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]
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hosacial issues affect preg-
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1l period offers & unique opporiunity

ing: health promatios. Atno other time
we \aman life cycle do patients in geod health
m Ihl|-.—- Jvsician so frequently. [t 15 a ime when
vi=il r. -.-.,-:!.:.n';.El'l {and couples) are parﬁm'ﬂl'l_':-' TE-
||I-"":"'I'IE 1 changing their own health bahaviors
iy i!"l more, the entire process of prenatal care
Fur |:=-; ground preventive measures: the iden-
-'t“:'l'hp'n and management of rsk factors, the

|rllr|‘ detection of potential problems, and health

pcaton: o ) .
For many physicians, prenatal care 15 one of

e it rewarding aspects of family practice be
Lpuse It is @ time during which strong doctar-
oatient bonds often deveiop. The continuity of
Lare provided by Family physicians allows these
bomds 10 continue postpartum, since the family
phvsician provides ongoing care of the imfint and
paosher afler delivery, Continuing to care for the
wanan, other family members, and the new baby
are Hr.atl:l':'."iﬂj: aspectz of the compreliensive care
provided by family physictans. This chapter ex-
plisres some if the medical and soctal i=sues fac-
ing family physicians whao deliver prenatal care

[ prena
s fid

PRENATAL CARE IN PERSPECTIVE

b the Dnsted States, the maternal mortality rate
has decreased from 582 per 100,000 five births in
1933 t0 7.5 per 100,000 five births trn 193 (11 Most
i this decrease is due to innovations in the man-
agement of labor and delivery. such as the use of
anfibiatics, =ater biood transfusion capabilibies,
ard the development of safer methods of anesthi-
si3, The independent contribution of prenatal care
s this decline in maternal mortalibe 15 difficull wo

s ;

g T ]

assess because many of the modern advances re-
sponsible for better cutcomes relate to the deliv-
ery. However, amnng; the aspects of prenatal care
that reduce matermal morbidity and mortality
are the prevention of pvelopephritis through
sereening for bacteriuria, better control of diabetes
mellitus, and improved detection and control of
preeclampsin.

Sevaral lines of evidence link proper pranatal
care with reduced infant mortalily rates. In 1944,
this infent mortality rate in the Linited States was
47 per 1000 liwe births (21 By 1994, thal rate had
falten to 8.0 infant deaths per THK live births (10
Although this is an impressive decline, 20 coun-
tries had 1994 infant mortaliby sates lwer than
that of the United States, led by Japan and Swe-
den at 4 per 1000 live births (3. In every country
with an infant mortality rate below the United
States’, essentially all pregnant women receive
early and adequate prenatal care. In contrast,
wepmen in the Linited States with the highest in-
fant mortality rales are those who receive little or
oo prenatal care.

[ the Untbed States, hwice as many Afmcan-
American mothers receive ao or inadeguate pre-
natal came as whites, and the mertality of black in-
fants b5 fwice that of white mfants (11 In setlings
where access to prenatal care is equally available
b Ilack and wiite persomns, such as in the military,
the difference betwseen black and white infant
mortality 2 markedly reduced. Thus, prenatal
care seems o contribule o belter pregnancy out-
comes. The LS. Public Health Service goal for the
wear 2000 is for at least 90% of American women
to begin prenatal care in the first timester (4).

Unfortunately, there have been times when
prenatal care. cather than enhancing the preg-
mancy. brought about pst the opposite effect
Thi= occurred when harmiful drogs were pre-
seribed for nawsea or fluid retention, thappropri-
ate dietary ristrictions were advised, or undue
anxiety was caused by misguaded patient educa-
ton. Primem noe cecere (irst do no hacm), the
crede taught o all practitioners of medicineg, is
aptly applicd to prenatal care, esprcially since
most pregnancies will have a healthy outcome
anyway, Pregnancy and chuldbieth are natural
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processes, not disease states, and should repre-
sent jovful and enriching experiences for the
woman and her family. The new paradigm for
medical practice, known as evidence-based med-
icine, must be applied and no intervention ac-
cepted into the course of prenatal care unless ot
has been critically appraised and proven fo be ef-
fective (51 The US. Preventive Services Task
Force Gride to Clinical Preventiog Seroices is an es-
gablished sousce for evidence-based recommen-
dations, which cover many components of pre-
natal care {Gh The Cochrane Database is a
computer-based collaborative effort that crili-
callv reviews aspects of prenatal and maternal
care and 1% |.1]'.||:|.a bk i.'[IJ.'!!.'tI_"I']_'!.' {rh

PLANMMING THE PREEGMANCY
AND RISK ASSESSMEMNT

Ideally a pregnancy i8 planned or at least
wanted, and the prospective mother visits her

Tabla &.1.
Araas to Assess Early in Materaal Care

health care provider before concepton has B
curred. At the time of such a visit, vou should .,
plore and clarify the motives for pregnancy, h“F
the patient maximize her health in anbicipation o
pregnancy, and provide counseling about b,
haviors and exposures that might jeopardize i,
health of her or the fetus. The reality is that j,
most cases vou will be reviewing these issy,
when the woman is alreadv pregnant.

