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N ew s l e t t e r

Welcome to the first newsletter of the Society of Obstetric Medicine (SOM), India. Obstetric 
Medicine, as you are aware, deals with medical complications in pregnancy. Significant advances 
have been made in the management of traditional obstetric complications. However, research and 
knowledge in the area of Obstetric Medicine needs to go a long way to help reduce maternal and 
foetal morbidity and mortality. In the West, Obstetric Medicine is a well established sub-speciality. 
In developing countries like India, it is still not identified as a sub-speciality. The post graduate 
curriculum and training of physicians and obstetricians in our country is less than satisfactory when 
it comes to managing medical complications in pregnancy. 

To quote a simple example, many of us would have seen patients coming with an advice for 
termination of pregnancy for tuberculosis complicating pregnancy. This is despite adequate data 
on the safety of anti-tuberculous therapy in pregnancy. The number of women conceiving at a later 
age is on the rise, and the life style diseases like diabetes and hypertension are occurring at a much 
younger age.  The growing incidence of obesity and HIV, and many women with serious medical 
complications like autoimmune diseases, cancers, liver and renal disorders, being able to conceive, 
make obstetric medicine very challenging.  

A Team approach from obstetricians, physicians, intensivists, anaesthesiologists and relevant sub-
speciality consultants, is the way to go, in order to manage these complex medical disorders in 
pregnancy.  For obvious reasons, it is very important to improve our knowledge and update 
ourselves with the advances in the area of Obstetric Medicine. 

SOM, India was established in August 2010 with the objectives of promoting research and training 
in Obstetric Medicine; establishing a platform to exchange views and enhancing fellowship among 
all involved in the care of pregnant women; bringing out evidence-based guidelines suitable for the 
region;  establishing Obstetric Medicine as a much needed sub-speciality; and fostering collaboration 
with other regional and international societies associated with Obstetric Medicine. On behalf of 
SOM, India, I would like to acknowledge the contribution of Fernandez Hospital, Hyderabad in the 
formation of this Society. 

I hope the newsletter will give a much needed impetus to SOM, India for wider recognition. This 
inaugural issue begins with a case report of a pregnant lady with congenital complete heart block, 
management during antenatal period and delivery, and with a brief literature review of heart block 
complicating pregnancy.  The second article deals with a very commonly encountered problem in 
pregnancy – thrombocytopenia. This article is concise yet informative, and covers common etiologies 
of thrombocytopenia in pregnancy with a focus on idiopathic thrombocytopenic purpura. Lastly, 
protocol for counselling pregnant women with epilepsy is included, which can be used in day to day 
practice when we come across women with epilepsy, planning pregnancy. 

This newsletter is just a beginning and we hope to publish an e-newsletter once in four months. We 
need suggestions from our members to improve upcoming issues. I also invite articles (case reports, 
review articles, original articles) from members which will be scanned by the Editorial Board before 
acceptance. Our future endeavour will be to bring out a full-fledged journal.

Signing off.

Hari Kishan Boorugu

From the Editor’s Desk
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Maternal Complete Heart Block : 
A Case Report

– Dr. Tarakeswari Surapaneni, MD

Head – Department of Obstetric Medicine
Fernandez Hospital, Hyderabad

N ew s l e t t e r

Introduction

Bradyarrhythmia in pregnancy is rare with an estimated 
prevalence in women of reproductive age of 1/20 000.1 
It may be congenital or acquired in origin, with most 
(70%) of the congenital cases presenting well before 
childbearing age. Congenital complete heart block 
(CCHB) in a pregnant woman presents a significant 
challenge to obstetricians. The following case report 
demonstrates the value of a multidisciplinary team 
approach for the safe management of such cases 
presenting in pregnancy.

