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H Ik B4 R % (diabetes in pregnancy ° DIP) % % Z #[ 4% & /& (pre-existing
diabetes mellitus * PDM) #2# $k # Jk /% (gestational diabetes mellitus * GDM) °
PDM ¥ e £ 2/l N ) B R 4k 41 4 # B L 2 B - PDM &% 1 2 KA (type
1 diabetes) & 2 & # &% (type 2 diabetes) - GDM | & — & L £ Z H M % £
WRBAEWEEHEMZ T RANMKE 2016 5 (KB 105 ) HAGBASEREREE S
HEeBHREELZe - EAFREBEZEs o (ERERFREMHIT) s 24
ERELXERNBELABUAERERANERDRABERIXCALEREN - &
BHRELeREAFREZEL T RUERFTERBERFEEANERELEA >
TEECEHMEFRERRBEEATEGSBEAFTE > #lE (2020 &€ B E Kk K7 B
#T )  ABIZERSZETEABRKENBE (FIGO) » # R A MK (WHO) » £
B4 E A& 1T (ACOG)® » £ BlIME R %€ (ADA)' - 3 Bl Bl K 2 jE %2 9 38 &2 M 37 %2 I
(NICE)’» % B 2 X7 EF 2% (RCOG)’ > Rme A RHK L& (CDA) %£#l 2
5 S B BEN -~ SNERAENERBLBBEHRTR ©

ABIEEREGEMET B REEL - #7 GDM X PDM B ~ B H| ~ 534
B~ BR RERERZBEREHHE -
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MR D AERFGEAELHNAPDM ZR 2 EZ2HET O
THRAREE - BRI AED AR RFHZR > K Y % IE (obesity) 5 8 &
(overweight) — & # 4 € % # (body mass index * BMI)( & — ) # # & % # 25° »
HFE—HER—HUERRFAGEEE (X 1)#F > B& RN F 2 H (first trimester)
AT AR > AR T HFE PDM 3 & 2 H GDMY® o & B Z 1 fn ¥ &7 4 B R T
7% PDM X% GDM > BB % R & A 2R E Ik 24-28 HE B ET MG # ° -

FiEMA#DE A PDM B ZZ2H GDM» T TR FE AEH N E G &
# iR 24-28 HEAT B R AR ¢ o

At 5 Z#HE W — B & 7 R (one-step approach) — 75 A%, » 2 NBs O R A
# it % 3 % (oral glucose tolerance test : 75-g * 2-hour OGTT) if T M1 4% &5 4 »
# 4% %% %4 PDM & GDM"*

75-g° 2-hour OGTT e 7 X : B A FERA - RBEREFRE HEHER
BAMEME D150 R ES BEE R 8/ EF BN AERKE
Eh Bk FRRERZENBRLR  ZRESPENORE 759 W H &
R 300 ml > #%F B B A I 0 R & R AR 1 /B R 2 /) B Y R K o (AR
HWRAHE A ERE ) R BRL AN AN KEN - FH A HE
S0 Bk B A E

]
i
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&1+ ZAAE KA (PDM) X7 Z Bk K (GDM) &7 & 18 5K B

B R/EHIERXRE BMI225) HFET 7 —H—BUEERAS REZHFZRETLE
it

o RZEF

o —%HBAMERAEH

o YAEFHMMH 4000 AHERZELEE

o MEYRAE R B &

o & i & (= 140/90mmHg =X iE # % & i B & % )
o BXENEE & E B (HDL) 1% 7 35mg/dL » = B H i fig (triglyceride) 18 #2 # 250mg/dL
o % M U1 £4E (polycystic ovarian syndrome) BE1E &

o ML % HoATC M BERE N 57% R LEEFRAIRMTTRAL L

o & R BLAE %




R 2 HEIRMEROR N — BT A A A

75-g * 2-hours OGTT Z # 1 *

Z M < 92mg/dL :
o R#E4% 1 /N < 180mg/dL :
o R #E4% 2 /K < 153mg/dL °

GDM ¥ % i * -

75-g » 2-hours OGTT ¢ 5 18 #

e FJf 292mg/dL H <126mg/dL :

tE1% 1 /NB 2 180mg/dL :

o A% 2 /N# = 153mg/dL E < 200mg/dL °
HeUlE=Fgd—F  K—FUL WD % GDM -
PDM # 2 B “C

75-g » 2-hours OGTT # B 18 #

e T 2126mg/dL :

o itg4% 2 /NH = 200mg/dL ©

el bZEE e —E  KWHE > W E % PDM -

— :BMIE#EAR : BMI=# % (kg) &% % (m?) e
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2. F 8 g B A

