URINARY TRACT INFECTION IN PREGNANCY


During pregnancy ureters are dilated and kinked becouse of:


- increased progesterone relax smooth muscle


- obstruction of the lower ureters in late pregnancy


This encourages:


- stasis and reflux of infected urine up the ureter and  kidney


RENAL CHANGES IN NORMAL PREGNANCY


- RENAL BLOOD FLOW INCREASES


- GLOMERULAR FILTRATION RATE INCREASES


- PLASMA CONCENTRATION OF UREA AND CREATININE FALL


- INCREASE IN TOTAL BODY WATER


- 25% FALL IN SERUM URIC ACID IN FIRST TWO TRIMESTERS 


Trace of protein and sugar in urine can be normal in pregnancy


Management


Monitoring of blood pressure, proteinuria, blood urea


(BP above 140/90 mmHg = hospitalisation)


prevention of infection


ultrasound, urine cultivation


SYMPTOMLESS BACTERIURIA


(more than 100000 bacteria per ml urine, cultured for bacteria)


About 5% of pregnant women - increases with parity and age


Etiology:


Escherichia coli


Proteus mirabilis


Therapy


amoxycilin, nitrofurantoin, cephalosporins


Renal ultrasound and IVP 3 months post delivery and investigation of urine


PYELONEPHRITIS


after 20 wk, primigravidae


- DYSURIA (DUE TO URETHRITIS)


- INCREASE FREQUENCY OF URINATION (TRIGONITIS)


- BACKACHE, CHILLS. RIGORS, NIGHT SWEATS (PNPH.)


- PYREXIA (VOMITING, MUSCLE ACHES) 


Hydronephrosis, hydroureter


Management


Bed rest, fluid intake (3 liters)


Antibiotic (cephalosporins, Nolicin)


Analgetics











A n e m i a


- LACK OF BLOOD PRODUCTION (HAEMOPOETIC)


In pregnancy: deficiency of iron, protein and folic acid


- INCREASED HAEMOLYSIS


- BLOOD LOSS - HAEMORRHAGIC





Aetiology


Diet deficient


+ vomiting affects absorption


Poor absorption (increased pH of gastric juice, lack of vit.C, ferric ions in gut instead of ferrous)


Increased utilisation (fetus + increased blood volume)


Anemia is worse in:


- multiple pregnancy,


- multigravidity


- fetal haemolysis


- infection


Daily requirements are 100 mg iron + 300ug folic acid





Iron deficiency anaemia


Red cells (normal size hypochromia,


anisocytosis (inequality in size of red corpuscules) poikilocytosis (malformed, oversized erythrocyte)


Low Hb under 100g/l,


low MVC (mean corpuscular volume), under 80 fl


serum iron under 7umol/l





Normal haematological values


Red cells count    4-5 1012/l


red cells volume 4000 - 6000 ml ml


WBC   8-18 109/l


Hb 10.5 - 13.5 g/dl


SE 10 - 60


MCV (mean corp.volume) 80 - 95 fl


MCH (mean corp. haemoglob) 32 - 36 ug


Serum iron 11 - 25 umol/l


ferritin 10 - 200 ug/l


folate 6 - 9 ug/l


Total iron binding capacity 40- 70 umol/l








 Rhesus incompatibility


__________________________________________________________


Rh antigens (C,D.E,c,d,e) are carried on a chromosomes


Presence of D = Rh +


Absence of D = Rh - 15% of women


Rh negative women + Rh positive blood


(transfusion or gravidity with Rh positive partner)


= immunisation (antibody IgG response)


Titre of iso-agglutinins 1:8 or greater


During pregnancy small amounts of blood leak from fetal circulation into the mother (antibody response in 5%)


At the end of pregnancy the possibility of immunisation is increased.


