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                        Abstract 
 Obesity in pregnancy is associated with several complications which today’s obstetricians have to face often. Overcoming 

these obstacles is truly challenging. There is a steady rise in incidence of overweight or obese women at reproductive age 

group in India and as well as other countries. Recent advances in bariatric medicine as well bariatric surgery have led to 

increasing number of pregnancies in obese women. Since obesity is associated with adverse maternal and fetal outcome, it 

is considered as a high-risk pregnancy and such pregnancies need to be managed in maternity units which are well equipped 

with necessary infrastructure and availability of expert multidisciplinary faculty. This editorial will look into various chal-

lenges and diffi  culties faced by obstetricians and provide practical tips for managing obese pregnant women. We are introduc-

ing a new type of article “Invited Debate,” with this issue. It deals with pros and cons of bariatric surgery. I sincerely hope 

that readers are benefi tted from views and reviews presented in the invited debate as well as the editorial. 
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     Introduction 

 Twenty-fi rst century has seen an epidemic of obesity and 

other lifestyle diseases that are interlinked and have similar 

metabolic consequences. During the same time span, we 

have witnessed a parallel remarkable progress in infertil-

ity management; as a result, we are seeing more and more 

obese women getting pregnant. In the USA, two-thirds of 

women of childbearing age are obese or overweight [ 1 ]. 

Prevalence in UK has also increased from 9–10% in the 

early 1990s to 16–19% in the 2000s [ 2 ]. In the Indian sub-

continent, the prevalence of obese or overweight married 

women (15–49 years) rose from 11 to 15% in 2005–2006 as 

per National family Health Survey (NFHS) 3 and further to 

20.6% as per NFHS 4 [ 3 ]. 

 In India, we come across both the nutritional extremes. 

Undernutrition is more prevalent in rural areas, whereas obe-

sity is three times higher in urban area. It is believed that 

in severely undernourished women as well as in those with 

extreme degree of obesity, anovulation and amenorrhea are 

highly prevalent. It is perhaps a nature’s way of suspending 

reproduction in nutritional extremes as nature fi nds this state 

metabolically unsuitable for procreation. However, using the 

advances in infertility, such women are also getting preg-

nant, giving us new challenges. Bariatric surgery has added 

issues in the management of such pregnant obese women. 

 In this editorial, we will look into various challenges and 

diffi  culties faced by obstetricians and provide practical tips, 

based on available recommendations. 

  Weight Gain During Pregnancy: Is Pregnancy 
a Cause of Obesity?? 

 Fetus, amniotic fl uid, placenta, uterine, and breast hypertro-

phy contribute signifi cantly to overall weight gain of preg-

nancy. Fat deposition is only a minor contribution to weight 

gain. Many women do not attain pre-pregnancy weight after 

delivery. This is mainly because of high caloric food intake, 

and not due to pregnancy itself. Rarely women may lose 
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weight during and after pregnancy due to malnourishment 

and hyperemesis. 

 Recommended weight gain for all BMI categories is 

given in Table  1 .  

   Risks of Obesity and Medical Complications 

 Pregnant obese women face the same risks that are inherent 

to obesity, e.g., higher anesthetic complications, high oper-

ative morbidity, high medical complications, high rate of 

accidents, sleep apnea, psychological disturbances, and other 

social and familial issues. So these need to be addressed in 

all obese pregnant women. Obesity is associated with vari-

ous medical complications which get further precipitated 

during pregnancy so obstetrician has to be aware and alert 

about possible complications like varices, cholecystolithi-

asis, thrombotic complications, anemia, urinary infections, 

intertriginous type of skin disease, exertional dyspnoea, 

bronchitis, hypoventilation, and breathlessness. 