The points that should be covered before or i
early prenatal care arc listed in Table §)
Any condibions or behaviors that increase g,
likelihood of poor cutcome, inchuding medic)
complicabions, premature delivery, stillbirth, any
neonatal mortality, showld be identified. Margy,
nal health should be reviewesd, and wommen wij
significant medical illnesses will require cloges
surveillance. All medications used by the patiey
should be noted, cluding over-the-counge
preparations. The woman's previous obsienn;
and gynecologie hustory should be reviewsd, Ny,

tdarernal heahin

fegicataons
Pravious obstains and

oW nacalngIc msiony or sponianasus)

bdedical diseases such as dinbeies, hyrerienssan, anemia, epilepsy, or
cardapuimonany fiseaso

Humber of previpus galivenas, including mathad of delvery, or aborions tndugeg

Previous poor CERQNancy DUItomsa SLCh as fatal or necnatal Geath, hamarrhage,
prenclampsia, smail gr large-for=gasiational age inland, cervical mcomaoetence

Carvical dysplasia ar surgany

Mutihan Chesity

Fahie aoid supslementatan

Garane canselng
Farertal ags

Farrdial geretic diseases ar malfermancns

Erhmie neks 8.4, Tay-Sachs, sickle omll, cystic fiorosis, and thalassamial

Eahpwars
Prosmiscuity

Iafectaus disesses
Tubereulons
Hegatitis
Taxapasmass
Aubalia rmmunnty

Ermiranmeanital gxpasures Taxins
Aadiation
Mrescnl siress

Poyenosoosl s1atus rlanial status

Sarsoral SLIEZOMN 5yslanms

Tebaces, alcabsd, cocaine, or pther drug aouse

Sexually trarsmisted disgases

‘edizally ssagniicant rgligrous bebals

—Hausirg
cducation

Work siteation and inoomie
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srition should be assessed and obese patients
should be encouraged to lose weight before or re-
strict weight gain during pregnancy. All women

lanning pregnancy or in the early phase of preg-
nancy should supplement their diet with D4 to ]
mg of folic acid per day, as this has been shown
so reduce the risk of neural tube defects (8, A has-
tory of familial genetie diseases or malforma-
fons should be taken, The age of the parenis
chould be assessed, as the risk of chromosomal
gefects increases with parental age. Ethnic risks
{2 Tav-Sachs disease in Jews, sickle cell dis-
paze in Afrcan-Americans, and thalassemia in

grsons of Mediterransan or Astan descent) need
to b identafred,

The patient's behaviers should be assessed.
Promiscuity increases the sk of sexually trans-
mitted diseases. Smoking increases the risk of

remature delivery, low birth weight babies, and
erinatal death (9, 100, Alcohol abuse canses mis-
carriage and fetal alcohel syndrome {mental re-
tardation, microcephaly, growth retardation,
ard facial deformities) {11). Cocaine use can
cause placental abruption (12} other drags can
canse fetal withdraweal.

Certain occupations (eg., those that involve
exposure to toxie substances) pose significant
health risks 1o the mother because of exposure to
gither toxins or physical stress, so these sk fac-
ez should be idendified and munimized. Psy-
chosocial factors, such as mantal status, personal
support systems, medically significant religious
beliefs, poor housing, low education, and Limited
income, should be assessed. The woman's atti-
hede toward the pregnancy and any psychosocial
sirpsses should be evaluated; they can adversely
affect pregnancy outcomes and contribute to a
famtlv’s inability to care for the new baby.

Even though many risk factors associated with
pregnancy are recognized, they are not reliably
predictive of maternal and fetal morbidity and
mortality, Just as perplexing s the fact that half
of adverse pregnancy oulcomes canmot be iden-
tifisd before labor,

DIAGNOSING AND DATING
THE PREGMNANCY

Pregnancy tosts used fodav are very acourale,
with a ¥8% sensitivity and 93% specificity at the
time of the first missed menstrual period {13)
Signs that the woman herself notices include a
missed period, breast fenderness and enlarge-
ment, fatigue, and nausea, The clinician should

Jook for uterine enlargement {an accurate method
of dating the pregnancy durming the first tri-
mester) and dark bluish colosing to the vaginal
mucosa and cervix (Chadwick's signl.

Establishing a reliable expected date of con-
finement (EDC), or “due date,” is important be-
cause effective detection and management of such
problerms as intrauterine growth retardation, pre-
mature labor. multiple gestation, and postdane
pregnancy depend on accurate dating. The sim-
plest method estimates the EDC as being 280 davs
from the date of the Jast menstrual period. taking
inta account the reltability of the patient’s recall
and the length and predictability of her cvcles
Magale's rule (14) estimates the EDC by adding 7
dawvs to the first dav of the last normal menstrual
period and counting back 3 months, This same
principhe is embodied in pregnancy wheels (such
as those provided by pharmaceutical companies!,
which are commonly used in office practuce bo cal-
culate the EDN. Inaccurate dating can result from
fallure to consider menstrual irregulanties, un-
usual evele lengths, recent use of oral contracep-
tives, and the possibility that (he presumed last
mensirual cyvele was really first-mimester or im-
plantation bleeding.

Uterine size, which changes proportionately
mome from week to week in the first months than
at any other time, 5 another helpful parameter
to use in estimating the EDC. Durnng the first
frirnester, wbering size 15 detected by Bamanual
pelvic examination. At 7 weeks, the uterus is the
size of a large hen's ege. At 10 wesks, the wlenus
has grown to the zize of an orange. After 12
weeks, the uterus is the size of a grapefruit, and
the upper portion can be felt abdominally above
the pelvic symphysis. The fetal heartbeat can first
be heard with an ultrazonic Doppler at between
10 and 12 weeks and with a fetoscope L specially
adapted stethoscopel at 18 to 20 weeks, These
milestones should be recorded to add support 1o
other evidence dating the pregnancy.

