HIGH RISK PREGNANCY ASSESSMENT : NEED OF THE HOUR
Introduction:
“Let every mother and child to be  counted”
Motherhood is a natural phenomenon, but safe motherhood is fraught with many complications related to of pregnancy and child birth. A “high risk pregnancy” (HRP)  is one in which the maternal environment or past reproductive performance presents a significant risk to fetal well being , such as premature birth, small for date infant, full term with low reservoir  or still births and early neonatal deaths. Identification of patients at risk for these complicated pregnancies with poor outcome is fundamental to antenatal care. A women is considered to have a high risk pregnancy when health concerns exist that may threaten the natural course of the development or birth of the baby , or that pose a risk to the mother. In such cases the mother may need special care , more investigations  and possibly medication to ensure that she can carry the baby safely through to delivery.
Identification of High Risk Pregnancy:
Certain events occurring during the prenatal and intrapartum period can adversely influence the outcome of the infant during post natal life. This emphasises the importance of developing technique for identifying the high risk pregnancy. Nesbitt and Aubry (1969)1  developed the Maternal –Child Health Care Index (MCHCI). Factors included on tjis scale include previous obstetric history, age, parity , nutrition , emotional social and economical variables. Items were given an arbitrary score and substracted from an arbitrary perfect score of 100. A score of greater than 70 is considered acceptable , which scores below 70 considered “failing” an arbitrary cut –off  created by the authors. In 1973 , Hobel , CJ et al 2 investigated a high risk pregnancy screening system based on prenatal and intrapartum factors. Total score of prenatal , intrapartum and neonatal period were dichotomised to simply scoring system and less than 10 score was placed in low risk and more than 10 in high risk categories respectively. In 1977, Coopland A et al 3 described evaluation of a simple antenatal high risk assessment form. The total risk scores were analysed in respect to perinatal outcome. As the risk factor increased , the percentage of favourable Apgar ratings decreased . Dutta & Das 4 in 1990 devised a prenatal score system whoich was a modification of the system as proposed by Coopland in 1977. According to Dutta & Das  scoring system patients patients were classified into three groups : Low risk (1-2), Moderate Risk (3-5) and High risk (6 or above). In 2017 Bhavna Anand et al 5 proposed a new scoring system which is a modification of Coopland et al (1977) and elaborated it further to include various other factors which may have an implication on a woman’s obstetrical outcome. Those who fulfilled the required criteria were grouped in three categories ; low risk (Group A) with numerical risk score 0-3, high risk (Group B) with score 4-6 and extremely high risk (Group C) with score ≥ 7.
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Conclusion: 
High risk pregnancy evaluation provides an opportunity to an obstetrician to identify high risk conditions at the earliest and provide optimal management for  optimal maternal and perinatal outcomes. It also provides a close insight of the effect of high risk pregnancy on the perinatal outcomes. With the rapid advancement of natural history of many new diseases and technology , high risk pregnancy scoring system is the need of today. Timely appropriate care for those who needs most had definite impact on maternal and neonatal outcomes.
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COOPLAND’S High Risk Evaluation Form

Medical / surgical
conditions _

Present pregnancy

Two or more abortions/
history of infertility = 1
Postpartum bleeding/manual
removal of placenta = 1

Prior child wt<5 Ib./ >9 Ib. =1 ‘

Toxaemia or hypertension =2
Previous cesarean section=2

Abnormal / difficult labour =2 |

COLUMN TOTALS
Total Score -
Low risk 0-2

Previous gynaec.
surgery =1
| Chronic renal
decease =1
Gestational
diabetes(A) =1
Class B/ greater
diabetes =3
Heart disease’ =3

Other significant
medical disorders
(score 1t03
according to
severity)

High risk 3-6

| Bleeding
| <20 wks.

> 20 wks.
Anaemia
<10g%
| Postmaturity
Hypertension
Premature
| rupture of
| membranes =2
Ployhydramnios = 2
IUGR =3
| Multi.pregnancy = 3
Breech /
Malpresentation =3
Rh mismatch =3

Severerisk >7
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Prenatal Scoring Schedule (Dutta and Das)

Reproductive
History Score | Past Obstetrical History Score |Present  Pregnancy |g. ., |Assodated Disease | 5o
F Factors Factors
‘actors
Age Abortion 1 Bleeding < 20 weeks 1 Diabetes 3
<16 1 Bleeding > 20 weeks 3 Cardiac disease 2
Posipartum _ haemorthage/  Manual | |
16<35 0 removal of Placenta Auaemia (Hb< 10gms) |1 Previous  gynaccological | |
surgery
>35 2 Baby we> 4 Kg 1 Hypertension 2 Chronic renal disease 2
Parity Baby wi< 2.5 Kg 1 Oedema 3 Infective hepatitis 1
0 2 Pregnancy induced hypertension 1 Albuminuria 3 Pulmonary twberculosis | 2
14 0 Infertility 1 Multiple Pregnancy 3 Other diseitses HECOIdiig 10, | 5
severity
Sandabove |2 Previous Caesarian section 2 Breech 3 Under -nurrition 2
Still birth/ Neonatal death 3 Rh Isoimmunisation 3
Prolonged Difficult labour 1 Prolonged labour 1
Premawre  mpure of |,
membranes
Polyhydramnios 2
Small foetus 1





image3.jpeg




