary | 20000 | Service
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Table No 2
Table showing the general information about the patients in DRUG group

Sr. P.L. | Preg.

No. Initials | Age No. | M. Education | Income | Occupation
51 HTG 29 3 2 Secondary | 14000 Household
52 DDR 34 2 4 Secondary | 21000 Service

53 BNG 26 1 3 Primary 32750 Service

54 MDS 28 3 2 Higher 22000 Business
55 ANG 31 1 1 Secondary | 24850 Business
56 KLA 30 2 3 Secondary | 30700 Service

57 SRD 21 1 1 Primary 28800 Business
58 BHT 23 2 2 Secondary | 25750 Household
59 FRD 31 2 3 Secondary | 31000 Household
60 CBN 28 1 4 Primary 32700 Service

61 MGM 31 1 1 Primary 29000 Service

62 SAT 32 2 2 Secondary | 28950 Service

63 KLH 25 1 3 Secondary | 22000 Business
64 HGM 35 3 2 Secondary | 30000 Business
65 BNT 28 1 1 Secondary | 26950 Service

66 FCB 22 3 4 Primary 30600 Business
67 BHU 28 1 3 Secondary | 19500 Household
68 SRD 31 1 5 Higher 23000 Service

69 VRT 32 2 3 Secondary | 29650 Business
70 MKL 26 1 1 Secondary | 30000 Household
71 KPF 24 3 2 Secondary | 30650 Household
72 DRN 30 1 2 Secondary | 29500 Business
73 MMK 25 2 2 Secondary | 35000 Household
74 BNG 35 2 4 Higher 21750 Service
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Table No 2
Table showing the general information about the patients in DRUG group

Sr. P.L. | Preg.

No. Initials | Age No. | M. Education | Income | Occupation
75 NDR |28 1 3 Secondary | 31000 Household
76 SDR |22 1 1 Secondary | 30600 Service

77 CJP 28 3 3 Secondary | 2000 Service

78 BTR 31 1 1 Secondary | 43500 Business
79 NDR |32 2 2 Secondary | 29650 Household
80 SDR |26 1 4 Secondary | 30000 Service

81 CJP 24 1 2 Primary 30650 Business
82 PKL |30 3 1 Higher 29500 | Household
83 FRD |33 1 1 Secondary | 35000 Household
84 SRV | 31 2 3 Primary 21500 Service

85 BTR 29 1 4 Primary 29000 Service

86 DTH |37 3 2 Secondary | 28950 Service

87 HMN | 26 1 1 Secondary | 32600 Business
88 KLA 24 1 3 Secondary | 30000 Household
89 SRD |29 2 2 Primary 26950 Service

90 BHT 34 3 3 Secondary | 22000 Household
91 FRD |30 1 1 Secondary | 19000 Service

92 CBN | 21 3 4 Secondary | 20000 Service

93 MGM | 23 1 2 Secondary | 34500 Household
94 SAT 31 3 1 Primary 21000 Service

95 KLH 28 1 4 Secondary | 22000 Service

96 HGM | 31 2 2 Higher 52000 Service

97 BNT 32 1 4 Primary 29000 Household
98 BHU |25 3 1 Secondary | 28950 Household
99 SRD |35 1 3 Secondary | 32600 Service
100 |VRT |28 2 2 Secondary | 30000 Service
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TABLE NO.3

DROP OUTS IN CONTROL GROUP

- Bac . . Dropou
ﬁ(r). Im;lal K Cg!li::] Spottin L.é). Fc:a t Reason | Outcome
' Pain | ¥ g In Wk
Unco-
101 NMM | 4 3 0 0 0 5 Operative | Drop Out
102 GSM |3 3 1 1 1 6 AM.A. Drop Out
103 SKM |3 2 1 0 1 6 Unknown | Drop Out
104 Ssk 2 2 0 2 1 7 AMA. Drop Out
Transferre
105 MNS 2 0 d Drop Out
106 BBT 0 1 Unknown | Drop Out
107 SRP 1 0 AM.A. Drop Out
Unco-
108 PAS 2 Operative | Drop Out
109 RSD 1 AM.A. Drop Out
110 DRP 0 Unknown | Drop Out
TABLE NO.4
DROP OUTS IN DRUG GROUP
Bac
Sr. | Initial | k Collic | Spottin | L.O. | Fea | Dropou
No. |s Pain | yPain | g C r tIn Wk | Reason Outcome
101 |ASP |4 2 1 0 0 6 AM.A. Drop Out
Unco-
102 |TM |4 4 2 0 0 6 Operative | Drop Out
103 | LST 3 3 2 0 0 7 Transferred | Drop Out
104 | ADP |4 3 0 0 0 6 Unknown | Drop Out
105 | KST |4 2 2 0 1 6 AMA. Drop Out
106 | SPP 4 3 2 0 9 5 Transferred | Drop Out
107 |VHP |2 1 2 1 2 7 Transferred | Drop Out
Unco-
108 | ADL |4 2 0 2 0 8 Operative | Drop Out
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Table No 5

Sonographic findings in Ayurvedic Treatment( DRUG) Group

12 Week
Six Week USG Report USG 20 Weeks USG Report
Report

:L Initials | Outcome ‘s’z‘ of gf’z‘; g:::rvo :';?‘:fty CRL |BPD |BPD |HC |AC |FL
1| SNK 1 5 12 2 Present | 52 | 18 | 49 | 165 | 142 | 31
2 | SSB 1 6 10 Present | 53 | 20 | 51 | 172 | 140 | 32
3 | MSS 1 5 12 2 Present | 54 | 19 | 48 | 170 | 144 | 33
4 | SKS 1 6 14 3 Present | 51 | 19 | 50 | 166 | 148 | 32
5 | ASD 1 7 11 2 Present | 50 | 18 | 51 | 178 | 150 | 34
6 | SPG 1 5 10 2 Present | 53 | 20 | 49 | 180 | 148 | 33
7 | TSN 1 12 3 Present | 51 | 18 | 50 | 168 | 145 | 31

8 | BNG Pregnancy Loss, No cardiac activity seen.
9 | PPP 1 5 11 Present | 53 | 19 | 48 | 177 | 142 | 32
10 | ADB 1 5 10 Present | 52 | 18 | 50 | 180 | 144 | 32

11| JSE 2 7 Pregnancy Loss, No cardiac activity seen.
12 | SBK 1 5 12 2 Present | 55 19 | 51 | 167 | 146 | 34
13 | SPG 1 5 1 2 Present | 51 18 | 48 | 172 | 144 | 33
14 | SNT 1 6 13 2 Present | 53 | 18 | 50 | 178 | 148 | 31
15 | NTS 1 6 10 3 Present | 54 | 20 | 51 | 180 | 144 | 34
16 | ASK 1 6 12 2 Present | 51 18 | 49 | 175 | 146 | 32
17 | SNK 1 5 14 2 Present | 50 | 18 | 48 | 170 | 144 | 33
18 | ADM 1 7 1 3 Present | 53 | 20 | 50 | 174 | 146 | 34
19 | PVC 1 5 10 2 Present | 52 | 18 | 50 | 168 | 144 | 32
20 | KPP 1 5 12 2 Present | 53 | 20 | 51 | 179 | 148 | 31

21| RCN 2 6 Pregnancy Loss, No cardiac activity seen
22 | DSK 1 6 11 Present | 51 | 18 | 51 150 | 31
23 | PPG 1 5 10 3 Present | 52 | 18 | 51 | 169 | 144 | 34
24 | SRK 1 6 12 2 Present | 53 | 18 | 48 | 174 | 145 | 32

25| SBN 2 7 Pregnancy Loss, No cardiac activity seen.
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Table No 5

Sonographic findings in Ayurvedic Treatment( DRUG) Group

12 Week
Six Week USG Report USG 20 Weeks USG Report
Report

S| nitials | Outcome | WO | S2c | EmbYO a':ﬁj:fy CRL | BPD | BPD | HC | AC | FL
26 | SBG 1 5 12 2 Present | 51 | 19 | 51 | 178 | 144 | 34
27 | TSP 1 6 11 Present | 53 | 18 | 51 | 180 | 144 | 32
28 | SMM 1 7 13 2 Present | 54 18 48 175 | 145 | 33
29 | CRK 1 5 10 2 Present | 51 | 20 | 50 | 170 | 148 | 32
30 | SMT 1 5 12 3 Present | 50 | 18 | 51 | 174 | 150 | 34
31 JYG 1 7 14 2 Present | 53 18 49 168 | 144 | 33
32 | SAS 1 5 11 2 Present | 52 | 20 48 179 | 148 | 31
33 | SBC 1 6 10 2 Present | 53 | 18 | 50 | 170 | 145 | 32
34 | SPC 1 5 12 4 Present | 54 | 20 | 50 | 166 | 144 | 33
35 KVP 1 5 10 3 Present | 51 18 51 178 | 148 | 34
36 | SPB 1 7 12 2 Present | 50 | 18 | 48 | 180 | 150 | 32
37 | RAR 1 5 14 3 Present | 53 | 20 49 168 | 142 | 31
38 | NTK 1 7 11 2 Present | 52 | 18 | 48 | 175 | 146 | 32
39 | UAB 1 7 14 2 Present | 51 | 18 | 51 | 170 | 144 | 34
40 | JAK 1 5 11 3 Present | 50 | 20 | 50 | 174 | 148 | 33
41 | ARS 1 5 10 2
42 | SMC 1 7 12 2 Present | 52 18 48 179 | 146 | 31
43 | MSD 1 5 10 2 Present | 53 | 20 50 170 | 144 | 32
44 | GKN 1 5 12 4 Present | 54 | 18 | 51 | 166 | 148 | 33
45 | RSB 1 7 14 3 Present | 51 18 | 50 178 | 150 | 32
46 | CDC 1 6 12 2 Present | 50 | 20 | 51 | 180 | 142 | 34
47 | SAK 1 5 10 3 Present | 53 | 18 | 48 | 179 | 146 | 33
48 | ASR 1 7 12 2 Present | 54 | 20 | 49 | 170 | 144 | 31
49 | RSD 1 5 14 3 Present | 51 18 48 166 | 148 | 32
50 | SRP 1 7 11 2 Present | 50 | 18 | 51 178 | 148 | 33
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Table No 5
The Sonographic findings in Ayurvedic Treatment( DRUG) Group