If there is still doubt abour the EDC, ultra-
sonography performed o the firsl or second
trimester can e helpful. Third-trimester sonagra-
phyv is an unreliable predictor of gestational age

PREMATAL CARE IM THE OFFICE

Premalal care aims for three outcomes: a smoth
labor and delivery, a healthy baby and mother,
and a smooth adiustment of the maother and fam-
ilv to this life event. Prenatal care must empha-
size clinieal surveillance of both the mother and
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her fetus. This aspect of the care is usially pro-
vided by a cliniclan such as a family physician,
abstetrician, midwife, or nurse practitioner. Other
important health care team members may in-
clude a nurse, nutritionist, and social worker.
Expectant mothers and their parmers should re-
ceive psvchosocial support and patient educa-
tion, They should be encouraged to wrile a birth
plan detailing thelr expectations gnd hopes 1o
garding the labor and delivery. The value of a
prepared patient and support person in reducing
complications of labor cannodt be owerempha-
sired. Companion support during childbirth has
bawpp shown to decrease the use of anesthesia,
shosten the length of labosz, and lower the rate of
cesarean section (15), Thus, the fime spent edu-
cating the patient and her support personis) dus-
ing prenatal care and the techniques they have
learned in any prenatal education will generally
pav great dividends during the stress of labor
and delivery (16},

Pregrancies are conventicnally split into thres
trimesters, each with unique medical and emo-
tional issues. By convention, gestational age is
ctabed as the number of weeks since the lasl mnen-
strual peried, even though conception does nod
oecur until approximately 2 weeks after that
date, Delivery occurs on average at 40 weeks. In
the United States, women average 14 prenatal
visits, a much higher nugniber than most coun-
tries. The visit schedule is typically one visit per
month during the first 32 weeks of pregaancy, bi-
woekly visits bebween 31 and 3o weeks, and
weekiv visits thereafter until delivery. The s
Public Health Service’s Expest Panel on the Con-
tent of Prenatal Care recommends fewer visits
for most women and maore resources directed to-
ward higher-risk pregnancies {17 For wormen
with low-risk pregnancies, good perinatal cut-
comes and patient satisfaction were maintained
when the visit schedule was reduced by an aver-
age of 17 visats (18]

First-Trimester Prenatal Care

The first trimester Oweeks O o 130 is in many
wayvs the most crucial for the developing child.
Nearly all organogenesis takes place during these
early wesks. making this the perind of greatest
susceptibility to embryotoxic and teratogenic
substances. For the mother, these weeks are often
characterized by fatigue, nausea, and the smo-
lional changes that accompany learming of, and
adjusting to, the pregnancy. For the physician or

other health care provider. initial contacts dury,
the frst trimester should help set the stage fq,

healthy pregnancy.

History and Risk Assessment

If the patient did not have a preconcepiuon vig,
vou should conduct 2 thorough evaluation c:'qh!'
mother's general health, haalth behaviors, e
et assessment, and so forth {see Table 510 4
the intttal visit. The number of previous ““Eg
nancies should be determined and noted wsiq,
the Gy .Pypay shorthand method:

s G, gravidity, how many times (N} the patie,
has been pregnant, including the curre
pregnany

» P, parity (results of previous pregnances)
designated:

= F, number of full-term births
» P, number of premature births

s A, pumber of abortions, elected or spong.
TEos

s L, number of living children

For example, a pregnant weoman who has bad
five previous pregnancies that resulted 10 fwy
full-term delivenios, ong premahans dalivery, twy
miscarriages, and three living children would be
designated G,Ps ;.55 Use this common mnemae
1o rementber the panny notaton. “Florida Powsr
And Light,” of invent yous own,

An obstetric history must include details of
all previous pregnancies—Lthe Toute of delivery,
weight and gestation of the newbom, and any
complications, especially those that resulted in
morbidity or fetal mortality, From this historical
information, patients requiring closer surveillange
can often ba identified. A history of premature de
livery, for example, should alert vou to the askof
recurrence of this outcome, A history of second-
trimester losses due to early cervical dilation can
stgify cervical incompetence, a conditien o
which the patient may benetit from early place
ment of 3 purse-string suture (cerclage). 1t should
also be remembered that women of high parity
have an increased risk of placenta provia, pu-
peral hemerzhage, and mulliple gestation,

Phesical Examinarion

O the first prenatal visat, you should conduct a
thorough physical examination, paying spocial
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—
L ptention to blood pressure, the size and shape of

Ithe grerus and adnexal areas, and the mnﬁg_t:ra-
tgn of the bony pelvis. On suhﬁe-::]ug_nt_ wisits,
ypur examination wiil ge_ne_ra]lg.' be h:tu:_e.:l v}
hlood pressure checks, verifying fetal cardiac ac-
gvity, and watching for edema. At each wistt in
he second and third trimester, measure fundal
height Ln centimeters from the pubic symphysis
fundal height when above 20 cm and pelm-f 5
m corresponds 1o gestational age within 2 weeks
(19, Figure 8.1 is a sample Novchart for record-
EI'IH Fu'.:'nil tal visits

-
Lﬂ#nrﬂzi:ﬂj‘ LEERTE

Table 8.2 lists the laboratory tests that are rou-
rinely performed in prenatal care, along with the
Lensitivity, specificity, and level of evidence of
the test.