   Antenatal Problems 

 Obesity has an adverse impact on maternal and perinatal 

outcome as it is more commonly associated with conditions 

like hypertension, pregnancy-induced hypertension, pedal 

edema, sleep apnea, hypoventilation, gestational diabetes 

(GDM), as well as type II diabetes. GDM is 3.76 times 

higher in obese women. Mission and colleagues reported 

a 0.82% rise in GDM with every 1 kg/m 2  rise of BMI and 

twofold rise in pregnancy-induced hypertension (PIH) with 

every 5–7 kg/m 2  rise of BMI [ 6 ]. While undernourishment 

and obesity are high-risk factors in pregnancy, obese women 

have statistically signifi cant higher complications rate than 

underweight women [ 7 ]. 

 The diversity of complications is exemplified by 

increased incidence of low-birth-weight babies and mac-

rosomic babies, prematurity as well as post-maturity, and 

hypo- as well as hyperventilation. Fetal malformations are 

also common in these pregnancies. Hence, sonographic 

assessment is necessary around 18–22 weeks. The limita-

tions of sonography in obesity must be appreciated as fetal 

anatomy will remain poorly visualized on ultrasound in 10% 

to 20% obese patients [ 8 ]. 

 The obstetrician has to face many obstacles because of 

obesity. Antenatal palpation, auscultation of fetal heart 

sounds, procedures like external cephalic version, amniocen-

tesis, etc. become very diffi  cult. Hence, it is necessary to rely 

on electronic fetal monitoring and sonography for diagno-

sis of many conditions like fetal distress, oligohydramnios, 

polyhydramnios, rupture uterus, malpresentations, etc. [ 8 ]. 

   Progress of Labor 

 Obese women often have prolonged fi rst and second stages 

of labor. Early maternal exhaustion and poor bearing down 

eff orts lead to increased incidence of instrumental deliveries. 

Fundal pressure, practiced by some, can prove diffi  culty in 

obese women. Mechanical problems in head delivery may 

occur due to soft tissue obstruction, malpresentations, and 

macrosomia. Ultrasonography on labor table may be useful 

as it is very diffi  cult to assess progress of labor clinically by 

palpation. 

   Diffi  culties at Cesarean Section 

 Technical problems in administration of spinal, general, and 

epidural analgesia and anesthesia are well known in obese 

pregnant women. Delivery of the baby is diffi  cult as there is 

macrosomia, thick abdominal wall, malpresentations, and 

poor exposure. Poor exposure also makes suturing diffi  cult. 

 Nursing care and positioning the patient require strength, 

and securing intravenous lines demands a lot of skill. Lack 

of access may necessitate central line. Drug dosages need 

to be adjusted as per body weight, as standard doses can be 

inadequate. Postoperative thrombotic complications loom 

large as the three high-risk factors like obesity, pregnancy 

and postoperative phase are at work simultaneously. Post-

partum recovery to pre-pregnancy state becomes diffi  cult. 

 Obese women have twice than normal LSCS rates. It 

is said that for every 10 kg rise in body weight there is 

17% increase in LSCS rates. Elderly primi, short stature 

(height under 155 cm), very low-birth-weight baby, post-

datism, failure of induction of labor, failure to progress, 

 Table 1       Recommendations for weight gain during pregnancy [ 4 ,  5 ]  

  Pre-pregnancy weight category    BMI    Total weight gain 

(lbs)  

  Weekly weight gain in second and 

third trimester (lbs)  

  Weekly weight gain 

post-bariatric surgery 

(lbs)  

  Underweight    < 18.5    28–40    1–1.3    .5  

  Normal weight    18.5–24.9    25–35    .8–1    .5  

  Overweight    25–29.9    15–25    .5–.7    .3  

  Obese classes I, II, III    > 30    11–20    .4–.6    .2  
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cephalopelvic disproportion, malpresentation like breech 

or occipitoposterior positions, abruptio placentae, fetal dis-

tress, and severe preeclampsia are common indications for 

cesarean section. 

   Third Stage of Labor and Puerperium 

 Postpartum hemorrhage is four times common in obese as 

compared to lean women. Lactation failure is also common 

in obese women. So it is important to prepare them for lacta-

tion right from antenatal period. 