Case Report

A 29 year old G3A2 was referred to our institute at 33 
weeks of gestation in view of maternal CCHB and 
fetal cardiac anomaly. She had two spontaneous first 
trimester miscarriages in 2004 and 2008. She was 
diagnosed to have CCHB during a preanaesthetic work 
up for diagnostic laparoscopy in 2007. As she was 
asymptomatic, she was not on any treatment. There was 
no other significant past or family history.

Her present pregnancy was a spontaneous conception 
and expected date of delivery was on 7th October 2009. 
Anomaly scan done at 20 weeks showed a single live 
fetus with small transverse arch of aorta, small ventricular 
septal defect, left renal pelviectasis and enlarged 
thymus, an anterior placenta and adequate liquor. 
Fetal echocardiogram at 20 weeks showed discrepancy 
between size of aorta and pulmonary artery (pulmonary 
artery / aorta ratio = 1.5) but no haemodynamic 
alteration. 

She was evaluated by a cardiologist at 33 weeks of 
gestation. Electrocardiogram (ECG) showed complete 
heart block with narrow QRS complex and heart rate of 
42 beats/min. Echocardiogram showed trivial tricuspid 
regurgitation and normal left ventricular function. 
Holter showed complete heart block, maximum heart 
rate of 93 beats/min, minimum heart rate of 40 beats/
min, one episode of supraventricular tachycardia (156 
beats/min) and one couplet. The cardiologist opined 
that she did not need a permanent pacemaker and 
could be managed with temporary pacemaking if 
required during labour.

The patient was asymptomatic throughout her antenatal 
checkups. Her heart rate was in the range of 45 – 56 
beats per minute. Blood sugars and thyroid stimulating 
hormone were within normal limits. Scan done at 34 
weeks showed an average for gestational age fetus in 
cephalic presentation with adequate liquor and narrow 
aortic arch suggestive of coarctation of aorta. 

The patient set into spontaneous labour at 39 weeks. 
Prophylactic temporary pacemaker was inserted under 
fluoroscopic guidance and continuous heart rate 
monitoring was done. Epidural bupivacaine and fentanyl 
were administered for analgesia. Amniotomy was done 
and labour augmented with oxytocin. She delivered a 
3.16 kg male baby with Apgar of 8/9/9 by outlet forceps. 
The pacemaker was removed 8 hours after delivery. The 
postpartum period was uneventful and the patient was 
discharged on first postnatal day. The baby was admitted 
into the neonatal intensive care unit and evaluated by 
paediatric cardiologist and cardiothoracic surgeon. The 
diagnosis of coarctation of aorta was confirmed. 

Discussion 

Complete heart block is a disorder of cardiac conduction 
system with complete absence of conduction between 
atria and ventricles. Aetiologically, CHB can be divided 
into two groups: congenital complete heart block, 
the pathology occurring usually at the level of the AV 
node, and acquired complete heart block. The acquired 
causes include acute myocardial infarction, profound 
hypervagotonicity or intoxication with drugs like digoxin, 
β blockers, and calcium channel blockers, metabolic 
disturbances and cardiomyopathies.

In patients with CHB, P waves originating from the 
sinoatrial node are not conducted to the ventricles. 
The escape QRS complex duration depends on the site 
of conduction blockade and that of the escape rhythm 
pacemaker. A pacemaker above the HIS bundle produces 
an escape rhythm with a narrow QRS complex whilst 
one at or below the His bundle produces a broad QRS 
complex. Patients with bradyarrhythmias may or may 
not be symptomatic. Those with AV nodal blockade tend 
to have an escape rhythm from a junctional pacemaker 
at a rate of 45–60 beats/min. Such patients are usually 
asymptomatic, haemodynamically stable and have a 
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normal heart rate response to exercise and atropine.  
Patients with conduction block below the AV node 
have an escape rhythm arising from the HIS bundle or 
the bundle branch-Purkinje system at a rate of less than 
45 beats/min. They are generally haemodynamically 
unstable and the heart rate is unresponsive to exercise 
and atropine. Symptomatic patients may have minimal 
symptoms such as fatigue, dizziness and impaired 
exercise tolerance or profound symptoms such as 
syncope (Stoke-Adams attack), confusion and sudden 
death. There are no reliable criteria for the prediction of 
sudden death or syncope in patients with CHB.