12 Week
Six Week USG Report USG 20 Weeks USG Report
Report

St | Jnitials | Outme Vﬂ‘ Sac | Embry | Heart | op) | BP | popy | o | ac | FL
No PL Size | oSize | activity D
51 | LRM 1 5 14 2 Present | 53 | 20 | 50 | 180 | 146 | 34
52 | YVT 1 7 11 3 Present | 52 | 18 | 48 | 168 | 148 | 33
53 | SPS 1 5 10 2 Present | 51 | 18 | 48 | 175 | 150 | 31
54 | SVM 1 5 12 2 Present | 50 | 20 50 | 170 | 144 | 32
55 | SSC 1 7 11 3 Present | 53 | 20 | 49 | 174 | 148 | 33
56 | SSK 1 7 12 3 Present | 52 | 18 | 48 | 168 | 145 | 34
57 | PHS 1 5 11 2 Present | 53 | 20 | 51 | 180 | 146 | 33
58 | VSK 2 7 Pregnancy Loss, No cardiac activity
59 | SBC 1 6 14 2 Present | 54 | 20 | 49 | 178 | 146 | 32
60 | SSS 1 5 11 3 Present | 51 | 18 | 48 | 172 | 148 | 35
61 | UNK 1 5 10 2 Present | 50 | 20 | 51 | 178 | 150 | 34
62 | SKS 1 6 12 2 Present | 53 | 18 | 50 | 180 | 144 | 32
63 | SSP 1 7 10 2 Present | 52 | 18 | 51 | 168 | 148 | 33
64 | MTB 1 6 12 3 Present | 51 | 20 | 50 | 175 | 145 | 32
65 | RAP 1 7 14 2 Present | 50 | 18 | 51 | 170 | 146 | 34
66 | SAD 1 5 12 3 Present | 53 | 18 | 48 | 174 | 146 | 33
67 | RBD 1 7 10 2 Present | 52 | 20 49 | 168 | 148 | 31
68 | PDD 1 5 12 3 Present | 53 | 20 | 48 | 180 | 150 | 32
69 | SPV 1 5 14 2 Present | 53 | 18 | 51 | 180 | 144 | 33
70 | SPV 1 7 11 3 Present | 52 | 18 | 50 | 168 | 148 | 34
71 | KSS 1 5 12 3 Present | 51 | 20 | 48 | 175 | 145 | 33
72 | LSR 1 6 10 2 Present | 50 | 20 | 48 | 170 | 146 | 31
73 | MRB 1 5 12 3 Present | 53 | 18 | 50 | 174 | 146 | 32
74 | SRK 1 7 11 2 Present | 52 | 18 | 49 | 168 | 144 | 33
75 | SAP 1 5 12 3 Present | 53 | 19 51 146 | 31
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Table No 5
The Sonography findings in Ayurvedic Treatment( DRUG) Group

Six Week USG Report :J2SG R‘év:;l: 20 Weeks USG Report
|| oo | ko s e [t om0 |0 [0 ¢
77 |MAG |1 5 10 |2 Present | 53 18 | 51 174 | 145 | 31
78 | SKS |1 6 12 |3 Present |52 |20 |48 168 | 145 | 33
79 |ANG |1 7 14 |2 Present | 51 18 | 49 180 | 143 | 32
80 |SPM |1 5 11 3 Present | 50 18 | 48 180 | 147 | 34
81 |SDG |1 6 14 |2 Present |53 |20 |51 175 | 148 | 34
82 |SAD |1 5 11 3 Present |53 |20 |50 170 | 148 | 33
83 |ADC |1 5 10 3 Present | 52 18 48 174 | 146 | 31
84 |SAC |1 7 12 |2 Present | 53 18 | 48 168 | 144 | 32
85 | VSJ 1 7 10 |3 Present |53 |20 |50 179 | 148 | 30
86 | STP 1 5 12 3 Present | 52 20 51 170 | 150 | 32
87 |MPS |1 6 14 |2 Present | 51 18 | 50 166 | 142 | 33
88 |SNG |1 7 12 3 Present | 50 18 48 178 | 146 | 31
89 |RGB |1 5 12 2 Present | 53 20 51 180 | 144 | 34
90 |RTP |1 7 13 |2 Present | 51 20 |52 176 | 147 | 34
92 | PCR 1 6 11 3 Present | 53 18 51 170 | 148 | 32
93 |SBN |1 6 12 |2 Present |55 |20 |49 166 | 144 | 35
94 | STP 1 7 12 3 Present | 51 20 51 178 | 142 | 32
9% |RTG |2 5 Pregnancy Loss, No cardiac activity
9% |STC |1 6 11 3 Present | 52 18 | 51 170 | 145 | 33
97 | SPB 1 6 13 3 Present | 53 18 52 174 | 150 | 31
98 | RSB 1 7 11 3 Present | 54 20 48 168 | 142 | 32
99 | PTV |1 5 12 |2 Present |52 |20 |54 179 | 146 | 33
100 | VRT |1 6 11 3 Present | 51 18 | 51 170 | 144 | 34
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Table No 6
Table showing the Sonographic findings in Modern Treatment (CONTROL)Group

Six Week USG Report 12 Week | 20 Weeks USG Report
USG
Report

S niials | PO |22 | Emono :I:t?\:tlty CRL | BPD | BPD |HC | AC | FL
1 DTH 5 12 3 Present | 50 20 51 177 | 148 | 32
2 | VBR 6 10 3 Present |51 |18 |51 172 | 144 | 32
3 | BTR 6 12 2 Present |54 |20 50 178 | 142 | 33
4 | NDR 5 14 3 Present |52 |19 |50 |170 | 148 |32
5 | BHT 5 11 2 Present |51 |20 |51 178 | 150 | 31
6 | KLS 5 10 3 Present |50 |20 |49 |180 |152 |33
7 | MKL 7 12 2 Present | 51 18 50 172 | 148 | 31
8 | NDR 5 Pregnancy Loss, No cardiac activity seen

9 | BT 6 11 2 Present |53 |18 |51 178 | 152 | 33
10 | HGM 5 10 3 Present |50 |19 |50 | 180 |148 | 32
11 | BTN 6 Pregnancy Loss, No cardiac activity seen

12 | SDR 7 12 2 Present |55 |19 51 169 | 150 | 31
13 | VRT 5 11 3 Present |52 |20 |50 |172 |154 |33
14 | MKL 5 13 3 Present |53 |19 50 174 | 148 | 31
15 | BHT 6 10 3 Present |50 |20 |51 180 | 146 | 32
16 | BHU 6 12 3 Present | 53 18 49 176 | 148 | 32
17 | FRD 7 14 2 Present |50 |20 |51 170 | 144 | 31
18 | SRV 5 11 3 Present |53 |20 |50 | 174 |146 |32
19 | BHL 7 10 2 Present | 50 18 50 170 | 142 | 32
20 | KLA 5 12 3 Present |53 |19 51 179 | 148 | 34
21 | FRD 6 Pregnancy Loss, No cardiac activity seen

22 | DRN 5 11 2 Present |54 |18 |51 180 | 150 | 31
23 | SRV 7 10 3 Present | 52 20 51 169 | 144 | 34
24 | HUN 7 12 2 Present |50 |18 |50 | 174 | 150 |33
25 | SAT 5 Pregnancy Loss, No cardiac activity seen
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Table No 6
Table showing the Sonographic findings in Modern Treatment (CONTROL)Group

Six Week USG Report 12 Week | 20 Weeks USG Report
USG Report

Sr Wk of | Sac Embryo | Heart

No | Initials PL Size Size activity CRL | BPD |BPD |HC |AC |FL
26 HTG 6 12 3 Present 51 19 51 178 148 | 34
27 | CBN 5 11 2 Present |50 |20 51 180 | 146 | 33
28 CBN 7 13 3 Present 51 18 48 175 147 | 34
29 | NDR 5 10 2 Present | 51 20 50 168 | 148 | 32
30 FRD 6 12 3 Present 54 20 51 174 151 | 34
31 KLH 5 14 3 Present |53 |18 49 168 | 147 | 33
32 | DDR 7 11 2 Present |52 |20 48 179 | 150 | 31
33 | DRN 5 10 3 Present |50 |18 50 170 | 145 | 34
34 SDR 6 12 2 Present 54 18 48 172 | 144 | 33
35 BTR 5 10 3 Present 51 19 51 178 | 148 | 34
36 | HUN 5 12 2 Present |53 |19 48 178 | 150 | 32
37 SAT 7 14 3 Present 53 |20 51 172 | 144 | 34
38 | KPF 5 11 2 Present |52 |18 48 175 | 146 | 32
39 | SDR 6 14 2 Present | 51 20 51 174 [ 144 | 34
40 | MGM 5 11 3 Present |52 |20 50 178 | 150 | 32
4 FCB 7 10 3 Present |53 |20 48 168 | 148 | 31
42 | MMK 5 12 2 Present |52 |18 52 179 [ 150 | 31
43 | BNG 6 10 3 Present |50 |20 50 172 144 | 32
44 | SRD 5 12 4 Present |54 |20 51 166 | 151 | 33
45 | SRD 7 14 3 Present | 51 18 50 178 | 150 | 32
46 PKL 5 12 2 Present |50 |20 51 180 | 142 | 34
47 | VBR 6 10 3 Present |50 |18 50 179 | 146 | 33
48 FRD 5 12 2 Present | 51 20 49 170 | 144 | 34
49 | VRT 7 14 3 Present | 51 18 50 166 | 150 | 32
50 NDR 6 11 2 Present 50 |20 51 178 1148 | 33
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Table No 6
Table showing the Sonographic findings in Modern Treatment (CONTROL)Group

Six Week USG Report 12 Week | 20 Weeks USG Report
USG Report

Sr Wk of | Sac Embryo | Heart

No | Initials PL Size Size activity CRL |BPD |BPD |HC |AC |FL
51 | SDR 5 14 3 Present |50 |20 50 176 | 146 | 34
52 | SRV 6 11 3 Present | 52 18 48 168 | 146 | 33
53 | MGM 5 10 2 Present 51 19 52 175 | 150 | 31
54 | BHU 7 12 2 Present 52 18 50 170 | 144 | 33
55 | SRD 7 11 2 Present |53 |20 49 174 150 |33
56 | CBN 5 12 3 Present | 52 18 50 172 | 145 | 34
57 | DRN 6 11 3 Present |50 |20 51 180 | 150 |33
58 | MDS 5 Pregnancy Loss, No cardiac activity seen

59 | KLH 7 14 3 Present 54 18 49 178 | 146 | 32
60 | KPF 7 11 3 Present | 51 19 52 170 [ 148 |35
61 | BNG 5 10 2 Present |53 |20 51 178 | 150 | 34
62 | FRD 6 12 3 Present | 51 20 50 178 | 144 | 35
63 | ANG 6 10 2 Present | 52 18 51 168 | 142 | 33
64 | FCB 5 12 3 Present |50 |20 50 175 | 145 | 34
65 | FRD 7 14 3 Present 50 20 51 170 | 146 | 34
66 | KLH 5 12 3 Present | 53 19 50 174 146 | 35
67 | BHU 6 10 2 Present |52 |20 49 170 | 148 | 31
68 | PKL 5 12 2 Present | 52 18 48 180 | 150 | 32
69 | FCB 5 14 2 Present |53 |20 51 180 | 150 |35
70 | MKL 7 11 3 Present 52 18 50 174 148 | 34
71 | MK 6 12 3 Present 51 20 51 175 145 | 3
72 | DDR 5 10 3 Present 54 20 48 170 | 146 | 33
73 | SRV 7 12 3 Present | 52 18 50 174 146 | 32
74 | BTR 5 11 2 Present |52 |20 49 168 | 144 |33
75 | HGM 5 12 2 Present | 53 19 51 172 | 142 | 31
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Table No 6
Table showing the Sonographic findings in Modern Treatment (CONTROL) Group

