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SU MENH CUA FIGO

Lién doan Quoc té San Phu Khoa (FIGO) la mét to
chirc duy nhat, 14 t6 chirc chuyén mon quoc té, tap
glog

FIGO dwore thanh 1ap dé cai thién strc khoe va quyén
lo’i cua phu nir va lam giam sw b4t binh dang trong
cham soc sirc khée cho phu nir va tré so’ sinh

. T6 chirc theo dudi st» ménh cta minh théng
gua sw ung hd, cac hoat ddng chwong trinh, tang
cwong nang lwe cua cac hiép héi thanh vién va
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A Loikhuyén dé thwe hanh
N/ |am sang tot nhat

Bo6 sung axit folic
Dw doan va phong ngtra sinh non
Chan doan tién san khéng xam lan



A Loikhuyén dé thwe hanh
N/ |am sang tot nhat

Bénh tuyén giap trong thai ky

Str dung MgSO4 trong san khoa

St dung siéu am trong thai ky
mot cach hop ly

Tang dwdng huyét va thai ky
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Preconceptional folic acid for the
prevention of NTD

FIGO Recommendation Statement

Methods: a systematic review of the evidence on folic acid supplementation
in women of childbearing age published, including review and peer-reviewed
papers, government publications, and statements from others societies was
used to develop a new clinical practice guideline for the International
Federation of Gynecology and Obstetrics.

Objective: to provide information regarding the use of folic acid for the prevention
of NTD, and also standardize strategies in the primary prevention of NTD
providing an adequate orientation according to scientific bases for all
childbearing women.
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e B4 sung axit folic @ dwoc chirng minh 1a ¢6 hiéu qua trong viéc
giam di tat 6ng than kinh.

e Tuy nhién, gan 50% thai ky khéng dwoc 1én ké hoach trwdce, va chi
khodng 5-20% phu n* mang thai bat dau ding axit folic trwdc khi
mang thai.

Khuyén céo st dung acid folic trwéc khi c6 thai can dat dwoc &
ca nhirng ngwei lam viéc binh thwo'ng khée manh va ca phu niv
mang thai
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Bang chirng khoa hoc: Gidm Folic acid va di tat ong than kinh

Mot s nghién ctru RCT da chirng minh st Giam: 72-85% ti lé di
dung Folic Acid Iam gidm ty I1é mac hoic tai tit 6’ng than kinh
phat di tat 6ng than kinh.

5

Néng do folate trong héng cau thap hon
& nhirng phu nit cé thai bi dj tit dng than

kinh.

MRC - Vitamins study research group. Lancet, 1991; 338:131-7.
Berry et al. N Engl J Med, 1999; 341: 1485-90.
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Bd sung axit folic so vé&i khéng diéu trj / Vi chat dinh
dwdng khac / Gid dwoc va nguy co di tat ng than kinh

treat/other
Study or subgroup Folic acid MN/placebo Risk Ratio Weight Risk Ratio

n/N n/N M-H,Fixed,95% Cl M-H,Fixed,25% ClI

Czeizel 1994 0/2104 6/2052 RS 14.4 % 0.08[0.00, 1.33]
ICMR 2000 4137 10/142 — 21.4% 041 [0.13,1.29]
Kirke 1992 0172 4/192 . R 9.3% 0.12[0.01,229]
Laurence 981 260 4/51 9.4 % 043[0.08,223]
MRC 1991 6/593 21/602 455 % 029[0.12,0.71 ]

Total (95% CI) 3066 3039 100.0 % 0.28 [ 0.15, 0.52 ]
Total events: |2 (Folic acid), 45 (No treat/other MN/placebo)

Heterogeneity. Chit = 1.79,df =4 (P = 0.77); 1> =0.0% Reduction of 72%
Test for overall effect: Z = 4,05 (P = 0.000051)

0.01 0.l | 10

Favours experimental Favours control

Panh gia dwa trén 5 nghién ctiru RCT, lién quan dén 6105 phu nir (1949
treong ho'p cé tién can bi di tat 6ng than kinh va 4156 tién can bi dj tat
ong than kinh ), cho thay rang axit folic ngan ngira di tat 6ng than kinh &
thai ky
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Bang chirng khoa hoc: Gidm Folic acid va di tat dng than kinh

Néng do Folat thap, nguy

Mot sd nghién ciru RCT da chirn o S
‘ 8 8 co di tat ong than kinh cao

minh str dung Folic Acid lam giam ty |é

mac hodc tai phat di tat dng than kinh.

Nong do folate trong hong cau thap
hon & nhirng phu nir cé thai bi dj tat

ong than kinh.

Risk of NTD/ 1,000 life born

Folate in the red cell, nmol/L (ng/mL)

Daly et al. JAMA, 1995; 274: 1698-702.
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First heart beat Neural tube 4-chamber
closes

Tru’é’g khj thu thai,
khi bat dau ngwng cac bién phap ngwa
thai cho dén cuoi tam ca nguyét dau tién

Gestational age, weeks

DEVA]
Pregnancy may be .
First day of Conception gsuspeyctedy First antenatal
LMP (mean) (mean) visit
« Khoang 50% thai ky khéng dwoc 1én ké hoach
truwée

* Chi khoang 5-20% thai phu c6 st dung acid
folic trwdc khi mang thai
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Best Practice Advice

Acid Folic va chién lworc lam giam di tat
ong than kinh
Hwéng dan dinh dwéng, bé sung thwe pham
B6 sung acid folic trong dé tudi sinh san

Axit folic két hop vé&i thuoc vién ngira thai
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KHUYEN CAO BO SUNG FOLATE HANG NGAY : 400ug/NGAY

Hwéng dan dinh duéng Thirc 3n bo sung thém
- Dang ty nhién: folate - Dang tong hop: Folic Acid

- Lirgng nhép hing ngay: 200pg | | Bo sung: 100 g tinh bt co

- Hap thu 50%: 100ug ] _ _
chira 150ug folic acid

- 14 - 19% phu ni¥ khong ¢co

du lwong acid folic hap thu

moi ngay.
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Best Practice Advice

Bo sung tinh bdt chira folic acid dé phong ngira di tat 6ng than

Ti lIé di tat 6ng than kinh

- N=3.666.911 live birth

- Trwéc: 1.069 (0.57 per %°)

- Sau: 647 (0.37 per %°)

- DT d6t sdng ché dbi 0.52 (0.45-0.59)
- V6 50 0.72 (0.67-0.91)
- Thoat vi ndo-mang nao 1.01 (0.76-1.36)