Causes of immunisation


1. Rh incompatible blood transfusion


2. abortion


3. amniocentesis, chorionic villus sampling


4. external cephalic version


5. labour


In subsequent pregnancies antibodies cross the placenta (breaks down fetal red cells) and couse Rh disease:


1. Fetal anemia (10%)


2. ICTERS GRAVIS HAAEMOLYTICUS (85%)


 Hyperbilirubinemia, jaundice


3. HYDROPS FOETUS UNIVERSALIS (5%)


 Oedema, hepatosplenomegaly, ascites, cardiac failure


 fetal death


Treatment


Intrauterine transfusion


Elect time of delivery (Cesarien section)


Exchange transfusion after delivery


Phototherapy (blue light)


Aims


treats anaemia, washes out IgG antibodies, decreases degree of haemolysis, removes bilirubin, prevents kernicterus





Diagnosis of Rh incompatibility


- HISTORY, MATERNAL RH SCREENING


- SERIAL ULTRASOUND EXAMINATIONS


- AMNIOCENTESIS


- CHECK CORD BLOOD


Check antibodies in mother s blood at 16, 28, 34 weeks


if positive more frequently


AFTER BIRTH CHECK CORD BLOOD:


- ABO group and Rh


- Hb


- Direct Coombs test


- Bilirubin





Amniocentesis


Investigation of bilirubin break down products in amniotic fluid, optical density of fluid (spectophotometry)


LILLEY S AT RISK GRAPH


(expected fetal anemia in correlation


with duration of pregnancy) - nil, moderate, severe


Advice to deliver or to intrauterine transfusion


Prevention


250- 500 i.u /l antiD immunoglobulin (Rhega)


within 72 hours of possible immunisation event


INDICATION


Rh negative mother - Rh+ baby


ABO blood group compatibility


Direct Coombs test negative


Incompatibility in ABO system reduce Rh isoimmunization, (fetal erythrocytes are destroyed by isoaglutinins before they are able to evoke antibody response)





Diabetes mellitus (incidence 11% in gravidity)


Maternal mortality 1%, Perinatal mortality 5%


Gravidity has diabetogeneic effect- dose of insuline increase till 80%


Prediabetes


- previous large baby


- previous intrauterine death,


- abnormal glucose tolerance test


Potential diabetes


- diabetes in relative


- maternal obesity


- previous large baby


- persistent glycosuria


- polyhydramnios


Gestational diabetes


- appears in pregnancy, disappears after delivery


DM - fasting glycemia above 7.9 mmol/l


Complications of DM in gravidity


- candidosis


- cystitis, pyelonephritis, bacteriuria


- angiopathy


- preeclampsia


- preterm labour


- labour trauma, RDS


Diabetic embryopathy


- start in Ist trimester, consequence of ketoacidosis, metabolic reactions are sensitive on changed pH


severe organic defects


Diabetic fetopathy


II. and III. trimester consequence of hyperglycemia


- macrosomia


- edema, red skin, circumoral cyanosis


- increased irritability, angiofragility


- postponed osiffication


- RDS


- hypoglycemia


Diabetic placentopathy


- hydropic fibrinoid degeneration of placenta


Shoulder dystocia, intracranial bleeding





Infections during pregnancy


-----------------------------------------------------------


Rubella


Childhood immunisation program


35% serious demage of fetus in I.st trimester- interruption


above 18 week - 4% probability of malformation


Greggs s syndroma


- DEAFNESS, (5%)


- BLINDNES, CATARACT, retinopathy - 50%


- CARDIAC MALFORMATION


 (ductus Bottalli apertus, aortal stenosis - 50- 90%)


- microcephaly, hepatosplenomegaly


Demage is not related to the severity of the mother ilness


DG


- Rubella specific IgM antibody test


 low titer (<15 IU/ml) evidence of previous infection


- Chorionic villus sample


- fetal blood sample at 20 wk (cordocentesis)


Therapy


-imunoglobulin in case of contact


-termination of pregnancy


Cytomegalovirus


specific IGM antibody against CMV test


75% of women are immune to CMV


- stillbirth


- hepatosplenomegaly, jaundice


- thrombocytopenia


- microcephaly


- chorioretinitis


Toxoplasmosis


acquired from cats, poorly cooked meat


- microcephaly


- cerebral calcification


- chorioretinitis


LISTERIOSIS, (fever, diarrhoa, cystopyelitis)


BRUCELOSIS, (undulant fever, artralgy, exanthema)


LEPTOSPIROSIS (meningeal irritation, cyanosis, hepatopathy)


HEPATITIS-B


HIV