raternal blood fvpe and an anttbody screen
identify which women muight develop ABO, D
itormerly Rhl. or other antigen incompatibality
with the fotal blood cells. Approscimately 15% of

soms are D (Rhl-antigen-negative. If a mother
is Menegative and the father & D-positive, the fe
fus has a 50% chance of inheriting the father's D
aniiges on the fefal red Blood cells, The mother
coald develop an antibody to the [ antigen that
can cross the placenta inko the felal ciroudation and
hemaivze the fetal red blood cells, causing he-
molvtic anemia that leads to hvperbilimibinemnin
or fetal hvdrops, also known as ervthroblastosts
fataliz. The incidence of this problem has dropped
dramatically in the past 30 vears since the intre-
duction of I immunoglobulin (BEhoCARMY, which
is miven 1o a D-negative pregnant woman at 28
weeks and within 72 hours of delivery, as well as
at other times when there might be a maternal-fe-
tal tramshasion, such as with a miscarriage or at the
time of amniocentesis,

fron deficiency anemia (eg. Het < 30% or
Mgb =< @ g/ dL} is screened for because it is asso-
clated with poor outcomes (20, 210, Women at
risk for hemoglobinopathies such as sickle cell
disease andd certain thalassemias vwomen of
Atrican., Middle Eastern, Mediterranean, Latin
American, or Southeast Asian descent) should
have hemoglobin electrophoresiz performed

Several blood tests will detect infesctions dis-
eases {hat could be transmutted to the femes,
Butell immuntby shomld be determined, sioce
rubella contracted by the mother during early
pregnancy is devastating b the fetus. [deally, of
thie mmedher 15 nol memune, she should be mmu-

rized at least 3 months before altempting preg-
nancy. If she ts already pregnant, she should be
immunized after defivery, so that at least the nest
pregnancy will be protected. A screening fest
should be done to detect maternal achve Llacute or
chronich hepatitis B infection, since infants bomn to
these mothers will need hepattis B immumg glob-
wlin and vaccine al barth (220, If the mother has
svphilis, disease in the habyv can be prevented
with prenatal antibiotic therapy (231 Testing tor
hurman imenunodeficieney virs (HIVD iz strongy
encouraged, sanoe transmission of HIY o the ks
can b significantly reduced by prenalal freatmenl
with midovadine (aztdothvmiding, or AZTE start-
ing at 14 weeks" gestation {24, 250

Other prenatal screeming tests are pimed at re-
ducing the risk of delivering a premature baby.
A unne culbure i recommended fo detect asvomp-
tomatic bacteriura, which increases the risk of
maternal prelonepheitis, premature delivery, and
lenw-birth-weight. Treatment with anbibiobics si2-
nificantly lowers this risk (260, Gonorrhea infece
fiom increases the risk of premature delivery,
stillbirth, and kow birth weight babies. Intants ex-
posed to gonorchea during birth can develop

ococcal conjunciivitis, which can cause blind-
miess. Similarly, Clilapmpdiz infection increases the
nsk of endomemins. premature delivery, and
neonatal infection. Treatment reduces these risks,
20 sepeening 15 recommiended. Gonorrhea screens
img 1% done by culturing a cervical swab sample,
whereas Chigmudic screening can e done with
culfure, enevme immuneassay, o direst fuores-
cent antibody,

IF she woman has not had 2 Papanicolaou
[Fap) lest in the past vear, earlv pregnancy is an
OppoTIEng Hme to seTeen tor corvical disease, al-
though the sampling process s not as effective in
the Pregnant ceryvis asm thi= nonpTegnant.

Farienr Educarion and Fsvchosoctal Support

First-trimester visits |.|:.'|.|.:|E|:.' necnar about onde a
month and help establish the doctor-patient relas
tionship. In routine visits, ask about sympioms
and milestones. Diseuss the rapad phvsical and
ernotional adjustments that will be demandad
af the mother, and educate the mother abowt
fatigue, nausea, work, nutrition, and sexuality,
Signs of miscarnage should be discussed al the
earliest visit because nearly all miscarmages oc-
ouar ;‘.l.ln:l.ﬂ this Firs? tritmestar,

Encourage pood nutrition, and advise pa-
tieniz that a fotal pregnancy weight gain should
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be hetween 20 and 30 Iz, Calcium intake of 1200
to 1500 mg/d is jmp:mant and should e sup-
plemented if the patient is unable to take in thres
to four servings of datey products daily.

Many patients and their partners wonder
about sexual relations during pregnancy. Unless
contraindicated by blesding or premature labor,
sexual intercourse can continue through the en-
tire pregnancy. In fact, many El:l-uples find this
penod of Hme to be EEPEEIEH‘." pleasurable

(Oiher peychosoctal 1ssues for the woman in-
clude a changing body image, & sense of loss of
control. fears and fantasies, the father's adjust-
ment, and Anancial concerns, Advice regarding
work and pregnancy [whether it 15 safe, how
long during pregnancy fo continue working, and
what plans e make for fime off after delivery) ks
usually zought.

