CQ415-3: What should one do after assessing the
cardiotocogram results while using uterotonics?
Answer

1 The i.v. dosage can be increased after all of the fol-

lowing conditions are present: (B)
(1) Insufficient uterine contraction.

(ii) Level 1 or 2 fetal heart rate pattern (see CQ411).
(iii) Current dosage has lasted for 30 min or more.
(iv) Current dose is below ‘the maximal dose’ (see

CQ415-1).
2 Consider the following measures when ‘tachysys-
tole” (uterine contractions >5/10 min) occurs: (B)
(i) Withhold the next oral PGE2 dose.
(ii) Decrease the infusion rate to half of the current
iv. rate.

3 Do the following in the event of the appearance of an
abnormal fetal heart rate pattern (Level 3 or more):
(B)

(1) Withhold the next oral PGE2 dose.

(ii) Consider withholding the drug or decreasing

the infusion rate to half of the current i.v. rate.

4 Promptly record the result of the ‘consideration’ on
the patient’s medical chart in cases with Answer 2 or
Answer 3-2. (B)

5 Consider withholding the drug or decreasing the
dosage when a woman complains of extraordinarily
strong pains. (C)

Chapter F. Incidental Complications

CQ501: How should one respond when asked about
the outcome of pregnancy complicated by uterine
myoma?

Answer

1 Answer as follows:

(i) The pregnancy outcome is fairly good. (B)

(if) There may be increased risks of complications,
such as premature labor, an abnormal position
of the fetus, placenta previa, placental abrup-
tion, poly- or oligohydramnios, pregnancy-
induced hypertension, or premature membrane
rupture. (B)

(iif) Some women may experience transient pain (for
1-2 weeks) originating from the myoma. (B)

(iv) There may be increased risks of dystocia,
increased bleeding, labor arrest, and the need
for a cesarean delivery. (B)

(v) The risks and benefits of a myomectomy during
pregnancy and a cesarean section are uncertain
at present. (C)
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(vi) There may be an increased risk of the need for
a hysterectomy post-partum because of the
degeneration/infection of the myoma/uterus.
© '

CQ502: How should women with an abnormal uterine
cervical cytology result during early pregnancy be
treated?

Answer

1 Perform a colposcopy, in principle, and biopsy if
necessary for patients with an abnormal cytology
(other than NILM in the Bethesda system). (B)

2 Treat women with histologically confirmed cervical
intraepithelial neoplasia in the absence of a cell
cytology suggestive of invasive cancer conserva-
tively without conization. (B)

3 Perform conization in cases with any of the follow-
ing characteristics: (A)

(i) Histologically confirmed microinvasive cancer.
(if) Histologically confirmed intraepithelial neopla-
sia but a cell cytology indicative of invasive
cancer.
(iii) Histologically confirmed adenocarcinoma in
sitiL.

4 Conservative treatment without termination of the
pregnancy is feasible in cases with both stage Ial
disease/adenocarcinoma in siti and no lymph node
or vascular space invasion in the conization speci-
men. (B)

5 Repeat the cytology examination during pregnancy
in women with conservative treatment. (A)

6 Vaginal delivery is feasible in women with conserva-
tive treatment. (A)

7 Reevaluate the disease status using cytology, a col-
poscopy, and a biopsy 4-8 weeks post-partum. (B)

CQ503: How should pregnant women with a
postconization uterus be treated?
Answer

1 When asked, tell the client, “Women are at an
increased risk of preterm labor after undergoing cer-
vical conization.” (A)

2 Be cautious of signs of preterm labor, such as the
shortening of the uterine cervix and increased
uterine activity. (B)

3 Consider therapeutic cervical cerclage in women
with a shortened uterine cervix. (C)

CQ504: How should women with an ovarian mass
detected during early pregnancy be treated?
Answer
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1 Use ultrasonography to visualize the ovarian cyst
and assess the possibility of malignancy. (A)

2 Monitor the size of the ovarian cyst to rule out the
possibility of a common ‘corpus luteum cyst’, which
may resolve spontaneously. (A)

3 Treat women with ultrasonography findings sugges-
tive of an ovarian cyst appearing as a tumor-like
lesion, such as a corpus luteum cyst or an
endometriotic cyst, conservatively. (B)

4 Treat women with an ovarian cyst with the charac-
teristic ultrasonographic features of a benign lesion
as follows: (C)

(i) An ovarian cyst with a largest diameter <6 cm or
a unilocular ovarian cyst with a largest diameter
of <10 cm: conservative treatment without surgi-
cal intervention.

(ii) An ovarian cyst with a largest diameter 210 cm
or an ovarian cyst except for a unilocular cyst
with a largest diameter >6 cm: surgical removal
of the cyst, preferably after 12 weeks of gestation.

5 Remove the tumor surgically irrespective of the size
and gestational age in principal if a borderline or
malignant tumor is suspected. (B)

6 Remove the cyst surgically irrespective of the nature
of the cyst and the gestational age in cases with
severe abdominal pain as a result of ovarian torsion,
rupture, or bleeding. (A)

CQ505: How should women with decayed teeth
and/or periodontal diseases be treated?
Answers

1 Recommend a visit to a dentist when asked about
decayed teeth and/or periodontal diseases, as preg-
nancy may have an unfavorable effect on the pro-
gression of these diseases. (B)

CQ506: Which diseases are rare but potentially fatal
during pregnancy?
Answer

1 Note that diseases including fulminant-type infec-
tion with group A streptococcus (GAS), fulminant
type I diabetes mellitus, aorta dissection, long QT
syndrome, pulmonary thromboembolism, amniotic
fluid embolism, and peripartum cardiomyopathy are
rare but potentially fatal during pregnancy. (C)

2 Note that the following symptoms and/or clinical
courses may be clues leading to diagnosis: (C)

(i) Fulminant-type infection with GAS: abdominal
pains and a non-reassuring fetal status sugges-
tive of placental abruption following flu-like
symptoms.
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(ii) Fulminant type I diabetes mellitus: flu-like
symptoms following thirst, polydipsia, and
polyuria lasting for several days.

