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Abstract: The pain of childbirth is not remembered. It's teld that's remembered. Every child birth is a
miracle. This event happens every second that ih&ci® is being taken for granted. Million thingan go
wrong in the process. One of the problem which @egur in foetal development is the Intra uterinevgh
restriction (IUGR). Intra uterine growth restrigticepresents foetal growth that is less than thenial,
optimal rate of growth of a specific foetus , meansunborn baby is smaller than it should be bexéus not
growing at a normal rate inside the womb. Delagexivth posses health problems for the baby like birth
weight, decreased oxygen level, Hypoglycemia, hiegtproblems, trouble maintaining body temperature
high blood count and sometimes long term growshies .The review discusses the various causest@ysp
,diagnosis ,Treatment and preventive measures.
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Introduction:

Intra uterine growth restriction represents fogtalwth that is less than the potential,optimal cdtgrowth of a
specific foetus™.It may also be defined as a failure of the fetuattain its growth potentidllUGR is variable
and the most common cause for IUGR is foetal undérition due to placental insufficiencylt may also be
due to various conditions like congenital anoma$iash as trisomy 21 and trisomy 18,cytomegalovand
rubella, use of drugs,maternal alcoholism,chroréoat disease,systemic lupes erythematosus,gestiation
diabetes,hypertensive disord&Y3®It is associated with still birth,neonatal deaghipatal morbidity as well as
mortality.” 'Some studies state that advanced maternal agépamity and black race are associated with
increased risk of foetal growth restrictibn™®*®* IUGR discovered during the third trimester of grancy
ismost often due to placental insufficiency, thouighas a good perinatal prognosis ,ante natalndisig is a
challenge®* When identified antenatally these foetuses surainly with intensive monitoring and neonatal
care****The term small for gestational age is often usemsymously for IUGR. The higher the rate of SGA
greater the chance that it is due to IUGR.The diaiy) etiology,maternal management, foetal thecdpy GR
are stillimportant issues to be resolved.

Etiology:

It is important to ascertain whether the foetusasstitutionally small or small due to abnormal ditions such
as:
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— MATERNAL CONDITION

FOETAL CONDITION

— PLACENTAL CONDITION

Maternal condition may be chronic hypertension-gestational diabetes, cardiovascular disease tasuies
abuse, autoimmune conditions, malnutrition,prigtdry of pregnancy with IUGR,residing at an altéuabove
5000 feet,smoking,alcoholism

Foetal condition may be infection like cytomegatasg, toxoplasmosis,syphilis, rubella,Hepatitis ByHS
1,2,HIV, malformation, chromosomal aberration-tngo21,trisomy 18,trisomy 13,turner’'s syndrome

Placental condition may be chorioangioma, infargtioircumvallate placenta, confined placental nmosai,
obliterative vasculopathy of the placental B&4.

M aternal Factors:

Various maternal illnesses including hypertensiisomiers, diabetes mellitus, autoimmune diseasesh (as
anti-phospholipid syndrome and systemic lupus eryiiosus) and infections increase the risk for IUyR
four fold!"*®

Alcohol, tobacco, cocaine increase risk of IUGR.Gmedyfound a dose-dependent decrease infoetahtveig
with an increase in number of cigarettes smoked etay by the mothérAnother study arrived at the
conclusion that women who smoked 11 or more citgsgier day gave birth to infants who weighed 38sg
than predicted and measured 1.2 cm shorter thatrot@ubjects’ Use of alcohol in the second or third
trimester results in IUGR. Obesity and young amndaaded maternal age also increase the risk of IUBBR
occurs more frequently in twin deliveries thanimgte gestation&**

Foetal Factors:

Turner's syndrome, Down’s syndrome, trisomy 13 a8 various other genetic factors are responsitne f
growth restriction.

Placental Factors:

Placenta determines the foetal growth by serdegréspiratory,renal,hepatic function of the foatllsen the
placenta does not work as well as it should,they lgis less oxygen and less nutrients from the enbth
Small placental size maybe physiologic or pathaogismall mother has a small uterus,hence a gtadenta

is produced. Sometimes,the size of the uterus mawisl in a normal sized woman but a small amodnt o
placenta maybe produced when the mother is carryiorg than one fetus®>**

Diagnosis:
Dating:

Earlier delayed foetal growth was correlated to loaternal weight gain, fundal height measurement €he
important requirement for determining IUGR is psecidating of pregnancy. The accurate way to date th
pregnancy are precise date of the last menstruadyesarly uterine sizing and detection of fodtahrt tones.