Six Week USG Report 12 Week | 20 Weeks USG Report
USG Report

Sr Wk of | Sac Embryo | Heart
No | Initials PL Size Size activity | CRL | BPD | BPD |HC | AC | FL

Pregnancy Loss, No cardiac activity seen
77 | KLA 5 10 2 Present | 50 18 51 174 1150 | 3
78 | HGM 6 12 3 Present 52 20 48 170 | 142 | 32
79 | BTR 7 14 3 Present |50 |19 49 180 | 150 | 32
80 | SR 6 11 3 Present |50 |18 50 180 [ 144 |33
81 | CJP 7 14 2 Present |50 |20 51 175 | 148 | 33
82 | KLA 5 11 3 Present |53 |20 50 170 | 150 | 32
83 | SRD 5 10 3 Present | 51 18 52 171 | 146 | 31
84 | SRD 7 12 3 Present | 53 18 48 168 | 144 | 32
85 | MGM 6 10 3 Present |53 |20 50 179 | 148 | 33
86 | MMK 5 12 3 Present |52 |20 51 170 | 150 | 33
87 | PKL 6 14 2 Present | 54 18 50 166 | 142 | 3
88 | KLS 5 12 2 Present |50 |18 49 178 | 146 | 32
89 | PKL 7 12 2 Present |53 |20 51 176 | 150 | 34
90 | CJP 6 13 2 Present |54 |19 52 176 | 147 | 32
91 | FRD 5 Pregnancy Loss, No cardiac activity seen
92 | BNT 5 11 2 Present | 51 18 51 170 | 148 | 32
93 | SAT 7 12 2 Present 50 20 49 171 | 144 | 33
94 | VRT 5 12 3 Present |52 |20 51 178 [ 150 | 32
95 | DTH 6 Pregnancy Loss, No cardiac activity seen
96 | BNG 5 11 2 Present |50 |18 51 170 | 145 | 33
97 | CJP 5 13 2 Present |53 |19 52 174 [ 150 | 35
98 | HTG 5 11 3 Present | 51 20 50 170 | 142 | 32
99 | BNT 5 12 3 Present |52 |20 54 179 | 146 | 33
100 | CJP 7 11 3 Present |53 |19 51 167 | 150 | 31
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Tableno 9
Table showing the symptoms on Day 15 in CONTROL group

ﬁ:)‘ Wt | Initials ?,2?: C::;::y Spotting L.0.C Fear Enwll(led Outcome
|48 DMH Imp'\:gf/ed |§1;Tcl>e\l/|éyd Img\ll'gf/ed Im;\lrgf/ed Im;\lrgf/ed 5 6
2 | 55| HWN Impl\:gf/ed Imp'\:g\t/ed Im;\lrgf/ed Im;\lrgf/ed Im;\lrgf/ed 6 !
8 52| KA Impl\:gf/ed ﬁiféi'éyd |fn?)rrtci:/|clayd Img\ll'gf/ed |fn;rrt<i:\1/|clayd 6 | Continued
4 | 58| SRD Impl\:gf/ed |§1§?§% |fn?)rrtci)a\1/|clayd |fnirrtci>a\1/|clayd |fnirrt<i>a\1/|clayd 5 | Continued
5 |4 BT Imp'\:gf/ed Imp’\:g\t/ed Imrt\:gf/ed Imr[\:gf/ed Imr[\:g:/ed 5 9
6 65| FRD Impl\:gf/ed Imp’\:g\t/ed Img\ll'gf/ed |fn§rrt:\l/|clayd Im;\lrgfled 5 6
7|72 ] OBN Impl\:gf/ed Imp’\:g\t/ed |fn?)rrtc|:/|clayd Img\ll'gf/ed |fn;rrt<|:\1/|clayd ! !
8 | 74| MaM Impl\:gf/ed Imp’\:g\t/ed |fn?)rrtci:/|clayd Improved |fn§rrt<i:\l/|clayd 5 | Continued
9 | 58] SAT |mergf/ed ﬁi’féi"eyd I;?)?cl)e\llltlayd |mergf/ed Im;\lrgt/ed 6 ’
10| 641 KA Imp'\:gfled |fnfa?cl>6\l/lyd |§q§?cl>6\l/|lzyd Improved Imr[\:gfled 5 | Continued
11|54 HGM Imp'\:gf/ed Imp’\:g\t/ed Im;\lrgf/ed Im;\lrgf/ed Im;\lrgf/ed 6 !
12 | 60 | BNT I::]ZTE& Improved | Improved Img\ll'gf/e d Im;\lrgf/e d 7 Continued
13|58 FCB Imp'\:gf/ed |§1;Tcl>e\l/|éyd Ifn?)rrtcl)a\llltlayd Im;\lrgf/ed Im;\lrgf/ed 5 | Continued
14|64 BHU Ifn?)rrtcl)e\llltla% |§1§?§% |fn?)rrtci)a\1/|clayd Im;\lrgf/ed Im;\lrgf/ed 5 | Continued
15|56 | SR |§q?arrtc|f/|l>yd Imp’\:g\t/ed |mph:8f/ed |§q§?cl>6\l/|lzyd |§q?>?cl>6\l/|l>yd 6 i
16| 54| VRT Impl\:gf/ed ﬁiféi'éyd |fn?)rrtci:/|clayd |fn§rrtci>6\l/|clayd Im;\lrgf/ed 6 | continued
17 | 58 | MKL Imp'\:gf/e q Improved | Improved Img\ll'gf/e d Improved 7 Continued
18 | 63 | KPF Iri?):tci)e\l/ltla{i Improved | Improved Im;\lrgf/e d Im;\lrgf/e d 5 Continued
1946 DRN |mergf/ed ﬁi’féi"eyd I;?)?cl)e\llltlayd |mergf/ed Im;\lrgt/ed ’ 8
20 | 56| MK Imp'\:gfled |fnfa?cl>6\l/lyd |§q§?cl>6\l/|lzyd |mph:gf/ed Imr[\:gfled 5 | Continued
21166 KLS Impl\:gf/ed Imp’\:g\t/ed Img\ll'gf/ed |fn§rrtci>6\l/|clayd |fn§rrt<i:\1/|clayd 6 13
22| 64| VBR Iri?):tci)e\l/ltla{i Imp’\:g\t/ed Improved Imri\lrgf/ed Im;\lrg:/ed 5 Continued
28 | 53 | HTG |m;)'\:$/ed |§1;rrtcl>e\llléyd Ifn?)rrtcl)a\llltlayd |merg:/ed |merg:/ed 7| Continued
24145 DDR Imp'\:grled |fnfarrtc|>6\l/lyd |§q?>rrtc|f/|l>yd |mph:grled |§q?>rrtcl>6\l/tyd 7| Continued
25 | 55 | BNG |mergf/ed Imp,\:g\t/ed I;;?:\I/Ilzyd Imr[\:g:/ed Imr[\:g:/ed 5 | Continued
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Tableno 9
Table showing the symptoms on Day 15 in CONTROL group

ﬁ;‘ Wt | Initials | Back Pain ng;::y Spotting | L.O.C Fear En\rﬁll(led Outcome
26 | 42 | NDR |fnfarrtcl>?/ll,\yd |§qfarrtc|§/tyd Improved |mergf/ed Imp’\:g:/ed 6 | Continued
27| 54| SDR Impr\:grled Improved Ir:?)rrtg\lllgj Imp'\:gf/ed Imp’\:g:/ed 5 Continued
28138 CF |fnfarrtcl>?/ll,\yd |§qfarrtc|§/tyd |r|?n?;‘t(l>?/|(|3yd |mergf/ed |fnfarrtcl>?/ll,\yd 7 | Continued
29 | 48 | PKL Imp’\:g:/e q |r’:1?)rrt(i:/|(|;yd Improved Im;\lrgf/e d Improved 5 10

30 | 55 | FRD Imp’\:g:/e q Ir:?)?ci)ilzi Improved | Improved Imp’\:g:/e q 6 Continued
81|46 | SRV |fnfarrtcl>?/ll,\yd |§qfarrtc|§/tyd |r|?n?;‘t(l>?/|(|3yd |§q§?c|f/lyd Imp’\:g:/ed 5 | Continued
82 |5 | BIR |§Z¢§% Imp,\:gzled Im;\lrg:/ed Im;\lrgf/ed |§1ZT§% ! 8

33 | 65 | NOR |fnfarrtcl>?/ll,\yd |mergI/ed |r|?n?;‘t(l>?/|(|3yd |§q§?c|f/lyd |fnfarrtcl>?/ll,\yd 5 | Continued
34 | 54| SOR |mp’\:g:/ed |r$1?)rrtci:/|clayd |§1?>rrt<i>e\l/|l;yd Ir?]irrtci)a\llltlayd |mp’\:g:/ed 6 | continued
35 |59 | CJP | Improvement |r’:1?)rrt(i:/|(|;yd lg;rrt(i:)‘layd Im;\lrgt/e d Imp’\:g:/e q 5 Continued
5 | 54| PKL |§1ertcl>iléyd Imp’\:g:/ed |§1ertcl>e\l/|l;yd Im;\lrgf/ed Imp’\:g:/ed 5 | Continued
EEEAL LA AR
38 | 48| SRV |fnfarrtcl>?/ll,\yd |mergI/ed Imr[\:g:/ed |mergf/ed Imp’\:g:/ed 5 | Continued
89 | 56| BIR |§1;rrt<i$éyd |r$1?)rrtci:/|clayd |§1?>rrt<i>e\l/|l;yd Improved |mp’\:g:/ed 6 | Continued
4048 | DTH Im;\ll'g:/ed Imp’\:g:/ed |§1ertcl>e\l/|l;yd IE]?)rrtcl)a\I/ltlayd Imp’\:g:/ed 5 | Continued
41|65 | HUN Im;\ll'g:/ed Imp’\:g:/ed |§1ertcl>e\l/|l;yd Im;\lrgf/ed Imp’\:g:/ed 7| Continued
42| 58 | KLA |mph:§1ved |fnzrrlc|:/|clayd Improved Im;\lrgf/ed Imp’\:grled 5 | Continued
43 | 46 | SRD |fnfarrtcl>?/ll,\yd |mergI/ed |r|?n?;‘t(l>?/|(|3yd |§q§?c|f/lyd Imp’\:g:/ed 6 | Continued
44| 52| BHT |§1;rrt<i$éyd Imp’\:g:/ed Im;\lrgzled Improved |mp’\:g:/ed 5 | Continued
45 | 50 | FRD Improved I::]ertgygd Irljwf)rrtéa\l/léyd Improved Imp’\:gzle q 7 Continued
46| 58 | CBN Irljwf)rrtj)e\a/lyd Imp’\:gtled |En§rrt<i>e\l/|~|eyd |r$1?>rrtcif\l/|clayd Imp’\:gzled 5 | Continued
47 | 51| MM |;erl<l>‘?/lsleﬁ Imp,\:gtled |;2rrt<l>ﬂle¥:| |mergf/ed lmrrm; 6 | Continued
48 | 44| SAT |fnfarrtcl>?/tyd |mergI/ed |fn?>rrtcl>6\l/tyd |mergI/ed Imp’\:g:/ed 5 7