The incidence of complete heart block may increase 
in young people with the increase in open-heart 
surgery for congenital heart diseases. Optimal 
treatment of a mother with complex cardiac problems 
in pregnancy requires a multidisciplinary approach 
involving cardiologists, obstetricians, and anaesthetists. 
Parturients with bradyarrhythmias may present at any 
time in pregnancy, with either an unpaced pre-existing 
CCHB or a pacemaker in situ. 

While there have been a few reports of women with CAVB 
in pregnancy and labour, these have been isolated case 
reports.2-5 Established guidelines for the management of 
pregnant women with CAVB in labour are not available. 
Prophylactic placement of a permanent pacemaker is not 
indicated in all asymptomatic patients as complete heart 
block rarely creates any obstetric problems.6,7 IUGR and 
polycythemia have been associated with complete heart 
block.8 Labour in these patients may be complicated 
by syncope and convulsions caused by slowing of the 
heart rate during the Valsalva manoeuvre exercised at 
the time of forceful contractions of the second stage of 
labour which should be shortened by using forceps.7 
Management involves use of cardiac pacemaker,9,10 which 
should be implanted before pregnancy (or whenever 
heart block is diagnosed in pregnancy) to maintain 
cardiac function. There is a controversy regarding the 
value of prophylactic insertion of pacemaker in pregnant 
patients. 

Permanent pacemaker implantation is the therapy of 
choice for symptomatic patients in the first and second 
trimester. There is a risk of teratogenicity with the use 
of fluoroscopy during insertion of pacemakers in early 

pregnancy. A protective lead shield covering the gravid 
uterus can be used or it may be possible to avoid 
irradiation by using ECG or echocardiographic guidance 
for pacemaker insertion.11,12 Temporary pacing followed 
by induction of labour should be done at the earliest 
possible time to prevent complications of prolonged 
temporary pacing in symptomatic women who present 
at or near term,. The overall maternal and neonatal 
outcome is unaffected in such cases. 

Mothers with un-paced asymptomatic CCHB presenting 
in labour, have previously been described and have 
been managed conservatively. In these cases either the 
expertise of a cardiologist together with equipment for 
temporary pacing were on standby during labour2,5,13 or a 
prophylactic temporary pacemaker was inserted during 
labour.4 The risks of temporary pacing include irradiation, 
bleeding, infection or embolism.  In a case series of 7 
patients by Hidaka et al prophylactic pacemaker insertion 
was done in all women in labour but none required 
pacing. They concluded that, it is likely that women with 
CCHB who do not require a permanent pacemaker can 
be managed in labour without temporary pacemaker, 
thereby avoiding the risks of such procedures.14

Anaesthetic problems encountered in patients with 
complete heart block include bradycardia, hypotension, 
arrhythmias, cardiac arrest or even sudden death. To 
prevent such problems anaesthetic agents or technique 
that interfere least with heart rate and conduction are 
recommended.15 Spinal anaesthesia is associated with 
considerable haemodynamic imbalance and inability 
to control the level of block . General anaesthesia may 
be hazardous because of adverse effects of drugs. 
Inhalational agents that reduce myocardial chronotropy 
and inotropy and sensitize the myocardium to 
catecholamine may reduce cardiac output and lead to 
arrthymias.  Epidural anaesthesia through catheter is the 
modality of choice. It permits graduated doses of local 
anaesthetics to be administered thereby limiting the 
level of block to T6. Slower onset was responsible for 
maintenance of hemodynamic stability.16
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Introduction

Thrombocytopenia is a frequent finding during 
pregnancy occurring in up to 10% of pregnancies.

