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Another year has gone by, and we at the Journal of Fetal

Medicine (JFM) reflect over what we achieved in the past

year, and outline what we plan to do next year. After

editing the journal for the past 2 years, I am led to conclude

that although excellent work is being carried out in fetal

medicine in India, there is a dearth of submission of articles

for the journal. The well-recognized experts, with busy

practices, are preoccupied in giving lectures and demon-

strations in various conferences, and have, therefore, little

time to write. I have struggled to get good articles for

publishing in the Journal. The task is made harder as this is

a new Journal, and not yet indexed in Pubmed, although it

is backed by one of the leading International publishing

houses—Springer—and it appears in many abstracting

databases. We have taken a number of steps to improve the

situation in 2016.

In spite of these difficulties we have maintained a high

standard of publication, which is largely due to our hard-

working and capable Publication Editor, Nidhi Mehta, who

reads through each word of the articles before they appear

in print. The Journal is the official organ of the Society of

Fetal Medicine. The Society has done a phenomenal job in

organizing as many as 16 conferences and CMEs during

the past year, bringing outstanding international experts to

participate and interact with delegates. This has been

mainly due to the untiring efforts of the able and energetic

secretary, Ashok Khurana. The Society has succeeded

admirably in its mission to open minds to fetal needs, and

bring specialists from various fields such as obstetrics,

genetics, fetal medicine, ultrasound, radiology, pediatric

surgery, etc. into its fold. The Society aims to facilitate

rapid translation of research findings into clinical applica-

tion, and conduct hands-on training in various imaging

techniques, and publish guidelines for practice in ultra-

sound, fetal medicine, and genetic techniques and coun-

seling. Chapters have been formed in 12 cities—Ludhiana,

Patiala, Chandigarh, Panipat, Delhi, Bhubaneswar, Mum-

bai, Aurangabad, Jodhpur, Gurgaon, Faridkot, and Kochi.

As announced by Ashok, all members receive a free copy

of the issue as a pdf file. However, those members desiring

a print copy will have to pay a subscription which is highly

subsidized. Elsewhere in the Journal, you can look up the

subscription form, fill, and send to us. As a special incen-

tive, the first 100 members who enroll would be provided

all the eight issues published so far at a special price of Rs.

1500.

Last year, we had an outstanding issue on perinatal

pathology, brilliantly edited by Raj Kapur from USA [1].

One of the authors who contributed to this issue told me

that she enjoyed writing the article due to the very helpful

suggestions made by the editor. The issue contains six

articles covering how to perform a fetal autopsy [2], gross

examination of the placenta [3], fetal thrombotic vascu-

lopathy [4], placental mesenchymal dysplasia [5], exami-

nation of congenitally malformed heart [6], nonmmune

hydrops [7] and fetal dysmorphology [8]. Other articles

previously published on fetal autopsy are—‘‘At least and

infantogram’’ [9], and its usefulness in limb anomalies

[10]. I urge all the members to read through these articles,

as each of them is a gem, which will help them improve

their knowledge of fetal medicine.

Use of noninvasive prenatal testing (NIPT) to screen for

fetal aneuploidies has dominated the field for the past

2 years, and will continue to do so in the years to come. We
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had some exceptionally good articles in the previous issues

on noninvasive prenatal diagnosis by Benn [11], Cuckle

[12] and Greeley et al. [13]. Indian perspectives were also

presented [14, 15]. Although NIPT has a high sensitivity

(over 99 %), it is still classified as a screening test and

positive results need confirmation by amniocentesis or by

some other tests on fetal tissues. However, it has led to a

remarkable reduction in the number of amniocenteses and

chorionic villus samplings. Its use remains restricted to

screen high-risk pregnancies, as its utility in low-risk

women remains to be validated in a larger number of

samples. It is most commonly used as contingent test after

the combined test—first trimester screening using nuchal

translucency (NT) scan and biochemical test by assay of

PAPP-A and free b-hCG. However, the use of combined

test has many advantages which cannot be provided by

NIPT alone. Therefore, the first trimester combined

screening (using NT and biochemical tests) is there to stay.

Many avoid doing NIPT if the NT is more than 95 centile

for the CRL, as it has many causes beyond aneuploidies,

which cannot be currently detected by NIPT, and require

fetal DNA.

