PREMATAL CARE FOR THE FaMILY PHYSICIAN: BART 2

Care and counseling

by trimester

Lestey D, Wilkinson, MD

Symptoms such as
nausea, vemiting, and
fatigue are primary concerns during the
first trimester of pregnancy, and choricnic
villus sampling is somatimes used for
prenatal diagnosis. During the second
trimester, routine assessment of fetal
health may include triple-marker serum
soreening and ultrasonography or
amniocentesis; fulfilling the nutritional
needs of the fetus also becomes more
critical. Potential complications during
the third trimester are preterm labor,
gestational diabetes, presclampsia,
infections, and postterm pregnancies.

At this time, both families and physicians
must prepara for labor and delivery.

e Wikingan @ an agsiztanl clincal grolesser of famly mecicineg,
Unpeersy of Calfornis. Los Acgjeles,

regnancy has traditionally been divided
Pintc- three periods, or rimesters, based on

an average expected length of 40 complet-
ed menstrual weeks, The first is 1-12 weeks’ ges-
tation, the second extends through 24 weeks,
and the third extends through deliverv. Re-
quired assessments and tests as the pregnancy
progresses are summarized in Table 1 (page 62)
Physicians must understand the characteristics
and potential complications tvpical at all three
stages to optimize the health of the mother and
fetus.

The first trimester; Symptom management
and testing

* Sywnploins Fatigue, nausea, and vomiting are
comomon in early pregnancy. About 20%-30% of
patients have few or no symptoms, and some
have severe svmptoms such as hvperemesis
gravidarum that require hospitalization.' A
studv of 363 pregnant women found that nausea
developed in all symptomatic patients by the
ninth week, most commonly during weeks 4 o
7.2 It ended by week 10 in 30%, by week 12 in
30%, and by week 16 in 30%

For mast women, rest and meal adjustments
are sufficient management for nausea and vom-
iting. Many find that frequent small meals mini-
mize nawsea, but each patient is unigue. Some
cannol tolerate prenatal vitamins, even at bed-
time, until the second trimester.

When symptoms are severe, sonography is
indicated to rule out abnormalities such as mul-
tiple gestation or molar pregnancy, Unrelated
medical problems that may cause nausea, such
as thvroid disease, should also be considered.®
Acupressure wrist bands may help relieve svmp-
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Table 1

Recommended tests for continuing prenatal care

Sestational age

Although women are
usually expected to gain
g more than 2-3 [b [0.8-
225 kg, some with nau-

fwk] Tozt sea may actually lose
10-12 Charlonic villus sampling WESEIL T 0 slral i
1318 Amnipcentasis (eardy versus routing] with ulrzsound mester, During this tri-
16-20 Uirasound for anomalies _mester, the ferus is not.as
i16-18* Triple=rmarker Sanum Soreening B = P sensitive to poor nutri-
24-28 Diabetes screening (with hematocrity; repeat as needed tion, and patients mav
28 Rh-negative patients: repeat aniibody tesi, administer ] 0 W i
RhoiD) immune globulin {Gamulin fh, HypRhe-D, BhoGAl)  SIMPLY have o locus on
ap-36 Consider repaated STD screening, ultrasound, repeatad staying hydrated and
hematacrit or diabetes screening (only if clinicaty indicatad) eating what they can.
a5 Acspss o fetal position, confirm vertex * Recomnmended testing
35-37 Cﬂnsicliﬂr greLp 8 streptﬂmﬂlcﬂ]%rﬂﬂﬂmg waginel and during the first trimes-
rectal swabs without speculum s AR
1-an? Biweekly prenatal fatal testing {(nonstress test and amnictic ter is the same as in the

fluid index ar biophysical profils)
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toms, but no medications have heen approved by
the Food and Drug Administration (FDA). An
agent once used for treatment, doxvlamine and
pyridoxine HCI (Bendectin), has been removed
from the market for legal reasons, even though it
is unlikely to have been a genuine teratogen. ™

Pharmacotherapy should be avoided if possi-
ble since the period of intense nausea coincides
with organogenesis. For severely distressed pa-
tients willing to assume the {probably negligible)
rizk, ]:!:.'r:dl::-x:ine (vitamin B) showed efficacy al
23 mg tid in one studv® and 10 mg tid in another
larger study.” Doxvlamine succinate (Linisom
Mighttime Sleep-Aid) 1= available over the count-
er in a 25-mg formulation (compared with 10 mg
in Bendectin), and patients may thus wish to di-
vide the tablets. -