Causes of Thrombocytopenia in Pregnancy

  Gestational thrombocytopenia (70 – 75%)
  Hypertensive disorders of pregnancy (15 – 20%)
  Immune thrombocytopenia (3 – 4%)
  Congenital thrombocytopenias 
  Thrombotic thrombocyptopenia Purpura / 

Hemolytic Uremic Syndrome, AFLP and others

Immune etiology is most likely when isolated 
thrombocytopenia occurs in the first and early second 
trimesters. Severe thrombocytopenia with blood blebs 
in the mouth (wet purpura) is almost always immune. 

The febrile patient with thrombocytopenia needs 
urgent evaluation for possible TTP, sepsis and malaria 
and dengue.   

Laboratory Investigations

Laboratory Investigations should include a complete 
blood count, reticulocyte count, smear evaluation, 
urinalysis, serum creatinine, serum ALT and AST, serum 
total and direct bilirubin, and lactate dehydrogenase, 
HIV and anti HCV serology, serologic test for H. Pylori. In 
selected cases a direct Coombs test, antinuclear antibody 
(ANA) and plasma ADAMTS13 level may be needed.

Blood smear examination is a key investigation in the 
diagnostic approach to the pregnant woman with 
thrombocytopenia. The finding of large platelet clumps 
establishes a diagnosis of pseudothrombocytopenia 
due to in-vitro clumping of platelets in blood collected 
in EDTA and helps avoid unnecessary work-up. Findings 
on blood smear examination help in arriving at a prompt 
diagnosis. Sidestepping the blood smear can lead to 
serious errors in management.

Thrombocytopenia in Pregnancy : The Blood Smear

  Pseudothrombocytopenia
  Congenital macrothrombocytopenias

       May-Hegglin anomaly and variants
       Mediterranian macrothrombocytopenia
       Grey platelet syndrome
  Microangiopathy (Schistocytes)
        TTP / HUS
        HELLP
        Severe PE 
  Microspherocytes, polychromasia
        Evans syndrome (AIHA / ITP)
  Trophozoites of malaria

Gestational Thrombocytopenia

  Diagnosis of exclusion; no specific “diagnostic” test 
 Occurs in late second, and third trimester
 Thrombocytopenia is mild, rarely if ever <70000
 No adverse maternal or fetal outcomes
 No history of thrombocytopenia outside pregnancy
 Spontaneous recovery after delivery

Severe Preeclampsia and HELLP Syndrome

 Microangiopathic haemolytic anaemia and 
thrombocytopenia are common to both PE and 
HELLP although more prominent in the latter. 

   Progressive thrombocytopenia in the third trimester 
may precede the onset of PE even in the absence of 
proteinuria or hypertension. 

  Hypertension is absent in nearly half the cases of 
HELLP and proteinuria is often mild or absent.

 Thrombocytopenia in a non-hypertensive pregnant 
patient with right upper quadrant abdominal pain 
and malaise should raise a suspicion of HELLP 
syndrome. 

  A blood smear showing schistocytes, and elevated 
liver enzymes establish the diagnosis. 

  Thrombocytopenia in the neonates born of mothers 
with PE is often mild and needs no intervention.

  The central role in the management of PE / HELLP 
falls to the obstetrician. 

  Platelet transfusions in the absence of bleeding 
are only indicated in patients with platelet counts 
<20000 unless a Caesarian section is planned. 

  The platelet counts recovers rapidly within a few 
days after an initial drop in the counts in the 24 – 
48 hours after delivery. 

N ew s l e t t e r

Thrombocytopenia in Pregnancy

– Dr. Prasad Rao Koduri, MD, ABIM (USA)

Consultant Haematologist
Mediciti Hospital, Hyderabad

6



Newsletter, Society of Obstetric Medicine (SOM), India, Sept. 2012, Vol 1, Issue 1

Thrombotic Thrombocytopenic Purpura (TTP)

  TTP is characterized by the pentad of 
microangiopathic haemolytic anaemia, 
thrombocytopenia, fever, neurologic dysfunction 
and renal failure. 