(iif) Aorta dissection: excruciating chest or back
pain occurring abruptly during the late stage of
pregnancy or peripartum.

(iv) Long QT syndrome: sudden arrhythmia and
syncope.

(v) Pulmonary thromboembolism: sudden dysp-
nea and/or chest pain occurring post-partum.

(vi) Amniotic fluid embolism: cardiopulmonary
collapse occurring abruptly at the time
of fetal membranes rupture or soon after
delivery.

(vii) Peripartum cardiomyopathy: dyspnea, orthop-
nea, cough, and edema occurring during the
late stage of pregnancy and within 6 months
after delivery

Chapter G. Infection

CQ601: How should pregnant women with bacterial
vaginosis (BV) be treated?
Answer

1 Treat women with symptomatic BV. (B)

2 Provide a test for the detection of BV in women with
a risk factor for preterm birth, such as a history of
preterm birth. (C)

3 Treat women with BV and a risk for preterm birth,
such as a history of preterm birth, using antibiotics.
©

CQ602: How should pregnant women with urogenital
Chlamydia trachomatis infections be treated?
Answer

1 Provide a test for the detection of C. trachomatis for
the prevention of neonatal C. trachomatis infection.
(B)

2 Diagnose urogenital C. trachomatis infection when
C. trachomatis is detected using nucleic acid amplifi-
cation tests, nucleic acid hybridization tests, an
enzyme immunoassay, or culture methods in
specimens obtained from the uterine cervix.
(B)

3 Treat with a single dose of oral azithromycin (1.0 g)
or oral clarithromycin (200 mgx2/day, 7 days).
(B)

4 Recommend that the partner of any woman infected
with C. trachomatis undergo a screening test for
C. trachomatis infection. (C)
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CQ603: How should women with genitourinary group
B streptococcal (GBS) infection be treated?
Answer

1 Obtain a specimen for GBS cultivation at a gestational
term of 33-37 weeks. (B)

2 Obtain specimens from the introitus of both the
vagina and the anus. (C)

3 Administer penicillin/ampicillin i.v. to women with
any of the following characteristics to prevent early-
onset GBS diseases of the infant during labor or after
premature membrane rupture: (B)

(i) GBS infection in a previous infant (even in the

absence of GBS in the current pregnancy).

(ii) A positive GBS result except in women under-
going an elective cesarean section.

(iii) Incidental detection of GBS in a urine culture
during the current pregnancy

(iv) Women with an unknown GBS status and any of
the following conditions:
¢ Preterm delivery (gestational age <37 weeks).
¢ Eighteen hours or longer after fetal mem-

branes rupture.

¢ Febrile condition (>38°C).

4 Administer antibiotics for 3 days to eradicate GBS in
women with continued premature membrane
rupture. (C)

CQ604: How should pregnant women with antibodies
against toxoplasma be treated?
Answer

1 Provide information to all pregnant women regard-
ing appropriate behaviors to prevent toxoplasma
infection. (C)

2 Estimate the timing of the toxoplasma infection
using specific IgG and IgM antibodies against toxo-
plasma. (B)

3 Remember that a positive IgM antibody status does
not necessarily indicate a recent infection occurring
within several months, as the phenomenon of ‘per-
sistent IgM,” in which positive IgM antibodies some-
times persist for a long time (=3 months), has been
known to occur. Carefully treat women with a posi-
tive IgM status for toxoplasma. (B)

4 Administer oral acetylspiramycin to women infected
after the establishment of the current pregnancy.
(B)

5 Consider the administration of pyrimethamine and
sulphadiazine at between 16 and 27 gestational
weeks in women with a suspected fetal infection (see
Discussion). (C)
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CQ605: How should women with rubella infection
during pregnancy be treated?
Answer

1 Screen all women to detect patients with rubella
infection during an early stage of pregnancy using
HI (titer of antibody against rubella). (A)

2 Obtain the following information from women
during an early stage of pregnancy: (B)

(i) Occupation during the past 3 months.

(ii) Contact with rubella patients during the past 3
months.

(iii) Skin rash during the past 3 months.

(iv) Febrile disease during the past 3 months.

(v) Swelling of cervical lymph nodes during the
past 3 months.

3 Take diagnostic measures in women with any of the
following findings:

(i) Contact with rubella patients. (B)

(ii) Symptoms suggestive of rubella infection, such
as skin rash, febrile condition, and swollen
lymph nodes. (B)

(iii) Titer of antibody (HI) = x 256 during early preg-
nancy. (C)

4 Remember that diagnostic measures should include
both repeated measures of the HI titer in paired sera
samples and measures of specific IgM antibody. (B)

5 Administer vaccine to post-partum women with an
HI antibody titer <x 16. (C)

6 When a client is suspected of having a rubella infec-
tion during pregnancy, examine the cord blood and
specimens from the throat and/or saliva of the
neonate to enable a diagnosis of congenital rubella
infection. (C)

7 Consult a regional health center regarding diagnos-
tic measures for ‘congenital rubella syndrome (CRS)’
if necessary and report the CRS case to the regional
health center if a diagnosis is made. (A)

CQ606: How should women with HBs-antigen be
treated?
Answer

1 Do not report a positive test result for HBs antigen to
family members before obtaining the permission of
the woman with the positive HBs-antigen test result.
(B)

2 Determine the status of HBe-antigen and liver func-
tion and tell women about the risk of HBV vertical
transmission. (A)

3 Recommend a visit to an appropriate physician.
©
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4 Take measures including the administrations of HB
immunoglobulin and vaccination against HBV to
prevent HBV vertical transmission, in cooperation
with pediatricians. (A)

5 Tell women that breast-feeding does not increase the
risk of HBV vertical transmission, providing that
preventive measures are being taken. (B)

CQ607: How should women with HCV-antibody be
treated?
Answer

1 Do not report a positive test result for HCV antibody
to family members before obtaining the permission
of the woman with the positive HCV antibody test
result. (B)