49| 56 | KLH Irljwf)rrtg\a/lyd Ir?]?)rrtci:/ltlayd |En§rrt<i>e\l/|~|eyd |r$1?>rrtcif\l/|clayd Imp’\:gzled 7| Continued
50 | 50 | HGM Irljwf)rrtg\i/lyd |mergI/ed Iswf)r::\l/lyd |mer$/ed Imp’\:gzled 6 | Continued
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Tableno 9
Table showing the symptoms on Day 15 in CONTROL group

Sr. Wt | Initials | Back Pain COI'FKV Spotting | L.0.C Fear Enrolled Outcome
No pain Wk
Partially Partially | Partially Not Partially .
51| 65 | BNT Improved | Improved | Improved | Improved | Improved 5 Continued
52 | 62 | FCB Partially Partially Improved Partially Not 6 Continued
Improved | Improved Improved | Improved
Partially Not Partially | Partially Not .
53 | 66 | BHU Improved | Improved | Improved | Improved | Improved 5 Continued
54 | 49 | SRD Not Partially | Partially Not Not 7 Continued
Improved | Improved | Improved | Improved | Improved
55 | 57 | VRT Improved Partially | Partally |- Partally Not 7 Continued
Improved | Improved | Improved | Improved
Not Not Partially Not .
56 | 60 | MKL Improved | Improved | Improved Improved Improved 5 Continued
57 | 52 | KPF Partially Not Partially | Partially Not 6 Continued
Improved | Improved | Improved | Improved | Improved
Partially Partially Not Partially .
58 | 45| DRN Improved | Improved Improved Improved | Improved 5 Continued
59 | 66 | MMK Not Not Partially | Partially | Partially 7 Continued
Improved | Improved | Improved | Improved | Improved
60 | 71 KLS Not Partially | Partially | Partially | Partially 7 Continued
Improved | Improved | Improved | Improved | Improved
61 | 53 | VBR Partially Not Partially Not Not 5 Continued
Improved | Improved | Improved | Improved | Improved
62 | 55 | HTG Partially Not Improved Not Not 6 Continued
Improved | Improved Improved | Improved
Not Not Not Not
63 | 49 | DDR Improved | Improved | Improved | Improved Improved 6 8
64 | 51 | BNG Not Not Partially Not Not 5 Continued
Improved | Improved | Improved | Improved | Improved
65 | 52 | MDS Not Not Partially Not Not 7 Continued
Improved | Improved | Improved | Improved | Improved
66 | 59 | ANG Partially Improved | Improved Not Not 5 Continued
Improved Improved | Improved
67 | 62 | KLA Not Not Partially Not Not 6 Continued
Improved | Improved | Improved | Improved | Improved
Not Partially | Partially Not Not .

68 | 51 | SRD Improved | Improved | Improved | Improved | Improved 5 Continued
69 | 54 | BHT | Not Not Partially Not Not 5 Continued
mproved | Improved | Improved | Improved | Improved
70 | 62 | FRD | Not Partially Not Not Partially 7 Continued
mproved | Improved | Improved | Improved | Improved
71 1 69 | cBN | Not Not Not Not Partially 6 Continued
mproved | Improved | Improved | Improved | Improved
|6t | vam | Not Not Not Not 5 | Continued
mproved | Improved | Improved | Improved | Improved

Partially Not Not Not .
73| 65| SAT Improved Improved Improved | Improved | Improved / Continued
|53 | Kk | N Not Not Not Not 5 | Continued
mproved | Improved | Improved | Improved | Improved
75 | 58 | HGM Improved lPamaIIy Partially Not Partially 5 Continued
mproved | Improved | Improved | Improved

229




Tableno 9
Table showing the symptoms on Day 15 in CONTROL group

Sr. Wt | Initials | Back Pain Colipky Spotting | L.O.C Fear Enrolled Outcome
No pain Wk

76 | 64 BNT Ir?]?)rrtcl)e\l/lzi Imp’\:gf/ed Ir?]?)rrtcl)e\l/lzi Ir?]?)rrtcl)e\l/lzi |§1ert:\l/|2:1 6 | Continued
77|69 FeB Impl\:gfled |§12?§& |§12?§& |§12?§& Imp,\:g\t/ed 5 | Continued
o [ | oo || ot P i | P |
79 | 49| SRD Imp’\:gf/ed Imp’\:gf/ed Ir?]?)rrtcl)e\l/lzi Improved ﬁi?éi'éﬁ 7| Continued
o [ | ver || pesty o |t | | Nt T
81 |51 MKL Imp’\:gf/ed Imp’\:gf/ed Imp’\:gf/ed Ir?l?)rrtci)e\l/ltla{i Imp’\:g\t/ed ! Continued
82 | 64| KPF Imp’\:gf/ed Imp’\:gf/ed Imp’\:gf/ed Imp’\:gf/ed Improved 5 Continued
83 | 58 | DRN I::]ert(if\lllg; Improved Imp’\:gf/e q Imp’\:gf/e q Improved 5 Continued
84| 43 | MMK Irzzrrtcl)e\l/ltla{i Imp’\:gf/ed Imp’\:gf/ed Imp’\:gf/ed Imp’\:g\t/ed ! Continued
8 | 54| BNG Improved Imp’\:gf/ed Imp’\:gf/ed Imp’\:gf/ed Imp’\:g\t/ed 6 Continued
86 | 56 | NOR Imp’\:gf/ed Imp’\:gf/ed Imp’\:gf/ed Imp’\:gf/ed |§1er2€2§1 5 | Continued
§7 | 63| SOR Imp’\:gf/ed Ir?]?)rrtcl)e\l/lzi Imp’\:gf/ed Imp’\:gf/ed |§1er2€2§1 6 | Continued
88 55| Cp Irzzrrtci)e\l/ltla{i Imp’\:gf/ed Imp’\:gf/ed Imp’\:gf/ed Imp’\:g\t/ed 5 Continued
89 158 | PKL Imp’\:gf/ed |fn§rrtc|:/|clayd Imp’\:gf/ed Imp’\:gf/ed |merg\t/ed 7| Continued
%0 | 62| FRD Imp’\:gf/ed Imp’\:gf/ed Imp’\:gf/ed Imp’\:gf/ed Imp’\:g\t/ed 6 Continued
91 | 64] SRV Ir?]?)rrtcl)e\l/lzi Imp’\:gf/ed Imp’\:gf/ed Imp’\:gfled |§1er2€2§1 5 | Continued
%2 | 46| BTR Imp’\:gf/ed Improved Imp’\:gf/ed Imp’\:gf/ed |merg\t/ed 5 ’
93 | 65 | NDR Imp’\:gf/ed Imp’\:gf/ed Imp’\:gf/ed Imp’\:gf/ed Imp’\:g\t/ed ! Continued
oo o son || petty ] roh Tt [ [Nt T
% |68 CJP Improved Imp’\:gf/ed Imp’\:gf/ed Imp’\:gf/ed Imp’\:g\t/ed 6 Continued
% |63 ] PKL Imp’\:gf/ed Imp’\:gf/ed Ir?]?)rrtcl)e\l/lzi |r$12rrt:\l/|cla{1 Imp’\:g\t/ed 5 | Continued
7 | 60| FRD |m;)’\:$/ed .Ef)féi"eyd .Ef)féi"eyd |r$12rrtc|:/|cla{1 Imp’\:g\t/ed 5 | Continued
o |50 swv | Lo s | F | P | Nt
o [68| 5T0 | ity | oy | |t oty |3
100] 58 | BHL Ir’:q?)r:clsgj Ir’:q?)r:clsgj |merg:/ed |merg:/ed |fn?arrtc|f/|éyd 7| Continued
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Table No 10
Table showing the symptoms on Day 45in CONTROL group

Sr. - Back Colicky . . Enrolle
No Initials Pain pain Spotting Depression Fear d wk Outcome
1 | DTH Pre?O”S"’t‘”Cy 5 6
2 | HWN Preflo”sﬁ‘”cy 6 7
3 | KA | Partialy | oty o Parally o000 | Patialy o o ined
Improved Improved Improved
4 SRD Partially Improved Improved Partially Improved 5 Continued
Improved Improved
Pregnancy
5 BT lost 5 9
6 | FRD Pre?O”S"’t‘”Cy 5 6
7 CBN Pre?onszincy 7 7
8 MGM Partially Partially Partially Partially Improved 5 Continued
Improved | Improved Improved Improved
o | sAT Preflo”sﬁ‘”cy 6 7
Partially Partially Not Partially .
10 KLH Improved | Improved Improved Improved Improved 5 Continued
11| HeM Pregrancy 6 7
Partially Partially Not .
12 BNT Improved | Improved Improved Improved Improved 7 Continued
13 FCB Partially Partially Improved Partially Not 5 Continued
Improved | Improved Improved Improved
14 BHU Partially Improved Partially Partially Improved 5 Continued
Improved Improved Improved
15 SR Preti;onsatmcy 6 9
16 VRT | Improved Partially Improved Partially Partially 6 continued
Improved Improved Improved
Partially Partially Partially Not .
17 MKL Improved | Improved Improved Improved Improved / Continued
18 KPF Improved Partially Partially Partially Partially 5 Continued
Improved Improved Improved Improved
19 DRN Pre?onszincy
Partially Partially Partially .
20 MK Improved | Improved Improved Improved Improved 5 Continued
21 KLS Not Not Not Not Improved Not 6 13
Improved | Improved Improved Improved
Partially Partially Partially .
22 VBR Improved | Improved Improved Improved Improved 5 Continued
23 HTG | Improved | Improved Partially Partially Improved 7 Continued
Improved Improved
24 DDR Not Partially Improved Improved Improved 7 Continued
Improved | Improved
Partially Partially Not .
25 BNG | Improved Improved Improved Not Improved Improved 5 Continued
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Table No 10
Table showing the symptoms on Day 45in CONTROL group

Sr. Initials Bagk COI'FKV Spotting | Depression Fear Enrolled Outcome
No Pain pain wk
Partially Partially Partially Not .
2 NDR Improved | Improved | Improved Improved Improved 6 Continued
27 SDR Improved | Improved Partially Not Improved 5 Continued
Improved Improved
Partially Partially .
28 CJP Improved Improved | Improved Improved | Improved 7 Continued
29 PKL Not Not Not Not Partially 5 10
Improved | Improved | Improved Improved Improved
30 FRD Not Improved | Improved Not Partially 6 Continued
Improved Improved Improved
Partially Not .
31 SRV Improved | Improved Improved Improved Improved 5 Continued
3 BTR pregnancy Partially 7 8
lost Improved
Not Not Partially Partially .
38 NDR Improved | Improved | Improved Improved Improved 5 Continued
34 SDR Improved | Improved Partially Improved Partially 6 continued
Improved Improved
35 CJP Partially Partially Improved Not Not 5 Continued
Improved | Improved Improved Improved
36 PKL Partially Partially Partially Improved Not 5 Continued
Improved | Improved | Improved Improved
37 FRD Partially Partially Partially Not Partially 7 Continued
Improved | Improved | Improved Improved Improved
Partially Partially Partially .
38 SRV Improved Improved Improved Improved Improved 5 Continued
39 BTR Partially Partially Partially Improved Not 6 Continued
Improved | Improved | Improved Improved
40 DTH Partially Improved Partially Partially Improved 5 Continued
Improved Improved Improved
41 HMN Partially Partially Partially Not Not 7 Continued
Improved | Improved | Improved Improved Improved
42 KLA Not Partially Improved Partially Not 5 Continued
Improved | Improved Improved Improved
Partially Not Not .
43 SRD Improved Improved Improved improved | Improved 6 Continued
44 BHT Not Partially Improved Not Improved 5 Continued
Improved | Improved Improved
45 FRD Partially Partially Partially Improved Not 7 Continued
Improved | Improved | Improved Improved
46 CBN Improved Partially Partially Not Partially 5 Continued
Improved | Improved Improved Improved
47 | MGM Improved Not Partally Improved Not 6 Continued
Improved | Improved Improved
pregnancy
48 SAT lost 5 7
49 KLH Partially Partially Partially Improved Not 7 Continued
Improved | Improved | Improved Improved
50 | HGM Improved Partially Not Partially Improved 6 Continued
Improved | Improved Improved
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Table No 10
Table showing the symptoms on Day 45in CONTROL group

