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* NICU admission K\

* Birth asphyxia
 Preterm birth
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a moment of folly
in exchange for a

> lifetime
responsibkbility

Think twice.
Call 1800-520-1314

”-ZO'.’(.“, ourself.org

Teenage pregnancy Advanced maternal age

{

Pregnancy in obesity
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Teenage pregnancy

 Adolescent pregnanw

 Pregnancy in women aged 10-19 yrs
— According to WHO
— Adolescent 15-19 yrs
— Very young adolescent 10-14 yrs

* In 2014, teenage birth rate = 24.2 per
1,000 women age group (USA) X
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Teenage pregnancy

—
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dnsimsaaanluvdfinssadaguluem 4,5 Tull 2551-2555

Teenage Birth Rate #a 1000 1949435 4.5 1] 2551-2555

FIUIR 2551 2552 2553 2554 2555 Average
RSTinIE 596 578 55.3 54.3 58.2 57.0
GAEINIE 58.5 61.4 57. 5.5 57.8 58.3
umsilgy 506 522 472 47.2 481 491
AYNEA AT 852 76.9 727 75.0 79.0 777
AYNTRIATIY 383 66 394 439 440 404
L HTE 51.1 606 50.3 56.3 60.9 53.3

FTATLI 73.8 723 67.9 73.2 716 71.3
saLR 815 61.3 577 58.6 805 50.9

Teeange Birth Rate a843z@vilszma wihdy 55 #a i 1t 2555
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Teenage pregnancy

* Malnutrition, anemiav

 Pregnancy induced hypertension
* Infectious disease

* Preterm delivery

* Low birth weight baby

« T Perinatal mortality rate
« T C/Srate

« Social problems
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Advanced maternal age

* Elderly gravidarum

LW

L

 Pregnant women who aged > 35 yrs

\
\“\
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N
[



LWL
Advanced maternal age

« Genetic risks v

* Risk of miscarriage & stillbirth
« Gestational DM

 Pregnancy induced hypertension
« Malpresentation
« Placenta previa
* Preterm birth
 Low birth weight
« T C/Srate
 PPH

’
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diagnosis
Karyotype from a female with Down syndrome (47,XX,+21)‘
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Genetic counselmg & Prenatal

diagnosis

Matemal
Age

Incidence of
Down syndrome

20
21
22
23
24
25
26
27
28
29

1in 2,000
1in1,700
1in 1,500
1in 1,400
1in 1,300
1in 1,200
1in 1,100
1in 1,050
1in 1,000
1in 950

Maternal
Age
30
31
32
33
34
35
36
37
38
39

Incidence of
Down syndrome

1in 900
1in 800
1in720
1in 600
1in 450
1in 350
1in 300
1in 250
1in 200
1in 150

Maternal
Age

40
41

o £ &S

46
47

49

Incidence of
Down syndrome

1in 100
1in 80
1in70
1in50
1in40
1in30
1in25
1in20
1in15
1in 10
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' Genetic counseling & Prenatal
diagnosis
AaNIsantananauRalnGiuas ‘
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Down Fragile X
syndrome syndrome

Trisomy 18 (Edwards'

William Angelman

Prader- willi
syndrome Syndrome avndrome



LWL BEERW 4 o3 B [ESIL T el
Genetic counseling
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Prenatal diagnosis

o\ o\
o ﬂ']ﬁ‘ﬁ]ﬁ")@ﬁ'\ﬂ’)quwﬂﬂﬂﬁﬂl@ﬂtﬂﬁ
~ W5many 2 35 1
- gARAYASNNLATINIINEALNG
— 1im/N1san HAtNRadnfadlasialdn
=y 97N -V~ a
— Hiszamn1sunatiluatany
— NN9ASIANTAINNTAANINNLRDANITANNALUN G
— RSN ULANNNNITURINNGNANNDARSILI A

- szIRlsANIaNUENTTH



LWL BEERW 4. o B [ENIA T <00 Ng(4 |
Prenatal diagnosis

. NITATIAUIANNEAUNAURILAS
.- N15MF2AUNL5A Inborn errors of metabolism
. N9AFIAINLAFTITING DNA