##FGDM X PDM & £ E B £ A EH ER AN L EEUKRKE R
(macrosomia)'® % & ¥ & (shoulder dystocia)'>™ # % 4 B i& - # # PDM % % »
R R Z =G AR B R R T o iR GDM R B T K 4
Ik 21 % & F W AT JE (preeclampsia) X 4 3k #1 & i B (gestational hypertension)
W p 13146 o

B % B 5 i1 #% (self-monitoring of blood glucose * SMBG) 4, 1 & il = & (fasting)
» &l (preprandial) % %& 4 (postprandial) i 4 & » 7 LA 1€ % ¥ % GDM X% PDM
HRWEESE o

%7 GDM = PDM 247 » B ity BBl = MR By BB - A
ORISR VET R o) S

o AE B R

RAZRENZERADBEREMTAZEALEZ 2O nBEE ZWEHEDZ
PDM > ¥k % 3 Br 2 PDM » SR B mAEEH T RSB EH > UREKRAF
ZHEABREZHFEZER HEHEBEARBE 7R A =ZBW > ZB% 2 /N6 (&
BE—ORY RG22 B ) R AR REOBEEHERALEKE - EF
REGEHEE - HRkGEHDEZ GDM 245 » BHBHEBEALE 4R ¥ TR
BR=ZBEAM 2 Bl HEAEYOVPO

BEREHFRERELEHEABREESRADEEHERE (X3 ) ETLERK
B et BURALGEKSE : ME  EYORKEARET > IEEFREAT
TREBEF S c wR BRI > B TERTERAE -



& 3+ SEYR AR AE 32 A B AR

GDM Z 4 oy 4 Y #A o 4% J& 35 ) &£

=M % E < 95mg/dL > H
FA% 1 /NB g A < 140mg/dL » 5
Btk 2 /e L BB < 120mg/dL>*

# 1 i1 & % (hemoglobin A1c * HbA1c) 18 &7 B ] :

T # #% # GDM Z 47 # 1T HbA1c 7 & 1 B | - # 7 PDM Z 4% » 4 4k ] B fn 4%
BHABR-TREREFZEFEAIRE Z6FE GDM 2% > ZRE2HARE —K
HbA1c {8 » 2 HbAIc 4 <6.0%° Z# R EEEFRK » L BRI # 7K Mg
B s HDATC BT M E £ < 7.0% **°® -

B & (ketonuria) B |

BA PR A Bh S R AR W R A AR LB BB R B TR 0 VT MR F AR R
¥ BF B% & # (diabetic ketoacidosis * DKA) # T | #Z 3% - GDM = PDM 2 47 1 3. 71~
B R B R ~ Bk~ 2 % T B AR B B R B IR R 0
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3. %=t BEZERIEFEEY

B 2% % 4 & (medical nutrition therapy * MNT) W E W E A Z i 6 H B ¥ £ %
R-FENEHEERFERN OB AR B ELHNEETHE > BOFRAHE
W B TP — B GDM W B 42 B L BT 23747 MNT XE#54 > 3 A
MAFEF M REEDE - EBREREZHGHHT > GDM X PDM £ 7
N Z H LW K (registered dietician) # 1T MNT & 3 X fi7# '"®2© -

SEYRBIF &S MNT £ R F OB RA L R EEEZRZ > 0 HEEF I BN
# Z (daily total caloric intake) ~ # & 41 ix (caloric contents) » 4% 7l & B K ft. & 4
K& B AR EWEE (daily caloric distribution of meals) °

BHREBRANE

PDM % GDM Z % JEAR % Z o BMI £ /T XA E | BOLE > 3 LN E IR B M #
ERMREIRBEETHAERNGAL (£4)7O" - BRHBZH VMNT 20
A E > & F 287 K 7 1500 keal/d » 7 B 2 # (third trimester) T J& {5 #
1800 kcal/d * # % # (second trimester) 2|/ 7+ H ] o