 Nearly 70% of the cases have only the triad 
of microangiopathy, thrombocytopenia and 
neurologic features. 

  Most cases develop antepartum with the mean 
gestational age of onset being 23 weeks. This is in 
contrast to PE / HELLP that occur almost exclusively 
after 36 weeks of pregnancy and only rarely in the 
second trimester. 

 Early diagnosis improves outcome. Treatment is 
with plasma exchange with or without high dose 
steroids. 

  Guidelines exist for plasmapharesis including 
frequency and volume of exchange, replacement 
fluid, protocols for tapering, and criteria for 
response and failure. The response to therapy is 
monitored with serum lactate dehydrogenase 
levels and platelet counts. 

 Platelet transfusions are contraindicated in this 
condition and may result in stroke or sudden death.

Hemolytic Uremic Syndrome (HUS)

  HUS is a microangiopathy-thrombocytopenia 
syndrome similar to TTP but with renal insufficiency 
taking the central stage. Unlike TTP, the vast 
majority of cases of pregnancy-HUS occur several 
weeks postpartum. ADAMTS13 levels are not 
severely low. 

  Initial treatment is with plasmapharesis given 
the difficulty of differentiating from TTP in many 
cases but responses to plasma exchange are poor. 
Mainstay of therapy is dialysis.  Eculizumab, a C5 
complement inhibitor appears to be promising in 
this syndrome. 

  Platelet transfusions are contraindicated as in TTP. 

ITP (Immune Thrombocytopenic Purpura)

  ITP accounts for 3 – 4% of thrombocytopenias in 
pregnancy; it is the most common cause of maternal 
thrombocytopenia in the first and second trimester. 

ITP is a diagnosis of exclusion and two-thirds of the 
cases have a prior history of thrombocytopenia. 

  Asymptomatic patients with platelet counts of 
20000 to 30000/mm3 do not require specific 
treatment. Treatment will be necessary in the first 
two trimesters if counts fall below this range, the 
patient is symptomatic or a procedure is planned. 
Treatment is aimed at achieving and maintaining a 
“safe” rather than normal platelet count. 

  Patients with platelet counts < 20000 – 30000 may 
be treated with prednisolone at much lower doses 
than those used in the non-pregnant. The starting 
dose is 20 mg daily adjusting to the minimum dose 
required to achieve and maintain a haemostatically 
effective platelet count. 

  Patients with platelet counts of <10000 and 
those with wet-purpura are treated with IV 
immunoglobulin at a dose of 2 g/kg given over 2 
to 5 days. Responses occur in over 70% and last 2 
to 3 weeks; repeated treatment may be required. 
If a delay in platelet rise is acceptable, or expense 
is a constraint the patient may be treated with 
prednisone 1 mg/kg and taper to minimal doses 
required to keep the platelets >30000.  In patients 
with serious bleeding diathesis intravenous 
methylprednisolone 30 mg/Kg IV daily with rapid 
taper has been used with success. Blood counts 
are repeated monthly or when patient develops 
symptoms, until the third trimester and then 
2-weekly; weekly blood counts are done as term 
approaches.

  From 34 to 36 weeks, treatment may be needed 
to achieve platelet counts of > 50000.  This is 
best achieved by using IV immunoglobulin 
using standard protocols. Counts > 80000 are 
recommended to enable epidural anaesthesia.

ITP-Perinatal Management

  Despite low counts serious haemorrhage following 
normal delivery is uncommon as is bleeding from 
episiotomy.

  There is no evidence that Caesarian section delivery 
is safer for the fetus with thrombocytopenia than 
an uncomplicated vaginal delivery.  

   When the maternal platelet count at delivery is 
<50000, platelets are best kept in reserve and used 

N ew s l e t t e r
Thrombocytopenia in Pregnancy
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only as appropriate. Mode of delivery is determined 
purely by obstetric considerations. 