Options for severe symptoms requiring intra-
venous treatment include promethazine HCI
(FPhenergan), trimethobenzamide HCI (Arrestin,
Ticon, Tigan), and even prochlorperazine (Com-
pazine), None appears to engender congenital
anomalies,™ but their use should be minimized
nonetheless. Metoclopramide HCl {Octamide
PE5, Reglan} may be more effective, but has not
been used as often in praclice.
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initial evaluation [Table

&, Part 1, page 32) with

the exception of chori-

onic villus sampling, a

first-trimester alterna-

tive to amniocentesis
The test is performed between 10 and 12 weeks”
gestation, and the risk of fetal loss is approxi-
mately double that of traditional amniccentesis
{at 15-18 weeks): about 0.5%-1.0% versus 0.25%-
0.5%.F The benefit of chorionic villus sampling is
determining fetal status early, before pregnancy is
apparent, If the baby is at a 25% risk for Tay-
Sachs disease, for example, waiting for amniocen-
tesis may be unacceptable. Early amniocentesis
may be done at 11-14 weeks, with results requir-
ing another 10-14 davs. Some centers may not
offer earlv amniocentesis, however, and the fetal
loss rate is significantly higher than that of chori-
onic villus sampling.”

The second trimester: Fetal and maternal
hzalth monitoring
» Fetal assezsmeent is more routine during this peri-
od. Most women have a serum triple-marker
screening test at 15-20 (ideally 16-18) weeks' ges-
tiation. It screens for -fetoprotein, unconjugated
estriol, and human chorionic gonadotropin
(hCG). Approximately 83%-90% of neural tube
defects and 33%-60% of Down's syndrome cases
can be detected with triple-marker screening "
Alter genetic counseling, some women of ad-
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vanced maternal age (set at 35 because amniocen-
tesis loss rates historically equal chromosome ab-
normality rates at this age) choose serum screen-
ing over definitive testing. Women with positive
sereening tests or indications for definitive testing
should undergo amniocentesis at 13-18 weeks (or
later if necessary) for definitive chromosomal test-
ing (Table 2, Part 1, page 28) and a determination
of amniotic c-fetoprotein levels. Patients who elect
chaorionic villus sampling or early amniocentesis
should have serum o-fetoprotein testing at 16-18
weeks (to detect neural tube defects) and sonogra-
phy at 18-20 weeks. An ulirasound examination is
part of the standard amniocentesis procedure.
Other indications for senography include dis-
crepancies between felal size and gestational age,
follow-up for previous abnormalities, or assess-
ment of the effects of teratogen exposure. Screen-
ing ultrasonography for low-risk patients with
normal triple-marker test results is controversial,
[n the RADIUS (routine antenatal diagnostic im-
aging with ultrasound) trial," screening ultra-
sanography demonstrabed no improvement in
anv measure of prégnancy outcome in the 7,617
wamen at low risk for perinatal problems. In this
study, 94% of women in the screening group had
ultrascund examinations at both 13-22 weeks and
31-35 weeks' gestation, and 45% in the control
group had ultrasound examinations for certain
indications," Criticism leveled at this study has
pointed to the low abnormality detection rate
the screening group—only 17% before 24 weeks.
Even in the tertiary care settings, only 33% of
anomalies were detected before 24 weeks, '™ In
pther studies, screening ultrasound had a much
higher sensitivity for ancmaly detection of 45%."
Manv families want to have an ultrasound f[or
the pleasure of seeing their baby-to-be. Even if
ultrasound pemains unproven as a public health
measure, any chance of detecting a problem may
help prevent devastating personal consequences,
and ultrasound has little if any known risk. The
United States Freventive Services Task Force
found insufficient evidence to recomumend for or
against routine second-trimester ultrasound
screening.™ It seems reasonable to offer ultra-
sonography to assess for anomalies (ideally at 15-
20 weeks)” Not all insurance companies pay for

the procedure, however, as its medical necessity
has not been definitively demonstrated,

» Nutrition becomes more critical during the sec-
ond trimester. As nausea abates, most women
should be able to eat a healthy diet to fulfill the
fetus” growing needs, Appropriate weight gain is
kev to & good outcome for both mother and
baby. ¥ Inadeguate weight gain is associated with
low-birth-weight babies, and excessive weight
gain with macrosomia.'*"® Appropriate gains are
based on prepregnancy body habitus (Table 7,
Part 1, page 35). Most women should gain 25-35 |k
{11.25-15.75 kg). Adolescents, African-Americans,
and smokers are more likely to have low-birth-
weight babies and should aim for the high end of
the appropriate range. Short women should be
encouraged to gain at the low end.”