. PgMsTIAVIMTRALIEalunIen

. N19659U Bilirubin

+ MSIATI_AWIANNANUTIUARIUBANISN

. ﬂ’]%‘L@’]x@ﬂﬁy’]ﬂﬁé’]ﬂ@ﬂ

. ﬂﬂi%ﬂ‘]&ﬂ‘l’l’]?ﬂ"luﬂﬁiﬁ
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Genetic counseling & Prenatal
diagnosis

Ultrasound transducer

Transabdominal CVS

Ultrasound
transducer

Uterine wall

Placenta

Umbilical cord

FIGURE 13-6 Amniocentesis.
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. Pregnancy In obesity
—-————

3SAUdUATLNIANIY UKING? (nn.)
Body Mass Index (BMI)  EESITECN(TARE SR (TN

158 cm

v ' s - - i
A298 ulKun 55 nlansu
dougv 158 1udiwas

A1agtvIanie (BMI)
= 55

1.58 x 1.58
= 22.03

Ggtiudaniena : Tuadsiiu 23 Alansudomisias



WHO classification

Body Mass Index (BMI) Risk of co morbidities

Underweight < 18.5 kg/m*

Normal range 18.5-24 9kg/m’
25.0-29 9kg/m*

Obese class 1 30.0-34 9kg/m’

35.0-39 9kg/m*

Overweight

Obese class 11

Obese class 111 > 40.0 kg/m’

Low
Average
Increased
Moderate
Severe

Very severe
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Pregnancy In obesity

ArHINANY (kg/m) U@ M IAURAY)

viound1 16 vimimfous=y 3
16 —16.99 vimimfouszau 2 Hou
17 -1849 imimfous=y 1 SHneERy s

' . farasy $1aesd uf BMI22 -23
18.5-2299 Hmvinlsné 5w g “

uiegli1eanaIuy BMI19-20
23-2499 Y AR (Overweight)
25-2999 Tsadaus=zan 1 15Ad2 (Obesity)
30-39.99 Tadauszin 2 | dewio Aowdu Tadines, Tniuludonss, Jawidoy,
I mnna1 40 Tsad1us=du 3 ﬁﬂuqu’lﬁ, dusniauan lsiuaze, lwm g, .
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Pregnancy In obesity

+ Gestational DM v

 Preeclampsia
T C/Srate, wound infection
« Sleep apnea

 Pregnancy loss

* Birth defects; heart, NTD

LWL S

L

e Preterm
o Stillbirth
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~~ Management of pregnancy In !

obesit
* Pre-pregnancy perio@

—Try to lose weight

— Folic supplement at least 1 mo before
conception

* Pregnancy period

AUIIU
i,

& -
F17961VF 3971
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~~ Management of pregnancy In

obesit
» Pre-pregnancy perio@

* Pregnancy period
— Screening for GDM
— Prophylaxis preeclampsia
— U/S screening at GA 18-20 wk
— Control weight gain
— Monitor signs preeclampsia ¢
— Fetal well-being |

AUIIU
i,

& -
F17961VF 3971
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> Management of pregnancy in
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STRRTETES
an

STRETETES
iaé

STRETETES
LAY

271

BMI *
(kg/m?)

< 18.5
18.5 -
24.9

25.0-29.9

=>30.0

- L= L= c‘
UIHUNAIN
= &
AL
a
AADRANIIEAY

A3 (kg)

12.5-18

11-16

7-11

UL A L
=

Tu'lasuran2
uwas 3 (da

atlaui)

0.45 (0.45-

0.58)

0.45 (0.36-

0.45)

0.27(0.23-

0.32)

0.23(0.18-

0.27)

A4
SaInN1T
Wardv 1l

(kcal/kg/day)

35

30

25

20
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Pregnancy in short stature

* Short stature v

— Shorter than 155 cm
— Thail use 145 cm cut-off

T Risk CPD, C/S rate or preterm birth
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Epilepsy
CNS
disease

g ,

-

- Asthma
- Respiratory
disease

Cardiac
disease

Metabolic diseases
Other diseases
Lifestyles
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Epilepsy & pregnancy

. lsAaNdn
" a/ 1 my 1 095 4
e NANITEINUAYNUAUTZUINIBAIATIAN
~ dFunugnlasulitigena anain1saauldantagu
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Y & = ac =
~ 21NUAADANLTITY ANNLNAUDRTNUBI AWl

. LNNAMNLASN PIH, preterm, LBW, perinatal mortality
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Epilepsy & pregnancy

. T Assisted vg delivery or C/S rate

+ MMINNAATINISTN cerebral palsy wazilunaau

* Antiepileptic drugs -> teratogen
— Fetal hydantoin syndrome

— Fetal valproate syndrome




Neural tube defect

Cleft lip & palate

Fetal hydantoin
syndrome.