Sr. - Back Colicky . . Enrolled
No. Initials Pain pain Spotting | Depression Fear wk Outcome
Not Partially Partially Partially .
51 BNT Improved Improved | Improved Improved Improved 5 Continued
52 FCB Improved Partially Improved Partially Partially 6 Continued
Improved Improved Improved
53 BHU Not Not Improved Improved Not 5 Continued
Improved | Improved Improved
Partially Partially Partially Not .
54 SAD Improved Improved | Improved Improved Improved ’ Continued
Partially Partially Partially .
55 VRT Improved | Improved Improved Improved Improved 7 Continued
56 MKL Partially Not Partially Partially Improved 5 Continued
Improved | Improved | Improved Improved
Partially Partially Partially Partially Not .
57 KPF Improved | Improved | Improved Improved Improved 6 Continued
Partially Not Partially Partially .
58 DRN Improved | Improved Improved Improved Improved 5 Continued
50 | MMK Partially Partially Partially Partially Not 7 Continued
Improved | Improved | Improved Improved Improved
Partially Partially Partially Not .
60 KLS Improved | Improved Improved Improved Improved / Continued
61 VBR Partially Partially Improved Partially Improved 5 Continued
Improved | Improved Improved
Partially Partially Not .
62 HTG Improved Improved Improved Improved Improved 6 Continued
63 DDR pregnancy Not 6 8
lost Improved
64 BNG Not Not Partially Partially Not 5 Continued
Improved | Improved | Improved Improved Improved
Partially Partially Not .
65 | MDS Improved | Improved Improved Improved Improved 7 Continued
66 | ANG Partially Partially Improved Partially Improved 5 Continued
Improved | Improved Improved
Partially Partially Not .
67 KLA Improved Improved Improved Improved Improved 6 Continued
68 SRD Not Improved | Improved Improved Not 5 Continued
Improved Improved
Partially Partially Partially Partially .
69 BHT Improved | Improved Improved Improved Improved 5 Continued
Partially Partially Partially Partially Partially .
70 FRD Improved | Improved | Improved Improved Improved / Continued
7 CBN Partially Partially Improved Partially Partially 6 Continued
Improved | Improved Improved Improved
Partially Partially Not .
72 | MGM | Improved Improved Improved Improved Improved 5 Continued
73 SAT Partially Partially Improved Improved Improved 7 Continued
Improved | Improved
Partially Not Partially .
74 KLH Improved | Improved Improved Improved Improved 5 Continued
75 | HGM Not Improved Partially Partially Not 5 Continued
Improved Improved Improved Improved
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Table No 10
Table showing the symptoms on Day 45in CONTROL group

Sr. | Initial Bagk COI'Fky Spotting Depression Fear Enrolled Outcome
No s Pain pain wk
Not Partially Partially .
76 BNT | Improved Improved Improved Improved Improved 6 Continued
77 FCB Partially | Partall Improved Improved Partially 5 Continued
Improved | Improved Improved
Partially Partially Not .
78 BHU | Improved | Improved Improved Improved Improved 6 Continued
79 SRD Not Partially Partially Partially Partially 7 Continued
Improved | Improved | Improved Improved Improved
80 VRT Partially | Partiall Improved | Not Improved Not 6 Continued
Improved | Improved Improved
Partially Partially Partially Partially .
81 MKL Improved | Improved Improved Improved Improved / Continued
82 KPF Partially | Partially Improved Partially Not 5 Continued
Improved | Improved Improved Improved
Partially Partially Partially .
83 | DRN | Improved Improved | Improved Improved Improved 5 Continued
84 | MMK | Improved Partially Improved Improved Not 7 Continued
Improved Improved
85 BNG Partially Partially Partially Partially Partially 6 Continued
Improved | Improved | Improved Improved Improved
86 NDR | Improved Partially Partially Partially Not 5 Continued
Improved | Improved Improved Improved
87 SDR Partially Not Improved Partially Improved 6 Continued
Improved | Improved Improved
Partially Not .
88 CJP Improved Improved | Improved | Not Improved Improved 5 Continued
89 PKL Not Partially Improved Partially Partially 7 Continued
Improved | Improved Improved Improved
90 FRD Partially Partially Improved Partially Partially 6 Continued
Improved | Improved Improved Improved
91 SRV Partially Partially Improved Improved Not 5 Continued
Improved | Improved Improved
92 BTR Partially | Partially | pregnanc Not Improved Partially 5 7
Improved | Improved y lost Improved
Partially Partially Partially Not .
% NDR Improved | Improved Improved Improved Improved / Continued
94 SDR Partially Partially Improved Improved Partially 5 Continued
Improved | Improved Improved
95 CJP Partially |~ Partially Improved | Not Improved Not 6 Continued
Improved | Improved Improved
9% PKL Partially Partially Partially Partially Improved 5 Continued
Improved | Improved | Improved Improved
97 FRD Partially | Partially Partially Partially Partially 5 Continued
Improved | Improved | Improved Improved Improved
Partially Partially .
98 SRV | Improved Improved Improved | Not Improved Improved 5 Continued
99 BTR Partially Improved | Improved Partially Not 5 Continued
Improved Improved Improved
100 | BHL | Improved | Improved | Improved Partially Improved 7 Continued
Improved
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Table No 11
Table showing the symptoms on Day 15in DRUG group

Sr

Back

Colicky

No Initials Pain Pain Spotting | Depression Fear Wk Outcome
| sk | N paany | N Notimproved | | N 5 | Continued
Improved Improved Improved
Not Not Partially Not .
2 SsB Improved | Improved | Improved Not Improved Improved 6 Continued
Partially . Partially Not .
3 MSS Improved Partially | Improved Improved Improved 5 Continued
4 SKS Not Not Improved | Not Improved Not 6 Continued
Improved | Improved Improved
Partially Not Not Partially Partially
5 ASD Improved | Improved | Improved Improved Improved / Continued
6 | spa |, N | paiany | NOU | Notimproved | Fatialy 5 | Continued
Improved Improved Improved
Not . Not Not .
7 TSN Improved Partially Improved Not Improved Improved 6 Continued
Not . Not Not
8 JPN Improved Partially Improved Not Improved Improved 5 9
o | ppp | Nt Not | Partially | o joroveq | Partially 5 | Continued
Improved | Improved | Improved Improved
Not . Not Not .
10 ADB Improved Partially Improved Not Improved Improved 5 Continued
11 JSE Partially Partially Partially Partially Not 7 13
Improved Improved Improved Improved
Not Not Not .
12 SBK Improved | Improved Improved | Not Improved Improved 5 Continued
Partially . Partially Not .
13 SPG Improved Partially | Improved Improved Improved 5 Continued
14 SNT Not Not Improved | Not Improved Partally 6 Continued
Improved | Improved Improved
Not . Not .
15 NTS Improved Partially Improved Not Improved | Improved 6 Continued
16 | Ask | NOU | partany | P2V Notimoroved | PAraly 6 | Continued
Improved Improved Improved
17 SNK Not Not Not Not Improved Not 5 Continued
Improved | Improved | Improved Improved
Partially Not Partially Partially
18 ADM Improved Improved Improved Improved Improved / Continued
19 | pvc | N | ey | N Notimproved | | N 5 | Continued
Improved Improved Improved
Not . Partially Not .
20 KPP Improved Partially | Improved Improved Improved 5 Continued
21 RCN Not Not Partially Not Improved Not 6 7
Improved | Improved | Improved Improved
22 | psk |, NOU I pagigny | Partialy | Partall Not 6 | Continued
Improved Improved Improved Improved
23 PPG Partially Improved Partially Not Improved Partially 5 Continued
Improved Improved Improved
24 SRK Partially Partially | Improved | Not Improved Partally 6 Continued
Improved Improved
Not Not Not Not
25 sBN Improved | Improved | Improved Not Improved Improved / 9
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Table No 11
Table showing the symptoms on Day 15in DRUG group

Sr - Back Colicky . Depressio Enrolle
No Initials Pain Pain Spotting n Fear d Wk Outcome
26 | spg | famaly | ooy, | Partilly | Partially o eq | 5| Continued
Improved Improved | Improved
27 TSP Not Improved | Improved Not Partially 6 Continued
Improved Improved | Improved
o8 SMM Partially Not Improved Partially Partially 7 Continued
Improved | Improved Improved | Improved
29 CRK Not Partially | Improved Not Improved 5 Continued
Improved Improved
Not Not Partially Not Not .
30 SMT Improved | Improved | Improved | Improved | Improved 5 Continued
Not Not Partially Not .
3 Y6 Improved | Improved Improved Improved | Improved 4 Continued
Partially Partially Not Not .
32 SAS Improved Improved Improved | Improved | Improved 5 Continued
Not . Not Not .
33 SBC Improved Partially | Improved improved | Improved 6 Continued
34 SPC Partially Improved Partially Not Partially 5 Continued
Improved Improved | Improved | Improved
Not . Not Partially .
35 KVP Improved Partially | Improved improved | Improved 5 Continued
Not . Partially .
36 SPB Improved Partially Improved Improved | Improved 7 Continued
37 RAR Partially Partally Partially Not Partially 5 Continued
Improved Improved | Improved | Improved
38 | NTK Not * 1 pargiay | Partially Not Not 7| Continued
Improved Improved | Improved | Improved
Not Not Not Partially Not .
39 UAB Improved | Improved | Improved | Improved | Improved / Continued
40 JAK Improved Not Partially Not Not 5 Continued
Improved | Improved | Improved | Improved
41 | ARS Not * 1 pargialy | Not Partially | Not 5 | Continued
Improved Improved | Improved | Improved
Partially Not Partially Not .
42 SMC Improved | Improved | Improved Improved Improved 4 Continued
Not Partially Not Partially .
43 MSD Improved Improved Improved | Improved | Improved 5 Continued
Partially Not Not Not .
44 GKN Improved Improved Improved | Improved | Improved 5 Continued
Not . Partially Partially Not .
4 RSB Improved Partially Improved | Improved | Improved ’ Continued
46 CDC Not Not Improved Not Not 6 Continued
Improved | Improved Improved | Improved
47 SAK Improved Not Improved Partially Partially 5 Continued
Improved Improved | Improved
Not . Partially Not Not .
48 ASR Improved Partially Improved | Improved | Improved 4 Continued
49 RSD Not Improved Partially Partially Improved 5 Continued
Improved Improved | Improved
50 SRP Not Not Not Not Improved 7 Continued
Improved | Improved | Improved | Improved
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Table No 11
Table showing the symptoms on Day 15in DRUG group.