Giam trén toan thé gidi 35%
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DAU TIEN KHUYEN CAO CHO DAN SO CO NGUY CO THAP

Tat ca phu n¥ cé ké hoach mang thai ho&c tat ca phu

ner & do tudi sinh d& ma khéng c6 bién phap tranh thai va
nhirng nguwdi khéng cé yéu td nguy co mang thai bj di tat
éng than kinh st dung

axit folic tdng hop, bat dau ttr it nhat 30 ngay truwdce khi
mang thai lan dau

Cac chuyén gia cho rang lwong acid folic b6 sung trong dan so
sé dao déng tir 400 mg dén 800 mg (khdng hon)
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PIEUTHG'2  KHUYEN CAO CHO NHOM DAN SO CO LUQNG NHAP ACID HANG NGAY THAP

Tat cd phu nit trong dd tudi sinh san can dugc tw van vé logi ich cda
viéc b sung axit folic trong nhirng 1an cham séc strc khde (d6i phuong
phdp nglra thau, xét nghiém Pap, kiém tra hang nam), dac biét la néu
dang can nhac cé thai.
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pieuth3  KHUYEN CAO CHO NHOM DAN SO €O NGUY CO' CAO

Nhirng phu nl* tién can co thai ky bi di tat 6ng than kinh can

duoc thdng bdo vé viéc bo sung axit folic tong hop tai mot liéu
. Bat dau it nhat 30 ngay trudc khi

thu thai va ti€p tuc bd sung hang ngay trong sudt ba thang dau

tién kinh cua thai ky.

Trong nhém nay, diéu quan trong 1a ; néu cé thé, nén tw van di

truyén chuyén gia di truyén trudc khi mang thai.
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Moderately High Intake of Folic Acid Has a Negative

Impact on Mouse Embryonic Development

Phuwong phap: Chudét me mang thai cd hoac khéng co giam AF trong BN bi dot bién MTHFR
duoc cho an mot ché d6 dn udng kiém soat (b6 sung Acid Folic 2 mg / kg thirc an) hodc ché
dd an bd sung acid folic (cao hon 10 lan so v&i mirc tiéu thu binh thudng [20 mg / kg thirc
an]). Tai E14.5, chudt da duoc kiém tra cac tinh trang: thai lwu, thai chdm phat trién, di tat
tim va do day thanh tadm that.
% K&t qua: Ché d6 an liéu cao acid folic cd lién quan dén tinh trang say thai,
Q} thai lwu, tang ti 1& cOa di tat thanh tam that so vdi nhitng duoc nudi bang
~ % ché&do an kiém soat acid folic.

(a)Mikael, LG et al. Birth Defects Research, 2013: 97:47-52.
(b) Pickell, L et al. Birth Defects Research, 2011: 91:8-19
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JAMA Pediatrics

Formerly Archives of Pediatrics & Adolescent Medicine

Home Current Issue All Issues Online First Collections CME Multimedia Quizzes For Authors Subscribe

PN Muc dich: DE kiém tra sw lién quan gitra viéc st dung liéu cao bd sung AF
e trong khi mang thai va su phat trién bénh ly thin kinh tré sau nam dau
tién ctia cudc song.

Két qua: 57,3% khdng dat dworc liéu lwong dwoc khuyén cdo bd sung AF
(400 mg / ngay); 25,2% phu nir mat> 1000 mg / d cac chat bé sung AF va
3,5% tiéu thu> 5000 mg / ngay.

Tré em cé me sir dung AF b6 sung liéu luong> 1000 mg / ngay trong thdi gian mang thai c6 mot sé
diém thap hon dang ké c6 nghia la tdm ly hon so vdi nhitng tré cé me sir dung mot liéu luvong
khuyén cdo b6 sung FA (400-1000 mg / ngay).

Gia tang nguy co chdm phat trién tdm than van déng (thang diém psychomotor <85) cling duoc
thay r6 & tré em ¢ me khéng bé sung AF liéu lwgng> 5000 mg / ngay, mac du mdi lién quan khoéng
cd y nghia théng ké (OR = 1,59; 95% Cl, 0,82-3,08) .




International Federation of Gynecology and Obstetrics
Working Group on Best Practice on Maternal-Fetal Medicine

Best Practice Advice

Hwéng dan bé sung

Phu nl* mang thai b6 sung multimitamin va acid folic khéng nén
udng nhiéu liéu moi ngay, nhu chi dinh cda nha san xuat

Vi ti |6 mang thai khéng Ién ké hoach trudc trén toan thé gidi cao, Lién
doan San phu khoa quéc té (FIGO) khuyén khich cdc td chircy té cong

cOng trén toan thé gidi can dau tu phat trién cda cac chwong trinh toan
dién hon dé b6 sung thuec pham cé axit folic tong hop va than trong hon
trong viéc theo doi cac chuong trinh nay.
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Best Practice Advice

Chiéu dai kénh CTC va
Progesterone trong phong ngtra
va dw doan chuyeén da sanh non
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Muc tiéu: Phat trién cac khuyén céo thwe hanh I[am sang cho Lién doan
quoc té vé san phu khoa lién quan dén viéc tam soat va phong ngtra sinh
non.

Phwong phap: M6t tdng quan hé théng tdng hop cac bang chirng duwoc cdng
bd vé phong sinh non v&i viéc st dung clda progesterone va progestogen
dwdng am dao, bao gébm céac bai tdng quan va cac khuyén céo ddng thuan
cla cac chuyén gia, cac an phdm da xut ban cla cac co quan c6 thdm
quyén, va cac bao céo da dwoc cong bd.

1. Fonseca EB, Celik E, Parra M, Singh M, Nicolaides KH. N Engl J Med 2007,;357:462-69;

2. Hassan SS, Romero R, Vidyadhari D, et al. Ultrasound Obstet Gynecol 2011,;38:18-31;

3. Romero R, Nicolaides K, Conde-Agudelo A, et al. Am J Obstet Gynecol 2012;206:124 e1-19
4. da Fonseca EB, Bittar RE, Carvalho MH, Zugaib M. Am J Obstet Gynecol 2003;188:419-24;
5. Maher MA, Abdelaziz A, Ellaithy M, Bazeed MF. Acta Obstet Gynecol Scand 2013;92:215-22.
6. Cahill AG, Odibo AO, Caughey AB, et al. Am J Obstet Gynecol 2010;202:548 e1-8.