A. Facial features:
upturned nose

mild midfacial
hypoplasia, and long
upper lip with thin
vermilion border.

B. Distal digital
hypoplasia
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Epilepsy & pregnancy

DR e
1unsalNAan 4 NN/ LNRAANISLNA neural tube

defect 28N49LAY 1 LAAUNAUNITAIATSA
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Asthma & preghancy

—
N@"Ilﬂ\'lﬂ’]ﬁ‘ﬁl\'iﬂ‘i‘i‘ﬂﬁlﬂ@']ﬂ’]ﬁ“lﬂﬂ‘i_l‘lﬁﬂ A8 AIN1SATUAL LLE]

&9 ALAN TUALTEALAMNTULSINAUNITAIATTS

°lum§34 mild, moderate asthma AzNANNSHIASSATIA

. HlandLne preeclampsia, preterm, IUGR, LBW

. e ld5nun daulunjasilu class B & C

- L6 oral corticosteroid {9189 1UN15LNA cleft lip & palate

+ MSAWA acute attack L3iAN9aINAULNA
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Cardiac disease & pregnancy

. Congenital heart iscas S ——IP

 Acquired heart disease
— Valvular disease
— Rheumatic heart disease
— Coronary artery disease




Cardiac disease & pregnancy

I ———
« Common cardiac signs & symptoms

— Fatique

— Shortness of breath

— Orthopnea

— Palpitation

— Light headedness/dizziness
— Edema

—Jugular vein dilatation

— Murmur
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Cardiac disease & pregnancy

. Risk of heart failure,w

cardiovascular events
. T Maternal mortality rate
* Abortion (spontaneous & indicated)
* Risk of preterm, PIH, PPH & IUGR
* Fetal congenital heart disease




a5 3 mshwualsanlaamandsdiag ACOG ( ACOG Classification of Cardiac lesions by Maternal Mortality Risk)(12)

Low risk lesions

(<1% mortality)

Moderate-risk lesions

(5%-15% mortality)

High-risk lesions

(25%-50% mortality)

Mitral stenosis (NYHA class | or Il
Left o right shunts

Pulmonic or tricuspid disease
Corrected TOF

Bioprosthetic valve

Mitral stenosis ( Class Il or [V or atrial fibrillation)
Aortic stenosis

Coarctation(without vulvular disease)

Prior myocardial infarction

Marfan's syndrome(normal aortic root)

Mechanical valves

Pulmonary hypertension
Coarctation with vulvular disease
Critical mitral or aortic stenosis

Marfan's syndrome (dilated aortic root)
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Drugs Potential Side Effects Safety
ACEI IUGR, prematurity, low birth weight, neonatal renal failure, bony malformations, limb contractures, patent o
. Contraindicated
ductus arteriosus, death
ARB Same as ACEI Unsafe
Adenosine Limited (data in first trimester only) Safe
Amiodarone IUGR, prematurity, hypothyroidism Unsafe
Betablockers Neonatal bradycardia, hypoglycemia, and apnea at birth, uterine contraction initiation Safe
CCB Maternal hypotension leading to fetal distress Unsafe
Digoxin Low birth weight Safe
Disopyramide Uterine contraction initiation Safe
Diuretics Hyponatremia, bradycardia, jaundice, low platelets,impaired uterine blood flow Potentially unsafe
Heparin N one reported Probably safe
Lidocaine CNS depression due to fetal acidosis with high blood levels Safe
Mexiletine IUGR, fetal bradycardia, neonatal hypoglycemia, and hypothyroidism Safe
Nitrates Fetal bradycardia Potentially unsafe
Nitroprusside Thiocyanate toxicity Potentially unsafe
Procainamide None reported Safe
Quinidine Premature labor, fetal VIII cranial nerve damage with high blood levels Safe
Warfarin Embryopathy, In utero fetal hemorrhage, CNS abnormalities Unsafe
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DM & pregnancy