Sr

Back

Colicky

Depressi

Enrolled

No Initials Pain Pain Spotting on Fear Wk Outcome
51 LRM Improved | Partially | Improved lmﬁi}"\i}% |,~F:]?,T(i:\i,|2:j 5 Continued
52 | WIT Imp'\:g:/ed Partially |§qfarrlc|f\1/|lzyd Imp'\:g:/ed Im;\:g:/ed 7 | Continued
53 | SPS Imp'\:g:/ed Partially Impr\:gtled Imp'\:g:/ed |§q?>rrtc|:\a/|gd 5 | Continued
5 SVM Impl\:grled Partially Ir:?)l:ci)iltla{i Impl\:grled |m[.')\ll’8:/ed 5 Continued
55 SSC Imp'\:g:/e q Partially | Improved Ifnf)rrtg\i/ll,\yd Im;\:g:/e d 7 Continued
5 | SK Impl\:gtled |mer83/ed Imp,\:gzled ﬁ??éi'éyd |rFr’12rr[cl)E\1/|cla¥:| 7| Continued
57 PHS Improved Im;\:g:/e q Impl\:gzle q Imp'\:grle q Improved 5 Continued
58 VoK Impl\:g:/ed Imr[\:gtled Improved Impl\:g:/ed Imr[\:gtled / /

5 | SBC Impl\:gtled |mer83/ed Imp,\:gzled ﬁ??éi'éyd |rFr’12rr[cl)E\1/|cla¥:| 6 | Continued
60 | 888 Imp'\:g:/ed Imr!\:g:/ed |§qfarrtc|§/tyd Imp'\:g:/ed mproved | 5 | Continued
o1 UNK Ir:?):lg\i/lzi Improved Impl\:gtled Impl\:grled Ir:?):lci:\illtlaszﬂ 5 Continued
62 | SKS Imp'\:g:/ed Partially |§qfarrtc|§/tyd |fnfarrtcl>?/li.\yd Imr!\:g:/ed 6 | Continued
63 | SSP |mp'\:g:/ed Partially |fn?)rrtci:/|clayd |qurrt<i>?/lyd Imp'\:gjled 7| Continued
64 | MTB lmp":gfle 4 | Partaly | improved | mproved Irigrr‘;‘/'é‘; 6 | Continued
65 | RAP | Impoved | Parly | p“:gf/ o lfﬂ;fc'jl'éyd Iz;rr‘c'f/'gd 7| Continued
66 | SAD Impl\:gtled Partially Imp,\:gzled ﬁ??éi'éyd |rii?§cla¥1 5 | Continued
67 | RBD |qurrt<i>?/lyd Partally Imp":gf/e . |qurrt<i>?/lyd Improved | 7 | Continued
68 | PDD |§1;rrtcl>?/tyd Partially Ifﬂ;rr‘(ﬁ'gd Improved Iri;rr‘(':\i/'éyd 5 | Continued
69 SPV Imp'\:gtle q Improved | Improved lmﬁi}"\i}% |,~F:]?,T(i:\i,|2:j 5 Continued
0| sV m;\:g:, o | Partaly Imﬂyd improved | | mr!\:g:/ | 7| Continved
71 | Kss lgzrr‘(';‘l'éyd Partially | Improved lmm/e . |mer8:/e .| 5| continued
2 LSR Impl\:gzled Imp'\:g:/ed Improved Impl\:gzled Imp'\:gtled 6 Continued
73 MRB lg;r:(i;ty f Improved | Improved lg;r:(i;ty q Ir':};?;?/ly f 5 Continued
74 | SRK lmm/e ;| Partaly Ifﬂ;rr‘('f\‘/'zj Improved |mer8:/e .| 7 | continued
5| SAP |fnfarrtcl>?/li.\yd Imr!\:g:/ed |§qfarrtc|§/tyd |fnfarrtcl>?/li.\yd Imr!\:g:/ed 5 | Continued
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Table No 11

Table showing the symptoms on Day 15in DRUG group.

Sr | Initial Back Colicky . . Enrolled
No s Pain Pain Spotting Depression Fear Wk Outcome
76 | AHP | NOU 1 parany | PRIV o imoroved | Nt 5 14
Improved Improved Improved
77 | mag | PRI 1 pagan | NOU T Notimproved | Fartally 5 | Continued
Improved Improved Improved
78 | sKs Not Not Not Partially Not 6 Continued
Improved | Improved | Improved Improved Improved
79 | ang | NOU | partally | improved | Fartaly Not 7| Continued
Improved Improved Improved
. Not Not .
80 | SPM | Improved | Partially Improved Improved Improved 5 Continued
81 | SDG Not Partially | Improved Partially Improved 6 Continued
Improved Improved
g2 | sAD | NoU | papgary | Not Partially |\ oved | 5| Continued
Improved Improved Improved
83 | ADC | Improved | Partially | Improved | NotImproved | Improved 5 Continued
84 | SAC | Improved Not Partially Partially Partially 7 Continued
Improved | Improved Improved Improved
85 VS Not Not Partially Partially Partially 7 Continued
Improved | Improved | Improved Improved Improved
Partially Not .
86 | STP | Improved | Improved Not Improved 5 Continued
Improved Improved
Not Not Partially Not .
87 | MPS Improved Improved Improved Improved Improved 6 Continued
g8 | sNG | MU | paaly | NOU T Notimproved | Nt 7 9
Improved Improved Improved
89 | RGB | Improved Not Partially Partially Improved 5 Continued
Improved | Improved Improved
90 | RTP | Improved Not Not Improved Not 7 Continued
Improved | Improved Improved
ot | nsp | Nt T partany | Nt Partially |\ oroved | 5 19
Improved Improved Improved
Not Not Partially Partially .
% | PCR Improved | Improved | Improved Improved Improved 6 Continued
93 | SBN Partially Not Partially Improved Partially 6 Continued
Improved | Improved | Improved Improved
94 | STP Not Not Improved Improved Partially 7 Continued
Improved | Improved Improved
95 | RTG Partially Not Not Not Improved Not 5 7
Improved | Improved | Improved Improved
9 | STC Not Not Not Not Improved | Improved 6 Continued
Improved | Improved | Improved
Not . Partially Not .
97 | SPB Improved Partially Improved Improved Improved 6 Continued
98 | RSB Partially Improved Partially Partially Not 7 Continued
Improved Improved Improved Improved
99 PTV Partially Improved Partially Improved Partially 5 Continued
Improved Improved Improved
100 | VRT Not Improved | Improved Improved Improved 6 Continued
Improved
PI=9
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Table No 12
Table showing the symptoms on Day 30in DRUG group

Sr. - Back Colicky . . Enrolled
No Initials pain pain Spotting | Depression Fear Wk Outcome
Partially Partially Not Partially Not Continue
1 SNK 5
Improved | Improved | Improved Improved Improved d
Partially Not . Not Continue
2 SsB Improved | Improved Partially Improved Improved 6 d
Partially Partially Continue
3 MSS Improved Improved | Improved | Not Improved Improved 5 d
Partially Partially Continue
4 SKS Improved Improved Improved | Not Improved Improved 6 d
Partially Partially . Partially Partially Continue
5 ASD Improved | Improved Partially Improved Improved / d
Partially Partially Partially Continue
6 SPG Improved Improved | Improved Improved Improved 5 d
7 TSN Not Improved | Partially Partially Partially 6 Continue
Improved Improved Improved d
Not Not Not Not
8 JPN Improved | Improved | Improved Not Improved Improved 5 °
Partially Not . Partially Continue
9 PPP Improved | Improved Partially | Not Improved Improved 5 d
Partially . Partially Partially Continue
10 ADB Improved Improved Partially Improved Improved 5 d
Not Partially . Not
11 JSE Improved | Improved Partially | Not Improved Improved 7 13
12 SBK Partially Partially Improved Partially Partially 5 Continue
Improved | Improved Improved Improved d
13 SPG Improved | Improved | Improved Improved Improved 5 Con(tjlnue
Partially Partially Partially Partially Continue
14 SNT Improved | Improved Improved Improved Improved 6 d
Partially Partially Partially Partially Continue
15 NTS Improved | Improved Improved Improved Improved 6 d
Not . Continue
16 ASK Improved Improved | Partially Improved Improved 6 d
17 SNK Partially Partially Improved Improved Improved 5 Continue
Improved | Improved d
Not Partially Partially Partially Continue
18 ADM Improved | Improved Improved Improved Improved ’ d
Partially . Partially Partially Continue
19 PVC Improved Improved | - Partially Improved Improved 5 d
Partially Partially . Partially Continue
20 KPP Improved | Improved Partially Improved Improved 5 d
pregnanc
21 RCN y lost 6 7
29 DSK Partially Not Partially | Not Improved Partially 6 Continue
Improved | Improved Improved d
Partially Partially Partially Continue
23 PPG Improved Improved Improved Improved Improved 5 d
Partially Partially Partially Partially Continue
24 SRK Improved | Improved Improved Improved Improved 6 d
Not Not Not
25 SBN Improved Improved Improved Not Improved Improved 7 9
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Table No 12
Table showing the symptoms on Day 30in DRUG group

Sr. . Back Colicky . . Enrolled
No. Initials pain pain Spotting | Depression Fear Wk Outcome
%6 SBG Not Partially Partially Partially Partially 5 Continued
Improved | Improved Improved Improved
27 TSP Partially Improved | Improved Partially Improved 6 Continued
Improved Improved
28 | SMM Partially Not Improved Improved Partially 7 Continued
Improved | Improved Improved
29 CRK Improved | Improved | Improved | Not Improved IParnaIIy 5 Continued
mproved
Not Partially Not .
30 SMT Improved Improved Improved Improved Improved 5 Continued
31 JYG Not Not Improved Partially Improved 7 Continued
Improved | Improved Improved
3 | sas | Patialy | Partialy | ooy, | Partialy o ved | 5| Continued
Improved | Improved Improved
33 SBC Improved Partially Improved | Not Improved Partially 6 Continued
Improved Improved
34 SPC Improved Partially Improved | Not Improved Partally 5 Continued
Improved Improved
Partially Partially Partially .
35 KVP Improved | Improved Improved Improved Improved 5 Continued
36 SPB Improved Not Partially Improved Partially 7 Continued
Improved Improved
37 RAR Partially Partially Improved Improved Partially 5 Continued
Improved | Improved Improved
38 NTK Improved Not Partially Partially Improved 7 Continued
Improved Improved
39 | uap | [faraly | Partialy o, o Partially oo ed |7 | Continued
Improved | Improved Improved
Partially Not . Partially Partially .
40 e Improved | Improved Partially Improved Improved 5 Continued
41 ARS Improved Partially Partially Improved Partially 5 Continued
Improved Improved
42 SMC Improved Partially Partially Partially Improved 7 Continued
Improved Improved
43 MSD Improved Not Partially Improved Improved 5 Continued
Improved
44 GKN Partially Not Improved Improved Improved 5 Continued
Improved | Improved
Partially Not . .
45 RSB Improved | Improved Partially Improved Improved 7 Continued
46 CDC Partially Not Not Not Improved | Improved 6 Continued
Improved | Improved | Improved
47 SAK Partially Partially Improved Partially Partially 5 Continued
Improved | Improved Improved Improved
48 ASR Partially Partially Partially Partially Partially 7 Continued
Improved | Improved Improved Improved
49 RSD Not Partially Improved Partially Partially 5 Continued
Improved | Improved Improved Improved
Partially Partially Partially .
50 SRP Improved Improved 7 Continued
Improved | Improved Improved
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Table No 12

