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ABSTRACT

High-risk pregnancy in elderly primigravida with dwarfism and Chronic Energy Deficiency (CED) presents
complex challenges due to anatomical constraints and nutritional insufficiency. This case report describes the
midwifery care provided to a 36-year-old primigravida with dwarfism (height 136 cm) and CED at Ngariboyo
Community Health Center, Magetan Regency. This study aims to comprehensively describe the clinical condition
and midwifery management of a high-risk pregnancy involving advanced maternal age, dwarfism, and CED
through the Continuity of Care approach. Mrs. K, a 36-year-old primigravida at 22 weeks gestation with
G1P00000, presented with dwarfism (height 136 cm), pre-pregnancy BMI of 17.60 kg/m?, and MUAC of 20 cm
indicating CED. The KSPR score of 10 classified her as high-risk. Comprehensive antenatal care was delivered
through five home visits from January to April 2026. Interventions: Midwifery management included nutritional
education emphasizing high-calorie and high-protein foods, complementary therapies (lime water, acupressure,
relaxation techniques, aromatherapy), family-centered care with husband involvement, interprofessional
collaboration, and delivery planning through the P4K program. Over the monitoring period, the patient showed
significant improvement evidenced by weight gain from 33.95 kg to 39 kg (total gain 6.5 kg), MUAC increase
from 20 ¢cm to 22 cm, resolution of dizziness, fatigue, and constipation complaints, improved appetite and dietary
patterns, and stable maternal and fetal conditions. Fetal growth progressed with estimated fetal weight increasing
from 465 grams to 2,323 grams. The Continuity of Care approach incorporating nutritional interventions, family
support, complementary therapies, and comprehensive monitoring proved effective in improving maternal
nutritional status and maintaining maternal-fetal well-being throughout pregnancy in this complex high-risk case.
Keywords: Elderly primigravida, Dwarfism, Chronic energy deficiency, High-risk pregnancy, Continuity of care

INTRODUCTION

Pregnancy is a physiological process that begins with conception and culminates in fetal delivery, necessitating
continuous monitoring to safeguard both maternal and fetal well-being. Within midwifery practice, pregnancies
do not invariably proceed without complications, as they may be accompanied by various risk factors that
potentially give rise to adverse outcomes. High-risk pregnancy is defined as a gestational condition accompanied
by specific factors that elevate the likelihood of health disturbances during pregnancy through the delivery
process. These risk determinants may originate from maternal conditions including age, nutritional status, and
physical characteristics such as height.(-?

One condition associated with extremely short stature is dwarfism, medically classified as skeletal dysplasia,
which represents a genetic disorder affecting bone growth and development, resulting in height significantly below
population averages. This condition can adversely affect pregnancy due to anatomical constraints including a
narrowed pelvic cavity and other physiological disturbances. Consequently, pregnancies occurring in women with
dwarfism are categorized as high-risk gestations necessitating specialized attention and comprehensive
management approaches.(:3

On an international scale, pregnancies among women presenting with dwarfism or short stature demonstrate
elevated complication rates compared to the general obstetric population. Research evidence indicates that women
diagnosed with skeletal dysplasia face increased risks of preterm delivery, with incidence rates reaching 26.4% of
total live births. Furthermore, this condition is associated with respiratory complications, challenges in anesthesia
administration, and an increased requirement for operative delivery interventions. These findings underscore that
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pregnancy in women with dwarfism constitutes a high-risk condition demanding specialized consideration within
maternal health services.*

Within the Indonesian context, data derived from the Indonesian Health Profile published by the Ministry of
Health reveals that high-risk pregnancies remain a predominant challenge in maternal health. Risk factors
including Chronic Energy Deficiency (CED), anemia, and maternal height below normal parameters continue to
be widely prevalent. Statistical evidence demonstrates that CED prevalence among pregnant women persists
within the range of 8—10%, contributing to elevated pregnancy complication risks. At the provincial level in East
Java, maternal health issues remain a significant concern, while in Magetan Regency, CED prevalence among
pregnant women in 2023 reached 8.36%, indicating that pregnancy risk factors remain considerably high at the
district level.¢®),

Beyond these statistical indicators, multiple investigations conducted in Indonesia have demonstrated that
maternal height and nutritional status exert significant influence on pregnancy outcomes and neonatal well-being.
Research by Aneka et al. reported that women with short stature face increased risks of delivery complications,
including cephalopelvic disproportion (CPD).® Similarly, Paruhum Tiruon Ritonga et al. (2024) asserted that
short stature accompanied by Chronic Energy Deficiency (CED) may elevate the risk of fetal growth disturbances
and suboptimal neonatal outcomes.!?)