2 Quantify HCV-RNA in the blood and examine liver
function. (A)

3 Tell women with undetectable HCV-RNA that HCV
vertical transmission does not occur. (B)

4 Tell women with detectable HCV-RNA that there
may be a risk of HCV vertical transmission. (B)

5 Recommend that women with detectable HCV-RNA
visit appropriate physicians. (C)

6 Tell women with detectable HCV-RNA that vertical
transmission via breast-milk does not occur.

7 Provide information on the Japanese vertical trans-
mission rates according to titers of HCV-RNA and
delivery modes in women with a higher HCV-RNA.
Help women to choose a delivery mode according to
these data. (C)

CQ608: How should pregnant women with genital
herpes be treated?
Answer

1 During the first trimester, apply acyclovir ointment
to the lesions and advise the patient to refrain from
sexual activities. (B)

2 During the second or third trimester, administer sys-
temic anti-viral drugs to women with a primary
infection or first-episode disease. (B)

3 Recommend an elective cesarean section in women
with any of the following statuses:

(i) Presence of genital lesions at supposed time
when labor will occur. (A)

(if) Labor pains occurring within 4 weeks of the
manifestation of the primary infection. (C)

(iii) Labor pains occurring within 1 week of the
manifestation of a recurrence or non-primary
first-episode disease. (C)

4 Pay attention to the neonate with respect to symp-
toms derived from congenital infection. (B)
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CQ609: How should women with cytomegalovirus
(CMV) infection be treated?
Answer

1 Note that women with a negative CMV IgG status
are at a high risk of primary CMV infection during
pregnancy. (B)

2 Explain measures for preventing CMV infection to
women with a negative CMV IgG status. (C)

3 Interpret the results of maternal CMV-antibody as
follows: (B)

(i) Diagnose as primary infection during preg-
nancy when seroconversion (change from a
negative CMV-IgG during early pregnancy to a
positive CMV-IgG during pregnancy) is
observed.

(ii) The effects of CMV on the fetuses are milder in
women who acquired CMV before pregnancy (a
positive CMV-IgG during early pregnancy),
compared with those of a primary infection
during pregnancy, although adverse effects on
the fetuses may occur.

(iii) Consider recent infection in women with a posi-
tive CMV-IgM, but be cautious of persistent
CMV-IgM (the phenomenon of long-lasting
IgM positivity).

4 Consider that fetuses with growth restriction,
enlarged cerebral ventricle, microcephalus, a high-
echoic periventricular area, ascites, and/or hepato-
splenomegaly may be infected with CMV. (C)

5 When asked, inform women that no helpful fetal
therapy has been established. (B)

6 Remember that infected fetuses are likely to have
an abnormal fetal heart rate pattern during labor.
©

7 Diagnose as congenital infection when CMV-IgM is
detected in the cord blood and/or CMV is detected
in the urine of neonates within 2 weeks after birth.
(A)

8 Refer infants with congenital infection to an appro-
priate physician for the long-term follow-up of
development and auditory function. (A)

CQ610: How should women with HIV infection be
treated?
Answer

1 Screen all women for the detection of patients with
HIV infection early during pregnancy using tests for
HIV screening. (A)

2 In cases with a positive screening test result, do the
following: (A)
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(1) Inform the woman that 19 out of 20 women with
a positive screening test result are not actually
infected.

(ii) Perform a Western blotting test and a nucleic
acid amplification test simultaneously to
confirm the screening result.

3 Consult with a regional designated hospital regard-
ing patients with HIV/AIDS. (C)

4 Perform all of the following measures to prevent
vertical transmission: (B)

(i) Treat infected women with antiretroviral drugs
during pregnancy.

(i) Elective cesarean delivery.

(iii) Formula milk feeding.

(iv) Prophylactic administration of antiretroviral
drugs to the neonate.

CQ611: How should pregnant women with varicella
infection be treated?
Answer

1 Do not administer varicella vaccine to pregnant

women. (A)

2 Tell women as follows when asked about varicella

infection during pregnancy: (B)

(i) Congenital varicella syndrome is reportedly
seen in 0.55%, 1.4%, and 0.0% of neonates born
to mothers infected with varicella during the
first, second, and third trimesters of their preg-
nancies, respectively.

(ii) No infants with congenital varicella syndrome
and/or malformation as a result of varicella
infection have been born to mothers in whom an
erroneous vaccination was administered during
the 3 months prior to the establishment of preg-
nancy or during pregnancy.

(iii) Women with neither a history of varicella infec-
tion nor vaccination against varicella should
refrain from contact with patients with varicella.

3 Administer prophylactic i.v. gammaglobulin (2.5-

5.0 g) to women who have been in close contact with

a patient infected with varicella during the previous

2 weeks and who may be susceptible to varicella

infection because of a possible lack of antibody.

©
4 Administer acyclovir to pregnant women with vari-
cella infection to prevent serious complications. (C)
5 Treat the mother and neonate as follows when the

mother manifests a varicella infection during the 5

days prior to delivery or 2 days post-partum: (B)

(i) Administer acyclovir to the mother.

(if) Administer i.v. gammaglobulin to the neonate.
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(iif) Administer acyclovir to neonates with symp-
toms of varicella infection.
6 Isolate in-hospital pregnant women with varicella
infection in a private room away from other women
to prevent in-hospital horizontal transmission. (C)

CQ612: How should women with a positive screening
test result for HTLV-1 infection be treated?
Answer

1 Note that a considerable number of women show a
false-positive result on screening tests for HTLV-1
infection (particle agglutination or enzyme linked
immunosorbent assay). (A)

2 Diagnosis as an HTLV-1 carrier only after a confir-
mation test (Western blot analysis) shows a positive
result. (A)

3 Inform women of their diagnosis as an HTLV-1
carrier very carefully, with consideration of ethical
problems. (A)

4 Inform the patient’s family of their diagnosis as an
HTLV-1 carrier only after receiving the patient’s per-
mission. (B)

5 Instruct the patient in the following methods as alter-
natives to breast-feeding for the prevention of
HTLV-1 vertical transmission: (B)

(i) Formula feeding.
(ii) Frozen-thawed breast milk.
(iii) Short-term breast-feeding within the first 3
months after birth.