The average fetus requires 150 calories per day
more than the mother’s normal caleric needs in
the first trimester and 300500 more in the second
and third trimesters. Weight gain should come
from healthy caleries such as milk products (if
tolerated), meat, fruits, vegetables, and whole
grains. Some women must make a significan
dietary change from junk food. Empty calories
cannot substitute for healthy ones and simply add
unnecessarily to maternal fat stores.

» Fetal growth Fundal height the top of the sym-
phveis pubis to the top of the fundus) should be
equal to gestational age during the latter part of
the second trimester {plus or minus 2 cm). Ap-
parentlv abnormal growth requires ultrasound
evaluation. Demonstrated fetal growth restriction
ot pelvhvdramnios requires referral.

N _‘j_-_rm||;lr|_1,lr|5 and I|_'.h_-'_|,l..'_'|'||,II:C-L:II,'I'I1! roncerns  Patients
often feel well again in the second mmester and
begin to enjoy pregnancy. Most women find their
clothes getting tight, many “show” by around 14-
16 weeks (sooner if they are slender), and some,
particularly if primiparous, may have mixed feel-
ings about their changing shape — displeasure
about their figures and jov about the growing
babv. Even for highlv desired pregnancies, some
ambivalence toward the new responsibilities and
roles of motherhood (especially for the first balby)
is virtually inevitable. For unintended pregnan-
cies, feelings may be far more negative,

Backaches often begin in the second trimester
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as the patient’s balance begins to alter and usually
worsen in the third trimester as the fetus grows,
Other minor {and occasionallv major) svmptoms
may include hemorrhaids and varicosities of the
Iovwer extremities. Treatment is similar to that in
the nonpregnant patient: fiber and occasionally
stool softeners lo avoid constipation for hemor-
rhoids and stockings, rest, and elevation for vari-
cosities. Thrombosed external hemorrheids may
be treated with incision and drainage as in the
nonpregnant patient.

Seme heartburn is common during pregnancy,
and it often worsens through the third trimester
until the fetus drops. Calcium carbonate (Ami-
tone, Mallamint, Tums, etc.) can be an excellent
solutien, as pregnant women need 1,200 mg of
calcium per dav in any case.

Calcium carbonate should nol be taken at the
same time as iron (in prenatal vitamins) becawse it
can interfere with absorption. By the second ri-
mester, most women can tolerate regular prenatal
vitamins, which supplement a multivitamin/ min-
eral. Although vitamins are almost routinely rec-
ommended, the benefits in women with no
known deficiencies are equivecal, even in later
pregnancy, '

The third trimester: Complications and final
preparations
* Pretermn lebor Throughout the gestational period
of 24-36 weaks, patients should be told that repeti-
tive contractions are abnormal and must be report-
ed immediately, Other symptoms suggestive of
pretesm labor are abdominal tightness, vaginal dis-
charge, cramping. diarrhea, and bleeding.™
Bacterial vaginosis s associated with preterm
labor and delivery, but screening is controversial.
No improvement has been demonstrated with
oral metronidazele (Flagyl, Protostat)™ or topical
clindamycin phosphate {Cleocin),™ but cure with
oral clindamyein may decrease the risk of preterm
labor or early pregnancy loss.”
* il-negelive patients should be rechecked for an-
tibodies at 28 woeeks, and siven 300 mg of Rho(l]
immune glebalin {Gamulin Rh, HypRho-D,
RheCAM) to cover prophylaxis until delivery.
* Cestational duabeles smellifng is associated with the
development of macrosomia, an increased risk of
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 birth trauma, and a higher incidence of cesarean
delivery.” Since intensive management appears
to result in decreased overall infant morbidity,
diagnosis is vital.®