E AR

o # k1t & 4 (carbohydrates): Z#% & H AR K LA MBERE & A E 8 40% ~
50% #H > BHRANAWHERE T KN 1209 HAEF LR HET LR E L E
W4 T F ER KA A E S o B 2K I HE 15 B (glycemic index ~ GI)
F AL 4% 4 % (glycemic load » GL) # & & » £ # By 7 GDM Z 47 &y fu 4% 1% #|
2o %% GDM X PDM Z i@ BB w2 F BB S B A : S ERAMLEY
HEWEER > KGI XK GLEAWEFNBRELE - ERFARKKNEIH
HEE R EXBNEREREEE - BRGS0 F A 22 454z 4
R T M E R o

e ZHE (protein) : ZRBEHERNELBIFENEAEN 20% EAEWAE
BMBERREZRERIMGAEAGRBAERBERE O

o BN (fat): Z#A G BMME 5 H HFENAEAEH 30%~40% © 4 9k 21 (4 & # £ [}
#| ¢4 Fn flg 7 B2 (saturated fatty acid) & E &6 &4~ wE Wy fls ~ W ~ M4 -
GDM X PDM ZfG & B taffE i B ELER B H B BMAKE W 7% 7V



il B 7T T 44 #7 f§ B B2 (monounsaturated fatty acid) a8 & ~ W X W& & & &
HAER I Z 8 30% M £ o KA ZEFHR D RAJER R (trans fatty acids) #&
BE UL BK 1K % B I8 & & I B B2 (low-density lipoprotein cholesterol » LDL) 1 °
W A% %% fEE B M B B (high-density lipoprotein cholesterol » HDL) & #®

o B F  HABHBM25-30g WM X ; H M Ed B2 tE LA » Ef(
ERERME  BRLEEEE-

BHRRMENRE :

RARBVEL R AR EERWR LRI TRHN 232 HHE/ME 7R
TEE~F -BELSEDRBRAENEN 20% ~30% F130% * 7 20% 2 %2 £
SRMENBHRE - WENENERSBEENRE - RO mHERF AR > 5T # %
EREAMIEMLE ZAREREXNEHFELTLERENE » HRD B
EEE (%4)%
gy

EE AR IR A1 27 R B & 41 (insulin resistance) * & GDM #y £ # i6 & 44
Mz — " B AIFEE % % E &9 (moderate-intensity exercise) # % 4,
EH > wPIT ik - BEREHRI0LENES  HHERE 1004 BFE
TR EAETMNES  BEABI100EFNEHENLFEGAL - EHHLF
BENRE - TE - THRABRA  HF T FHEMRAKE c BHNEGHEES 34 K/
AP (3H: 6EBRELE - FNMESKEHKT])

X4 REMAMEEHKBM) ZRAZRE 0 R ERIEREIRNBEE 8

12
Z# BMI HIRHEE G
(kg/m?) ¥ e 8 (kQ) BEEHBEYIE (kg)
<185 12.5~18 0.5~0.6
18.5~24.9 11.5~16 0.4~0.5
25.0~29.9 7~11.5 0.2~0.3
>30.0 5-9 0.2~0.3
% Mo e 15.9~20.4
= fa ke 22.7
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4. FUUE B LR

PDM A& 2 B X RFE W6 K ~ PDM B4 H B £ 8 JEJE A # < 1
RFmEHE > XNCDMEHRBELE R REREH EFKL1E2 28 ZHEEA
MAEE >95mg/dL » B B4 2 /B A (H = 120mg/dL > J& & 8 48 R o BE 4 4 0%
202829 o d 5 0 B B MR RO B M bR T E B & (insulin) X O R % % 4y (oral

14,30-34

hypoglycemic agents)

JR & &G
HREE HEGEZNERAEMZEZHE R  FRERREZ RN Z

EREL  EHEAN Y EE ~ HB - FHEo

e BTG mtE : A E 0 EA A KRR E £ (long-acting insulin) > F # 7
F B L R R A < 95mg/dL #y B AZ 3% .