CQ613: How should women with syphilis be treated?
Answer

1 Screen all women for the detection of patients with
syphilis using two methods (a non-specific test and a
specific test for Treponema pallidumy). (A)

(i) Non-specific tests include serological tests for
syphilis (STS), such as an agglutination test,
VDRL test, or RPR card test.

(i) Specific tests include FTA-ABS and TPHA.

2 Promptly administer antibiotics, such as penicillin,
to women with active syphilis. (A)

3 Assess the effect of treatment at 28-32 weeks
of gestation and perinatally using the STS titer.
©

4 Assess the fetus during the latter half of the preg-
nancy with respect to signs of infection, such as
hepatomegaly, ascites, hydrops, and a thickened pla-
centa, in infected women. (C)

5 Examine the neonate born to an infected mother
with respect to congenital syphilis, according to
Table 2. (A)
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6 Remember that physicians must notify the regional
public health center within 7 days of diagnosing a
new patient with syphilis. (A)

CQ614: How should women with parvovirus B19
(PB19) infection be treated?
Answer

1 Remember the following two points: (B)

(i) Co-living with a patient with PB19 infection is a
risk factor.

(ii) Flu-like symptoms associated with erythema
and arthralgia are signs of a PB19 infection.

2 Determine the anti-PB19 IgM titer if a PB19 infection
is suspected. (B)

3 Assess fetal anemia and hydrops in cases with
maternal PB19 infection, as approximately 10% of
such fetuses develop anemia, hydrops and/or die.
©

4 Consider PB19 infection as a differential diagnosis
for fetal hydrops. (B)

5 Recommend that infected women wash their hands
and wear a flu mask to prevent in-hospital horizon-
tal transmission. (C)

6 Remember that the following facts are known about
PB infection during pregnancy: (C)

(i) Ninety percent of hydrops fetalis cases develop
within 8 weeks (median, 3 weeks) after maternal
infection with PB19.

(ii) Fetal mortality is higher for maternal infection at
<20 weeks of gestation than for maternal infec-
tion at >20 weeks.

(iii) Spontaneous remission occurs in one-third of
hydrops fetalis cases.

(iv) Ablood transfusion to the fetus may be effective
for improving the outcome.

(v) The outcome of the surviving fetuses with PB19
infection is similar to that of non-infected
fetuses.

(vi) There is no animal or environmental reservoir
and humans are critical to maintaining
transmission.

Chapter H. Twin Pregnancies

Q701: How should chorionicity be determined for a
twin pregnancy?
Answer

1 Determine chorionicity until the end of 10 weeks of
gestation. (A)
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2 Count the numbers of chorions and amnions using
ultrasonography to determine the chorionicity and
amnionicity. (A)

(i) Diagnose as monochorionic and dichorionic
twins in cases with one and two gestational sacs
(GS), respectively, as the number of GS equals
that of the chorion.

(ii) Diagnose as dichorionic in cases with a rela-
tively thick dividing membrane (inter-twin
septum).

(iii) Diagnose as diamniotic in cases of monochori-
onic twins with a thin dividing membrane.

(iv) Presume monochorionic monoamniotic twins
and repeat the ultrasonography examination in
cases with an unrecognizable dividing mem-
brane.

3 Determine the chorionicity and amnionicity refer-
ring to the presence or absence of a twin peak sign,
the number of placentas, and the fetal sex in cases
with undetermined chorionicity at 214 weeks of ges-
tation. (B)

Q702: How should women with monochorionic twin
pregnancies be treated?
Answer

1 Refer women to secondary or tertiary institutions or
treat the women in cooperation with those institu-
tions. (B)

2 Provide information on the risks associated with
monochorionic twins. Be cautious of the occurrence
of twin-to-twin transfusion syndrome and twin
reversed arterial perfusion sequence. (B)

3 Determine amnionicity (mono- or di-) before 14
weeks of gestation. (B)

4 Examine using ultrasonography at least once every 2
weeks in cases with diamniotic twin pregnancy,
paying attention to discordances in volumes of the
amniotic fluid and/or fetal development. (C)

5 Provide information on the risk of sudden fetal death
as a result of cord entanglement in women with
monoamniotic twins. (C)

Q703: How may twin-to-twin transfusion syndrome

(TTTS) and a twin reversed arterial perfusion (TRAP)

sequence be detected in monochorionic pregnancy?
Answer

1 Presume TTTS and examine extensively in a case
with a tendency toward polyhydramnios in one twin
and oligohydramnios in the co-twin. (B)

2 Presume a TRAP sequence and examine extensively
when a dead twin is growing. (B)
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Q704: How should women with twin pregnancies and
a single fetal death be treated?
Answer

1 Manage expectantly, but pay attention to maternal
DIC in dichorionic twin pregnancies. (B)

2 Manage expectantly, but pay attention to anemia and
the well-being of the surviving twin in monochori-
onic twin pregnancies. (C)

3 Inform women with a monochorionic placenta that
the surviving twin is at an extraordinarily high risk
of developing permanent disabilities or perinatal
mortality, even with the best of treatment. (C)

CQ705: What general cautions are needed when man-
aging women with twin pregnancies?
Answer

1 Pay attention to clinical signs of preterm labor during
the latter half of pregnancy. (A)

2 Perform blood tests, including platelet count and
antithrombin activity, at and after gestational week
33, as pregnancy-induced hypertension, HELLP syn-
drome, and venous thromboembolism are more
likely to occur during the late stage of pregnancy. (C)

3 Pay closer attention to fetal well-being at 237 weeks
of gestation in twin pregnancies than in singleton
pregnancies. (B)

4 Refer to the following when choosing a delivery
mode: (C)

(i) Both twins are cephalic presentation: vaginal
delivery

(if) First twin is cephalic and the second twin is
non-cephalic: similar cautions to those for the
vaginal delivery of a singleton with a breech
presentation are required during the vaginal
delivery trial (see C(QQ402).

(iif) First twin is non-cephalic presentation: elective
cesarean section.