Pregnancy is a “diabetogenic” state, conducive
to the development of hvperglvecemia and dia-
betes.™ Even women without a personal or familv
history of diabetes are susceptible; roughly 3.5%
with no preexisting disease are affected.™ Vir-
tually all pregnant women should be screened at
24-25 weeks” gestabon. Screening is unnecessary
in normal-weight patients younger than 25 with
no family history of diabetes, except for those in
ethnic groups at higher risk for diabetes {such as
African-Americans, Hispanics, Asians, and Ma-
tHve Americang).” Patients at very high risk {per-
sonal or family histery of diabetes or glvcosuria
with a suggestive glucometer reading} may be
screened at 12-24 weeks” gestation, ™ screened as
usual at 24-25 weeks, and, if gestational diabetes
is still not detected, rescreened at 52-34 weaks,™

In the 30-g oral glucose challenge test, plasma
glucose is drawn 1 hour after the patient drinks
50 g of glucose beverage or consumes 28 jelly
beans {which contain 30 g of simple carbohydrate
and have been shown to provoke a similar serum
glucose response with fewer side effects than the
beverage).™ A 3-hour oral glucose tolerance test
{OGTT) is indicated if the glucose level is higher
than 135-140 mg/dL. The patient arrives fasting,
drinks 100 g of glucose, and blood is drawn fast-
ing (before the glucose load) and at 1, 2, and 3
hours, Criteria for diagnosis are two of four ab-
normal values (Table 2, page 67).5%* Any hyper-
glvecemia requires strict treatment. >

Since some evidence suggests that patients
with any abnormal plasma glucose values are at
higher risk for diabetic complications, retesting
laler in gestation may be considered.” Most
authorities consider a fasting glucose level above
105 mg/dL to constitute gestational diabetes.
Most would not even obtain an OGTT to diag-
nose gestaticonal diabetes if screening glucose val-
tes are above 200 me/dL.

[n a study of 5% pregnant women whoe had
screening serum glucose values of 200 mg/dL or
higher, however, the OGTT was normal in 11
(19%) who were tested after thev demonstrated
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normal fasting glucose (below 105 mg/dL}).*

Criteria for the diagnosis of gestational diabetes -
are under review, and some authorities argue for
lowering the threshold (Table 2357 The Expert
Committes on the Diagnosis and Classification of
Diabetes Mellitus cited data to support such a
change, bul concluded that revision would have
been premature at the time.” Some experts believe
that maternal age and weight are key con-
founders in gestational diabetes studies and that
lowering the criteria would not improve out-
comes.H American College of Chstetricians and
Cwvnecologists (ACOG) criteria have not changed.

Waomen with gestational diabetes have at least
a 50% chance of developing diabetes later in life.”
Data suggest that such women may safely use
low-close estrogen and progestin contraceptives if
thev have no other contraindications, but pro-
gastin-only formulations may increase the shaort-
term risk of developing diabetes.” Long-term
studies are still needed ==
* Preeclanipsmn screernimg becomes important as the
third trimester advances.™ The most effective
strategv is the early detection of an abnormal
blood pressure trend. Prepregnancy or first-
trimester readings establish the baseline, Close
monitoring of bloed pressure and urine testing
far protein are indicated if blood pressure does
not decrease normally during the second tri-
mester.” Two blood pressure readings of 140,50
mm Hg or higher taken 6 hours apart after 20
weeks' gestation are diagnostic of pregnancy-
induced hypertension.

In the past, a 30-point increase i svstolic or 15-
point increase in diastolic pressure from baseline
was considered preeclamptie. Such elevations are
common in nulliparous women and areé no longer
considered diagnostic, but they can presage the
development of pregnancy-induced hvpertension
and indlicate the need for closer monitoring.™

Although the traditional diagnoestic triad for
preaclampsia is proteinuria, edema, and elevated
blood pressure, onlv blood pressure monitoring is
uzeful for screening. Dipstick *proteinuria” and
edema are nonspecific findings common in nor-
mal pregnancy. Edema is so frequent that it has
been abandoned as a diagnostic criterion by ex-
perts, although an abrupt weight increase from

TﬂhlE 2

Hnn‘nal ﬁiuas in tha 3~huur OGTT:
== Current and pmpnsed
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Plasma glucose (mg/dL)

- Specimen Current Proposed™
Fasling 103 a5
1 hour 190 180
2 hours 165 155
3 hours 145 140
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pathelogical edema may indicate preeclampsia.’”
True proteinuria (not apparent proteinuria due to
leukorrhea) tends to be a late finding in genuine
preeclampsia and unhelpful in screening ™ De-
finitive testing for proteinuria requires a 24-hour
urine collection with more than 300 mg per 24
howrs becoming suspect.