   Role of Cholesterol, Leptin, and Other Adipokines 
in Pregnancy and Labor 

 Adipose tissue produces cytokines, chemokines, and adi-

pokines. Leptin, kisspeptin, omentin-1, chemerin, ghrelin, 

visfatin, interleukin-6, resistin, tumor necrosis factor-alpha, 

and adiponectin belong to the adipokines [ 9 ]. Leptin, adi-

ponectin, and kisspeptin are possibly responsible for diabe-

tes mellitus and preeclampsia in obese pregnant women [ 10 ]. 

 Myometrial contractility is aff ected by cytokines and 

infl ammatory processes which brings about changes in preg-

nancy and gestational age [ 11 ]. 

 Myometrial function during pregnancy is aff ected by 

metabolic complications associated with obesity. High lev-

els of leptin and cholesterol in obese women interfere with 

progress of labor. Cholesterol is linked with interference 

in uterine contractility, whereas leptin interferes with both 

uterine contractility and cervical ripening and cervical dila-

tation. Decreased oxytocin receptors and connexin 43 con-

nections between myocytes in obese women also contributes 

to dystocia, and postpartum hemorrhage. 

   Management of Obese Pregnant Women 

  Preconceptional Recommendations 

 It is recommended that pre-pregnancy BMI should be 

brought down to < 30  kg/m 2  even though ideal would 

be < 25 kg/m 2 . A month prior to planning of pregnancy, 

5 mg folic acid should be started on daily basis. Risk assess-

ment of maternity units where patient would deliver should 

be carried out. Such centers should be equipped with spe-

cial instruments and furniture, OT table, BP cuff  and other 

devices, lateral transfer equipment and strong personnel, and 

staff  attending the patients. Counseling is very important 

regarding weight gain, nutrition, fetal risks, malformations, 

and also information regarding risks of obesity in pregnancy 

is also necessary [ 5 ,  12 ]. 

   Antenatal Management 

 Identify potential risks well in advance in antenatal phase. 

Assessment of the healthcare facility should be done regard-

ing not only infrastructure but also regarding availability 

of expert multidisciplinary faculty. Expert and experienced 

anesthetist should be consulted in antenatal period near 

term, and one must ensure their availability for the delivery 

and operative intervention if necessary. Screening for defi -

ciencies and diseases, like gestational diabetes and vitamin 

defi ciencies, is recommended. 

 Thromboprophylaxis with low molecular weight hepa-

rin is an individualized decision. 150 mg aspirin should be 

started for all women with BMI > 35 kg/m 2 , multiple preg-

nancy and women above 40 years to prevent PIH [ 5 ]. 

 Early hospitalization of patients showing early signs of 

PIH will help prevention of severe preeclampsia and other 

complications. 

 Ultrasonography around 18–22 weeks is recommended 

to rule out anomalies. Fetal echo cardiography is relevant as 

fetal cardiac anomalies are common in obese women espe-

cially those with very high BMI of 40 kg/m 2  and above. 

Quadruple markers NT screening and anomaly scan for all 

women are recommended in view of high rates of anomalies 

and advanced age of mother. 

 Expert nutritionist’s care is required throughout the preg-

nancy, and caloric restriction up to 1200 kcal/day is rec-

ommended. Routine walking exercise in third trimester is 

recommended. One randomized controlled trial of 425 obese 

pregnant women compared pregnancy outcome in women 

under standard nutritional and physical activity advice 

with women receiving special care like physical activity 

of 11,000 step count daily or both dietary restrictions to 

1200 to 1500 kcal/day and physical activity. They concluded 

that there was no rise in intrauterine growth retardation in 

women under special care. They found weight control was 

also better in women under special care [ 13 ]. Psychological 

support and preparation for successful lactation should be 

started from antenatal phase. Anti-obesity drugs are con-

traindicated during pregnancy. 