5 Monitor the fetal heart rate (FHR) patterns of both
fetuses continuously and simultaneously during
labor. (B)

6 Confirm the fetal position and FHR pattern of the
second twin immediately after the vaginal birth of
the first twin. (B)

7 Pay attention to post-partum hemorrhage and
peripartum venous thromboembolism. (C)

Chapter I. Newborns

CQ801: How should neonates with birth asphyxia be
resuscitated?
Answer
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Physicians, midwives and nurses are required to
make every effort to acquire knowledge and the
necessary skills to perform neonatal resuscitation,
as one in 100 neonates requires resuscitation imme-
diately after birth. (A)
Assess the following three points immediately after
birth: (A)

(i) Not an immature infant.

(i) Good breathing/crying.
(iii) Good muscle tone.
Care for neonates routinely, as shown in Table 1, in
cases meeting all three conditions described in
Answer 2. (B)

4 Perform the ‘primary resuscitative procedures’ out-

lined in Table 2 if any abnormality is present among
the three conditions shown in Answer 2. (B)

Take further resuscitative measures in cases in
which ‘primary resuscitative procedures’ have
failed, referring to Figure 1 posted on the wall of the
delivery room. (C)

Determine the Apgar scores at 1 and 5 min and
record the values. (B)

7 Analyze the umbilical arterial blood gas and record

8

9

10

the findings. (C)

Be cautious of maintaining an adequate neonatal
body temperature. (B)

Consult neonatologists or experienced physicians if
there is any concern regarding the neonate’s condi-
tion. (B)

Provide “Early skin-to-skin contact,” referring to the
Guidelines, after obtaining informed consent
regarding ‘Early skin-to-skin contact.” (C)

CQ802: How should newborns be cared for within 10
days after birth?

1

5

Answer

Apply eye drops or ointment containing antibiotics
to the eyes of newborns to prevent conjunctivitis.
(B)

Confirm the absence of congenital anomalies, birth
injuries, extremity paralysis and cephalohematoma,
etc. (B)

Regularly assess body temperature, bodyweight,
respiration, feeding conditions, activities, and skin
color (jaundice and cyanosis). (B)

Remember that clinical impressions, such as a lack
of vigor, bad skin color, or tachypnea, are often
clues for the diagnosis of specific abnormalities in
newborns. (B)

Suspect a possible infection, hypoglycemia, con-
genital heart disease, gastrointestinal disease,
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hemolytic disease, or congenital metabolic disease
if a neonate exhibits any of the abnormalities
described in Answer 5. (B)

6 Administer vitamin K to neonates in an adequate
manner (refer to the Discussion). (B)

7 Provide mass-screening tests for the detection of
congenital metabolic diseases and an auditory test
for neonates after obtaining the parents’ informed
consent. Record the results in the ‘Booklet for
mother and child,” known in Japanese as boshitecho.
(©

8 Provide information regarding congenital biliary
tract obstruction, with reference to photos showing
various colors of neonatal stool printed in the
boshitecho, for the early detection of congenital
biliary tract obstruction. (C)

9 Remember that discharge from the hospital within
3 days after birth is associated with an increased
risk of re-hospitalization for jaundice and /or dehy-
dration. (C)

10 Keep in contact with regional public health nurses
or city officers who may be concerned with neonatal
health, if necessary. Confirm the developmental
status of neonates at 1-2 weeks after their discharge
from hospital. (C)

11 Support mothers to establish breast-feeding.
©

12 Pay attention to the safe preparation and pre-
servation of formula milk, referring to Table 2.

(B)

CQ803: How should late preterm infants (born at ges-
tational week 34, 35, and 36) be treated?
Answer

Perform ‘primary resuscitative procedures’ (See

CQs801). (B)

Measure the blood glucose level, as late preterm

infants are prone to hypoglycemia. (C)

Monitor the respiration status, as late preterm infants

are prone to apnea. (C)

Provide the following information on respiratory

syncytial virus (RSV) infection to women with deliv-

ery at gestational week 34 or 35: (C)

* RSV infection is likely to develop into severe
complications.

e The prophylactic administration of certain drugs
to preterm infants during RSV season pre-
vents or reduces severe complications caused by
RSV.

e Provide a list of clinics at which drugs for RSV
prophylaxis are available.

1498

CQ804: How should the cause of intrauterine fetal

death (IUFD) at 222 weeks of gestation be determined

and how should women with IUFD be treated?
Answer

1 Estimate the time of IUFD in an integrated manner.
(A)

2 Determine the cause of death using the following
tests:

Fetal factors
(i) Macroscopic inspection of the stillborn infant,
placenta and the umbilical cord. (A)
(ii) Histopathological examination of the placenta
and umbilical cord. (C)
(iii) Autopsy of the stillborn infant. (C)
(iv) X-ray examination of the whole body of the
stillborn infant, or equivalent examinations. (C)
(v) Chromosomal analysis. (C)
Maternal factors
(vi) Tests such as the indirect Coombs test for
atypical antibodies against erythrocytes in
cases with an undetermined antibody status.
(B)
(vii) Tests for antiphospholipid antibody, including
lupus anticoagulant, anti-cardiolipin antibody;,
and anti-cardiolipin $2GP1 antibody. (C)
(viii) Tests for syphilis in undetermined cases.
(ix) Tests for parvovirus B19 or other TORCH
infections. (C)
(x) Tests for glucose tolerance and thyroid func-
tion. (C)
(xi) Tests for coagulation-fibrinolysis system. (C)
(xii) Test for fetomaternal transfusion. (C)

3 Provide information regarding the risk of recurrence
in siblings of IUFD cases with structural malforma-
tions and/or chromosomal aberrations at the request
of the mother/family. (B)

4 Support the mother and family psychologically and
emotionally with counseling and other forms of
assistance. (B)

Chapter J. Others

CQ901: How should one respond when asked about
the effects of car seatbelts during pregnancy and the
effects of child car seats?

Answer

1 Explain as follows: (A)
(i) Damage from car accidents is reduced if seatbelts
are applied in an appropriate manner. The chest
belt should pass between the breasts, and

© 2014 The Authors
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the waist belt should pass below the pubic bone;
neither belt should cross the protruding
abdomen.

(ii) The correct application of child car seats is espe-
cially important to reduce injuries to infants as a
result of car accidents.