 Overt diabetes mellimv
Pregestational diabetes mellitu

« Gestational diabetes mellitus
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Pregestational DM

LWL 4

. UAINSF >

— excessive thirst, frequent urination, unintentional weight loss

. UTAMSIANL ->

— Fasting plasma glucose > 126 mg/dI
— Random plasma glucose > 200 mg/dI

— 50-g GCT > 200 mg/dI
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Overt DM & pregnancy

 Difficult to control bw

* Fetal complication
— Abortion

— Congenital anomalies: heart, caudal
regression

— Abnormal growth: macrosomia, IUGR
— Unexplained fetal demised

 Pregnancy complication
* Neonatal complication
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Overt DM & pregnancy

 Difficult to control bloow

« Fetal complication

 Pregnancy complication
— Polyhydramnios
— Hypoglycemia, diabetic ketoacidosis
— Preeclampsia
— Preterm birth
— Shoulder dystocia, T C/S rate
— Infection

Neonatal complication




L BEERY 4 o B [ESIL T ORI ENg o |
Overt DM & pregnancy

 Difficult to control bw

* Fetal complication
 Pregnancy complication

 Neonatal complication
— Risk perinatal mortality
— Respiratory distress syndrome

— Hypoglycemia, hypocalcemia,
nyperbilirubinemia

— Cardiomyopathy
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Management DM & pregnancy

* Prepregnancy
~ dsziiudnnaadnala ta A1 LATANNAY

— AyuANSsAUIaA lnatlunumlng addas 3 thau
NAUNITAIATIN

~ I% folic acid 400 Hg/d AAUNNTAIATSA
* Pregnancy period
- muqmzﬁuﬁyﬂma"lﬁﬁ
~ msranduIAEIANADgInANRnIsIaIMsnluAe s

Jd &
~ AgAgUNINMITnluAssALlusey
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Management DM & pregnancy
B

Table 52-11. Self-Monitored Capillary Blood Glucose Goals
Specimen Level (mg/dL)
Fasting <95

Premeal <100

1-hr postprandial <140

2-hr postprandial £120
0200-0600 260

Mean (average) 100

Hb Alc <6

Reprinted, with permission, from American College of Obstetricians and Gynecoloqists. Pregestational Diabetes Mellitus. ACOG
Practice Bulletin 60. Washington, DC: ACOG; 2005.
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Hypertension in pregnancy

B e
¢ ANNAULANAFITUSAIATIN AD ANNAULAIG

Systolic 2 140 mmHg UFAAINNAULANRA diastolic 2 90

mmHg Taedaluvings 9m 2 ASInenY agnetias 6 T
+ Classification:

— Preeclampsia-eclampsia

— Chronic hypertension (CHT)

— CHT with superimposed preeclampsia

— Gestational hypertension
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TABLE E-1. Diagnostic Criteria for Preeclampsia <

Blood pressure » Greater than or equal to 140 mm Hg systolic or greater than or equal to 20 mm Hg
diastolic on two occasions at least 4 hours apart after 20 weeks of gestation in a

woman with a previously normal blood pressure

» Greater than or equal to 160 mm Hg systolic or greater than or equal to 110 mm Hg
diastolic, hypertension can be confirmed within a short interval (minutes) to facilitate

timely antihypertensive therapy

and

Proteinuria » Greater than or equal to 300 mg per 24-hour urine collection (or this amount
extrapolated from a timed collection)

or
» Protein/creatinine ratio greater than or equal to 0.3*

» Dipstick reading of 1+ (used only if other quantitative methods not available)

Or in the absence of proteinuria, new-onset hypertension with the new onset of any of the following:

Thrombocytopenia » Platelet count less than 100,000/microliter

Renal insufficiency * Serum creatinine concentrations greater than 1.1 mg/dL or a doubling of the serum
creatinine concentration in the absence of other renal disease

Impaired liver function = Elevated blood concentrations of liver transaminases to twice normal concentration

Pulmonary edema

Cerebral or visual
symptoms

* Each measured as mg/dL



Eclampsia
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Chronic hypertension
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Chronic hypertension with superimposed preeclampsia