k5. ¥RABRBEHUKGERFE

T EAEH AN M) EAREO) op
Insulin lispro 1-15 minutes 1-2 4-5 B
Insulin aspart 1-15 minutes 1-2 4-5 B
Regular insulin 30-60 minutes 2-4 6-8 B
Isophane insulin 1-3 hours 5-7 13-18 B
suspension
(NPH insulin)
Insulin zinc suspension 1-3 hours 4-8 13-20
Insulin glargine 1-2 hours 2-4
Insulin detemir 1-3 hours 6-8 20-24 B




o BB mAE BEEI 1R (BN )REI 2R (EEMAE ) EHREEEE
Bt & = &80 i 5 4 % & % (short-acting insulin) » # 7 AL H ELEF T E
¥ 18 < 95mg/dL » &A% 2 /NEE B <120 mg/dL #y B AZ ° -

o JE B Z 2 W4 (Insulin analogs) : Insulin lispro ~ Insulin aspart # Insulin
glargine % # W % & % (Rapid-acting insulin) 28 fl 47 » T i# # fs % 7F 7 % & & 4
YR B0 R 2% o i3 4E 2 My A Y B Btk Regular insulin B o T LLEAE A S
EHMER B mLE (Rk5)% -

0 R [ i 4% 22 4
GDM 2B m B L2 R EHRAFTTANKEREREFEFH LA

FHEUNMNFTAMEZZINEF OB ENEREEERAREEZLR - HE S

oy B R BB BE T B R o PR i 4 ZE A — F N (metformin) K % 7 K Bk (glyburide)

HA GDM Bty AR H R A E S 2 RMEANE POPO . oA

(meta-analysis) % & » fu (& Fl Jk & % i6 % L& > metformin ¥ & 3% v & Z B g &

glyburide ¥ & 3% im #7 £ R K g Bl > B R WL HREH N BB T REEF (X

6)°® - BRI & & & & % 4% ¥ £ (Taiwan Food and Drug Administration » TFDA)

#% ¥ & metformin X glyburide {7 & i#& J& £ ) K #f GDM 2 % 8 i6 E AN\ o ¥ R

SEREBRABREREARES X GDM 27 > L EJEFE — 3 0 % otk 2w

BERBAPMNARAEFH MENERIGOERBEEINEE S B TENHHE

2 K i# JE& 5E S E R (off-label use) & tE B B2 )7 » # 4 GDM 27 ¥ HIEEA -

% 6+ O i tE % 4 metformin F glyburide #7 1€ F (8 '

— F %Il metformin % 7| R Wk glyburide
TR # o BB FHURMN o BAME F AW
FH Lz 2K o T 7 B AR M AE E Ak ® 1%-5% # 4 1% fn 4% 4 Atk
o B mE| kA o Him~ KJEEIER
fia 5 & 2t o BT e E A o T B@EAN
o BB AFRIGHRE o BHAFRMGRE
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5. % HE A E A

B PDM 24 e A 2 ERl e R E M A 8 o B PDM 4k s L1 R 4 B &y
BREmMBEH LA THEY > GDM ZEE B EH T R T REmiE 2T
RoA R B o Bt o B MAEIEH T R & GDM 247 - TR E R B BT B
% 36

F& % & ] (fetal movement monitoring) :

Hk AR H R AT GDM F 47 B 44k 24~28 H R TR B B P o it m
BEHTREFEZE G %M GDM 447 » 71 PDM 247 » IR T fe 8 B I 4k » /T )&
WEFEATE RS > EEGH M R E » @33 E Y B (non stress test » NST) »
W 4% B 77 13 (contraction stress test » CST) & 4 #7 47 2 3% f# (biophysical profile)

3,39,40(C)

fie g & B
##% HbA1C27% » B % M L ¥% {5 > 120mg/dL # PDM 2 GDM % %7 i B #% %

BRBEERTEBE UTEBRLARAEBEETAL R FEWE R KO
BB E MR T RAF PO
e 5 A& R E B H

HAMEESR TR PDM =2 GDM % > B X HB TR B EET R ABER
Bl AEEEEE K R KEE (abdominal circumference * AC) *° o LA & & U i 1T B
RACEBATTRAUSBTERRFEFODEER R - R FTHERER T AC

# i 75 & 2L (75th percentile) » H LB X R E T HALE S Z L REEURYD
B B oy A g 2O o



6. HNE o

GDM fu PDM Z 47 [k 2 E 2 ek - EHEFMA > B i ER <L o

WA AR TR o RAMNT 8 - £ BT A%E > BT FEEY 4R ol
B BRMEFESEREY - Tl A — IR AR R A 090 -

A HE AR

TEZREERENLER hEEH BT HLEFAHEY GDM 25 » £RF
BT IS4 EZRREEN E39-40F BT REZFHM LT EN T
F 40-41 ZEAD K E N # sk F 7T E MO .