CQ902: How should female patients involved in mul-
tiple casualty incidents be treated?
Answer

1 Consider the possibility of a casualty being pregnant
while performing triage and while treating and
transporting female casualties. (B)

2 Tag pregnant patients with a yellow card and those

with a rupture of fetal membranes, genital bleeding,

pain in the abdomen, and/or fetal death with a red

card during primary triage. (C)

Support mothers to continue breast-feeding. (B)

4 Establish a regional network for communication and
the roles of individuals in a community as prepara-
tion for future large-scale disasters. (C)

w

CQ903-1: How should pregnant women with a sudden
(impending) cardiac arrest be treated?
Answer

1 Perform the following measures in women with an
impending cardiac arrest: (C)
(i) Gather medical staff.

(ii) Perform manual left displacement: displace the
uterus to the patient’s left or place the patient in
a full left-lateral position to relieve possible
compression of the inferior vena cava.

(iii) Provide 100% oxygen.

(iv) Establish i.v. access above the diaphragm.

(v) Consider reversible causes of critical illness and
treat conditions that may contribute to clinical
deterioration as early as possible.

2 Perform the following resuscitative measures in
women with cardiac arrest: (C)
(i) Gather medical staff.

© 2014 The Authors

2014 Guidelines for obstetrical practice

(ii) Perform manual left displacement: displace the
uterus to the patient’s left or place the patient in
a full left-lateral position to relieve possible
compression of the inferior vena cava.
(iii) Start chest compressions. Place hands slightly
higher on the sternum than usual.
(iv) Ventilate with 100% oxygen.
(v) Do not delay defibrillation with an AED.
(vi) Administer adrenalin via a venous line.
(vii) Perform a perimortem cesarean when patients
are unresponsive to the measures described
above.

CQ903-2: How should one behave after experiencing
an incidental maternal mortality?
Answer

1 Notify the ‘accident investigation committee’ of each
hospital. (A)

2 Contact the central and prefectural offices of the
Japan Association of Obstetricians & Gynecologists
(JSOG) and report the incident in detail. (A)

3 Make every effort to obtain consent to perform an
autopsy. (A)
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Current Situations and Issues of Collection and Practical Use of Information
for Proper Use of Drugs in Expectant and Nursing Mothers
—SEA Pregnancy Category and its Application to “Precautions” in Medical Package Insert—

Hiromi HAMADA”®
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HIRES 2 WIIFAHO LRI B Y 2EEROBIEF
AERcET 2 BROBER, ZoERROHREERETD
B IERINENE LI L E0ERIC L b, ERRRAT
NEOTHI L ELRVABWI LTSS, 2070, &
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75 Loz ol - HERITHIZE 24 2 7IsEEDS
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COREDRED D DEAE VOB INTHRD
75, Bx REEFERFHAABMEISIC L AATEL L
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BEBEBRBICBT5—20FRELTHAVONTYL S,
FLLT, ZOEERI & 2ETFHERFLE LZRRIRA~

DY AT OBEENCEREREFDETZ2HDTH S,

21 FDASREEA—-RANSUTHE

Z3 LEBFEOY R 7 SBEORCROELLDIE, KE
BREHRE (FDA: Food and Drug Administration) 7
LRERINTVE, LWbhWw? FDADETH S (Table 1).
KEDREERD b DEERASTEIC I Pregnancy Catego-
ry ELTEEEN T3, ZORBELTE, Ebd3
WIZEWIC B AT R A EH L -0 TH B LD
Fehsd, LU URRTELNLILZWKRL TERR
EOET 5 LD IEREN TV S,
ROTHELLEDIE, T—R 5V 7TEERTHEEES
(Australian Drug Evaluation Committee: ADEC) 7» & %
RENTVD, VHOBLF—AFSVTHE THB (k
B, ADEC X 20104 1 A &k b 2MEEEcH 2T EERE
RESRZE B 4 (Advisory Committee on Prescription Med-
icines: ACPM) 12 Z DK% 5| &k wTw %) (Table 2).
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Table 1 FDA 4538

: Controlled studies in women fail to demonstrate a risk to the fetus in the first trimester (and there is no evidence of a
risk in later trimesters), and the possibility of fetal harm appears remote.

b b OUERE— D O X BT, B0 &Y, EhF0BROREF CLERTH D LWV I FELY
72, BIRE~0OEEOAREEIMEN S .

: Either animal-reproduction studies have not demonstrated a fetal risk but there are no controlled studies in
pregnant women, or animal-reproduction studies have shown an adverse effect (other than a decrease in fertility)
that was not confirmed in controlled studies in women in the first trimester (and there is no evidence of a risk in later
trimesters).

B AT TR T ~OEBIEEEE SN TWAD, b MERTOHRRBERERESA TRV D. H3 WL, 89
ATEREBCHERER (F72BHERDET) PSR ESRTWAR, b F TOEESE - koM BRBRCIIETES T
WiV, EEOROIIENMMTLERTHD LV IV b o

. Either studies in animals have revealed adverse effects on the fetus (teratogenic or embryocidal or other) and there
are no controlled studies in women, or studies in women and animals are not available. Drugs should be given only if
the potential benefit justifies the potential risk to the fetus.

TR TGO ATEE, s, TOMOFEEFARS D Z MRS TEY, b M ToOXRRERN EE
ERTWARNLO, BBV, B b, B E BRBEERISL T RWE O, D ZICHEER SRR, BRI
DI B~DEEREBIEL D b REVEAIZOMERTLZ &,

: There is positive evidence of human fetal risk, but the benefits from use in pregnant women may be acceptable
despite the risk (e.g., if the drug is needed in a life-threatening situation or for a serious disease for which safer drugs
cannot be used or are ineffective).

t FORBIFIZBHENIERTHD LW IFELRH SN, BHTH-TEH, ER~OERICLAFENERENDI LD (fF
2, AHPERICELENRTNA L&, FREERFERCESLERNERTERVWEE, HD2WEARBR2NE
&, ZTOEAEZES LTHERTLILERS HI5HE) .