 Elective induction of labor at 40 weeks is recommended 

in obese pregnant women, in view of high rate of post-

datism, GDM, and macrosomia [ 14 ,  15 ]. 

   Management During Labor 

 A comfortable position with a left lateral tilt, adequate oxy-

genation, electronic fetal monitoring, use of ultrasonog-

raphy on labor table, and use of forceps or vacuum to cut 

short second stage are few tips to minimize complications. 

Shoulder dystocia is common in macrosomic babies; hence, 

anticipating the same and keeping experienced obstetrician 

available will minimize the associated complications. Active 
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management of the third stage should be practiced routinely 

in view of high incidence of postpartum hemorrhage. 

 There is a high rate of cesarean deliveries in obese 

patients. A combined epidural spinal anesthesia with due 

risks is recommended due to prolonged operative time. 

Modifi cation of surgical techniques, like using self-retaining 

retractors etc., achieving hemostasis promptly, steps taken 

for preventing wound infection like use of subcutaneous 

drainage, and individualized use of thromboprophylaxis are 

other interventions for cesarean section in obese pregnant 

women. 

   Post-bariatric Surgery Pregnancy: A Recent Challenge 
in Management 

 Pregnancy should be avoided for 12–18 months after bari-

atric surgery [ 5 ]. Between 1998 and 2005, the numbers of 

bariatric surgeries have increased by 800% [ 16 ]. Weight gain 

recommendations in pregnancies after bariatric surgery are 

given in Table  1 . 

 Post-bariatric surgery, several complications may occur 

during pregnancy. Persistent vomiting, gastrointestinal 

bleeding, anemia, placental vascular disease, fetal neural 

tube defects, intrauterine growth retardation, and miscar-

riages are some of the anticipated complications [ 17 ]. 

 Adolescents undergoing bariatric surgery need special 

counseling. Pregnancy rates after bariatric surgery are twice 

than the rate in the general adolescent population. Contra-

ceptive counseling becomes important in adolescents and 

also in infertile women as pregnancy should be avoided for 

12–18 months. Non-oral administration of hormonal con-

traception is recommended, when malabsorption is a real 

concern. Gastric bands may need some adjustment during 

pregnancy. 

 Alternative testing for gestational diabetes should be con-

sidered for those patients with a malabsorptive-type surgery. 

Intravenous glucose challenge test may be necessary. Evalu-

ation for micronutrient defi ciencies is recommended in early 

fi rst trimester [ 18 ]. 

 Delayed or slow release preparations are to be avoided. 

Post-bariatric surgery, pregnancy and deliveries should be 

under combined care by the bariatric surgeon, physician, and 

expert obstetrician in a higher center. 

 Cesarean delivery rates are higher after bariatric surgery, 

even though bariatric surgery is not an indication for cesar-

ean deliveries. 

   Maternal and Fetal Outcome in Obesity in Pregnancy 

 Obstetric vital statistics is infl uenced by obesity. Confi den-

tial enquiries into maternal and child health (CEMACH) 

reported maternal mortality rate of 13.1 maternal deaths per 

100 000 pregnancies, during 2000–2002. They reported that 

there was a 50% higher maternal mortality rate among obese 

mothers than non-obese mothers [ 19 ]. 

 Pre-conception BMI was linked to other comorbid condi-

tions like gestational diabetes mellitus hypertensive disor-

ders and higher cesarean delivery rate [ 20 ]. 

 A 20% increase above the desired weight gain during 

pregnancy was associated with an increased risk of preec-

lampsia ( P  < 0.001) [ 21 ]. In a meta-analysis, the odds of 

cesarean delivery rates increased with increasing BMI cat-

egory [ 20 – 22 ]. 

 Greater maternal pre-conception BMI increases risk of 

adverse fetal outcomes such as spontaneous abortion, neural 

tube defects, macrosomia, spina bifi da, heart defects and 

diaphragmatic hernias [ 23 ]. 