Lecasound

Ulerasound has had a great positive impact on
prenatal care. When clinically indicated. it helps
in monitoring pregnancies with uncertain dag-
ing, multiple gestations, or malformations, or
in assessing fetal prowth. An ultrasound in the
garly second trimester is particularly helpful, as
it ran date the Pregnancy (o an acoasacy af
within 2 weeks (27, Other appropriate indica-
tioms tor witraseund include evaluation of sus-
pected fetal growth retardation, assessment of
vaginal bleeding, and reassurance of fetal health
in late pregnancy.

blany women have come to expect that an vl
mmasound will be performed routinsly, and io-
deed in many prachices it s, although when crit-
ically appraised, the routine use of ultrascund
huas ol been shown $o affect outeomes (38, The
L5 Preventive Services Task Force (6], the Armer-
wean College of (Cbstetricians and Gyoecologists
(254 and the Mational Institutes of Health {30
have all taken the posibion that ulimasound showld
only be used when clinically indicated. Assass-
ment of the imprtance of ibs wse weill continue ba
be an issue, especially in this era of cost contaim-
ment. Howeever, it is widelv desired and ac-
cepted by patients and phvsicians,

Second-Trimester Prenaeal Care

Betweeen 14 and 26 weeks' pestation, & woman re-
ally begins to feel pregnant. The common expert-
ence of disbelief in early pregnancy i supplanted
b an obviously pregnant body and an awarensss
of fetal movements. Women are socially recog-

——

nized as being pregnant and start to notice ey,
tions by others, The nisk of miscarriage is large),
past, nausea has faded, and the uterus is begy,
ning o "show,” but it & not vet large enough g,
significantly reduce mobility. Energy and spirj;
are often high, The blood presure drops mid.
estly, o phenomenon thal can lead 1o patient cor,.
plaints of lightheadedness or fainking,

For the phvsician, this s an ideal bme bo gt g
know the couple better, laving a solid ground.
waork for working together dunng labor and de.
Livery. It 5 an excellent time to schedule a longer
wisit with both the maother and father, @ cibtain 4
genogram, and bo discuss family and individygs|
L*:Ic;:ruu._—r;lﬁans abonat parl:nt:inl;.

Visits to the docter mormally cocur at monthly
intervals theoughout the second mmester. Dun ;
these visits, vou showld continue fo follow the var.
ious pararneters of pregnancy, as deseribed previ.
ously. Assess uterine size from svmphysis .
dus at every wvisit. Befwean the 18th and i
week, the uterine height in centimeters approyj.
miates the gestational age in weeks, Discrepancas
of several cenfimeters merit further investization
At approximately 20 weeks, the uberus is af the
umbilicus and fetal heart tones can uswally by
heard with a fetoscope

Ask the patient when she frst detectind fetal
movements, This iz known as "quickening” and
usually occurs between 16 and 20 weeks, The
timmung of this sign iz too varable to really cop-
tribute to the dating of the pregnancy; however,
it 15 4 melestone to e woman and should be
noted. These first flickerings of detectabls life m-
gade & swoman can anerale areat exctiemient, a
the pregnancy is made real by these movemeanrs
and by the ever-growng bellv. With the bellv nes
ek large enough o interfere with sex, and ik
controd not an issue, many couples find this tobe
a time of great intimacy and satisfaction. The sec-
ond trmester can be a high point psychologically
and phvzically for the expeciant mother. '

Preparal Diagoosis

Congenital  malformabions oocur im0 approsi-
mately 3% of newborns, Although most of thoese
maliormations are muner and do not threaten
life, congenital anomalies are now the leading
cause of infant mortality in the United States,
The most common defects thal can be detected
throuigh antenatal sereening are those caused by
neural tube defects, such as anencephaly, and
those caused by chromesomal abnormalities,
such as Down's syodrome drisomy 210 You

R
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cmould begin your assessment of genetic risks
Juring the preconception visit or the ﬁn‘-t prena-
ral visit, but mast of tl-.u; effort Loward carly de-
soction of congenital birth defects oocurs during
the second erimester, during which prenatal test-
inE i routinely effered Lo pregnant women.

Zerpaning for neural rube defects such as spina
pifida, anencephaly. and encephalocele is one of
the tests offered. These defects occur in 4 per
10,000 live births (31). The test involves measur-
ing the maternal serum a-fetoprotein (MSAFF)
hetween 1o and 18 weeks' gestation with an
alevated level being a good predictor of a neural
qube drfect (32). Approximately T o 5% of women
will have an elevated MSAFT level: however, 90
£ 95 % of these test results will be falze-positives,
due to underestimated gestational age, multiple
E,:ﬁmticm. or other anomalies, For this reason,
vou should not unduly alarm the parents, but
chould proceed to perform an ultrasound to azs-
sose meatational age and look for twins or other
anomalies. Amniocentests should be offered to
wamen who are stll without an explanation for
the elevated MEAFP (330

Screentng for twsomy 21 or Dowm's syme
drome, is focused primarily on mothees who will
b over the age of 35 when they deliver, because
the sk of having a baby with a chromosomal ab-
normality increases with age (34), Amniccentesis
(done at 15 to 19 weeks' gestation) or choronie
villus sarmmpling (done at 10 1o 12 weeks” gesta-
tion) with karvoiyping i rouhnely offered to
thiesa women. The age of 33 is the threshold for
routing testing becavse that 5 when the risk
of the chromosomal abnommalities first approxi-
nafes the satrogenic fetal Loss rate of ammiocen-
pesis (0.5 o %) {35), Howewver, the majority of
Pregriancies are in vounger women; so—although
the risk of misomy 21 is highest in older moth-
ers—most children with trizomy 21 are born bo
mothers under age 35, Inan ettort 1o detect these
vounger mothers whose febuses have trisomy 21,
all wiormen are roufinely offered a screening blood
fest For trisomy 21 that involves measuring ma-
ternal serum e-fetoprotein, unconjugated estriol
levels, and human chorionic gonadotropin levs
els. Beduced levels of MSAFP and estriol, with
elevated levels of human choronic gonadotropin,
have been associated with frsomy 21, and (118 es-
tumated that this methed of screening will idens
fify 62% of cases, with a false-positive rate of 5%
(38l A definite diagnosis vin amniocentesis is
then offered o women who have a posabive
screening result.