: Studies in animals or human beings have demonstrated fetal abnormalities, or there is evidence of fetal risk based on
human experience or both, and the risk of the use of the drug in pregnant women clearly outweighs any possible
benefit. The drug is contraindicated in women who are or may become pregnant.

B E/oide P TORBCHRIEREEPHRAENTWAIEE, 50 hCOERZER LEE~OGREDILYH 25
&, ERTEOWBOEET, TOERBEBICERT A, Mo ARFELIY LRLMICERED TR RKE VD

O, ZIEHEENDIHNT, R E MR DO HIBACIERTHD.

ENTVTHEMICEBLOT VI L5, %L DEMIZET
AMENTELMEHBTHS, LrLAads, HFEISLE
U RO DFIC O T OREEPEREND X5 ko T
&7,

%7, FDASEMSERTLE FHAVEEMICBIT S
EAERD, A —2 F 5 Y 7 HESEGRT 28EDRERE
B S, R B AEEFERABRE LTRELS
SEL(EELRDTIE L EWVIERTHE. 2511
RS ABENT ) AT FREREFEL B, F, %2
DEBRPREZOHT TV - AL LHEZINBDHD
B OTL25EH - cEF Vv R)PELLY, ALAT
T =L B 5 Hth o pEENIBRA R EERSE
FNTLE-TRBY, AL 7TV —DEERTHIRY
DREZILLTRE ST —ETHRY, LOfHbH 5.

iz, L ETHETHY, APLXIPIFTIRY
DBLEFETZ X RIEMTTE LD O TREWIZSDh
5F, TV 7Ry FOAR—AFELT, bbb A
~XEPTTRENDEBRESET O LEESHh, —
AFELTLES>TLARDEERELTHITshTY
%, MNAT, FIC FDA DEEBEERINIGO BE L b iz
(W EHERENTVS,

23 MEROWEDEZE

9 L7 e A 520 T 2008 %, FDA i, fE4
DEIEFIZ OO TEE LI & 203 EIEL, —EDEE
EXECEABT2HLOBRERET L L Lo ",
B, FEERCOVTALT I3 Liddtds
NTw3, —F, A—A 375> TIRIFROZE
EFEZZVCHOD, ACPMIZA DL XIZhFTY RS
PERT X BIEMST2 LicboTiRBwI D
FEAZEHEL TV S,

5 LEWEDEZIE, bbb AAMRLECE L TESE
mASHIEIFRAEN A L2 HWE LD DOTEH 50D
D, HEEDOV A7 FEOMERAETRTHERT 20T
B, FRAELECFHES N TE FDA SEDEEELE »
IfEERICR o7l bbb, BABH Y A2 DEORE
FrHEL, BEERBLE.

3. HILWURIDEOBEICAITT

FLOYRIJEOBEICATT, BRAPBEELLED
DIEFBT D& 58 TH 3,

B, ROV RSB LHE LT, ZOEERENZ
DA T I) — I NI REIER (£ b TOWERE,
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Table2 F—ANZ V7R

A Drugs which have been taken by a large number of pregnant women and women of childbearing age without any
proven increase in the frequency of malformations or other direct or indirect harmful effects on the fetus having
been observed.

ZHEOEREE L OHRFREEROLEICFER SN TEZEER, ThIC k> THEEOHEERRKRIBI T EE - MEod
EERAOEEPERTILE VI VR IERLBEEI N TV,

B1: Drugs which have been taken by only a limited number of pregnant women and women of childbearing age, without
an increase in the frequency of malformation or other direct or indirect harmful effects on the human fetus having
been observed. Studies in animals have not shown evidence of an increased occurrence of fetal damage.

IR L OYHRFTREER O L~ DERRBRIZZER N TWA D, oKL 2HFESL MNER~OER - MENEE
TER OSRAEREEMIBR SN TRV, BERVICFE T, BFE~OBEEORENEM L2 &) FEHUIRENT
WA,

B2: Drugs which have been taken by only a limited number of pregnant women and women of childbearing age, without
an increase in the frequency of malformation or other direct or indirect harmful effects on the human fetus having
been observed. Studies in animals are inadequate or may be lacking, but available data show no evidence of an
increased occurrence of fetal damage.

HRE K EIRTREROLE~OERRRIIEERON TV IR, ZoRICLZFREOE MNER~DOERE - MENEE
ERORAFEMIMIBE SN TRV, BERVZHRIER S ZRREL TSR, AFELI BT —4 T,
BIE~OEFEORAENEM LI &V SR EN TV,

B3: Drugs which have been taken by only a limited number of pregnant women and women of childbearing age, without
an increase in the frequency of malformation or other direct or indirect harmful effects on the human fetus having
been observed. Studies in animals have shown evidence of an increased occurrence of fetal damage, the significance
of which is considered uncertain in humans.

FIRE L ORI SEEROLE~OERABRIIEEMON TSR, Z0ELZ2FWPE MEE~DER - MENEE
EROBAFERIMIEZ SN TV, R BOEFE TR, BE~OEEORAREZS LW IFERFELNATY
5. LL, ZOZENRE MIBELTEDL S RERZ LONITHTHS.

C' Drugs which, owing to their pharmacological effects, have caused or may be suspected of causing, harmful effects on
the human fetus or neonate without causing malformations. These effects may be reversible. Accompanying texts
should be consulted for further details.

BHFAEL RO, TOEBHRIZE T, BECHERICESERZ23ISRBIL, 213, AEERZsIEREIT L
DEDLNIE. IhoDOPRIITENRZ L bHD. BMEMRELERAXEZSROZ L.

D! Drugs which have caused, are suspected to have caused or may be expected to cause, an increased incidence of
human fetal malformations or irreversible damage. These drugs may also have adverse pharmacological effects.
Accompanying texts should be consulted for further details.

t MNEROFBOCATHNLEEOREFE LB T, $/21L, BT EeEbN3, FARFOREEHBINIE “hb
DFEIZITE, FELREEBERBRHD L L. BT LEARIZSRBO L.

X: Drugs which have such a high risk of causing permanent damage to the fetus that they should not be used in
pregnancy or when there is a possibility of pregnancy.