7. Werner EF, Han CS, Pettker CM, et al. Ultrasound Obstet Gynecol 2011;38:32-37.

8. Miller ES, Grobman WA. Am J Obstet Gynecol. 2013 Dec;209(6):546.e1-6.

9. Campbell S. Ultrasound Obstet Gynecol 2011;38:1-9.

10. Berghella V. Obstet Gynecol Surv 2012;67:653-8.

11. Combs CA. Am J Obstet Gynecol 2012;206:101-3.
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International Journal of Gynecology and Obstetrics: 128(2015)80-82



Sang loc chiéu dai c6 tir cung va Progesterone
de phong ngtra sinh non

Siéu am chiéu dai kénh cé tir cung & phu nir 19-23 6/7 tuan bang siéu am qua nga
am dao.

Nhirng phu ni¥ cé chiéu dai cé tlr cung <=25 mm nén dwoc diéu tri bang
progesterone am dao hang ngay dé phong ngtra sinh non va giam bénh suat so
sinh

Str dung Progesterone - 200 mg (chiéu) hodc 90 mg (sang) hang ngay

Siéu am sang loc chiéu dai c6 tir cung va str dung progesterone am dao la mét
mo hinh hiéu qua trong viéc ngan ngwa sinh non

Trong nhirng trwéng hop khong thé siéu am do chiéu dai CTC qua nga am dao,

cac phwong phap khac dé danh gia chiéu dai coé tir cung c6 thé dwo'c xem xét.

International Journal of Gynecology and Obstetrics: 128(2015)80-82



Tudi cta ngwdi me it cé gia tri nhw 1a mét sang loc nhirng
bat thwong vé nhiém sac thé cua thai nhi v&i mét ti 1é phat
hién (detection rate-DR) 30-50% cho ti 1é dwong tinh gia
(false positive rate-FPR) la 5-20%. Do dé, xét nghiém xam
lan dé chan doan léch boi NST & thai khéng nén dwoc thwe
hién bang cach chi dwa vao yéu t6 tuoi me.

Sang loc dau tién cho di tat trisomy 21, 18 va 13 nén dwoc
thwe hién bang cac thir nghiém két hop, trong dé sé dwa
vao tudi ciia ngwdi me, dd mée da gay, nhip tim caa thai nhi
(FHR) va beta-hCG trong huyét thanh me va PAPP-A. Cac
thir nghiém nguy co’ két hop ¢6 mét DR 90% cho trisomy 21
va 95% cho trisomies 18 va 13, tai FPR khoang 5%.



Combined test c6 thé dwoc cai thién bang cach
danh gia thém bang cac dau hiéu trén siéu am,
bao gom ca xwong miii cia thai nhi va danh gia
Doppler ciia dong chay ong tinh mach cua thai va
dong chay van ba la. Néu tat ca nhirng dau hiéu
c6 DR dworc tang 1én hon 95% va FPR giam xudng
dwéi 3%.

Xét nghiém sang loc bang phan tich cfDNA trong
mau cua ngwei me cé6 mot DR 99% cho trisomy
21, 97% cho trisomy 18 va 92% cua trisomy 13, v&i
tong FPR 0,4%.



Thwe hién xét nghiém cfDNA |&m sang tot phai &
trong mét chién lwoc dwa trén két qua sang loc
ban dau bang cach thir nghiém két hop & tubi
thai 11-13 tuan. Trong trwéng hop nay, ching toi
deé nghi lwa chon dwéi day:
Combined test > 1/100 : cac bénh nhan cé thé
sé lwa chon kiém tra cfDNA hoac xét nghiém
xam lan.
Combined test 1/101-1/2500: cac bénh nhan cé6
thé dworc |am céac tuy chon kiém tra cfDNA

Combined test <1/2500 : khdong can lam cac xét
nghiém khac



SINH NON VA BAI NAO

VAN DE NAY NG[—IIEM
TRONG NHU THE
NAO ?

Ti lé bai nao :
2-2.5 /1000 tré sinh séng

Sanh non, nhe can
30% la do sinh non







Prenatal magnesium
sulphate cuts risk of
cerebral palsy

Giving magnesium sulphate during preg-
nancy to women at risk of delivering very
low birth weight babies reduces the risk of
the offspring developing cerebral palsy and
mental retardation, according to a study
published this week.

American researchers followed up devel-
opmental outcome in over 500 very low
birth weight babics (less than 1500 g) bom
in the metropolitan area of Atlanta who sur-
vived infancy. Infant mortality was also
investigated in an additional group of 1097
very low birth weight babies bom in Georgia
over a two vyear period (JAMA
1996;276:1805-10).

Hospital medical records were checked to
see if mothers had been given magnesium
sulphate before delivery, Dr Diana Schen-
del, from the division of birth defects and
developmental disabilities at the Centers for
Disease Control and Prevention in Atlanta,
reported: “Only one of the magnesium sul-
phate exposed children had cerebral palsy,
corresponding to a 90% lower prevalence
compared to those not exposed. Two had
mental retardation, giving a 70% risk reduc-
ton.” Reassuringly, magnesium sulphate
was not found to increase the risk of mortal-
ity in exposed children.

The authors state: “The possible public
health benefit conferred by a protective

o~

a

Very low birthweipht babies are at nisk of cerebral palsy

infants were exposed prenatally to magne-
sium sulphate, with 52% of mothers having
pre-eclampsia or eclampsia.

In an editonal accompanying the Atlanta
study, Dr Karin Nelson from the neuroepi-
demiology branch of the National Institutes
of Health reports that several randomised
trials are now under way in the United
States. An international randomised trial in
which magnesium sulphate is given to term
babies with perinatal asphyxia is also about
to restart in several countries, including the
United Kingdom, after having been halted
because babies were inadvertently given too

reported their research in Nature Medicne
(1996:2:1382-5). They caused severe stress
in a group of mice by forcing them to swim
for eight minutes and then injected them
with pyridostigmine. The drug was found in
the brain cells in the mice in the experimen-
tal group but not in those in a comparable
control group. After this surprising finding,
the rescarchers tested other substances,
including dyes, and these too entered the
brain in stressed animals.

The brain is unique among organs in
that, due to an claborate membrane struc-
ture, few chemicals have been known to pass

SAM TANNER




Our research proves that
the scientific establishment
has developed immunity to
radical new ideas.