Pregnancy in women with dwarfism can precipitate various complications, including cephalopelvic
disproportion (CPD), respiratory compromise, and difficulties during the delivery process, consequently resulting
in most deliveries being performed via cesarean section to mitigate complication risks. These risks are further
amplified when accompanied by additional conditions such as CED, anemia, and maternal age exceeding 35 years,
which may contribute to preterm delivery, low birth weight, and fetal growth restriction. This constellation of
factors demonstrates that pregnancy with dwarfism represents a complex high-risk gestational state.(-?)

The Indonesian government has implemented various initiatives to reduce pregnancy-related risks through
integrated antenatal care (ANC) programs, early high-risk detection, and nutritional interventions for pregnant
women. Antenatal services aim to monitor maternal and fetal conditions while detecting complications at the
earliest possible stage, thereby enabling appropriate management strategies. These programs are anticipated to
reduce maternal morbidity and mortality rates, although management of specific cases such as dwarfism has yet
to become a primary focus within health policy frameworks.®!1

Comprehensive management of pregnancies in women with dwarfism necessitates early risk factor
identification from the initial stages of gestation, intensive antenatal monitoring, and a multidisciplinary approach
involving healthcare professionals. Additionally, nutritional status surveillance is essential to prevent CED,
alongside appropriate delivery planning to minimize complication risks. Risk-based and integrated midwifery care
is indispensable for enhancing maternal and neonatal safety while optimizing pregnancy outcomes.(!?)

This study aims to comprehensively describe a high-risk pregnancy case involving a primigravida aged over
35 years presenting with Chronic Energy Deficiency (CED) and dwarfism (height 136 cm), encompassing the
maternal clinical condition and the implementation of midwifery care provided throughout the gestational period.
The specific objectives of this case report are as follows: (1) to describe subjective data obtained from the pregnant
woman with high-risk factors including advanced-age primigravida, dwarfism, and CED; (2) to describe objective
findings from the pregnant woman presenting with high-risk factors of advanced-age primigravida, dwarfism, and
CED; (3) to describe the analysis of subjective data concerning the pregnant woman with high-risk factors of
advanced-age primigravida, dwarfism, and CED; and (4) to describe the management provided to the pregnant
woman with high-risk factors of advanced-age primigravida, dwarfism, and CED.

METHODS
Research Design
This study employed a case report design aimed at comprehensively describing the clinical condition of a
pregnant woman with high-risk factors encountered directly in midwifery practice. The case report approach
involved comprehensive assessment, diagnosis establishment, care implementation, and outcome evaluation
throughout the gestational period.

Time and Location

The case was collected from January to April 2026 at Ngariboyo Primary Health Center, Magetan Regency,
with home visits conducted to the patient's residence in Bangsri Village, Ngariboyo Subdistrict.
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Study Subject

The subject was Mrs. K, a 36-year-old primigravida at 22 weeks of gestation with obstetric status G1P00000.
The patient was diagnosed with high-risk pregnancy accompanied by dwarfism (height 136 cm) and Chronic
Energy Deficiency (CED) based on upper arm circumference measurement below 23.5 cm and body mass index
below 18.5 kg/m?. Subject selection was performed using judgment sampling based on the patient's clinical
presentation and risk factor profile. The case was selected as it represented a complex high-risk pregnancy
requiring comprehensive midwifery management.

Midwifery Management (SOAP)

The care process was documented using the SOAP framework (Subjective, Objective, Assessment, Plan) as

follows:

1)  Subjective Data: Obtained through anamnesis covering primary complaints including easy fatigability,
dizziness, dietary patterns, rest patterns, daily activities, ANC visit history, and knowledge of pregnancy
danger signs.

2) Objective Data: Obtained through physical examination including vital signs, anthropometric
measurements (height, weight, MUAC, BMI), hemoglobin levels, general and obstetric examination, and
fetal well-being assessment.

3) Assessment: The patient was diagnosed with G1P00000, 22 weeks gestation, high-risk pregnancy due to
advanced maternal age (>35 years), dwarfism, and Chronic Energy Deficiency (CED).

4) Plan: Management included health education regarding nutritional fulfillment (high-energy and high-
protein foods), activity and rest regulation, personal hygiene maintenance, explanation of physiological
changes during the second trimester, identification of pregnancy danger signs, delivery planning through
the P4K program, and scheduling of subsequent antenatal visits for ongoing monitoring.