+ Chronic hypertension 31411 preeclampsia

Gestational hypertension
« ATNAKIARA systolic 140 HadwasUsannIauinnit nSeaudulaia diastolic
90 HadwaTlsannIiauinnii lﬂuﬂﬂqﬂﬁiﬁLﬁu 20 dlewiuly luassanodnnueu
Ta#muUn@iuac1ail systemic finding sufind1ius
v a0 proteinuria
« amusulafiandudgdnimoly 12 dlmindinaas

o MITINIAD IAREIRRAALE LI UK




Severe Features of Preeclampsia (Any of these findings) <

* Systolic blood pressure of 160 mm Hg or higher, or diastolic blood pressure of 110 mm Hg or higher
on two occasions at least 4 hours apart while the patient is on bed rest (unless antihypertensive
therapy is initiated before this time)

* Thrombocytopenia (platelet count less than 100,000/microliter)

* |mpaired liver function as indicated by abnormally elevated blood concentrations of liver enzymes
(to twice normal concentration), severe persistent right upper quadrant or epigastric pain unrespon-
sive to medication and not accounted for by alternative diagnoses, or both

* Progressive renal insufficiency (serum creatinine concentration greater than 1.1 mg/dL or a doubling
of the serum creatinine concentration in the absence of other renal disease)

¢ Pulmonary edema

* Mew-onset cerebral or visual disturbances
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HT & pregnancy
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HT & pregnancy

e MIZUNSNERAUABNITAN

Y 1 .4
e ANAZUNSNTERAUADNISN LUATSN
| -\ o\ v 4
— AnzmsntasLeulag luAsen
_ 1n7zinAsuas
_ {ANISARAANDUNIUUA
_ H1NNESNARNAMAUNIUNUR
_ W2 lan1snAREIRNNNISUIARDNTD LAY

_ vsnidgdanlunssn



O SR 4 od B [ENL T «(O)FaNgl6

o ¢

= a o I a (] a
ARNTHANATTINNLA LN ﬁlﬂﬂ'\ﬁLﬂﬂﬂ?ﬁﬁLﬂUW‘l&l’

< P

+ PIATTALSNUTDAIATTAUSNALARS

- @1guaand 18 1 wsaninnan 351

24

. STAZWINUDINITAIASTARIIANNATTANAUNINNDT 10 T
=] [ 9P-N c & a ¢ o

. HiUszIRATTALLUNEHLIUATSNATINAY
P ac v P ¢ @ a

«  NUNAWUIAEATI NN1IEATTALLUNE

. NlgpUszarmInaumIAssALTY 1sALLNKNK 1sARINNAY
Tatings Tsale Tsalnizas lsalaauaad

24
o Q/

4
. RASTAIATTNLEA



P BEERW 4 oF B [ENIA T <O =N
Management HT In pregnancy

o e
aa v v (1 v s 1
. qu@aﬂgn PIRANTAMNLTI dl‘l/?ﬂ’]‘é“i‘ﬂ‘l:i’]ﬂﬁl’]%‘lﬁ“’]&iﬂﬂ AN

ANMNATNITOUDIRDIUNEILNIR SANTIN5RIAD bl €1
ADTUNLILIRNNSANNINNIN

+ N504 CHT AILANSEALANAY diastolic THBESTEUINg
90-100 mmHg

Y o o (Y (] a\
. dl‘l/?ﬂ’]LL‘L!S‘I«!’] “ﬂ’]%‘ﬂﬂﬂﬂﬂﬂ’]’wﬂﬁ‘iﬁL‘]J‘L!W‘l:l”



. 1% Daily low dose aspirin (60-80 mg) t3xlug991lans
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(USPSTF recommendations)

Table. Clinical Risk Assessment for Preeclampsia®

Y 1 - (= I N e W WA K AT NT

Risk Level | Risk Factors Recommendation

Hight History of preeclampsia, especially when accompanied by | Recommend low-dose aspirin if
an adverse outcome the patient has =1 of these high-
Multifetal gestation risk factors
Chronic hypertension
Type 1 or 2 diabetes
Renal disease
Autoimmune disease (systemic lupus erythematous,
antiphospholipid syndrome)