Table showing the symptoms on Day 30in DRUG group

Sr | Initial . Colicky . . Enrolled
No s Back pain pain Spotting | Depression Fear Wk Outcome
51 | LRM Partially Improved Partially Improved Partially 5 Continued
Improved Improved
52 | YVT | Improved Not Partially Improved Partially 7 Continued
Improved Improved
53 | SPS Partially Partially Improved Improved Partially 5 Continued
Improved | Improved Improved
54 | SVM Partially Partially Improved Partially Improved 5 Continued
Improved | Improved Improved
Partially . Partially .
55 | SSC | Improved Improved Partially | Not Improved Improved 7 Continued
56 | SSK Partially Not Improved Partially Partially 7 Continued
Improved | Improved Improved Improved
57 | PHS | Improved Not Improved Partially Improved 5 Continued
Improved Improved
58 | VSK pregnanc 0 7
y lost
59 | sgc | oy Not * 1 partay |  Partially Not 6 | Continued
Improved | Improved Improved Improved
Not . Not .
60 | SSS Improved Improved Partially Improved Improved 5 Continued
61 UNK Partially Partially Improved Partially Partially 5 Continued
Improved | Improved Improved Improved
62 | SKS Partially Not Partiall Partially Partially 6 Continued
Improved | Improved Improved Improved
63 | SSP IPamaIIy Improved | Improved Improved Improved 7 Continued
mproved
64 | MTB Partially Improved | Improved Improved Not 6 Continued
Improved Improved
Partially Partially Partially .
65 | RAP Improved Improved | Improved Improved Improved 7 Continued
66 | SAD | N | imoroved | Partialy | rartaly o Partially ©f g e e
Improved Improved Improved
67 | RBD | Improved | Improved | Improved | NotImproved Partially 7 Continued
Improved
68 | PDD Partially Improved Partially Partially Improved 5 Continued
Improved Improved
69 | SPV Not Improved | Improved Partially Not 5 Continued
Improved Improved Improved
Partially Not .
70 | SPV | Improved | Improved | Improved Improved Improved 7 Continued
71 | KSS Partially Improved | Improved Improved Partially 5 Continued
Improved Improved
72 | LSR Improved | Improved | Improved Partially Partially 6 Continued
Improved Improved
73 | MRB Partially Not Improved Partially Improved 5 Continued
Improved | Improved Improved
74 | SRK Not Partially Partially | NotImproved | Improved 7 Continued
Improved | Improved
75 | SAP Partially Partially Partially Partially Not 5 Continued
Improved | Improved Improved Improved
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Table No 12
Table showing the symptoms on Day 30in DRUG group

Sr. - Back Colicky ; . Enrolled
No Initials pain pain Spotting | Depression Fear Wk Outcome
76 AHP Not Not Partially Partially Partially 5 14
Improved | Improved Improved Improved
77 | MAG | Improved Partially Improved Improved Partially 5 Continued
Improved Improved
78 SKS | Improved | Improved Partially | Not Improved | Not 6 Continued
mproved
79 | ang | Not | Partaly ooy | Pataly o oved | 7| Continued
Improved | Improved Improved
Partially Partially . .
80 SPM Improved | Improved Partially | NotImproved | Improved 5 Continued
81 SDG Not Partially Improved | Not Improved Partially 6 Continued
Improved | Improved Improved
82 SAD Partially Improved | Improved Partially Not 5 Continued
Improved Improved Improved
83 ADC Not Improved | Improved Partially Partially 5 Continued
Improved Improved Improved
g | sac | Patialy | Partaly oo | mproved | P2V 12 ] continued
Improved | Improved Improved
Partially Partially . Partially Partially .
8 Vel Improved | Improved Partially Improved Improved / Continued
86 STP | Improved lPamaIIy Partially Improved Improved 5 Continued
mproved
87 MPS | Improved | Improved Not Partially Improved 6 Continued
Improved Improved
88 SNG Not Not Not Not Improved Partially 7 9
Improved | Improved | Improved Improved
g0 | reg | N Not 1 partigny |  Partaly -\ Partially 5 e
Improved | Improved Improved Improved
Partially Partially . Partially Partially .
%0 RTP Improved | Improved Partially Improved Improved / Continued
91 NSD Not Partially Not Not Improved 5 19
Improved | Improved | Improved
9 | pcp | Not | Partialy ooy, | Partaly Not 6 | Continued
Improved | Improved Improved Improved
o3 | sy | Partialy | Not oy, | Parially Not 6 | Continued
Improved | Improved Improved Improved
94 STP | Improved Partially Improved Improved Partially 7 Continued
Improved Improved
Not Not Not Not
% RTG Improved | Improved | Improved Not Improved Improved 5 /
96 STC | Improved Partially Partially Improved Improved 6 Continued
Improved
o7 | spg | N Not " 1 paially | Improved | Fartally 6 | Continued
Improved | Improved Improved
98 RSB | Improved | Improved Partially Improved IPamaIIy 7 Continued
mproved
99 PTV Not Not Improved Partially Improved 5 Continued
Improved | Improved Improved
100 | VRT Partially Improved | Improved Partially Improved 6 Continued
Improved Improved
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Table No 13
Table showing the symptoms on Day 45in DRUG group.

S Initials Ba?k COI'Fky Spotting | L.O.C Fear Enrolled Outcome
No pain pain wk
Not .
1 SNK | Improved | Improved | Improved | Improved Improved 5 Continued
9 SSB Not Partially | Partially Improved Partially 6 Continued
Improved | Improved | Improved Improved
Not Partially .
3 MSS | Improved Improved Improved | Improved Improved 5 Continued
4 SKS | Improved | Improved | Improved | Not Improved 6 Continued
mproved
5 ASD Partially | Partially | Partially | Partially | Partially 7 Continued
Improved | Improved | Improved | Improved | Improved
6 SPG | Improved | Improved | Improved | Improved | Improved 5 Continued
7 TSN Partially Improved Partially | Partially | Partially 6 Continued
Improved Improved | Improved | Improved
Not Not Not Not Partially
8 JPN 5 9
Improved | Improved | Improved | Improved | Improved
9 PPP | Improved Not Partially Not Partially 5 Continued
Improved | Improved | Improved | Improved
10 | ADB | Improved | Improved | Improved | Improved Partially 5 Continued
Improved
11 JSE Not Not Improved Not Not 7 13
Improved | Improved Improved | Improved
12 SBK Partially | Partially | Partially | Partially improved 5 Continued
Improved | Improved | Improved | Improved
13 | SPG | Improved Partially Improved Partally | Partiall 5 Continued
Improved Improved | Improved
14 | SNT | Improved Partially Improved | Improved Partially 6 Continued
Improved Improved
15 NTS | Improved | Improved | Improved | Improved Not 6 Continued
Improved
16 | ASK | Improved | Improved | Improved Not 1 6 Continued
Improved
17 | SNK | Improved Partially Improved | Improved Partially 5 Continued
Improved Improved
18 | ADM Partially Improved | Improved Partally | Partiall 7 Continued
Improved Improved | Improved
19 PVC Partially Improved Partially Improved | Improved 5 Continued
Improved Improved
20 KPP | Improved | Improved | Improved IParnaIIy Improved 5 Continued
mproved
o1 RCN Preglnancy 6 7
ost
22 DSK | Improved Partially | Partiall Improved | Improved 6 Continued
Improved | Improved
23 | PPG | Improved Partially Improved Partilly | Partially 5 Continued
Improved Improved | Improved
24 | SRK | Improved Partially Improved Partially | Partiall 6 Continued
Improved Improved | Improved
o5 SBN Preglnancy 7 9
ost
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Table No 13
Table showing the sym

toms on Day 45in DRUG group.

Sr | Initia . Colicky . Enrolled
No | Is Back pain pain Spotting L.0.C Fear wk Outcome
26 | SBG | Improved Partially Partially Partially Improved 5 Continue
Improved | Improved | Improved d
27 | TSP | Improved Partially Improved Partially Partially 6 Continue
Improved Improved Improved d
28 | SMM Partially Improved | Improved | Improved Partially 7 Continue
Improved Improved d
29 | CRK | Improved | Improved | Improved | Improved Improved 5 Congnue
Partially Partially Continue
30 | SMT | Improved | Improved | Improved Improved Improved 5 d
31 | JYG Not Partially Improved Partially Improved - Continue
Improved | Improved Improved d
32 | SAS | Improved Partially Improved Partially Improved 5 Continue
Improved Improved d
33 | SBC Partially Improved | Improved Partially Improved 6 Continue
Improved Improved d
34 | SPC | Improved | Improved | Improved Partially Partially 5 Continue
Improved Improved d
Partially Partially Continue
35 | KVP | Improved Improved Improved Improved Improved 5 d
Not Partially Continue
36 | SPB | Improved Improved | Improved Improved Improved 7 d
37 | RAR | Improved Improved | Improved | Improved Ir:?)rrt:\l/lg f 5 Con(tjlnue
Partially Continue
38 | NTK | Improved | Improved | Improved Improved Improved 7 d
Partially Continue
39 | UAB | Improved | Improved | Improved Improved Improved 7 d
Not Partially Partially Continue
40 | JAK Improved | Improved Improved Improved Improved 5 d
Not Continue
41 | ARS Improved Improved | Improved | Improved Improved 5 d
42 | SMC | Improved Improved | Improved | Improved Ir:?)rrt:\l/lg f 7 Con(tjlnue
43 | MSD | Improved Partially Improved Not Not 5 Continue
Improved Improved Improved d
44 | GKN | Improved Not Partially Partially Partially 5 Continue
Improved | Improved | Improved Improved d
Not Not Partially Partially Continue
45 | RSB Improved | Improved Improved Improved Improved / d
46 | coc Partially Not Improved Not Partially 6 Continue
Improved | Improved Improved Improved d
47 | SAK | Improved | Improved Partially Partially Improved 5 Continue
Improved | Improved d
Partially Continue
48 | ASR Improved Improved | Improved | Improved Improved 7 d
Not Partially Continue
49 | RSD Improved Improved | Improved Improved Improved 5 d
50 | SRP | Improved | Improved | Improved Partially Partially 7 Continue
Improved Improved d
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Table No 13

Table showing the symptoms on Day 45in DRUG group.