Ethical Considerations

Informed consent was obtained from the patient after providing comprehensive explanation regarding the
purpose, procedures, benefits, potential risks, and alternative actions available. The patient provided voluntary
consent without coercion prior to the implementation of midwifery care.

RESULTS
Case Overview

This case report presents the midwifery care provided to Mrs. K, a 36-year-old primigravida at 22 weeks of
gestation with high-risk pregnancy characterized by dwarfism (height 136 cm) and Chronic Energy Deficiency
(CED). The patient was selected as a subject due to her complex risk profile, including advanced maternal age
(>35 years), extremely short stature, and nutritional insufficiency. Comprehensive antenatal care was delivered
through five home visits from January to April 2026 at Ngariboyo Primary Health Center and the patient's
residence in Bangsri Village, Magetan Regency.

Initial Assessment Findings
Subjective data

The patient reported decreased appetite over the past four weeks, accompanied by dizziness and weakness for
two weeks prior to the initial visit. Laboratory examination revealed normal hemoglobin levels (12.6 g/dL). The
patient had a history of helminthiasis during adolescence, which had been treated with six-monthly deworming
medications, though she remained underweight. Family history revealed that the patient's father had dwarfism.
The patient expressed anxiety regarding potential fetal growth restriction, low birth weight, and inheritance of
short stature.

Regarding daily habits, the patient previously consumed irregular meals, frequently skipped breakfast, and
had low food intake due to early satiety. She disliked fish, rarely consumed rice, preferred cassava and instant
noodles, and avoided milk. During pregnancy, her eating pattern improved to 3-4 meals daily with moderate
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portions. She reported urinating 7-8 times daily with increased frequency at night, and bowel movements once
daily with occasional lower abdominal discomfort.

Objective data

Vital signs and anthropometry:

Blood pressure: 115/75 mmHg

Pulse: 88 x/minute

Respiratory rate: 20 x/minute

Temperature: 36.7°C

Height: 136 cm

Pre-pregnancy weight: 32.40 kg

Current weight: 33.95 kg (weight gain: 1.55 kg)
BMI: 17.60 kg/m? (underweight)

MUAC: 20 cm (indicating CED)

Physical examination:

Facial features: Prominent forchead (frontal bossing), slightly flattened midface, prominent jaw
Nose: Saddle nose deformity

Neck: Short appearance

Chest: Narrow appearance

Extremities: Shorter than normal body proportions consistent with dwarfism

No edema, no pallor, no thyroid enlargement

Obstetric examination:

Fundal height: 15 cm (at umbilicus level)

Estimated fetal weight: 465 grams

Fetal heart rate: 136 x/minute (regular, strong)

Pelvic measurement: Pelvic circumference 79 cm, distansia spinarum 21 ¢m, distansia cristarum 25 cm,
conjugata externa 22 cm

Presentation: Cephalic, back on left side

Risk assessment:

Poedji Rochjati Score: 10 (High-risk pregnancy)

. Risk factors: Age >35 years (score 4), height <145 cm (score 4), initial score 2
e  Preeclampsia screening: Positive for age >35 years
e  Bleeding risk screening: Positive for age >35 years
Follow-up Visits
Visit 2 (March 8, 2026) - 27 weeks gestation
Subjective:

The patient reported intermittent dizziness with reduced weakness due to improved appetite following
nutritional education. She could recall previously provided information regarding meal planning, lime water
preparation, acupressure, relaxation techniques, and mint aromatherapy.

Objective:

Blood pressure: 110/75 mmHg, Pulse: 88 x/min, Respiratory rate: 20 x/min, Temperature: 36.6°C
Current weight: 37.50 kg (total weight gain: 5 kg from pre-pregnancy)

MUAC: 20 cm

Hemoglobin: 11.5 g/dL

Fundal height: 24 cm (one finger above umbilicus)

Estimated fetal weight: 1,860 grams
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Assessment:
GI1P00000, 36 years, 27 weeks gestation, singleton live fetus, cephalic presentation, high-risk pregnancy with
dwarfism and CED, Cephalopelvic Disproportion (CPD), good maternal and fetal condition.