Symptoms of preeclampsia include malaise,
headache, visual abnormalities, and right upper
guadrant pain {from liver inflammation). Al-
though helpful in building a diagnostic picture,
such symptoms tend to be late findings and are
not useful in screening. Physicians should be alert
to the possibility of hemolyvsis, elevated liver en-
zvmes, and low platelets (HELLP svndrome),
which can occur in the absence of elevated blood
pressure.’

* Fetal groqeth Maternal size and weight should in-
crease by about 1 1k (0,45 kg) and 1 em per week
until near term (Table 7, Part 1, page 33}, Near-
term weight mav stabilize, and the baby may drap
into the pelvis. Apparent size mav even decrease
at this time, but should then continue increasing at
about I cm per week, During late pregnancy, fetal
growth in utero is approximately 200 g per week
at 38 weeks' gestation, 1253 g per week at 40 weeks,
and about 60 g per week at 42 weeks ™

= Fotal well-being  After approximately 24 weeks,
the fetus should be moving regularty, and mothers
should be told to report any decreased fetal move-
ment. Formal counting of fetal movements ("kick
countz") is often recommended, but whether i (5
genuinely helpful and how it should be utilized
remain unclear.¥* Mothers perceive most of their

WOL. 22, MO, T AUGLIST 2000 = 67

PREMATAL CARE: PART 2



r———

4=

PRENATAL CARE: PART 2

Table 3

Consensus guidelines for the management of perinatal group B streptococcal disease

Group B streptococcus bacteriuria
Treat at diagnasis
intrapartum chemoarophylaxes
Previous infant with group B streptococcus
Intraparium chemoprophylaxis
Screening-based approach

Culture for group B streptococcus 81 35-37 weebks {almost 100% concordance with intraparturn}

Oiffer infrapartum chemoprophylaxis if positive

Liza risk-factor approach if group B streptococcus status i= not known 2t delivery

Risk-factor approach
Ma prepatal group B streplosoccus cullura
Treat patient i sk fastors ane present al delhveny:
< 37 wesks' gestational age
Dwration of membrane rupture =18 h
Termmparature = 38.0° C
Intrapartum chemoprophylacis

Penicilln GG Pizerpen] S milson L lead, then 2.5 mificn U g 4 B preferred; alernative: ampiziliin sodiurm

[Chmmipan-M)

Penizillin-allergic patient: clindanwein phesphate ([Clecsin] 200 mg g & b, allernative: enythromycin

[Erythressing

Souroe: Tatlers e Doamse Centrel nd Prevechion, Precemaon of pennaisl gmur B Sinpiooocon’ Gease & Dulid Reatn paspecive. MWWH Mo Momn Wiy S

T ASAR T2,

babies’ vigorous movements. Common insiruc-
tions for formal counting include counting up to 10
fetal movements (taking longer than 2 hours is
abnormali™ or counting all movements for 1-2
hours each day (fewer than 3 per hour is abnor-
mal).* Several studies have found that these
schemes help reduce the risk of perinatal death, =4
but one study of 65,000 women showed no bene-
fits, possibly due to inadequate adherence and
poor evaluation of wamen saying they felt de-
creased fetal movement ®* Regardless of whether
formal counting is recommended, all mothers
should be instructed to pay close attention to fetal
movements and to repart decreased activity if they
have any question about it

* Vaginal barth after cesarean seckion (VBAC) Pa-
tients with one (or possibly twe) previous low
transverse uterine scars from a cesarsan section
are eligible for VBAC. ACOG recommends en-
couraging & trial of labor after counseling."” Suc-
cess rates are approximately 60%-80% after one
cesarean delivery with an excellent safety record
tor most women without contraindications (such
as a previous classical or T-shaped incision or