Sr - Back Colicky . Enrolled
No Initials pain pain Spotting L.o.C Fear wk Outcome
51 LRM Partially Improved Partially Partially Partially 5 Continued
Improved Improved | Improved Improved
52 YVT | Improved Partially Improved Not Partially 7 Continued
Improved Improved Improved
53 SPS | Improved Partially Improved | Improved Improved 5 Continued
Improved
54 SVM Partially Improved | Improved Partially Improved 5 Continued
Improved Improved
Partially Partially Partially .
55 SSC | Improved improved | Improved | Improved Improved 7 Continued
56 SSK | Improved | Improved | Improved Partially Improved 7 Continued
Improved
57 PHS | Improved | Improved | Improved Partially Partially 5 Continued
Improved Improved
58 VSK Preglnancy 7
ost
59 SBC Partially | Partially Partially Partially Partially 6 Continued
Improved | Improved | Improved | Improved Improved
Partially Partially Partially .
60 SSS Improved Improved Improved Improved Improved 5 Continued
61 UNK | Improved Partially Improved Partially Improved 5 Continued
Improved Improved
62 SKS | Improved Partially Improved Partially Improved 6 Continued
Improved Improved
63 SSP Partially Improved | Improved Partially Not 7 Continued
Improved Improved Improved
64 MTB | Improved | Improved | Improved Partially Improved 6 Continued
Improved
Partially Partially .
65 RAP Improved Improved Improved Improved Improved 7 Continued
66 SAD | Improved | Improved | Improved | Improved Improved 5 Continued
67 RBD | Improved | Improved IParnaIIy Improved Improved 7 Continued
mproved
Partially | Partially Partially Partially Not .
68 PDD Improved | Improved | Improved | Improved Improved 5 Continued
Partially Partially .
69 SPV Improved Improved | Improved | Improved Improved 5 Continued
70 SPV Not Improved | Improved Partially Partially 7 Continued
Improved Improved Improved
Partially Partially .
71 KSS Improved Improved | Improved | Improved Improved 5 Continued
72 LSR | Improved | Improved | Improved | Improved Not 6 Continued
Improved
73 MRB | Improved Partially Improved Partially Partially 5 Continued
Improved Improved Improved
Not Partially Partially Partially .
74 SRK Improved | Improved | Improved Improved Improved / Continued
75 SAP | Improved | Improved Partially Improved Partially 5 Continued
Improved Improved
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Table No 13
Table showing the symptoms on Day 45in DRUG group.

Sr. Initials Baf:k Co"f:ky Spotting L.o.C Fear Enrolled Outcome
No pain pain wk
Not Not Not Not Not
76 AHP Improved | Improved | Improved | Improved | Improved 5 14
77 MAG Improved | Improved | Improved | Improved Partially 5 Continued
Improved
Partially .
78 SKS Improved | Improved Improved Improved | Improved 6 Continued
79 ANG Not Improved Partially Improved | Improved 7 Continued
Improved Improved
80 SPM Improved Partially Partially Partially Improved 5 Continued
Improved | Improved | Improved
Not Partially Partially .
81 SDG Improved Improved | Improved Improved | Improved 6 Continued
82 SAD Improved | Improved | Improved Partially Not 5 Continued
Improved | Improved
Not Partially .
83 ADC Improved Improved | Improved Improved Improved 5 Continued
84 SAC Improved | Improved Partially Improved | Improved 7 Continued
Improved
85 VSJ Partially Improved Not Not Improved 7 Continued
Improved Improved | Improved
86 STP Improved Partially Not Not Partially 5 Continued
Improved | Improved | Improved Improved
87 MPS Improved | Improved Partially Partially Improved 6 Continued
Improved | Improved
Pregnanc
88 SNG y Lost 7 9
89 RGB Improved Partially Partially Partially Improved 5 Continued
Improved | Improved | Improved
90 RTP Partially Improved | Improved | Improved | Improved 7 Continued
Improved
91 NSD Not Not Not Not Improved 5 19
Improved | Improved | Improved | Improved
92 PCR Improved | Improved Partially Not Improved 6 Continued
Improved | Improved
Partially Partially .
93 SBN Improved Improved | Improved | Improved Improved 6 Continued
94 STP Improved Partially Improved | Improved | Improved 7 Continued
Improved
95 RTG Pre?_nancy 5 7
ost
96 STC Improved Partially Partially Improved | Improved 6 Continued
Improved | Improved
97 SPB Improved | Improved | Improved | Improved | Improved 6 Continued
Partially Partially .
98 RSB Improved | Improved Improved | Improved Improved 7 Continued
Partially Not .
99 PTV Improved Improved | Improved | Improved Improved 5 Continued
100 VRT Improved | Improved | Improved | Improved | Improved 6 Continued
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TableNo 7

Table showing effect of Meditation Parameters + Sushrutokta Garbhini Regimen after Day1

223

Srno Initials | Radial Pulse gy; Sﬁrzp Sleep Qlt Mood Tolerance EZ?: Cg!?:y Spotting | L.O.C. | Fear
1 JSB 73 120 5 Disturbed Ok Medium 4 2 1 0 0
2 JSD 77 130 6 Disturbed OK Low 3 3 2 1 1
3 BPM 78 110 6.5 Fragmented Ok Low 4 3 0 1 2
4 BAP 69 114 7 Fragmented Good High 2 1 1 2 1
5 SMK 72 128 6.5 Disturbed Stressful | Medium 2 0 0 2 1
6 RYM 80 128 5 Restful Ok Medium 4 3 2 2 1
7 AGB 84 122 6.5 Fragmented Irritable Low 4 4 1 1 0
8 PSG 67 110 8 Sound Good Medium 3 2 2 0 0
9 PGW 74 132 7 Fragmented | Stressful High 2 1 1 1 0
10 ESS 78 128 6 Fragmented Irritable Medium 3 1 0 2 1
11 SDB 68 118 6 Disturbed Ok High 4 3 1 1 0
12 RAP 70 116 55 Disturbed OK Low 2 1 2 0 0
13 SSK 82 126 75 Sound Happy Medium 2 1 2 0 1
14 NAS 70 118 6 Disturbed Irritable Medium 3 3 0 3 2
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TableNo 7
Table showing effect of Meditation Parameters + Sushrutokta Garbhini Regimen after Dayl
Srno Initials I:,i(ljsizl gy; Sll_tlerzp Sleep Qlt Mood Tolerance Ez?: Cg!‘f:y Spotting LO.C. | Fear
15 MPK 75 128 6 Fragmented | Good High 3 2 0 1 0
16 VSD 76 124 5 Restful Ok Medium 2 2 2 0 1
17 MPP 80 126 55 Restful Stressful Medium 3 1 1 0 0
18 PRS 78 120 6 Fragmented | Irritable Low 4 3 0 2
19 SKB 72 114 75 Sound Good Low 4 2 0 1 0
20 MAM 78 118 6.5 Fragmented | Good High 2 1 2 1 1
21 JYG 81 122 7 Sound Stressful Low 4 2 1 2 2
22 TRD 76 134 Fragmented | Irritable Medium 3 1 1 1 0
23 SPR 79 120 6.5 Sound Stressful Low 4 3 0 0 1
24 MHP 80 100 6 Disturbed OK Medium 2 1 1 1 0
25 DRT 81 102 75 Sound Irritable Low 4 2 1 1 1
26 SGS 73 118 7 Fragmented | Stressful High 2 2 2 2 0
27 ENK 68 108 6 Restful Good Medium 3 1 1 0 0
28 SPC 70 124 55 Fragmented | Good High 3 0 0 0 1
29 SPD 73 128 6 Fragmented | Irritable Low 4 2 1 2 2
30 PSK 69 122 7 Disturbed | Stressful Medium 3 2 2 1 1
2181 3490 184.5 TOTAL 89 52 30 26 20
75.2069 | 120.3448 | 6.362069 AVERAGE 1.793103 | 1.034483 | 0.896552 | 1.5
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Table No 8
Table showing effect of Meditation Parameters + Sushrutokta Garbhini Regimen on Day 15
Radial Sleep Back Colicy
Initials Pulse | Sys.B.P. Hrs Sleep Qlt Mood Tolerance Pain Pain Spotting | L.O.C. | Fear
1 JSB 67 100 6 Sound Happy High 2 1 0 1 1
2 JSD 74 126 7 Distured OK Low 1 2 1 2 1
3 BPM 78 118 7 Restful Good Medium 2 1 0 1 2
4 BAP 68 120 75 Sound Good High 1 0 0 2 2
5 SMK 70 126 7.5 Sound Happy High 1 1 0 1 1
6 RYM 82 122 6 Restful Good Medium 2 2 2 2 2
7 AGB 75 120 7.7 Fragmented Irritable Low 1 2 0 2 1
8 PSG 76 118 8 Sound Good High 2 1 1 0 0
9 PGW 80 122 8 Sound Good High 0 0 1 2 2
10 ESS 78 122 7.5 Fragmented | lIrritable Low 1 1 0 2 2
11 SDB 72 118 7 Sound Happy High 2 1 0 2 0
12 RAP 78 120 6.5 Disturbed OK Low 2 0 2 0 1
13 SSK 81 122 8 Sound Good High 2 1 1 1 2
14 MPK 76 124 8 Sound Good High 0 1 0 1
NAS 70 118 6.5 Restful OK Medium 2 2 0 1
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Table No 8

Table showing effect of Meditation Parameters + Sushrutokta Garbhini Regimen on Day 15

226

Initials F;,i(ljsizl Sys. B. P. Sll_?rzp Sleep Qlt Mood Tolerance EZ?: ng?:y Spotting | L.O.C. Fear
16 VSD 79 120 6.5 Sound Restful Good 2 2 0 1 0
17 MPP 80 118 7 Restful Restful Happy 2 1 1 1 1
18 PRS 69 120 7 Fragmented | Irritable Low 2 2 0 1 2
19 SKB 72 118 9 Sound Good High 2 2 0 1 1
20 MAM 80 120 8 Sound Happy High 2 0 1 2 1
21 JYG 74 120 7.5 Sound Good High 1 2 1 2 2
22 TRD 67 122 8 Sound Good High 3 0 1 2 1
23 SPR 74 120 Sound Good High 4 1 1 0 2
24 MHP 78 110 7.5 Disturbed OK Medium 1 1 1 2 0
25 DRT 68 108 Sound Good High 2 0 1 2 1
26 SGS 70 118 Sound Good High 2 1 1 2 1
27 ENK 78 120 7.5 Restful Happy Medium 3 1 1 2 0
28 SPC 76 118 8 Restful Good High 1 0 0 0 2
29 SPD 82 122 7 Fragmented | Irritable Low 4 2 0 2 2
30 PSK 75 120 7.5 Sound Good High 3 1 0 2 2
2177 3452 216.2 52 28 18 41 37
75.06897 | 119.0345 | 7.455172 1.793103 | 0.965517 | 0.62069 | 1.413793 | 1.275862
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