PDM X EEfE B E X E Wit GDM 24 » mAE x4 B 4F L &5 8 63 % -
ERFBRTRAZEN 39 ZHG| E

M HE ¥ R AL s B B HE B B B E %9 PDM 3 GDM # 47 0 W[ 7 39 £
ZH R R TR R AR o

PR

PDM 2 GDM i #| JE E Wy JEIE *©“C - BRRRERELHREMNLE RS
REWHMEHBERRET L HAEREHBLEE Y - BRIEABFTHE AR
AHETRGEZEREEENTIR AR BAEARBAREBZNERERLEE
£ 1% (birth trauma) W% 2 » ¥R EMHE TR B L8 = 240009 Z PDM X
GDM 24 » HRE st F W00 K 7 6 5 8 E s om Rk > o

R EIEE B R e PDM 2% GDM 247 » R R R AR B E R T o et & ¢ &
NERY > BUETH R > EHEERBR T

JE I o A B A

PDM A EER B ZREWLEN GDM ZE A& NER ~ 28 E F A48 ~
ERFEEZRBHM  BEAAERTERNKEEZRORELAEEY » REH
B ERRES BB B KR Z mAEHE B s o 4 % <110mg/dL

3,29,52
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o HEHMENIERNZIEARGALFER  FAZHIEANREZF > Ak T
normal saline # K 2 i i£ 4t % -

o ERENEMZFEY > B M4 < 70mg/dL B » & F 4 normal saline & % 5%
dextrose U 100-150cc/h (2.5mg/kg/min) # & # IK 2 i iF 4T DA 4 % i 4% [ #
100mg/dL : B b EEAEREZ XA B AN MABEFEE - B ok @
>100mg/dL » B # 5 3% B B % Rl fn \ 5% dextrose & i L 1.2u/h # & # IK B 7%

5‘5;]4-29-520

E A% M AE R

o HIRMMEE RS £ 14/ PDM 5 GDM ##7 » —EIREEF & - JER Bk
B AGATHRNAFEFREZEEN—F > BROBE A REHAL
B HE o

o HIRMM T EFHREZLEN GDM &7 : EXTREEF KA : EJER 51
BIEHRE -

e EmRTCEFERE F LK JES B Fi A 1 PDM %X GDM E %7 # L4 8 » LD
JRBEWERE » BAKF R AN RR SRR %o



Fhf BMREE

% GDM 2B A LGN XT RAZEEEI B EAREEY > EHF
MAESE=ZRZ—NEREERGREABERFAIAOLBERAETRE > MAELK
#1 15%-50% & 47 & 3 & 2 BLAg i g SOHOISASEIOOIST o o 28 Pl GDM 2 ¥ 7Y E
“OE12E ETHEARMZEHR - UFERTAMEKAE » 2 g E % (impaired
fasting glucose) =X & & # fit % + B (impaired glucose tolerance) 4 #t i °
& 7 A

KA T75-g°2-h OGTT» RBHMELER 8/ K : ik » FWRXiRE T

BIRMts > ZH 50N 04 759 B E % 4 L E 300ml 0 B RE 2 /BB I
ZiE R o A S AR R R AEAR 2 /N B A o

P ETAT I

o EF : TIEmAE(E < 100mg/dL » EL /R ¥E4% 2 /1N B i #E < 140mg/dL °

o MEJRHE : M MAEE 2 126mg/dL = ( H ) R#E4% 2 /N B fu 4% {E 2 200mg/dL ©
JE AR B ¥« M g 100-125mg/dL °

o HEMM XK + RHES4 2 /N A% 1E 140-199mg/dL ** » (& 7)