6B = FAMILY Pl CTICE RECERTIFIGATI

other uterine surgen) " At lzast 80% of women
with an earlier cesarean delivery for breech pre-
sentalion, a previous vaginal delivery, or bath will
have a successful vaginal birth ¥ Uterine rupture
is rare (less than 1%) but unpredictable, and care-
ful monitaring is mandatory after receiving
informed consent for VBAC.* Overall, maternal
and fetal safery is optimized by a successful trial
of labar. Unsuccessful labors are slightly more
risky than elective second cesarean deliveries,
with slightly increased rates of sepsis, lengths of
hospitalization, and uterine rupture.®
* Fetel position should be assessed at approximate-
ly 356 weeks. External examination is usually suffi-
cient, but internal sterile examination or ultra-
senography may be needed Lo confirm position.
External cephalic version for breech presentation
is usuallv performed around 37-38 weeks, before
labor but after the fetus is viable, in caze emer-
gency cesarean delivery is required.
* Sereciing fer mfections Higherisk patients showld
be rescreened for sexually transmitted diseascs ot
32-36 weeks.

Screening for group B streptococcus (GBS) car-
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riage is controversial. The American Academv of
Pediatrics, ACOG, and the Centers for Disease
Centrel and Prevention recently reached a con-
sensus regarding screening (Table 3, page 68)%%
GBS is a leading cause of serious neonatal infec-
tion, with 7,600 cases and 310 deaths reported in
19907 About 10%-30% of pregnant (and nonpreg-
nant) wamen are colonized with GBS, treatment
for colonized women is ineffective, and 1%-2% of
infants born to colonized women develop early
disease.™ For the small number of infants who be-
come ill, it is devastating and results in significant
merbidity and mortality, Since it is virrually 100%
preventable with intrapartum antibiotics, screen-
ing may be warthwhile, But many women need to
be treated with antibiotics {with low but real risks)
to prevent one case of necnatal disease.

The consensus strategy proposes two equallv
acceptable approaches, In the screening-based
approach, intrapartum chemoprophylaxis admin-
istered to about 27% of all delivering patients pre-
vents about 36% of GBS infections.™ The second
gpproach is risk-factor based; about 18% of deliv-
eTing patients are treated to prevent about 68% of
early infections.”

To perform GBS screening, vaginal and rectal
swib specimens are obtained without a specu-
lum. One study found that specimens collected by
patients were at least as sensitive for GBS carriage
as those by providers.™
* Symgrtones amd peychosectal concerns Discomforts
usually increase as the third trimester progresses,
and symptoms common to the second trimester
may be accompanied by leg cramps, which may
be relieved by calcium.

At this time, attention turns to labor, delivery,
birth, and preparing for parenthood. Primiparous
women, in particular, have numerous anxieties
and questions, and thev should be encouraged to
attend a chaldbirth class, learn what to expect, and
practice techniques tor coping with labor pain,

Fhyeicians must address labor precautions
such as a reminder aboul decreased fetal move-
ments, vaginal bleeding {other than obvious
bloady show with the mucous plugl, rupture of
membranes, and contractions. Patients should
make a list of phone numbers to call and make ar-

Plans for the baby are also needed, including
Gecisions about circumeision and breast-feeding,

Many women elect to attend a breast-feeding

class in preparation for this often challenging,
natural function that is clearly superior to formu-
la. The American Academv of Pediatrics advo-
cates breast-feeding for all infants to ensure the
best possible health and developimental and ey
chosocial outcomes, ™ Physicians who discuss and
encourage breast-feeding before birth can play a
significant role in increasing breast-feeding rates
and consequently improving the health of infants
and mothers.
* Postterm pregmancies In at least 90% of women,
spontanecus onset of labor occurs by 42 weeks ™
The most common cause of a postterm pregnancy
is an incorrect gestational age, and uncertain
dates must always be kept in mind.™ Only a small
percentage of pregnancies (probably arcund 3%)
are trely postterm.™

Postterm pregnancies are associated with an
increased incidence of oligohvdramnios, relative
macrosomia. and uteroplacental insufficiency,
Since fetuses continue to gain weight (although
less after 40 weeks), the longer the pregnancy, the
more likely a large and difficult-to-deliver babwy,
Menitoring can lower the risk of fetal demise, but
morbidity is still 2 of 1,000 cases after 41 weeks

For some of the manv patients whe are still
pregnant after their due date, the waiting s
extremely difficalt but little can be dope 1o induce
labor. Time-henored methods include walking
(harmless), nipple stimulation {no proven benefit),
and intercourse (probably net a good idea during
the last month of pregnancy),”?