Lenelic screening rematns controversaal. Somie

physictans are concerned that the unnecessary
amnipcenteses and parental anciety associated
with sereenung do nod justiiy the relatively small
number of abnormal fetuses detected. Many
parents-to-be, for personal or eeligious reasons,
woutld not chooge to ferminate a pregnancy £ven
if a fetal abnormality were detected. For these
reasons, parents should be carefully counseled
regarding the benefits and limitations of these
sereenung tesks and allowed to make their own
decision whether to proceed with testing. The
discussion and decision should be documented
in the chart.

Third-Trirmester Prenatal Care

For the expectant mother, the third trimester
[weoks 27 to 400 often seems b0 pass in slow
modion. Her enlarging abdomen and Ioosening
pelvic symostoses cause increasing discomfort,
sleep problems, shortness of breath, urinary fre-
guency, and fatigue, For the physician, this s a
fime of more mtensive medical monitoring, as
the incidence of complications (e.g.. precciamp-
sin, maternal hypertension, malposition of the fe-
bus) increases as the due date approaches,

An important parameter o follow is the pa-
bent's blood pressure. A blood pressure greater
than 143 mm g systolic or %0 mm Hg diastolic or
a rise of 30 rmom Hy svstolic or 13 mon Hy diasiodic
heraids the onset of a hypertensive disorder of
pregnancy, which s a potenbally Life-threatening,
complication. Edema and proteinuria in addition
to the blood pressure nse confirms o dingnosis
of preeclampsia and warrants inlensive swrvetl-
lagee, bed rest. hospitalization, and timely delive
ey of the endangered fetus

Fetal growth is still assessid by measuring the
dizfance in centimeters from the top of the pubie
symphysis to the top of the uterine fundus. Fetal
position should be determined using abdomanal
palpation. Most babies are vertex (head downb
by the final month of pregnancy. If & breech {or
other) presentation is detected, version {an at-
tempt 1o tuen the baby to vertex] should be of-
tered to the mether. Versions are usually suc-
cesaful and nerease the likelihond of the mnther
having a vaginal delivery.

If the woman has D (Rhinegative blood, she
should receive a RholGAM shaot at 28 weeks and
again within 72 howrs of dedivery in an effort to pres
vent iscimmunzation from fetal-matermal bleads.
Thas immune globulin will prevent O sensitization
if the baby & D-postlive. Such sensthzation could
senonsly aftect subsequent pregnancies

R T . L. T




136 FAaRT Il y PREVENTIVE CARE

Women at risk for gestational diabetes showld
be sereened with a 1-hour 30-g glucose challenge
at 26 Lo 28 weeks' gestation. Thas imcludes women
with a previous poor pregnancy oulcoms, obe-
sity, hypertension, or strong tamily history of di-
abetes. A positive scresning best result should
lmad b0 a 3-hour, 10z glucese tolerance test that,
if its resulis are postbive, & diagnostic for gesta-
tronal diabetes. These womaen should then receive
dietary counseling and glucose muhimdng. Mag-
ther the US. Preventive Sarvices Task Force (6
nior the American College of Obstetrics and Gy-
necology (371 recommend routine screentng of all
]'.!reE:':&nI: wiomnen tor diabetes

Yomen at high risk for sexually transmmatted
dizeases should have a repeat gonorrhea culture,
syphuis serology, and hepatitiz B screen, 5o the
need for reatment can be recognueed before birth,
[ the patient has a past history of genital herpes,
the patient should be questtoned as to whether
she beltaves she has an outbreak of the mfection.
If zo, the perineal. vaginal, and cervical region
must be carefully inspected, as neonatal herpes
can be acquired by the baby during the birth
provezs and 5 uwsuallv devastating to the neonate,
causng neurslogic inpairment or death (38 Al-
though the fsk of transmission for recurrent dis-
ease 15 probably less than 1%, the consequences
are = catastrophic that delivery by cesarean sec-
bom 25 the standard of care in most settings,

Another serious neonatal problem is group B
streplococeal (GBS infection, which ts alse usu-
ally acquired by the babvy during childbirth. In the
United States, GBS sepsis oocurs in 1.8 of 1000 live
pirths, wilh a case-fatality rate of 3 to 205, which
leads to approximately 310 newborn deaths per
vear, IHis now routioe practice fo screen pregnant
women at 33 fo 37 weeks with a rectovaginal
culoure o identify those women who are caroiers
of GES (341, These women are oftered prophylac-
tic treatinent with antibintics during labor. An al-
ternative sirategy is 4o omit the prenatal screen-
ing bul treat with antibiotics during labor any
women who develop a fever, have ruptured
membranes for more than 18 hours, defiver be-
fore 37 weeks' gestation. showed GBS bacteriuria
during the pregnancy, or had previcus infamt
with sigruficant GRS discase

Once the medical assessment iz com plete,
vour attention should wrn e the patient and her
familv’s eager anticipation of labor and delivery.
b sure to discuss experiences that warrant call-
ing the docton: ruptured membranes, bleeding,
and regular contractions. Allow Hime to talk about
the myriad of sensations of late pregnancy,

such as heartburn, leg cramps, backache, apg
false labor.