BT

E# ¥ IR IFG IGT
=y 4 <100 mg/dL > 126 mg/dL 100-125 mg/dL
H H(H)
$1
iﬁd\ﬁ < 140 mg/dL > 200 mg/dL 140-199 mg/dL
IFG: X nAEE% : IGT: HEEMZT T
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B e HE

o VBT ABAMLEREEANZHMRHFMAEATIERE

o BiIMHERALHH REAF-FIHTELBEMRAL ROERRRESH - HE
REEHXEY -

o UHAZHMBEREFE AEAMMIXAREF > —HEAMERETH » BREAT
MNT - BEEH RESH TRE@REREL S - TERBRBEAEAKERS
L& T/RCE
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FIGO INITIATIVE ON

GESTATIONAL DIABETES

FIGO INITIATIVE ON
GESTATIONAL DIABETES

FIGO recommends that hyperglycemia/
Gestational Diabetes Mellitus (GDM) be
considered a global health priority

(]
is one of the A
most common : live births occur to women with
medical n "
some form of hyperglycemia

conditions
women encounter
during pregnancy

84% of which are due to GDM

HYPERGLYCEMIA/GDM GDM
IS ASSOCIATED WITH: s iONE

+ Leading causes of maternal mortali
 Higher incidence of maternal morbidity

GLOBALLY

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

Low and middle income countries account for:

o -
85% of the annual global deliveries Establish services

80% of the global diabetes burden Improve health
Prevent intergenerational
transmission of non-

90% of all cases of maternal and perinatal
o S !
communicable diseases

deaths and poor pregnancy outcomes

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,
DEVELOPMENT GOAL i early di: is and i
(sDG) 3 hyperglycemia in pregnancy is needed globally FIGO

GESTATIONAL DIABETES

FIGO recommends that all countries provide
the best GDM management possible given
available resources

and
are KEY to reduce risk of
future obesity, type 2 diabetes, and
cardiovascular diseases

Frequent
FOLLOW

MONITORING

BLOODGLICOSE If lifestyle modification alone fails to

achieve glucose control, s
,or are safe and
effective treatment options

for all pregnant

Baby well-being should be
assessed through a simple
fetal kick count technique or
GIEBNEREHE NN I EN(GER S8 when resources are available

frequent complication of GDM) through biophysical profile
including cardiotocography

Fetal sonographic assessment can
help determine size of the baby and

Elective cesarean

delivery may be 4000

recommended if rams
fetal weight exceeds g

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

Pregnancy with good
glycemic control and = 4.0 -41

appropriate size fetus weeRs
can continue until

FIGO recommends universal testing—all pregnant
women should be tested for hyperglycemia during
pregnancy using a one-step procedure

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

SUCCESSFUL DIAGNOSIS

Pragmatic guides for testing,
diagnosis and management must
be based on each country’s available:

Diagnosis is best using w

lab results of VENOUS (SREETS . Finances
PLASMA SAMPLES WHO Human

but using a plasma dlagnOSlS Resources
calibrated HAND criteria

HELD GLUCOMETER Infrastructure
is also acceptable Resources

All countries have an
obligation to implement
the best testing and
management practices
they can!

PRIORITY COUNTRIES:

Bangladesh, Brazil and Mexico

India, China, Nigeria, Pakistan, Indonesia,

These 8 countries
account for 55% of
lobal live births and
55% of the global
burden of diabetes

FIGO INITIATIVE ON

GESTATIONAL DIABETES

FIGO recommends using the postpartum
period for increased engagement to improve
health for mother and child

Early

of
of infections breastfeeding

The postpartum period is an
important platform to initiate
early preventive health for both
the mother and the child who
are both at higher risk of:

- Future Obesity

« Metabolic Syndrome
- Diabetes

- Hypertension

- Cardiovascular
Disorders

on all women Future
pregnancy withGDMat612 | blood glucose
spacing weeks postpartum

Both lifestyle intervention and metformin
can be effective in delaying or preventing

diabetes in women with impaired glucose
tolerance and a history of GDM

a Obstetricians to link with
other healthcare providers to
support postpartum follow-up
through child vaccination/
regular health visits

AIMS FOR PRECONCEPTION & INTER-PREGNANCY INTERVALS

Increase
acceptance
and access to
preconception
services

Universal pre-conception
screening for malnutrition,

anemia, overweight and obesity,
hypertension, diabetes and

thyroid dysfunction FIGO
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