1995

Nelson va Grether
Trong lwong luc sanh <1500 g
150.000 tré dén 3 tuoi

Puoc siv dung MgSO4 ngira Theo doi nghién ctru

bai ndo vs khong dworc st trén dong vat
dung MgS0O4 Pang bat dau thw
7% vs 36% bai nao (OR 0.14, nghiém trén ngwb’i

95% CI 0,05-0,51)



CAC THU NGHIEM LAM SANG CO NHOM

ACTOMgSO4 1062 <30 tuan Bao vé nao Mortality, CP, both

2003 thai

PREMAG 573 < 33 tuan Baové ndo  Mortality, US

2007 thai cranial abn

BEAMS 2241 < 32 tuan Bdové ndo  Mortality by 1

2008 thai yr,mod to severe
CP at >2yrs

MAGPIE 10,141 Tién san giat  Tan tat luc 18 thang

2002 (2895 ) tudi

MagNET 149 24-33 tuan PTL or Adverse outcomes

2002 PPROM (mortality,

IVH,PVL,CP)



PHAN TICH GOP

Magnesium sulphate for women at risk of preterm birth for
neuroprotection of the fetus (Review)

2009
5 RCT, 61 45 tré SO’ sinh Doyle IW, Crowther CA, Middleton I} Marret S, Rouse D
Tré bai ndao RR 0,68 (5)

GMD RR 0.61 (4)

Khong co6 y nghia Khong
quan trong, ton thwong than
kinh, bien chirng nhip
nhanh nhi da 6 (MAT-

Multifocal Atrial
Tachycardia)

NNT (number needed to

THE COCHRANE
treat) 63 COLLABORATION®




UNIVERSITY 0%&
Centre for Reviews and Dissemination

Antenatal magnesium sulfate for the prevention of
cerebral palsy in preterm infants less than 34 weeks’
gestation: a systematic review and metaanalysis

Conde-Agudalo A, Romearo R

Khéng co sw khac biét ttr vong hoac bai nao
T vong va bai nao RR 0,85 (3)

Bai ndo & cac mwrc dé khac nhau RR 0.70 (5) trung binh - RR
0.60 nang

Twong tw v&i thai dwi 30 tuan
NNT (Number needed to treat) 52
Khéng anh hwéng lén ti 1é tr vong



LY DO CHUNG TA CON DO DV

Chqu ta chwa dwoc
thuyet phuc

Cac thw nghiém phan
tich lién tuc

Do dw trong viec thay
doi thwec hanh

Ngu dot

Han ché nguon lwc

Qua nhiéu cau héi chwa
dworc tra 1&1?



LIEU LONG ?

Van khéng c6 sw dong thuan

5 thir nghiém 1am sang - 5 phac doé

Cho thay lam tang ti Ié tir vong néu str dung lieu lwong cao hon
lieu dwoc stir dung de giam co

Loi ich twong tw liéu thap hon



REGIMENS?

Obstet Gy 2014 Cct124(4):749-55. doi: 10.1097/A0 )
Association of duration of neuroprotective magnesium sulfate infusion with neonatal and maternal outcomes.

MePherson JA', Rouse DJ, Grobman WA, Palatnik A, Stamilio DM.

BJOG. 2014 Apr;121(5):595-503. doi: 10.1111M1471-0528.12535. Epub 2014 Jan &.

Maternal adverse effects with different loading infusion rates of antenatal magnesium sulphate for preterm fetal
neuroprotection: the IRIS randomised trial.

Bain ES', Middleton PF, Yelland LN, Ashwood PJ, Crowther CA.

Liéu str dung hop ly < 4g bolus sau 1-
2 g/ gi&r den 24 gi®



TUOI THAI ?

Table 4a. Subgroup analyses by gestational age at randomization: neuroprotective trials only*—®
RR (95% CI) NNT to prevent harm
Death or CP CP Death or CP CP Trials, n, infants, n
0.85 (0.74 to 0.98) 0.71 (0.55 to 0.91) : 53 5 trials, 6145 infants
0.86 (0.74 to 1.00) 0.68 (0.52 10 0.91) : 50 3 trials, 3981 infants

0.87 (0.74 to 1.03) 0.69 (0.48 to 0.99) 3 3 3 trials, 2475 infants
0.95(0.74 to 1.22) .45 (0.23 to 0.87) 9 30 1 tnal, 938 infants
* Includes the <28 week subgroup of Rouse et al * which had women as the denominator.

1 Inclusion of only the Crowther et al ** trial and exclusion of the BEAM data (Rouse et al.®) give an MMT of 24.

NTT (number needed to treat) ting Ién theo tudi thai

Table 4b. Subgroup analyses by gestational age at randomization: all trials:3538.41
RR (95% Cl) MNNT to prevent harm
Death or CP cP Death or CP cp Tnals, n, infants, n
094 (0.78t0 1.12) 0.68 (0.54 to 0.87) 105 63 5 tnals, 6145 infants

0.95 (0.76 to 1.18) 0.69 (0.52 to 0.91) 71 56 3 trials, 3981 infants

0.97 (0.78 to 1.21) 0.70 (0.49 to 0.99) 71 561 3 trials, 2475 infants
<28* 0.95 (0.74 to 1.22) 0.45 (0.23 to 0.87) 91 30 1 trial, 936 infants

* Includes the =28 week subgroup of Rouse et al.,* which had women as the denominator.

This alzo includes th 0 week subgroup data provided by the MAGPIE frial.

T In the Cochrane review,* the <30 week subgroup did not include the BEAM trial data for <28 week® and the NNT was 50.




TUOI THAI

> 34 tuan? Hoac > 37 tuan?

Hop ly dé str dung KHI né mang lai lgii ich I&n nhat ma
khong c6 kha nang anh hwéong dén thai ky sau

STUDY PROTOCOL Open Access

Magnesium sulphate at 30 to 34 weeks'
gestational age: neuroprotection trial

(MAGENTA) - study protocol

Caroline A Crowther ~, Philippa F Middleton', Dominic Wilkinson ', Pat Ashwood ', Ross Haslam™
and for the MAGENTA Study Group




Khuyén cao tir FIGO
MFM WORKING GROUP

Poi v&i sinh non sap xay ra hoac chuyén da hoat
dong da dwoc chan doan cé6 hay khéng c6 v& mang
oi hoac sanh chu ddng vi van dé ciia me va thai nhi,
magnesium sulphate nén dwoc xem xét str dung dé
bao vé than kinh thai nhi.

Mac du c6 tranh cai ve tudi thai, magnesium sulphate
nén dwoc xem xét tir kha nang ton tai cho dén khi thai
dwoc 31 tuan + 6 ngay.

Magnesium sulphate nén ngwng néu chuyén da sanh
non khong tién trien nira hoac sau toi da la 24 gio
diéu tri.



Khuyén cao tir FIGO
MFM WORKING GROUP

Magnesium sulphate nén dwoc dung mét liéu tan céng
4qg /30 phat, ly twéng nhat 4-6 gio trwére khi sanh sau
do b&i mét truyén 1g / gie» cho dén khi sanh. Tuy nhién
van con c6 thé dwoc Igi ich néu dwoc it hon 4 gior
trwéc khi sanh.