If IUGR is suspected, assessment of the past mealichobstetric history, recent infections, occigya! or
toxic exposures and consumption of tobacco, alcdhg aids in diagnosis.
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Ultrasonography:

The ultrasound examination at 8-13 weeks is redaxebe most accurate. Maternal BMI screening leenb
proved to be effective in predicting foetal groftilaternal anthropometry helps to predict adverséinpt
outcomes including low birth weight and pretermthfr®?® reviews by Krameret al on protein energy
supplementation during pregnancy had shown thanbal protein energy supplementation can reduce SDA
occurrence by 3295528

With the help of ultrasonography,some importantapsters like the foetal weight,head and abdominal
circumference,femur length can be measdféd’ The Hadlock formula is the most widely accepted
method®'These measurements are plotted on a standardiaed\Whengestational age is questionable, the use
of transcerebellar diameter (TCD) may be helpfdfAstudy stated that symphysis-fundal height measanem
every week can be used to monitor the growth of foetus®* If the foetal weight is less than fifteenth
percentile, it is suggestive of IUGR. Normally,ttagio of head circumference to abdominal circunteeeis
one at 32-34 weeks and falls below one after 34ksjdet is greater than 1,it is suggestive of gtlowestriction

of foetus® About 85% of infants with IUGR show oligohydramsfdecreased amniotic fluid voluni&).An
amniotic fluid index of less than 5cm increasesrible of IUGR?’ 80% of the IUGR cases have reported an
increase in systolic/diastolic ratid® *Presence of a grade 3 placenta before 36 weeksases the risk of
IUGR by four folds?%3°

Antenatal surveillance;

Antenatal surveillance is helpful in determiningspecific etiology. Most of the foetal death duegrowth
restriction occurs after 36 weeks of gestation laefdre labor begin®.

Foetal movement monitoring:

There were four randomized controlled trials assgs®etal movement counting. Out of which threerave
conducted in developed countries and one in a dpirgj country"**% A review by Imdadet al brought to
light a trial by Neldam that showed a significamcline in antepartum stillbirth rates among womemow
monitored foetal movements and those who did'#8tFoetal movement can be felt by the mother from 06-2
weeksof gestatioff. decreased foetal movement maybe a sign of foetapromise or demisg.

Doppler velocitometry:

Surveillance of high risk pregnancies using Doppleocitometry of umblical and foetal arteries witimely
obstetric intervention lead to a reduction in stiths by 2994

Patients with low serum PAPP-A elevated alpha-fietigin or elevated inhibin are at a risk of IUGRMr

uteroplacental insufficiency. If abnormal uterinedpler waveforms are identified it further interesf the
risk. 282

M anagement:

IUGR,pre-eclampsia and placental injury are strpmgisociated with one anothéence women suspected or
diagnosed with [IUGR must be educated about theofiglypertension in pregnancy.

Reduction or cessation of smoking, alcohol durimggpancy is mandatory thought it may not affecthbir
weight, they improve the foetal growth®’

Aneuploidy risk assessment and amniocentesis heg ptethods for management of IUGR.

Most severe preterm fetuses with [IUGR cannot tederaduction of labor, hence a planned caesareziosas
advised. The mother and fetus must be monitorey ekisely every week for symptoms like proteinuria,
hypertension etc since they have an increased etardeveloping pre-ecclampsia.
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Biophysical Profile of Foetus:

Biophysical profile of foetus is done inorder teses foetal asphyxi.it is based on parameters like foetal
breathing, movement,amniotic fluid volume, heaté faetal muscle tone.BPP is evaluated most conyrianl
near term pregnancies.

Treatment:

Once etiology is established and the well beinghef fetus is confirmed, various treatment modalidee
followed like maternal oxygen administratidnadditional nutrient supplemefitshospitalization for bedre®ét
administration calcium channel blockéfdiormones? Betamimetic$, Plasma volume expansihlow-dose
ASA and Heparin®

Maternal and neonatal care is very important taicedhe risk of further complications.

Prenatal Management:

In a study,nasal oxygen at 2.5 L/min administegednbthers at 27 to 28 weeks of gestation improwedat
blood gas measurements but resulted in an incraasitbnce of hypoglycemia andthrombocytopeniahia t
infants. ® One report suggests that supplemental oxygen mag harole in short-term prolongation of
pregnancy, while steroids can be administered tcelamte foetal lung maturif§fAspirin along with
dipyridamole administered to pregnant women at 85akeks of gestation resulted in lower incidence of
stillbirth.**Amnioinfusion may also have a role in these casgsecially in the presence of olgihydramnios.

Neonatal outcomes:;

Some studies suggest that infants with [IUGR haveigaer risk of developing hypertension, abdominal
obesity,type |l diabetes as aduftDiet, exercise, weight loss, blood pressure suargike, smoking cessation
after delivery may promote better long-term health.

Conclusion:

Detection and management of IUGR by maternal BMéeing, symphysis-fundal height measurement and
targeted ultrasound could be effective method duceng stillbirths that are related to IJUGR.A thogh
knowledge of IUGR can help in effective managenwdribetus with IUGR.
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