   Neonatal thrombocytopenia occurs in 15 – 50% and 
can neither be reliably predicted nor ameliorated.  
The risk of intracranial haemorrhage for the fetus/
neonate is extremely low and this risk is not 
increased by vaginal delivery. Most haemorrhagic 
events occur 24 to 48 hrs postpartum at the nadir 
of the platelet count. Counts below 20000 are 
rare and such cases should be evaluated for NAT 
(Neonatal Alloimmune Thrombocytopenia). 

  Avoid fetal scalp electrodes, ventouse and rotational 
forceps, fetal scalp blood sampling and cord-blood 
sampling long abandoned
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HyPERTEnSIvE anD MICRoanGIoPaTHIC DISoRDERS of PREGnanCy 
Modified from: Myers B. Br J Haematol 2012;158:3-15.

feature TTP HUS HELLP PET afLP

Onset Anytime Postpartum 3rd Trimester

Hypertension No No +/- +++ +/-

Hemolytic Anemia +++ +++ ++ +/- +

Thrombocytopenia +++ +++ ++ +/- +/±

DIC No +/- ++ +/- +++

Liver disease +/- +/- +++ +/- +++

Renal disease +/- +++ + + +/-

CNS disease +++ +/- +/- ± +

  Defer injection of vitamin K until platelet count is 
known

  Check cord blood platelet count and repeat counts 
on days 2–3–5

  Transcranial ultrasound even if asymptomatic, if 
platelets < 50K

  If platelet count is < 20000 treat with IV 
immunoglobulin 1 g/kg

 Life threatening haemorrhage: IV immunoglobulin 
and platelet transfusion.
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Counselling form

Name : _______________________________________________________  Age : _______________

MR No. :____________________________      Date : _______________

Period of Gestation:_________________

Type of Epilepsy:

  Congenital        Acquired

 Generalized        Partial – simple / complex

  Idiopathic        Cause_______________________________________________

Medications used:

1. ____________________________________________ dose: _________________________________

2. ____________________________________________ dose: _________________________________

3. ____________________________________________ dose: _________________________________

Frequency of seizures : _________________________________________________________________

Last episode of seizures:________________________________________________________________

Counselling needs to be done keeping in mind the following protocol : 

1.  need for folic acid supplements – 0.4 mg / day.

2.  Effect of pregnancy on epilepsy:

 The combination of epilepsy and pregnancy might seem risky, but the odds are in your favour. 
Many mothers who have epilepsy have good outcomes. However you need to know about :

a.  Seizure frequency: For most pregnant women who have epilepsy, seizures remain the 
same. For a few, seizures become less frequent. For others – particularly women who 
have poorly controlled epilepsy – pregnancy increases the number of seizures. Women 
with seizure frequency exceeding once a month are more likely to deteriorate during 
pregnancy.

b.  anti epileptic drugs: There is no need to change the anticonvulsant in pregnancy if the 
woman is well controlled with that drug. Dose adjustments may be required. Pregnancy 
causes a lot of changes in blood proteins and also the rate of drug clearance changes. 
Hence the doctor may ask to change the dose. The drug levels of few drugs may also be 
monitored.

N ew s l e t t e r
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c.  vitamin D3 supplementation as some anti-epilepsy drugs may cause a decrease in the 
formation of active Vitamin D

3.  Effect of epilepsy on pregnancy: Epilepsy may affect pregnancy outcomes. The most important 
concern is the risk of birth defects in the baby.

a)  folic acid supplements : All mothers with epilepsy should have folic acid supplements 
throughout pregnancy, ideally three months pre-pregnancy. The neural tube closure 
occurs in the fifth week of pregnancy and folic acid deficiency at this time is a well known 
cause of birth defects.

b)  Effect on baby. Most of the times the baby would be normal. For babies whose mothers 
take seizure medication, the risk of birth defects is 4 to 8 percent – compared with 2 to 3 
percent for all babies – according to the Epilepsy Foundation.