Khdéng c6 du bang chirng vé viéc sir dung mét trinh
lap lai cua magnesium sulphate trwwéc sanh cho thai
nhi dé bao vé nao cho thai.

Khéngnén tri hodn sanh dé str dung magnesium
sulphate cho thai néu ¢é nhirng dau hiéu cua me hoac
thai nhi phai cho sanh cap ctru .



KHUYEN CAO

Khi magnesium sulphate dwoc stir dung dé bao vé nao
cho thai, cAc nhan vién y té can c6 cac bién phap theo
ddi cac dau hiéu ngd doc twong tw nhw nhirng nguwoi

str dung trong tred’ng hop cua tién san giat / san giat.

Bac si so sinh nén dwoc canh bao dé danh gia tré so
sinh cac dau hiéu giam trwong lwe va / hodc ngwng
thé khi dieu tri véi magnesium sulphate do c6 kha
nang gay giam calci mau.



KET LUAN







Mot trong nhirng tuyén néi tiet I&n nhat

Dai 2 inch, hinh dang nhw canh bwé'm
Nam phia trwéc ¢, dwéi thanh quan

Co hai thuy (phai & trai)

Céac tuyén giap san xuat hai hormon tuyén giap
Thyroxine (T4)
Triiodothyronine (T3)




Mot trong nhirng néi tiét I&n nhat Gland
Céac tuyén giap san xuat hai hormon tuyén
giap

Thyroxine (T4)

Trilodothyronine (T3)

Metabolic
rate

Cellular
respiration

Protein
synthesis

Thyroid
functions

Maturation
of nervous
system

Growth &
maturation

CHUC NANG TUYEN
GIAP

CHUC NANG CHU YEU
DO T3

Tang trwéng va phat trién
Tang ty lé trao doi chat
Tang ty 1é trao doi chat
trong CVS — chay mau
DPiéu chinh dan truyén vé
n&o trong hé than kinh
trung wong

Ngu

Chuyén héa lipid




Pituitary
gland \

Khi nong d¢ hormone tuyén giap
trong mau thap, tuyén yén giai
phong TSH hon.

(| T4 & T8 --- 1 TSH)

Khi hormone tuyén giap (T4, T3)

T mirc dé cao,

tuyén yén giam san xuat TSH.
(1 T4 & T8 --- | TSH)

Tuyén yén lam viéc thém dé duy tri
hormone tuyén giap binh thuong!

Systemic

- metabolic
effects



Early
Pregnancy
- 1 — Goiter
\ J | \ Placental § | TG
’ i -:-:g.:‘l Type Il 5-D d 'TSH
- ~ Weak TSH effect of HCG
S ‘Spill over’
erum _ Increase in free Thyroxine
Thyrotropin
level decreases ». vy T1OH: decreases in first trimester
N y '
TSH increases in second
& third trimester
1.Lazarus JH. British Medical Bulletin. 2010;1-12. ! " T-r3 & TT4 - rise in preg
AR 1 | FT3 & FT4 : less altered

PPy .Y Ry



TRO CHO19 O VUONG

Pé danh gia bénh nhan tuyén giap
cua ban



DANH GIA CAN BAN TUYEN GIAP

NORMAL

LOW

LOW NORMAL



DANH GIA CAN BAN TUYEN GIAP

NORMAL

TUYEN GIAP
BINH THUONG

LOW NORMAL

LOW




DANH GIA CAN BAN TUYEN GIAP

NORMAL

SUY GIAP
NGUYEN PHAT

LOW

LOW NORMAL



DANH GIA CAN BAN TUYEN GIAP

CU'ONG GIAP
NGUYEN PHAT

NORMAL

LOW

LOW NORMAL



PANH GIA CAN BAN TUYEN GIAP

SUY GIAP THU’

FREE THYROXINE or FT4
NORMAL

PHAT

LOW

LOW NORMAL

THYROID STIMULATING HORMONE - TSH



DANH GIA CAN BAN TUYEN GIAP

CU'ONG GIAP
THU PHAT

NORMAL

LOW

LOW NORMAL



DANH GIA CAN BAN TUYEN GIAP

CUONG GIAP
DUGI LAM SANG

LOW NORMAL

NORMAL

LOW




DANH GIA CAN BAN TUYEN GIAP

NHU'O'C GIAP
DUl LAM SANG

NORMAL

LOW

LOW NORMAL



DANH GIA CAN BAN TUYEN GIAP

|
<
s
nd
O
zZ
% NON THYROID
— ILLNESS or NTI

LOW NORMAL



DANH GIA CAN BAN TUYEN GIAP

NTI or Pt.

on THYROID
HORMONES

NORMAL

LOW

LOW NORMAL



DANH GIA CAN BAN TUYEN GIAP

CU'ONG GIAP NTI or Pt. CU'ONG GIAP
V) 4EN:EINE on HYROID THU PHAT

HORMONES
=
=l CU'ONG GIAP NHU'Q'C GIAP
S DUoILAM BINH GIAP BV Te
P SANG
=l NHUOCGIAP NON THYROID 1Y e /eIl
S THUPHAT = jLiness-nTi EDETEIY

LOW NORMAL



HORMON TUYEN GIAP

XN PHAM VI THAM CHIEU

TSH Normal Range 0.3 - 4.0 mU/L

TSH gi®i han trén da dwoc stra déi lén 2,5 mU / L



Thyroid Disorder

HYPERTHYROIDISM HYPOTHYROIDISM

SOLITARY NODULE POSTPARTUM
IGOITRE THYROIDITIS

Thyroid disease is the second most common cause
of endocrine dysfunction in women of child
bearing age.

Hvpothyroidism is more common during
pregnancy than hyperthyroidism.