Moderatet | Mulliparity Consider low-dose aspirin if the
Obesity (body mass index =30 kg/m*) patient has several of these
Family history of preeclampsia (mother or sister) moderate-risk factors
Sociodemographic characteristics (African American race,
low socioeconomic status)
Age =35 years
Fersonal history factors (e.q., low birthweight or small for
gestational age, previous adverse pregnancy outcome,
=10-year pregnancy interval)

Low Frevious uncomplicated full-term delivery Do not recommend low-dose

aspirin

“Includes only risk factors that can be obtained from the patient medical history. Clinical measures, such as uterine artery Doppler
ultrasonography, are notincluded.
T Single risk factors that are consistently associated with the greatest risk for preeclampsia. The preeclampsia incidence rate would be

approximately =8% in a pregnant woman with =1 of these risk factors

1, 5

1 A combination of multiple moderate-risk factors may be used by clinicians to identify women at high risk for preeclampsia. These risk

factors are independently associated with moderate risk for preeclampsia, some more consistently than others ',
& Moderate-risk factors vary in their association with increased risk for preeclampsia.



Lifestyles & pregnancy

-

Cleft lip
- IUGR

- Placenta previa

- Placental abruption
- Preterm

- Perinatal death
SIDS

EVERY CIGARETTE
HARMS YOUR BABY

IUGR
-  Mental retardation 3
- Fetal alcohol
syndrome
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Faces in Fetal Alcohol Syndrome

Associated
Features

Discriminating
Features

epicanthal folds

short palpebral

fissures low nasal bridge

flat midface

minor ear
anomalies

short nose
indistinct philtrum

thin upper lip micrognathia

In The Young Child

Streissguth, 1994
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Anemiain pregnancy

« Hb <10.5 g/dl in 2"d trimester

e Causes:

—Iron deficiency, megaloblastic anemia,
blood loss, aplastic anemia

— Thalassemia, abnormal Hb, hemolytic
anemia
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Anemiain pregnancy

AN T (O N

Preterm birth v

IUGR

Risk preeclampsia
Sepsis

Congestive heart failure
T Perinatal mortality
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Management of anemia in pregnancy

. Snldmnanunaasianizlsa
+ dhnAssAlundlinAssNLAENgS
- igzaanstas LB UleURINIEn

. A255N152AU Hb THUNINNIT 7 NTHN/AR. NANTTUT LA
oy p=") o ([~ a
LRAALRNIELNAALLWAge 9

+ AFAINFUNMNWHNITAT LU NITNINULRINLA

- N195N%A Iron deficiency -> ferrous fumurate 200 NN.2U
(=]
AL 3 LUR
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Thalassemia

* Hemoglobinopathy

* Alpha thalassemia & Beta thalassemia

. Tsnsnasdilaguusaniinansenusanunndingilos
ASALATILATHIAN

— Hb Bart’s hydrops fetalis
— Beta thalassemia major

— Beta thalassemia/Hb E
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Thalassemia

Beta thalassemia major or
Beta thalassemia/Hb E
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Thalassemia

o e —-
1 a v a = Yo o a @
. @ﬂ“?ﬂﬂtﬂquﬁf‘éﬁ'\ﬂ'&eﬁLNﬂ ﬂ'}?‘lﬂﬁﬂﬂ'\ﬂﬁuqﬂﬂﬂﬁ'\

LAEILAZANTULTITRILTALUEN

lsas185d 1478

tiduush  Un@ hilsa  Und dhilsn  fiduush

bt b

J:
ﬁf’f@ 2wkl T

mmuda m\ﬂb"
Uni niguush amnautiiuush




/el MEEEEw L XX N (A‘U‘ ' ,.ll.h\ LA/'.LLL\'
s
- ‘Vl’NLﬂ@ﬂﬂl@\‘iﬂ’&&l‘Jﬂ‘Vl&lﬂ’)’]&ltﬁﬂ\‘mﬂﬂL‘]J'L!