i.  Hence patient will be advised to have a first trimester screening at 11 – 14 weeks and 
a targeted fetal anomalies ultrasound at 20 weeks along with a fetal echocardiogram.

ii. Patient may also be given information regarding triple serum screening, or AFP levels 
estimation prior to this.

iii.  The risk is minimized with monotherapy (single drug), with least dosage and pre-
conceptional folic acid.

iv.  Fetal growth restriction: the doctor will be monitoring the baby’s growth on a regular 
basis for there is also a higher chance of having a growth restricted baby.

v.  Haemorrhagic disease of newborn : Inj. Vitamin K (1 mg IM) once weekly in the last 
four weeks of pregnancy is advised. Vitamin K will also be given to the baby at birth, 
which is the protocol for all babies in our hospital

vi.  Risk of baby having epilepsy in future: Babies born to mothers with epilepsy are known 
to have a higher incidence of developing epilepsy in future.

4.  In labour, 1 -2 % of women with epilepsy will have seizure during labour and in the first 24 hours 
postpartum. Early epidural analgesia (to minimize pain) should be considered.

5.  Breast feeding is not contraindicated.

6.  Pre-pregnancy: It is very important for a woman with epilepsy to consult her doctor prior to 
planning a pregnancy. They will evaluate how well she has been managing her epilepsy and 
consider any treatment changes she might need to make before pregnancy begins. Seizure 
medication should be taken exactly as prescribed. Patient should not adjust the dose or stop 
taking the medication on their own.

notes :  ______________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Name and Signature of the Doctor      Date :

N ew s l e t t e r

Pre-Pregnancy Counselling 
Checklist for Women 

with Epilepsy
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Society of obStetric Medicine (SoM), india

Membership form

Surname : ___________________________ First Name : ______________________________________

Qualification :  ________________________Date of Birth : ________________

Designation : _____________________________________________________

Place of Work Address : _____________________________________________ 

Hospital__________________________________________________________

_____________________________________________________________________________________

Type of Hospital: Women’s / General / District / Nursing Home                Total No. of Beds : ____________ 

Year of Passing : MBBS ______ Diploma _____ MD ______ DNB_____ Fellowship / Other : ___________ 

Medical Council Registration No. : MBBS : _______________________  PG : _______________________

Residence Address : ____________________________________________________________________

_____________________________________________________________________________________

Email ID :  ____________________________________________________________________________

Tel No. : (Res) ____________________ (Off) : __________________(Mobile) : ______________________

annual  Membership fees : Rs. 500/- (Rupees Five Hundred only) DD to be drawn in favour of “Society 
of obstetric Medicine, India” payable at Hyderabad. (Send it with two passport size photos to the 
address below). 

Signature__________________

N ew s l e t t e r Register Today!

for office use only

Registration No.________________________  Receipt No._______________________

Received: Cash / DD / Cheque_________________   Remarks: _________________________

4-1-1230, Bogulkunta, Hyderabad – 500001.  Ph : 91-40-40222447 / 40222300 Ext. 512 
Fax : 91 - 40 - 24753482   Mobile : 08008902044  Email : obsmedindia@gmail.com  

PHOTO
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aims and objectives

 To establish a forum for exchange and interchange of views and for enhancing 
fellowship among its members and come out with evidence based guidelines for 
management of medical disorders complicating pregnancy. 

  To assist in the establishment of Obstetric Medicine as an important sub-specialty to 
advance clinical and scientific knowledge of medical illness complicating pregnancy. 

  To promote research and training in Obstetric Medicine. 

  To foster collaboration with other regional and international societies interested in 
Obstetric Medicine. 

  To carry out all such activities as would contribute to the promotion of Obstetric 
Medicine.

  To promote formation of patient forums.

Inviting articles for future Issues

Please send in your articles (interesting case reports, 
review articles, original research articles, comments 
on previous articles) in Word document format to 
obsmedindia@gmail.com with a copy to the editor, 
drharikishan@gmail.com
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