The NIPT has been extended to detecting microdele-

tions, which have a combined frequency of 1 in 167

pregnancies [16]. Since microdeletions are not related to

maternal age, in younger women, their frequency may

equal or exceed that of Down syndrome. This has led some

authors to suggest that every sample of fetal tissue (CVS or

amniotic fluid) should be tested for microdeletions through

use of microarrays. This cannot yet be recommended in

India, primarily for two reasons—lack of expertise in the

interpretation of copy number variations (CNVs) observed,

and the cost of the microarrays. The use of massively

parallel sequencing (MPS) is likely to extend testing for

microdeletions to all the 24 chromosomes, and is also

beginning to be applied to diagnosis of single gene

disorders.

As a corollary to the above, some authors suggest that

very pregnant women need genetic counseling [17].

Abroad, much of this work is carried out by the genetic

counselors. There are few geneticists and even fewer

genetic counselors in India at present. It is good that at

many places courses in genetic counseling have been

started (Hyderabad, Bangalore, Manipal, Mumbai,

Chandigarh, etc.). These trained counselors will fill the

void, and will be able to provide pre-test and post-test

counseling to the pregnant women.

One benefit of NIPT would be that it can be offered to

pregnant women in peripheral areas as only venous blood

is required for the studies, and specialized skills for sam-

pling fetal tissues is not essential. Gundabattula and Fer-

nandez [18] have described how they are taking fetal

medicine to the rural areas. It is worth mentioning here the

experiment conducted by Suresh in Chennai, in training the

doctors in the peripheral rural areas in the use of ultrasound

and interpretation of the images, and their monitoring

through a central portal in Chennai. We are trying to get

him to write this up for the Journal.

We published the guidelines developed by the Society of

Fetal Medicine for anomaly scan in the second trimester

[19]. In 2016 we plan to publish many more guidelines to

help in the correct evaluation of fetal health. Suresh pro-

vided his own perspective on the anomaly scan in the

second trimester—the rule of three [20]. Ratha and Khu-

rana [21] describe how to record NT correctly, and the

pitfalls. This short paper should be essential reading for all

ultrasonologists. Experience shows that NT is not being

measured properly at many places. The Society is con-

ducting numerous courses for measuring NT correctly, and

certifying those who take this course. However, more needs

to be done in this direction, and this brings out the

importance of the articles we publish as the written word

can reach more people.

The article by Lall and colleagues [22] states that in

their experience, ‘‘FISH is not suitable as a standalone test

for detecting fetal chromosomal abnormalities’’. This

reinforces the message that NIPT, which screens for

abnormalities only in five chromosomes, and is thus anal-

ogous to FISH studies for aneuploidy, does not detect all

chromosomal abnormalities and therefore, has to be used

judiciously. The paper on prenatal diagnosis of lysosomal

disorders by Sheth’s group [23] highlights the availability

of advanced biochemical prenatal tests in India.

In ultrasonography, most investigators are using the

standards developed in the Western populations, and that

also many years ago. Suskin and colleagues [24] reported

ethnic difference in prefrontal space among blacks in USA,

as compared with the ‘‘white population’’. In spite of the

development of international standards in fetal growth [25],

which were derived from an ideal, well-nourished group of

women in different countries, many experts feel that it is

better to have our own standards in India, as for example

for hypoplastic nasal bone. Sharma and colleagues pub-

lished standards for nasal bone in Indians, which were

smaller than the Western standards [26]. However, these

pertained to only women in the second trimester. We are

pleased to publish the standards on length of nasal bone in

India [27]. In cases with hypoplastic nasal bones, we have

been able to avoid amniocentesis by using the Indian ref-

erence values. We plan to have an issue on ‘‘standards for

ultrasound measurements among Indian patients’’. We urge

all those who have significant data on this topic to publish

their observations so that the void is filled soon.

In 2014, we published articles of practical utility on

‘‘growth restriction [28] and Rh iso-immunization [29].

The commonest single gene disorder in India is beta
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thalassemia, and the carrier frequency among various eth-

nic groups varies from 3 to 15 %. It is recommended that

every woman should be screened for carrier status of beta

thalassemia, although the precise method for this is under

debate. If cost was not a consideration then HPLC for

estimation of Hb A2 would be the ideal method. However,

keeping in mind the financial constraints, NESTROFT

(naked eye single tube osmotic fragility test) has been

suggested as a screening test. Mendiratta and colleagues

[30] published their experience with this, although the

expert commentary by Colah [31] suggested NESTROFT

along with red cell indices to be a good alternative.