In addition to preparing for the delivery itaglp
patient education should focus on canng for the
mew baby. Breasi-feeding should be ENCIUTAReq
through discussion and recommended readings,
In fact, promoton of breast-ferding should stan
carly in pregnancy. F‘rep:'lmtmns for the nes,
baby should be reviewed a5 well, particularly i3
your patient is having her first child,

Postdate Pregnancy

1t is difficult to find & more weary and exasper
atrdd patient than a woman who has seen ber dge
date come and o, Often, she will come to her ap-
pointment expecting her physician to "do some.
thing™ to get labor started. Hopefully, the phys;.
cuin has educated her earlies in the course pd
prenatal care that delivenng up to 2 weeks pas
her due date is still within the normal range.

Postdate pregnancy is defined as one that ex.
tends more than 42 wesks bevond the last mep.
strual perind, The mos! common explanation for
a postdate pregnancy is incorrect dating of the
gestation. The concern with these sctended preg-
nancies is develepment of oligohvdrammios with
umbilical cord compression and uteroplacental
insutficiency, leading to felal compromise dir.
ing labor. Also significant is the fact that many
postdate babies weigh more than S0 g, resule.
img im & greater incidence of birth trauma, shoyl
der dystooia, and cesarean section

Ideally, the due date will have been accuratedy
established as part of vour eardier prenatal care
S4ll, these data should be reviewed. In addition,
you should verify fetal health through frequens
monmtoerng as the woman approaches 42 woeks,
Thiz monitenng can include dak an ulirasound
study of the baby, 1o assess fetal movement and
the amount of ammobic Auid present; and (b 5
nomwstress fest on the felal monitor, fo verify the
babv's cardiac rate and reactivity. Findings of
concern may mandate Llabor induction.

FAMILY PHYSICIAN'S APPROACH
T MATERNAL CARE

The care of families throughnut the life cycle en-
ables farmily physicians and their patients to view
prenatal care as part of an ongoing relationship.
This view more closely matches how patients ex-
perience Lheir cwn pregnancies, without artifi-
cail punctuation of their lives imposed by a health
care system that recognizes pregnancy, newbom
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i
care. and adult health as belonging to differant
cpecialties. ;

The provision of prenatal care is itself very re-
wetfd'*“-b" to family physicians, but the benefits to
the physician extend bevend the joy of child-
hirth. Family phvsicians who deliver bul'.'r:ufi_. as
compared with those wia df? nol, report 'l'ﬂgl?'l:']'
incomes, aTe more psvchologically satisfied with
their work, tend to perform more pr-:h.:gn:lurf;'s.
and serve a more diverse patient pepulation, in-
Auding mare children (400 The same study found
that despite the fact that these family physicians
pay higher malpractice premiums, they rarely
i [;.E;-ig;u:e malpractice claims. _ o

Thers has been a dramatie increase in child-
hirth technelogy over the past twao decades. With
this has come the astumption that the techno-
logie approach should constitute the standard
of care. The value of “high-tech” labor manage-
ment in uncomplicated pregnancy has nod been
demonstrated, Thus, although high-nsk pregnan-
cios should receive appropriate intervention and
rechnology, routinely applving these technigues
po normal pregnancies is misguided. Heightened
pahent awareness and the emergence of evidenoe-
hased medicine have increased the demand
for & "Tow-tech” approach te labor and delivery
management,

O maght hvpoihesize that family phyrsicians
practice a ovpe of care that i somewhere babween
the more intensive practice style adopted by ab-
stetricians and the bess technologic approach prac-
ticed by midwives. Some studies have suggested
this is e (4] 1, whereas others have found that
family phvsicians practice a similar style to obstes
tmcians, with midwives hT.:II.'I.-'j:I'IE, cait as using
fewer terventions (22, Most practitioners claim
thal their approach is best, again undersconng the
importance of critical appraisal regarding - oug-
comnes and resource use. Among Famddy phosi-
cians, there is a broad range of practice styles,
depending on the training receiveid and the eovi-
ronvment in which they praciice.

The family physician should promati: person-
alized care for the worman and haz family, even
tn large institutions with many rules. Above all,
any p'i'.:r::ll:l.nm_'r delivering babies must learn pa-
tience, patience, patience

FAMILY PHYSICLANS AND
OBRSTETRIC COMESLULTANTS
A Eg'nq'r.:lii:»:t:;. 'Fa:ll.'l.i]:l.' 'F]"::-'H:I_".ilﬂh ab fimes serve

their patients best by working with colleagues
who have a greater depth of knowledge ina spe-

cialized field. Perinatal medicine, like most med-
ical disciplines, has continued to grow and be-
come more specialized. Family physicians are
trained o provide independent prenatal and de-
liverv care to women, identifving and managing
etnergencies and risk factors as they occur, In the
care of complicated patients, family physictans
work closely with obstetric collesgues, turning to
them for expert opinion aboul patient manage-
ment and technical skill for seme operative ma-
neuvers or deliveries. To clarify their shared re-
sponsibility for such patients, famtly practice and
obstetric depariments in many hospitals have ne-
potiated & lst of high-risk conditions appeanng
during prematal care or labor and delivery, which
constibute situations in which the family phvsi-
cian should congider invelvement of obstetric
colleagues in the care of the patient, Table B3
contains one such list of consultation guidelines,