 Bariatric surgery improvises pregnancy outcomes. How-

ever, risk for congenital malformation is not reduced in 

women with high and very high BMI groups [ 24 ,  25 ]. 

   Far-reaching Consequences of Obesity in Pregnancy 

 Insulin resistance and malnutrition of fetus in obese preg-

nant women may have long-term adverse eff ects on the baby 

through adulthood. Intrauterine environment does infl uences 

cardiovascular and metabolic disease patterns of the indi-

viduals later in life in adult stage [ 26 ,  27 ]. High maternal 

BMI has been shown to lead to obesity in children, as well 

as metabolic diseases later in adult stage [ 28 ]. 

 High maternal BMI before pregnancy and excessive 

weight gain during pregnancy both independently contribute 

to obesity in midlife and later [ 29 – 31 ]. High caloric intake 

in obese pregnant women leads to more of central obesity 

as compared to normal weight women [ 32 ]. 

 Hence, preventive care of obese pregnant women and 

prevention of excess weight gain during pregnancy in itself 

will reduce prevalence of obesity in midlife and beyond in 

women in general. 

     Conclusion 

 Obesity is a global challenge. Pregnancy after Bariatric 

surgery is even more challenging. Expert nutritionist’s 

supervision following recommended exercise schedules, 

prevention, and control of metabolic diseases is essential. 

A well-planned pregnancy after reduction in weight to ideal 

BMI range, appropriate counseling, careful vigilance dur-

ing pregnancy, and labor will go a long way to minimize 

and overcome anticipated obstetric obstacles and diffi  cul-

ties. Adhering to various guidelines will help optimizing 

the obstetric vital statistical indices and preventing the far-

reaching consequences in midlife and beyond in obese preg-

nant women. 



The Journal of Obstetrics and Gynecology of India (May–June 2019) 69(3):197–202 Obesity in Pregnancy: Obstetrician’ s Obstacle

2011 3

       References 

     1.                                                            Flegal KM, Carroll MD, Kit BK, Ogden CL. Prevalence of obe-

sity and trends in the distribution of body mass index among US 

adults, 1999–2010. JAMA. 2012;307(5):491–7.  

     2.                                                      Heslehurst N, Lang R, Rankin J, et al. Obesity in pregnancy: 

a study of the impact of maternal obesity on NHS maternity 

services. BJOG Int J Obstet Gynaecol. 2007;114(3):334–42.  

     3.     National Family Health Survey 2, 3, and 4., India Fact Sheet, 

Ministry of Health and Family Welfare Government of India, 

  http://rchii ps.org/NFHS/pdf/NFHS4 /India .pdf    .  

     4.                                                   Johnson J, Clifton RG, Roberts JM, et al. Pregnancy outcomes 

with weight gain above or below the 2009 Institute of Medicine 

guidelines. Obstet Gynecol. 2013;121(5):969.  

     5.     Denison FC, Aedla NR, Keag O, et al. Care of Women with 

Obesity in Pregnancy. Green-top Guideline No. 72. BJOG 2018.  

     6.                                                    Mission JF, Marshall NE, Caughey AB. Pregnancy risks associ-

ated with obesity. Obstet Gynecol Cli. 2015;42(2):335–53.  

     7.                                            Agrawal S, Singh A. Obesity or underweight—what is worse in 

pregnancy? J Obstet Gynaecol India. 2016;66(6):448–52.  

     8.                                                   Chung JH, Pelayo R, Hatfi eld TJ, et al. Limitations of the fetal 

anatomic survey via ultrasound in the obese obstetrical popula-

tion. J Matern Fetal Neonatal Med. 2012;25:1945–9.  

     9.                                                    AlSaif S, Mumtaz S, Wray S. A short review of adipokines, 

smooth muscle and uterine contractility. Life Sci. 2015;125:2–8. 

  https ://doi.org/10.1016/j.lfs.2015.02.001    .  

     10.                                                    Miehle K, Stepan H, Fasshauer M. Leptin, adiponectin and other 

adipokines in gestational diabetes mellitus and pre-eclampsia. 