Piéu gi néu tuyén giap cta me khéng lam viéc?
~ 2% cua tat ca cac thai ky

Overt

“Suy gidp & ba me co lién quan véi tang ty 1& bién

chirng khi mang thai va nguy co |&n nhat 1a & tuyén

giap co trieu chirng so v&i suy giap dwdi lam sang."
LaFranchi, Thyroid 2005




Overt- 2-3 preg /1000

Commonest — Hashimoto
Thyroiditis

Increased TSH
Decreased T4

HYPOTHYROIDISM

Increased
TSH
Normal T4




Cac bién chirng cua suy giap trong thai ky

Anh hwéng cua suy giap
Ién strc khée néi chung

Thiéu mau
Suy tim
Tram cam sau sinh

Bién chirng trong giai doan
mang thai

Tién san giat

an glat'
ao huyet ap thai ky
Nhau bong non

Thai cham tang trwéng
trong tr cung
Tang ti Ié tr vong chu sinh

Bién chirng lic sanh

Tang ti 1é mé lay thai, sanh
Inon

ISay thai

Bién chirng lau dai

Tram cam sau sanh
Tang huyét ap sau sanh
ac van de ve tiet sira

Cham phat trién tam than
an dong




Bang chirng dang tin vé lgi ich caa viéc sang loc roi loan chirc ndng tuyén
giap chwa day du

Endocrine Society of Clinical practice guidelines — 2007 and Indian Thyroid
Guidelines - 2011 khuyén cao tam soat néu:

Tién can co bat thwong tuyén giap
Tién sur gia dinh bat thwong tuyén giap
Bwéu co

C6 tw khang thé tuyén giap

Triéu chirng, dau hiéu, hodc cac dau hiéu sinh héa goi ctia bénh
tuyen giap

Bénh tiéu du’o’ng type 1

Roi loan tw mién khac

VO sinh

Tien str xa tri ving dau/co

Tién can say thai hodc sinh non

75



Suy giap dwéi lam sang co thé gay ra bién
chirng thai ky!

Suy giap dwéi lam sang thwong gap trong thai ky.

KET LUAN: Duy tri TSH huyét thanh binh thwong 1a diéu can thiét trong qua
trinh mang thai



~

Complicates 1 in
1000 to 2000
pregnancies

N

3rd generation
thyrotropin assay

0.002mU/L analytical

sensitivity

Hyperthyroidism

Overwhelming cause in \
pregnancy

Grave’s Disease (95%)

Autoimmune organ specific disease

Usually associated with thyroid
stimulating antibodies

Late first / early second trimester

SUBCLINICAL

HYPERTHYROIDISM
abnormally low TSH

Normal thyroxine level




Propylthiouracil Methimazole

hwong dwoe sir dung trong ba thang dau Methimazole da dwoc str dung nhw la mét
ua thai ky hoac & nhirng bénh nhan dang [thay the cho propylthiouracil cho bénh nhan

Phac do diéu tri mét 1an mdi ngay va it tac
dung phu cé thé dworc coi la thuan I¢i hon so
&i propylthiouracil

6 thé c6 hai cho gan & tré em va ngwoi
&N

ac tré c6 me bi bénh Graves dwoc dieu ac tré co me bi bénh Graves dworc diéu tri
ri propylthiouracil cé nguy co phat trien |Methimazole ¢é nguy co’ phat trien suy giap
Ssuy giap thai nhi hai nhi

& dung roéng rai @ chau Au, Nam My va chau

v dung réng rai & Bac My



5-10% of pregnancies

Occurs 3-4 mths postpartum
Autoimmune

3 fold increase in type 1 diabetic

POST PARTUM THYROIDITIS

Symptomatic treatment
E lla ; R - B; Ref-71




( Hypothyroidism
T4 essential for early fetal
development

Little T4 crosses placenta after 15t
trim

Adequate treatment — good outcome

Postpartum Thyroiditis
Occurs 3-4 mths postpartum
Autoimmune disorder

Phases of hyper-hypo-recovery
@nual thyroid function tests

Thyroid

dysfunction

Hyperthyroidism \
Careful D/D at early weeks

Untreated- poor preg. Outcome

drugs cross placenta: lowest optimal
dosage

Cord blood - Thyroid function

Thyroid nodule & Cancer

Defer preg. For 1 year after trt. With
radioactive iodine

Nodule identified beyond 20 weeks-
biopsy after delivery

Large goitre — anesthetic complicatiory




FIGO ciing dwa ra cac khuyén cao sau day

Sang loc chirc nang tuyén giap dwoc khuyén cao trong ba thang dau tién dic biét & nhivrng
nwé&c co ché ddé an uong thieu iod va & nhirng bénh nhan cé triéu chirng

TSH la phwong phap t6t dé sang loc. Free T4 va XN TPO Ab khéng dwoc khuyen khich dé
sang loc. Cac xet nghiém dang tin cay nhat cho TSH la béi C.I.A hoac the hé thwr 3 R.I.A (Radio
Immuno Assay). Can chu y la gia tri XN tuyén giap binh thwéng thay déi trong thai ky

biéu tri suy giap dwoc khuyén cao khi nong dé TSH la> 2.5 va> 3,0 IU / L trong tam ca nguyét
thie ba /'thr nhat va tu’o’ng rng trong tam ca nguyet thir hai. Cac I|eu phap thay thé duy nhat la
L-thyroxine. Viéc kh&i hién cua L-thyroxine dwoc thé hién trong bang 4. Van dé diéu tri suy
giap dwéi lam sang, khi c6 sw hién dién cua tuyen giap tw khang thé, van con gay tranh cai.
Quan trong |a phu nir da diéu trj L-thyroxine trieéc khi mang thai nén tang liéu lwong cua ho
bang 30-50% khi ho phat hién cd thai.

Diéu tri Cworng giap do bénh Grave la do thuéc khang giap trang (propylthiouracil (PTU) hoac
carbimazole / methlmazole (MMI)). Khdng dworc khuyén khich dé thay d6i thudc trong khi mang
thai. Néu can thiét co thé diéu tri thém véi thudc e ché beta.

Trwéc tién, phong chéng suy giap, véi mot ché dd an uéng lanh manh va bé sung iét trong
muoi (dac biét |a & cac khu vwc thieu iot).

Néu bénh nhan cé bwéu tuyén giap can dwoec danh gia va diéu trj trong th&i gian mang thai.
Cac bwdc dau tién la siéu am tuyen giap va lam FNA khi can thiet. Phau thuat nén dworc tot
hoan lai den th&i ky hau san.

Theo d&i va danh gia TSH sau sinh va giam liéu L-thyroxine dé ngan mirc mang thai & nhirng
bénh nhan suy giap.



FIGO y kién vé:

Sw tiép xuc véi déc chat méi truedng
tac déng |én sutre khoe sinh san

Hoba chat ddc hai tir nganh Kinh doanh toan cau dang lam ton hai dén kha niing sinh
sian, anh hwéng dén mang thai va gy ra rat nhiéu van dé sinh san khac , ciing nhw van
dé phat trién sirc khée. Nghanh khoa hoc lién quan dén sw tiép xvic véi doc chat rat
nhiéu.