TR ARABIRBEERS| XTIV X7 0OFWETHY, HRTH 2 WVISHROWEHEES H 254 EER T & TR,

TEIRANE T OREREEFARER, BWERT— ) »7 & b B %
LRTWHEETH D, BIUEROECRE, EERICL-
TRELELR DY, ZOEPERMA I LIMFRAETH S
EHR, FHETC L > TELDTEETH S, 727°L, 2D
721 FDA OFI LW HHD & 5z, 51kic &k 32048

Ot MBI 2HEAHE (Study)
OffRA T DERRFE IS (Experience)
OEyEE7— % (Animal experiment)
ZOENENI DV TRIEEPICHEL T, Z2hi e

] 190

BIEL—E0EE2 XETERT RT3 LE, &
EREE SN ELDAY Y b2l 25728, HEHE
ESREEEDS V7 L LTELIRTWHENEE L
WOTIRBOVDEERT, BB, BERINEOEEE
BHDEEBREL L, HIREY, 525 WIERO AR
DHHEEICH LT, EFVERRDGER LR LB
UoTZE, VAIJGEE LTOBENHELETH B,
Bio, BENICRERSZHFXED FH LOEERE, ~D
BRZEEICANZDER IO TR wh EEZ T
BRU& 5, HRZERZ DRRRICHHY 2 EERED
EEREZDEZIBILE B AERIFUTO=2>TH

DTERELT 508D, BUERG S 2BEEETE, »o
EEoA Yy FEET, BRMICOERLZLD J0HE
W25 DTiERVD, EORRIGEL, 2L T, Z0OR
ER=oDHEXF2 > TSEADHEH, LT3 Lic
L7z,

4. SEA %8
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MR ER L THIRWNIG R RET 5720, £95 Lizwhb
AR EN (Utility : U) 28R T 5 2 L5KWTH b,
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41 SHE MK ITIARHE
SEADED S B, t FoBYAWERES T LS

MG U THECEM L Twb 2 Lo b, HEEKHE
LRSS & 2 OfbORIC oI B L Ldbic, 2hEFh
FEFBEL WS, k), TOEERRMSE MoBWTHE
HAEPIRIEEFEI D 5N TH 20, BOLNTWS
LERIEEDIE F YA LRV CORERBZOM, 7S
GEHORFZ R THIBELI I DEE o TW
5,

42 ED  HEIRLET ORRERER
SEA D 5 b, IHRAMET OERRFEARERZ T L

SEEIC DT, Table 3ICARL T,
E MBI ATEREE LT, ZOMERPIEFrALR

Z O SEE I, 72 ES¥EIcowT, Table 4 iR L7z, & OERFRFRRER

ZED & D IWCFHE L THEET I 2, ZOTETORK

Table 3 S 473

So:

Si:

S2:
S3:

S4:

SX:

#1:

#2 .

#3 .

FOHEML LB BB gen TR L OMR R EE OV LR ER TV 0,

flooBFges THRFESR L OB IREEOW TR L AR E TN,

KE LR BT Ge £ - 13 OWF e C, REE - (RBEER AR D LS RIBEES RSN TV S,

FEBRL Lot FRFZEm 7 13 o WFFEee T, B - R 7R - S OB FEE L LBIRIRBESTRENT
Wa.

FHRAS L R BRAT 20 /- L0 BF9eH2 ¢, B - WIEER ORI L L ERREENTREN TN S,

#1, #2 EWTTHIIEA 0.

TR Lk R 9E
1) %EREE (7 5EREE, BEEERMARE L matched control) Z & ® T 300 FILl L CYEIHIRARE 150 LI L) 0T
A LA F IR RO B AT E adk— MMIFSE, HAWVRINEEF LD AT T U A,
2) JEIE 1,2 (RNCIER) ZEATCIIETY, MEEAE LT#IO 1) ZH-8E, YESOAR TOMTOFEIRED
B, KBS PRI E ENS.
fth DOHFIE
1) YEIEHIARAE 50 GILL L OBFFE T, SEFIS BRI, *EBE: (matched control) MD7g\=k— M3, FWEMER E
BAME OELE L.
2) FHF 1, 2 2 EAEHIFE TS, HEEA L L TH#20 1) A8, YHEAOATOMTrOFEICEDLLT, ot
OMEIZEEND.
*1:Zhbo 1300) 11505 1500 OEFIIREEICESFT 5.
*9 1 #1 B L UH2 OWFFEICE VT, EHOREICXT 2 ZE2MEON M ETZEFMEE (primary endpoint) T 5 0E
7R,
*3 . #1 OH2 OIS CTREBMBEL D L O H BB, DTEF U ALLOEWNT, 29 [HEBEOL W, ) H LD
NEIZESE UCEME L, SFEBRZEATS. BHEESR L ho72#1 R#2 OWRIZESE LAV RY
HREE/EE, (SIREEEE
UTOXICERTS.
1) EE/EE
<fgHwmiElzELT>
BE Wb d UNEE hWRSUTOERBERE
BE: NFHE LV LEBLERVERY
<pBREBMIZBELT>
R BRI TR, MoBBI LAV IERAPRETES LD
EBE  BOEMEITRESSETE VWL O
2) (RSEE/EEE
IEHEE  BERY 27 L8N, 1, 5%RMORKAE
EHEE FBERV AT LEREBL A, 7211, 5%ULORE
BEE, BHEEOTHFDFT—FRH5HEE, 1) TEFYALAOEWE, 2) fH8OE0F, 3) LW FOIEICESS
LTHRATS.

HED BFEHICRO T, BEEEEEMEET, SEREL LT, BESHORDYICTHARSM MSUREM 28ET 5.
HE2) 1) EEL: R—0FAT, 58, REHM, REL—bOBEVRLICEY, BROWERE (& (hh@E] <)

D, BENBREICHAS, 10EUEZV D EEZ bR AEE. BIRHRENENUAD, RERESIIEET
WL, BhdE—FEHELTHES.

2) K2 WEPMELOEREZED, »o kg FELIL, (SPVEIEE L IEL B =R
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Table 4 E4%¥E
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