Clin Endocrinol (Oxf). 2012;76:2–11.   https ://doi.org/10.111

1/j.1365-2265.2011.04234 .x    .  

     11.                                    Tribe RM. Regulation of human myometrial contractility 

during pregnancy and labour: are calcium homeostatic path-

ways important? Exp Physiol. 2001;86:247–54.   https ://doi.

org/10.1113/eph86 02180     .  

     12.                                                      Davies GA, Maxwell C, McLeod L, et al. Clinical Practice 

Guidelines: obesity in pregnancy. No. 239, February 2010. Int 

J Gynaecol Obstet. 2010;110(2):167–73.  

     13.                                                   Renault KM, Nørgaard K, Nilas L, et al. The Treatment of 

Obese Pregnant Women (TOP) study: a randomized controlled 

trial of the eff ect of physical activity intervention assessed by 

pedometer with or without dietary intervention in obese preg-

nant women. Am J Obstet Gynecol. 2014;210(2):134-e1.  

     14.                                                      Zelig CM, Nichols SF, Dolinsky BM, et al. Interaction between 

maternal obesity and Bishop Score in predicting successful 

induction of labor in term, nulliparous patients. Am J Perinatol. 

2013;30:75–80.   https ://doi.org/10.1055/s-0032-13225 10    .  

     15.                                                      Lassiter JR, Holliday N, Lewis DF, et al. Induction of labor 

with an unfavorable cervix: how does BMI aff ect success? J 

Matern Fetal Neonatal Med. 2016;29:3000–2.   https ://doi.

org/10.3109/14767 058.2015.11123 71    .  

     16.                                                      Maggard MA, Yermilov I, Li Z, et al. Pregnancy and fertil-

ity following bariatric surgery: a systematic review. JAMA. 

2008;300(19):2286–96.  

     17.     Harreiter J, Schindler K, Bancher-Todesca D, et al. Management 

of pregnant women after bariatric surgery. J Obes 2018.  

     18.                            American College of Obstetricians and Gynecologists. ACOG 

practice bulletin no. 105: bariatric surgery and pregnancy. 

Obstet Gynecol. 2009;113(6):1405.  

     19.     Lewis G. Why mothers die 2000–2002 the sixth report of the 

confi dential enquiries into maternal deaths in the United King-

dom.   http://www.hqip.org.uk/asset s/NCAPO P-Libra ry/CMACE 

-Repor ts/33.-2004-Why-Mothe rs-Die-2000-2002-The-Sixth 

-Repor t-of-the-Confi  denti al-Enqui ries-into-Mater nal-Death 

s-in-the-UK.pdf    . Published November 2004.  

     20.                                                      Chu SY, Kim SY, Schmid CH, et al. Maternal obesity and risk of 

cesarean delivery: a meta-analysis. Obes Rev. 2007;8(5):385–94.  

     21.                                                      Sibai BM, Gordon T, Thom E, et al. Risk factors for preeclampsia 

in healthy nulliparous women: a prospective multicenter study. 

The National Institute of Child Health and Human Development 

Network of Maternal-Fetal Medicine Units. Am J Obstet Gynecol. 

1995;172(2 Pt 1):642–8.  

     22.                                                      Hedderson MM, Williams MA, Holt VL, et al. Body mass index 

and weight gain prior to pregnancy and risk of gestational diabetes 

mellitus. Am J Obstet Gynecol. 2008;198(4):409.e1–7.  

     23.                                                      Waller DK, Shaw GM, Rasmussen SA, et al. Prepregnancy obesity 

as a risk factor for structural birth defects. Arch Pediatr Adolesc 

Med. 2007;161(8):745–50.  

     24.                                                      Belogolovkin V, Salihu HM, Weldeselasse H, et al. Impact of prior 

bariatric surgery on maternal and fetal outcomes among obese and 

non-obese mothers. Arch Gynecol Obstet. 2012;285(5):1211–8.  