Tiép xUc cac hoa chat ddc hai trong thwong mai 13 phd bién; Tuy nhién mét s6 quin
thé dé bi ton thwong hon dé tiép xic va / hoic tac dong xau dén sirc khée hon nhirng
nguoi khac

Phong ngira phoi nhiém 1a mot co hdi quan trong cho cac chuyén gia sirc khée sinh sian
dé cai thién bénh nhan va dan sé sirc khoe

FIGO cung voi ACOG, ASRM va RCOG kéu goi hanh dong kip
thoi dé ngan chan viéec tiép xiic véi héa chat djc hai thong qua viéc
can thiép vao mirc dp bénh, thé ché cham séc sivc khée va Cac
chinh sach xa hoi



. |

Conmtents lists available at Sciencelirect

LMy
ORSTETRICS

International Journal of Gynecology and Obstetrics

www.figo.org journal homepage: www.elsevier.com/locate/ijgo

SPECIAL COMMUNICATION

International Federation of Gynecology and Obstetrics opinion on
reproductive health impacts of exposure to toxic
environmental chemicalss

Gian Carlo Di Renzc: * Jeanne A.C E]HI'}," P Jennifer Blake ¢, Mark S. DeFranr:esm , Nathaniel DeNicola ®
James N. Martin Jr. ®, Kelly ﬁ. McCue °, David Richmond d . Abid Shah ¢, Patrice Suttcm , Tracey |. Wcmdmff =%
Sheryl Ziemin van ::ler Poel !, Linda C. GIUEIIEE' =

* International Federation of Gynecolgry and Obstetrics, London, UK

b American College of Obstetricians and Gynecologists, Washington, DC, LISA

= Society of Obstetricians and Gynaecologists of Ganads, Ottawe, ON, Canada

2 Royal Collepe of Obstetricians and Gynaecologists, London, UK

" Program on Reproductive Health and the Environment, University of California, San Francsco, San Frandsoo, CA, USA
" World Health Orgenization, Geneva, Switzerand

& American Socety for Reproductive Medicine, Birmingham, AL, USA



V&i nhiéu bang chirng vé tac dong strc khée bat
l¥i lien quan den hoa chat déc hai, bao gom ca
kha nang gay hai nhiéu thé hé, FIGO da dé xuét
mot loat cac

FIGO de nghi cac bac si, nir ho sinh, va cac
chuyén gia sirc khoe sinh san khac blen ho cho
chinh sach dé giam ganh nang cua héa chat
khéng an toan cho ngw®i bénh va céng dong



Van dong cho chinh sach dé ngan chin viéc tiép xuc v&i héa chat
doc hai méi trwdong.
Lam viéc dé dam bao mét hé théng thwe pham lanh manh

DPwa strc khée méi trwéng |12 mdt phan cia hé thong cham séc sire
khoe.

Luat phap vé bao vé mdi trwedng

Nhirng khuyén nghj nay da dwoc de xuat béi Gido sw Linda Giudice - Cha tich
ctia nhém lam viéc FIGO veé van dé moi trwong va strc khée - dwoc nhat tri
chap nhan bé&i Pai héi dong FIGO



Tim ra nhirng cach thirc va phwong tién thwe hién cac khuyén nghi
bang cach lam viéc vé&i National Societies

T6 chirc cac budi trinh bay khoa hoc tai quéc gia va cac cudc hop khu
vwc dé nang cao nhan thirc

Kham pha kha nang lam viéc v&i cac chinh phu, nhw cac té chirc va
cac dm tac (nha tai tror) dé Iam cho chat déc méi trwéng va sirc khoe
sinh san nhw la mét wu tién cda Chinh phu

Xac dinh cac van de quoc gia cu thé (vi du nhw nha may hoa chat xa
thai hoa chat moét cach vé trach nhiém) va lam viéc vé&i Chinh phu va
cac doi tac dé xac dinh cac giai phap

Tiép can céng. chung va lam cho ho nhan thirc dworc tac hai va co
trach nhiém dé giai quyét van de

Po6i mé&i - xac dinh cach thirc méi dé giam doc té moi tredng

Xay dwng co’ ché ké toan; giam sat vé tac dong cua viéc dwa ra cac
can thiép



SANG KIEN CUA FIGO TRONG KIEM SOAT DAI
THAO DUONG THAI KY

CAC CONG CU HO TRQ HOC TAP

Phat trien PROTOCOLvVA huéng dan dé 1am tiéu chuan chiim soc
D¢ giai quyét van dé ctuia bénh tiéu duong va thai dua trén nguon luc san

«  Xuét ban cac protocol va cac tiéu chuan dé bo sung cho IJGO.

» Phat huy vai tro va nguén luc tai liéu dao tao dua
dé ho trg chuong khu vuc va dat nudc cta FIGO kha nang
phat trién dé hd tro viéc thuc hién céac tiéu chuan cham soc.

« Phat trién céc cong cu dé ho trg cdc khu vuc va cac nudce thanh vién cia
FIGO dé phat trién chuong trinh hé trg cho tat ca phu nit mang thai cho bénh
tiéu duong va cho thém cac nguon luc dé thic day va tich hop bénh tiéu
duodng va ngin ngira cac bénh 1y 14y nhiém trong cac chuong trinh MCH hién
ta1 .
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LO1 KHUYEN THU'C HANH TOT NHAT
Tang dwong huyét trong thai ky (HDP)
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FIGO INITIATIVE ON
GESTATIONAL DIABETES

i

Infographics |

o ope o6 =’
~ = is one of the
N H U’N G D I EM $:3;;t;mmon 1 in 6 live births occur to women with

CAN BAN nit some form of hyperglycemia

women encounter

g ROy 84% of which are due to GDM

Leading causes of maternal mortality

Higher ir of maternal morbidity

Higher incidence of perinatal and neonatal morbidity
Later long term consequences for both mother and child

Low and middle income countries account for:

859 of the annual global deliveries

809, of the global diabetes burden

erational
transmi 1of non

90% ©f all ¢z of maternal and perinatal
/O (
deaths and poor pregnancy outcomes communicable diseases

TO WORK TOWARDS Given the link between hyperglycemia in pregnancy,
ACHIEVING poor pregnancy outcome, and future risk of diabetes
SUSTAINABLE in both mother and offspring, a focus on prevention,
USRI IRD LIS screening, early diagnosis and managing S
(SDG) 3 hyperglycemia in pregnancy is needed globally _FIGO

The Gyrecciogy v s age
WIJ Gymeoa/ Charet 2018133 (Suned BT 173212 The 60 GOM Phaa0 1) war tunded wat v. Aove Naeh