Table 5.3,
Guidriines for Obstedric Consultation®

Prenatal Indications

Smreacantasis oo chatiome villug sarrasling desimad

Blood groum antibodies

Carvical mcomoatencs by Misiony

Carvical cancer o0 TIN

Deap wancas thrombosis

Diabatas melitus

DES axposura i ulend

Intravlarnea QI’-".“-'.-’-‘“'I retarzanan

Slﬂf"l*l:ﬂl'll madical diseass putaimmune, candiac
SnEocring, Qastranresenal, ramanglogic
I'IE'I.-'I:IH'."I_:IIE. palnncnany, renalk

hMutiple gastanon

Fre-a-:*-_=»'1'=|:-5ta. SEVETR

Presemsasion nomweres = 35 waeks

Flacania prewia = 24 wegks

Bramaiurg labar <= 15 weoks unresoonsss 10
nydration ard cral iocolvsis

Liiprme agreermality

Vaginal biggding = 30 weeks, significant

Intrapartum Indications

Eclampsia

Feial distress, signifizant

Lagar agnoemality, sanificart
Malpreserdatian

Operative wagmal delvesy Fram aboes cutlel
Flacertal abrapten

Flacerdal pfavia

Frisaclarmpiig, Seeare

'-.'Egll"'éll bt'l:l'.“l-"lg. Ergruleant

Cikl cemaca itaipneial neoiaka, DES, dainyistinesing

ITra Innasmsia e congullasen wol vary waIn NG cemiom vl ana
axgmnand al fidrdua ffrpShins

FROM THE [ IRRARY OF
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which wazs developed at the University of Morth
Carolina.

When the comsultation process works well,
the patient benefits from incorporation of spe-
cialty expertise while maintaining the trusted
continuity relationship with her primary doctor.
For such a collabocative effort 1o benefit the pa-
tient, the family physician must be aware of per-
sonal limitations, be committed o consultation
agreements, communicate the needs and En-:pé'q'}
tattons of the consultation directly and clearly,
and trust the consultant. The consultant miust be
pesponsive fo the reguest for consultatton or tech-
mical assistance, value the ongoing primary Tole
of the family phvsican, respect the long-stand-
ing doctor-patient relationship, and be open and
direct in negoliating the detalls of sharing re-
sponsibility for patient care.

CASE STUDY

Tonyais a 24-ppar-old G4P, 5 ., who comeas
to your office with a positive pregnancy
test. This was an unplanned pregnancy;
she had been taking birth control pills but
pdrmits W missing sevaral doses, Her men-
strual bleeding has been erratic, and sha
last bled & weeks ago. She lives in an
aparmment with her hushand of 2 years
and S-year-old son; the fathar of her son
wih 8 lormer boyiriend with whom she
nowe has minimal invelvement. She works
as & secretary, and her husband is a fire-
rean. They era hoping to save money to
by a house, Tonya is interested in prena-
tal clesses, bui har husband thinks they
are a “waste of time® and zevs that shea
wiill b “knocked owt™ at the time of daliv-
ary ENyWay.

General observation reveals & healthy-
appearing woman, She complains of nau-
sea and latigue. On examination, she is g
arage haight but slightly underweight. Her
uterus is the size of a grapefruit, and fatal
heart tones are haard with Roppler ulira-
sonography.

QAUESTIONS

1. Bazed on the aloremanticned infarman-
tinm, how would vou estimate her EDC?

-

b N

L FEET

2, What information is imporant to elic
about her previous pragnancyt

3, What education will you prowvide an thiz
wisild

4, Arethers psychosocial concams raisad
by this case? If 50, how would you ap.
proach them?

DISCUSSION

Tonye's recant use of birth contral pills
and he uncartein timing of har last man-
strueal period laad to wneertainty regarding
e dating of thiz pregnancy. If the blead-
ing B woaks ago was o manstrual paricd,
then she ks 6 weeks pregmant, but har utar-
e Sird 15 consistent with 12 weeks, The
bleading & weeks ago might have bean
blaeding during eary pregnancy, which is
vary commaon, Twin gestation might alsa
explain & largar than expected uterus. An
ultrasound would be halplul because it
can pradict the EDC within 2 weeks of rali-
ability and datoct multipla gestations.

You'll want 10 take & thorough histong
of the pravious pregnancy. In this case,
Tomys explains thal her previous prog.
nancy was without complicgtions, but de-
livary was by cesnroan section duae o o
breech presentation. This requires you 1o
obtain the operative report from the prewvi-
ous dalivary, to conlirm that she received
a low-transvarse utering incision, maan-
ing she can be cleared for amem pled vags-
nal birth after cesarean sacticn.

Because she iz slightly underssight,
vou'll want to review nutritional guide-
lines and eneourage har o gain o least 25
b=, She should e taking folic acid sup-
plements, You should assess her interest
in breast-feeding and address this repeai-
adly throughout the course of the prag-
MGy,

Your other patient education should fo-
cus on recommendations regarding her
naugaa end womiting and assurance thal
these symptoms are usually self-limitad,
In addition, explain that you will be dis-
cussing many issues throughout the preg-
nanay. Amang the topics you'll emphasize
are; ancouraging childbirth classes, em-
pawering the patient to foal like she has
sorme control over her labor and delivery,
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ancouraging her by suggesting that the'="

odds are favorable that ghe AN SUGCHSS-
fully daliver vaginally, and inviting her
pushand 10 a5 many pranatal visits as pos-
gible [and encouraging him to sttend child-
pirth slassask o ]

payehosocinl issues include addrassing
any substance abuse in either parant and -
assessing for significant marriage and fam- -
ity issues. The status of the S-year-old sil-
fing should be addressed. I you do not al-
raady have a ralationship with this patiant,
you can better familiarize yoursaff with
har situation during the pregnancy. She,
in turn, I8 likely to develop a senso of trust
iy W,
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