EDITORIAL

Medical Disordersin Pregnancy—T he Challenges Ahead
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Nowhereisthefateof twoindividualsmoreclosely intertwined thanthat of themother and her fetus. Pregnancy isaunique
state where the physiology of the mother is greatly altered to accommodate the newly devel oping “ organ” —the fetus. The
objectives are to provide the fetus with adequate nutrients for its growth and development and to allow the parturient to
survive this process of reproduction. Not surprisingly, pregnancy has alarge impact on the well being of a mother with an
underlying medical disorder. Thefetus, at the sametime, isvulnerableto the changesin the mother’ sinternal and external
milieu. Both the mother and the fetus' swelfare are major considerationsin the management of the pregnancy and demand
alarge resource from a nation’s healthcare system.

Maternal mortality isaninvaluableindicator of the standard of health care of anation. Inthelatest Confidential Enquiries
into Maternal Deaths in the United Kingdom for 1997-1999, indirect deaths from medical conditions exacerbated by
pregnancy (6.4 per 100,000 maternities) have for the first time outnumbered direct deaths (5 per 100,000 maternities).
Althoughthishasbeenlargely attributed to improved carein the management of traditional key complicationsin obstetrics,
it could aso reflect the increasing importance of medical disorders in modern obstetric practice.

Evidenceindicatesthat changessimilar to thoseinthe United Kingdom are happening in Singapore. Aninstitutional study
of maternal deathsfor the period 1986 to 1992 hasreveal ed that 56% of the deaths were dueto indirect causesfrom awide
range of medical disorders.? In this issue, Lau® reported that indirect causes, most notably cardiopulmonary diseases,
contributed to 34% of al materna deathsin Singapore in consecutive coronial autopsies between 1990 and 1999.

There are several explanations for these changes. Firstly, women today are delaying childbearing as a consequence of
marriage at alater age and pursuit of professional goal's, and success of assisted reproduction treatment in elderly women.
Pregnancy after the age of 40 isbecoming more common now.* Age-associated medical disorders, such asdiabetesmellitus
and hypertension, are expected to be encountered more frequently in these pregnancies.® Secondly, advancesin medicine
have enabled some girlswho would have died prematurely from their medical or congenital disordersin the past to survive
into reproductive age and bear children today. Thisis particularly true for girls with congenital heart diseases, including
those who undergo complex heart repair operations.® Thirdly, infertility or early fetal losswere previously associated with
many medical disorders, including thyroid disorders, uncontrolled diabetes mellitus, systemic lupus erythematosus (SLE)
and chronic renal failure. Successful medical treatments, renal dialysis or transplantation have made childbearing areality
for these women.™ Their pregnancies, however, can sometimes bring on changes beyond the limit of their physiological
responses and cause decompensationswhich lead to severe morbidity or mortality of either the parturient, thefetus, or both.

A paradigm shift in the concept and practice of preghancy care is needed to meet the emergence of this cohort of high-
risk obstetric population. Conceptually, one hasto concedethat the paucity of caseloadinindividual obstetrician’ spractice,
compl exity of the basisof thedisorders, and the very high expectation of the pregnant women and their familiesfrom health
care providers mean that few obstetricians can garner sufficient experience and expertise to manage such awide range of
complicated medical disorders during pregnancy. Ideally, specially trained physicians in obstetric medicine will play an
important role in the management of these women. This subspecialty of medicine has yet to devel op to meet the demand
today. In practice, these women are traditionally managed through a multidisciplinary approach involving speciaistsin
internal medicine, obstetricians, neonatol ogists and anaesthetists. Some of these individuals may have to be drawn from
other ingtitutions, particularly if one practisesin astand-alone maternity hospital. Whileindividual specialists can manage
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the women'’ s conditions satisfactorily, a concerted effort with one coherent management plan is often missing. Indeed,
breaches in communication among these caregivers have been identified as the main reason for suboptimal care, leading
to maternal morbidity and mortality in the United Kingdom. Worldwide, theincreasing tendency of moving obstetric units
from isolated maternity hospitals to the vicinity of general hospitals in the design of modern health care structures has
provided a golden opportunity for amalgamated obstetrician-physician clinics for care of pregnant women with medical
disorders in different subspeciaties. Simultaneous participation of physicians and obstetricians allows a seamless
management plan to be drawn up for the individual woman. A seemingly rational and logical approach, it takes much
political will from both the clinicians and administratorsto pay the right emphasis and to invest adequate resources to put
the plan to practice. Therewill bealot more obstacles and will cost morefinancially and in manpower to materialise these
schemes in stand-alone maternity hospitals.

Some common and important medical disordersin pregnancy are addressed inthisissue of Annals, Academy of Medicine,
Singapore to highlight the special heeds and problems of these high-risk pregnant women.
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