International Federation of Gynecology and Obstetrics
Working Group on Best Practice on Maternal-Fetal Medicine

LO1 KHUYEN THUC HANH LAM

SANG TOT NHAT
Tang dwdng huyét trong thai ky (HDP)

Tat ca phu nir mang thai nén dwoc xét nghiém dwdng huyét. Xét
nghiém pho bién cua tat ca cac hiép héi thanh vién

WHO (2013) va IADPSG (2010) Tiéu chuan dé chan doan dai thao
dwong thai ky phai dwoc sir dung

Chan doan ctua HDP nén dwoc trén cac mau mau tinh mach dwoc
lay mau dung. O cac nwéc dang phat trien test nhanh bang may
cam tay co6 the dwoc chap nhan

Quan ly ctia HDP phai phu hop v&i nguon tai nguyén qudc gia san
c6 va co s& ha tang




FIGO INITIATIVE ON
GESTATIONAL DIABETES

CHAN POAN

Maternal and newborn outcomes depend on maternal glycemic control
Testing is the only route to diagnosis and management

Testing only women with ‘risk factors' will miss half of the

women with GDM

Accounting for long term benefits and outcomes show that

universal testing is cost effective

P guides for testing,
succnssm DIAGNOSIS iag nd management must
) on each country vailable

lagnosis is best using

lab results of VENOUS ; Finances
PLASMA SAMPLES
a plasma
calibrated HAND
HELD GLUCOMETER . Infrastructure
is also acceptable ; Resources

Human

but using
Resources

o

All countries have an

obligation to implement

the best testing and

management practices ,*’,
¢ ’

they can! ,
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Infographics |
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PIEU TRI

ANTENATAL
CARE with and
a GDM trained are KEY to reduce risk of

healthcare future obesity, type 2 diabetes, and
cardiovascular diseases

for all pregnant 1f ‘l;t‘;;fityl’elixxﬁfxutnfanlonlaione fails to
swomen with achieve glucose con Ig ' ‘ 2
diabetes , Or are safe and

effective treatment options

Baby well-being should be
Fetal sonographic assessment can assessed through a simple
help determine size of the baby and fetal kick count technique or
diagmsg fetal macrosomia ({he most when resources are available

'r uent com “cat'on of GDM [thngh l,"i()l)l)\' sical }JIUfll(,‘
i P ) including cardiotocography

with good Elective cesarean
glycemic control and delivery may be 4000

appropriate size fetus recommended if grams
until fetal weight exceeds

Post-delivery the newborn must
be for respiratory
distress and hypoglycemia
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SAU SANH

Early on all women Future
of pregnancy with GDM at 6-12 blood glucose
of infections breastfeeding spacing weeks postpartum

The postpartum period is an . . . N,
important platform to Both lifestyle intervention and metformin

for both can be effective in delaying or preventing

the mother and the child who diabetes in women with impaired glucose
are both at higher risk of: tolerance and a history of GDM

Future Obesity

Metabolic Syndrome L. i i
Obstetricians to link with

Diabetes other healthcare providers to
Hypertension support postpartum follow-up
through

Cardiovascular
Disorders

AIMS FOR PRECONCEPTION & INTER-PREGNANCY INTERVALS

Increase Universal pre-conception
acceptance screening for malnutrition,

and access to anemia, overweight and obesity,
preconception hypertension, diabetes and
services thyroid dysfunction

' L -
3y 73.212. The FICO GOM Initiati (Phase 1) ioted educations 7




International Federation of Gynecology and Obstetrics
Working Group on Best Practice on Maternal-Fetal Medicine

Tw van dinh dwdng va hoat dong thé chat phai va tiép tuc sau khi
sinh

Can diéu tri Insulin néu 16i song va thay d6i ché d6 &n uong
khong kiem soat dworc tinh trang tang dwdong huyét. Metformin
va/hay glyburide c6 the dwoc str dung trong tam ca nguyét thir 2
va thwr 3. Thuoc uong co the la sw lwa chon dau tién trong tam ca
nguyét thir 2 va thir 3

Sau khi sinh 8 tuan BN can dwec kham tw van veé thay doi 10i
song va ché dé an cho me va con

Can c6 cac bién phap cong dong dé nang cao nhéan thirc va sy
chap nhan thong tin dworc tw va cho tat ca phu nivr dw dinh cé
thai.







CHUNG TOI CO GANG VUOT QUA NHIPNG
GIO1 HAN CUA XA HOI TREN CAC QUOC
GIA HUONG DAN: CAC LOI KHUYEN
THUC HANH TOT NHAT

CHIEN LU'O'C TOAN CAU CHO:



Thu thap soé liéu ve ty 1é tir vong ba me va strc
khée ba me la rat khé khan.

Tuy nhién, cé6 mét diéu ré rang tir tat ca cac so
liéu thong ké: mac du ty 1é tlr vong va bénh tat
me va tré so’ sinh dang giam trén toan cau

Tinh trang nay & phu nir va tré em & cac nwéc
nghéo rat toéi té so v&i nhirng ngwdi & cac nwéc
cong nghiép phat trién.




Best
Practice

Risk factors/

Access to Markers
care Implementation




CANH CUA CO HOI

, 4 \
o Pregnancy offers
to provide maternal
" care services to mother and
-0 = . offspring
A A,
oY -
o 6 -
7 Reduce traditional maternal
-— . and perinatal morbidity and
- g } : mortality indicators
Y ' \
e, ”.a-
. Address intergenerational
prevention of preterm birth and
NCDs, such as diabetes,
hypertension, cardiovascular

disease, and stroke.




Vao thang 9 ndm 2015 Pai hodi déng LHQ da théng qua "

" v&i sw ddng thuan
cla Céng dong Chinh pha Thé gidi - da gidi thiéu 17 muc tiéu
phat trién bén virng SDGs.

Nhiéu dé nghi ctia SDG c6 dwa sirc khde mdi trwdng va sinh
san vao trong cac muc tiéu

SUSTAINABLE
DEVELOPMENT
SUMMIT 2015
25-27 SEPTEMBEHF

17




- Piéu nay cé
thé dat dwoc chi véi binh dang gidi, gidao duc binh dang va [y
co hdi viéc lam + strc khde sinh san tinh duc va quyén loi .

Strc khée va quyén sinh san sé khéng dwoc hoan thanh,
trir khi ching ta cai thién sirc khée moi trurdng

FIGO da khong va sé khong thé la mét ngwoi quan sat thy
dong dé mang lai thay doi yéu cau nay va sé hanh déng de
thwc hién nhirng wé'c mo that sw cho phu nir.
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