Although not vet the standard of care for in-
duction, membrane stripping has come under in-
ereased scrutiny. The procedure begins with a
routine sterile cervical examination for factors
such as stabion, effacement. and dilation (which
are alwavs helpful 1o know in late gestation). The
physician then makes a 360° sweep with & sterile
finger to gently "strip” the membranes from the
inside of the cervix, taking care to avoid ruptur-
ing the membranes.

Membrane stripping probably reduces the like-
lihood of a postierm pregnancy by ripening the

vangements for the care of any older children. | cervix™ Small studies of this technique have sug-
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gested benefits,”™ but do not allow a full assess-
ment of risks. Available reports indicate minimal
morbidity with this technique.®

Induction is clearly indicated, regardiess of the
state of the cervix, in women with conditions such
s pregnancy-induced hypertension, preeclamp-
sia, and oligohvdramnios. Induction with an
unripe cervix is not pleasant for the patient, is less
likelv to be successful, and should be avoided if
possible. Atfter 41 weeks, weekly visits and bi-
weekly nonstress tests with amniotic fluid index
measurements are indicated o evaluate for signs
of uteroplacental insufficiency or aliogohydram-
nios.” Some experts would induce with a favor-
able cervix at 41 weeks,® but others disagree.™

Induction is always indicated at 42 weeks,
although the degree of uncertainty in gestaticnal
age may need to be considered Depending on
the accuracy of the patient’s dating, induchion ear-
lier or later than the 42nd week mav be justified.
* Administrative procedures  After approximately
3 weeks, the patient’s record should be available
at the inlended site of delivery; many deliveries
occur at night and on weekends. The woman's
full updated history, physical examination, and
laboratory findings should be included, along
with a problem list and plans for intrapartum and
postpartum carg,

Conclusion

Providers of prenatal care are in 2 rare position
to help promate healthy behaviors, readiness for
parenting. and breast-feeding. Svmptom manage-
ment and initial testing are primary concerns dur-
ing the first rimester. Chorionic villus sampling
may be performed at 10-1% weeks for prenatal
diagnosis.

Fetal health is the focus of second trimester
care. Triple-marker screening or amniocentesis is
used to datect neural tube defects or Down's syn-
drome, and ultrasonography may be required or
requested. The mother's caloric intake must be
sufficient to meet the needs of the growing fetus.
svmptoms during the second trimester may
include Backaches and heartburn

During the third trimester, manitoring for the
development of significant complications such as
preterm labor, gestational diabetes, preeclamp-
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sia, and infections is required. Patients may need
counseling on the benefits of vaginal birth after
previous cesarean deliverv, inducing labor for
postterm pregnancy, and the benefits of breast-
feeding. After about 34 weeks, phvsicians should
ensure that the patient’s complete medical record
is available at the intended site of detivery. Il

SELF-EXAMINATION

1. Roughly % of women have few or no
symptoms during the first trimester
al &
b} 10
c] 13

d) 23

2, No drugs have been FDA-approved for the
treatment of nausea during pregnancy.

a) frue
b} false

3. Which of the following statements about prena-

tal diagnostic testing is not true?

&) Chorionie villus sampling is a first-trimester
alternative to amniocentesis, with the same
indications

b) The triple-marker screening test can detect
more than 30% of Down's svndrome cases.

¢) The nsk of fetal loss with early amniocentesis
ig lower than that of chorionic villus sam-
pling,

d} Tracitional amniocentesis is routinely per-
formed at 15-18 weeks,

4. The average fetus requires calories
more per day than the mother's normal caloric
needs in the third rimester,

ay 100-200
b} 200-300
] 300-300
d) 500-600

(8
h

Which of the following statements about the




dpi

third trimester of pregnancy is not true?

a) Approximately 3.5% of women with no pre-

existing disease develop gestational dia-
betes.

I} A 3-hour oral glucose tolerance test is indi-

cated if the glucose level on the 30-g glucoss
scTeening test is above 105 mg/dL.

c] At least 50% of women have spontaneots

labar by 42 weeks,

d) The diagnesis of preeclampsia relies on

blood pressure readings.
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