     25.                                                      Josefsson A, Bladh M, Wirehn AB, et al. Risk for congenital 

malformations in off spring of women who have undergone bari-

atric surgery. A national cohort. BJOG Int J Obstet Gynaecol. 

2013;120(12):1477–82.  

     26.                                         Hales CN, Barker DJ. Type 2 (non-insulin dependent) diabe-

tes mellitus: the thrifty phenotype hypothesis. Diabetologia. 

1992;35:595–601.  

     27.                                                   Gluckman PD, Lillycrop KA, Vickers MH, et  al. Metabolic 

plasticity during mammalian development is directionally 

dependent on early nutritional status. Proc Natl Acad Sci USA. 

2007;104:12796–800.  

     28.                                              Paliy O, Piyathilake CJ, Kozyrskyj A. Excess body weight during 

pregnancy and off spring obesity: Potential mechanisms. Nutrition. 

2013.   https ://doi.org/10.1016/j.nut.2013.05.011      [Epub ahead of 
print] .  

     29.                                         Yogev Y, Catalano PM. Pregnancy and obesity. Obstet Gynecol 

Clin N Am. 2009;36:285–300.  

     30.                                                 Rooney BL, Schauberger CW, Mathiason MA. Impact of perinatal 

weight change on long-term obesity and obesity-related illnesses. 

Obstet Gynecol. 2005;106:1349–56.  

     31.                                                   Linne Y, Dye L, Barkeling B, et al. Long-term weight develop-

ment in women: a 15 year follow-up of the eff ects of pregnancy. 

Obes Res. 2004;12:1166–78.  

     32.                                                Jouyandeh Z, Nayebzadeh F, Qorbani M, et al. Metabolic syn-

drome and menopause. J Diabetes Metab Disord. 2013;12:1.   

  Publisher’s Note     Springer Nature remains neutral with regard to 

jurisdictional claims in published maps and institutional affi  liations.  

   About the Author   

  Dr. Suvarna Satish Khadilkar     is 

the Editor in Chief of this Jour-

nal. She is currently Professor 

and Head of the Department of 

Obstetrics and Gynecology and 

Consultant Gyne-Endocrinolo-

gist, Bombay Hospital Institute 

of Medical Sciences and Medical 

Research Centre, Mumbai. In the 

past, she worked as an Associate 

Professor and Unit Chief at JJ 

Group of Hospitals and Grant 

Medical College [GMC], Mum-

bai, and thereafter in the capac-

ity of the Professor and Head in 



The Journal of Obstetrics and Gynecology of India (May–June 2019) 69(3):197–202Khadilkar

202 1 3

Department of Obstetrics and Gynecology, Government Medical Col-

lege, Kolhapur, Maharashtra. She has over 30 years of teaching experi-

ence as an undergraduate and postgraduate teacher and examiner, 

Mumbai University and Maharashtra University of Health Sciences. 

Pursuing her interest in endocrinology, she acquired Diploma in Endo-

crinology from the prestigious University of South Wales, UK, and has 

been appointed as a recognized teacher in endocrinology in University 

of South Wales. She is currently the Treasurer of FOGSI, Treasurer of 

Mumbai Ob-Gyn Society, and Treasurer of Association of Medical 

Women in India [AMWI]. She has held many prestigious positions like 

President of Indian Menopause Society, Chairperson of Reproductive 

Endocrinology Committee of FOGSI, and President of AMWI, Mum-

bai. She has published six textbooks and more than 70 articles at 

national and international levels. She is recipient of 30 awards for her 

research work including the Young Scientist Award.         



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 600
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.01667
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 600
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 2.03333
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 2250
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (sRGB IEC61966-2.1)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<


    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>



    /HUN <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 6.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200036002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 6.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>


    /SKY <>

    /SUO <>
    /SVE <>
    /TUR <>

    /DEU <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


		2019-05-21T14:20:45+0530
	Preflight Ticket Signature