Amar Bhide and his colleagues from UK contribute

‘‘Journal watch’’ as a regular feature summarizing impor-

tant articles from other journals [32], and Bijoy summa-

rized the important presentations at the World Congress in

Fetal Medicine in Greece [33]. We will continue to publish

similar features in 2016.

In the past year there has been significant excitement in

the field of fetal medicine. The National Institute of Health

has invested $46 million in the Human Placenta Project, an

initiative to address key, unanswered questions about the

placenta [34]. Recent improvements in ultrasound resolu-

tion and careful observations have led to the diagnosis of

many structural anomalies in the first trimester. This can be

achieved by direct visualization of the fetal anatomy, for

example, in cases of anencephaly, exomphalos, and

megacystis, or by focused assessment of specific fetal

structures triggered by the finding of indirect signs, for

example, increased NT in association with major cardiac

defects and abnormal intracranial translucency (IT) in

association with open spina bifida. Recently, Rabi Chaoui

described a new sign of cleft lip and palate (CLP), the

maxillary gap, which is visible in the mid-sagittal plane of

the fetal face used routinely for measurement of NT

thickness [35]. Our readers are urged to adopt these tech-

niques into their practice, and identify malformations in the

first trimester scan. However, it is well to remember that

‘ultrasound is an invaluable third eye, but it can’t see

everything’. We get evidence of this every day, as many

ultrasonologists do not evaluate NT correctly, others

examine it and never write out the value and just say that it

is ‘‘normal’’, while still others fail to diagnose important

malformations until late in gestation. We are happy to have

published how to obtain a good NT scan and avoid pitfalls

[21]. We urge all ultrasonologists to read this article. This

shows the task that lies ahead for the Society, to ensure that

most ultrasonologists record the NT correctly, and diag-

nose malformations as early as possible in pregnancy.

An important report emanated from Brazil where Zika

virus, transmitted by Aedes mosquitos (that also transmit

dengue virus), has been associated with the birth of babies

with microcephaly [36]. Of 35 infants born with

microcephaly, the mothers of all 35 had lived in or visited

Zika virus-affected areas during pregnancy, 25 (71 %)

infants had severe microcephaly (head circumference[3 SD

below the mean for sex and gestational age), and 17 (49 %)

had at least one neurologic abnormality. Tests for other

congenital infections were negative. Zika virus RNA was

demonstrated by RT-PCR in the amniotic fluid samples from

two pregnant women whose fetuses were found to have

microcephaly by prenatal ultrasound. Zika virus was first

identified in Uganda and then spread to Brazil, from where it

has extended to 21 countries in South America, Caribbean,

North America, and Europe [37]. This cautions us to always

look out for an environmental cause if babies with similar

malformations or defects are born in a particular area.

One of the bugbears of fetal medicine is the birth of

preterm babies. A significant improvement in the survival

of very preterm babies has been observed, with many

without any handicaps. Two National Institute of Child

Health and Human Development (NICHD)-supported

studies showed the importance of teaching mothers how to

interact with their preterm babies, and the benefits of

milking of the cord which pushes blood through the

umbilical cord into an infant’s abdomen [38, 39]. It is clear

that preterm birth (PTB) is a complex condition resulting

from multiple etiologic pathways. There is a definite

genetic component to the pathogenesis of PTB, as evi-

denced by twin studies, heritability studies, and investiga-

tions from large population databases. Although numerous

single nucleotide polymorphisms (SNPs) have been asso-

ciated with PTB, results have been inconsistent and overall

disappointing. Recent genetic studies of spontaneous PTB

have been reviewed by McPherson and Manuk [40].

We have exciting articles in the pipeline: symposia on

fetal procedures, neural tube defects, intrauterine infec-

tions, biochemical screening during pregnancy, Doppler in

obstetrics, counseling and prenatal diagnosis of common

genetic disorders, guidelines on fetal safety from radiation,

the first trimester anomaly scan, and imaging of fetal heart.

Each of these topics will have a number of articles, and the

first ones for fetal procedures and prenatal diagnosis of

common genetic disorders appear in the January–March

2016 issue.

Given the advances in ultrasonography and molecular

biology, the field of fetal medicine has entered a very

exciting phase. We suggest you keep tuned to the JFM to

keep up to date with the latest advances in this field, which

you can immediately adopt in your practice. Happy reading

and a happy new year.
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