=

leASAATLNETUATULT

+ NN URIAULA

= =] = <
. ﬂamamm%ugmﬂ‘lﬂﬁﬂ
g 1 [~} P~ 1 aoa (-
e AFAANITNLUATTAMLLULITAYSA LN Lagn15IHaRs

NN lUASSANBUARRRA (Prenatal diagnosis: CVS,

amniocentesis, cordocentesis)

+ mMsIdaaansIalsasaaunauiibildelunngniau

NNSAIAFSN (Preimplantation genetic diagnosis)
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Rh negative

Co e T
a = 1 a\ [ a\ = 1
+ A1slshunaguularanlinlainumg Fanan ‘

. 1% 1 I a (3
Antigen D lauiisungilavia Rh 1ilu 2 vy

~ Rh positive Aa nalafinAial Antigen-D agNRanaLinlaiin
wad luaulnawuilssnm 99.7 %

— Rh negative Ag Muiﬂuﬁwﬂuu Antigen-D ﬂgll HIURILNA
Taiaumd luAaulnany 0.3 %



€ Rn+ father.

9 Rh™ mother carrying
her first Rh* fetus. Rh
antigens from the
developing fetus can
enter the mother's
blood during delivery.

Q In response to the

fetal Rh antigens,
the mother will
produce anti-Rh
antibodies.

° If the woman becomes
pregnant with another
Rh* fetus, her anti-Rh
antibodies will cross
the placenta and

damage fetal red
blood cells.
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Rh negative In pregnancy
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Syphillis

- WNAZNWDY, Syphilis, Chancrev

« Screening test: VDRL, RPR

« Confirmatory test: FTA-ABS, MHA-TP, TP-PA
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Syphilis in pregnancy

e T
. A1ALAANTINZLNG NITNLRLTINLUATTA ARBANDU

LWL 4

AMUUA UTANITNNNISLAN LA LA

- N195N¥N: Benzathine penicillin G 2.4 million units IM

o & ] Qv a 1 o
dlaniaz 1 A9 LHluan 3 ddauanaan
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-
e

Snuffle Keratitis

W= —¢
Multiple, punched out, pale, blistered etaphyseal dystrophy
lesions, with associated desquamation Wimberger’s sign

of palms & plantars
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HIV infection In preghancy
R
+ MSAIATTNRIAVININDINIFUDITTA HIV FUKIIUU ‘

« I[UGR
 Preterm birth
* Low birth weight

* Perinatal transmission @),

<
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Gestational DM

o D -
T3ALLIMNUNLIA AU AIATSA wazigldnainaan

‘

* Risk gestational HT or preeclampsia
. T C/S rate
a a =
. qummmmmetﬂu‘iﬁﬂme'\u"lu@mﬂm

+ WINAUANTTALUIAIALNA -> Fetal macrosomia,

shoulder dystocia, neonatal hypoglycemia 1o
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Table 2. Risk stratification for selective screening and diagnosis of gestational diabetes.

Risk Criteria Recommended screening
Low Normal weight at birth and prior to pregnancy No challenge test is required for screening or
Age <25 years diagnosis of diabetes

No known diabetes in first-degree relatives
No history of abnormal glucose metabolism
No history of poor obstetric outcome

Not a member of an ethnic group with high
prevalence of diabetes (Hispanic American,
Native American, Asian American, African
American, Pacific Islander)

Average  Not classified as low/high risk Glucose challenge test is required at 24-28 weeks

Detected as high risk at early pregnancy anddid ~ gestation
not have gestational diabetes in early pregnancy

High Obesity Should be tested in a single (oral glucose tolerance

First-degree family history of type 2 diabetes test) or two-stage manner (glucose challenge test

: : . : and oral glucose tolerance test) as soon as possible
Previous history of gestational diabetes during pregnancy, and if diabetes is not diagnosed

Known glucose intolerance outside of pregnancy testing should be repeated at 24-28 weeks
Glucosuria gestation or if clinical suspicion arises

Image courtesy of Remedica Journals
hitp:Awrerwe remedicajournal s.com/CML-Diabetes/Browselssues/Volume-26-1ssue-1/Arti ol e- Gestational - Diabetes- Mellitus- Review
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Screemng & diagnosis GDI\/I

N et

Plasma Glucose Concentration (ma/dL)

Test Fasting 1-hr 2-hr 3-hr
Seresning
S0-g OGTT PR =140 NA A
Diagnostic
750y OGTT® =0k, =180 =155 MA
100g OGTT =495 =180 =155 =140

G TT = oral glucode tolerance et NA =nol applicable,
For a diagnosk to be made, tewo values must be out of range,
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