Interventions:

e Informed patient of good examination results

e Explained intermittent dizziness may be due to late-night sleeping and CED; advised earlier bedtime

e Encouraged continued aromatherapy, acupressure, and warm compresses

e Provided activity education including 1-2 hours daytime rest, 7-9 hours nighttime sleep, avoiding
prolonged floor sitting, avoiding crossed legs, and avoiding heavy lifting

e Provided nutritional education emphasizing high-calorie and high-protein foods (animal and plant
proteins), reducing sugary foods, instant noodles, and MSG-containing snacks; advised milk
consumption once daily; small frequent meals; additional 300 calories daily for CED recovery

e Reviewed delivery planning (P4K) preparations

e Evaluated medication compliance

e  Provided one-month food intake checklist

e Scheduled next visit

Visit 3 (March 15, 2026) - 28 weeks gestation

Subjective:

The patient reported occasional dizziness, particularly when meals were delayed or after prolonged activity,
though frequency had decreased. Fatigue was reduced with improved appetite and more regular eating patterns.
She attempted earlier bedtimes but occasionally stayed up late helping her husband with weaving.

Objective:
e  Blood pressure: 120/70 mmHg, Pulse: 89 x/min, Respiratory rate: 20 x/min, Temperature: 36.6°C

e  Current weight: 37.55 kg (total weight gain: 5.05 kg)
. MUAC: 20.5 cm
e  Fundal height: 24.5 cm (two fingers above umbilicus)
e  Estimated fetal weight: 1,937 grams

Assessment:

GI1P00000, 36 years, 28 weeks gestation, singleton live fetus, cephalic presentation, high-risk pregnancy with
dwarfism and CED with fatigue complaints, CPD, fundal height discrepancy with gestational age, good maternal
and fetal condition.

Interventions:

e Informed patient of good examination results

e  Evaluated persistent dizziness and fatigue; explained causes related to incomplete CED recovery, delayed
meals, or excessive activity

e Advised regular meal consumption without delaying mealtimes

e  Encouraged continued acupressure, relaxation, ginger aromatherapy, and adequate rest

e  Reinforced nutritional education (high-calorie and high-protein foods, small frequent meals, milk
consumption, reducing instant noodles)

e  Evaluated activity and rest patterns; reinforced maintaining adequate rest

e  Checked medication compliance

. Scheduled next visit

Visit 4 (March 29, 2026) - 30 weeks gestation

Subjective:
The patient reported dizziness was rarely experienced and only occurred occasionally when meals were delayed.
Fatigue had decreased compared to previous visits. Appetite had significantly improved with regular 3 meals daily
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plus snacks. She regularly consumed high-calorie and high-protein foods, drank milk daily, and had developed a
taste for fish. She reported constipation with bowel movements every 2 days requiring straining.

Objective:
e  Blood pressure: 115/75 mmHg, Pulse: 89 x/min, Respiratory rate: 20 x/min, Temperature: 36.5°C

e  Current weight: 38.56 kg (total weight gain: 6.06 kg)
. MUAC: 22 cm
e  Fundal height: 26 cm (three fingers above umbilicus)
e  Estimated fetal weight: 2,170 grams

Assessment:

GI1P00000, 36 years, 30 weeks gestation, singleton live fetus, cephalic presentation, high-risk pregnancy with
dwarfism and CED, constipation complaint, CPD, good maternal and fetal condition.

Interventions:
e Informed patient of good examination results
e  Explained constipation causes (insufficient fluid and fiber, uterine pressure on colon, reduced physical
activity) and management (increased water intake, high-fiber foods including papaya, light exercise)
e  Evaluated dietary patterns; reinforced high-calorie and high-protein nutrition for CED recovery
e Advised maintaining adequate rest and avoiding excessive activity
e  Checked medication compliance
. Scheduled next visit

Visit 5 (April 5, 2026) - 30 weeks gestation

Subjective:

The patient reported no complaints. Dizziness was no longer experienced, and she felt more energetic. Bowel
movements were regular (once daily) with soft consistency after increasing water intake and consuming papaya,
vegetables, and fruits daily. Appetite was good with regular 3 meals daily plus snacks. She regularly consumed
high-calorie and high-protein foods including fish, eggs, chicken, tempeh, tofu, and milk daily. Sleep patterns
were regular (8 hours nighttime, 1 hour daytime rest).

Objective:
e  Blood pressure: 125/70 mmHg, Pulse: 88 x/min, Respiratory rate: 20 x/min, Temperature: 36.6°C

o  Current weight: 39 kg (total weight gain: 6.5 kg)
. MUAC: 22 cm
e  Fundal height: 26.4 cm (three fingers above umbilicus)
e  Estimated fetal weight: 2,323 grams
Assessment:

G1P00000, 36 years, 30 weeks gestation, singleton live fetus, cephalic presentation, high-risk pregnancy with
dwarfism and CED, CPD, risk of low birth weight, good maternal and fetal condition.

Interventions:

e Informed patient of good examination results; patient expressed satisfaction

e  Evaluated previous complaints (dizziness, fatigue, constipation); all complaints were resolved

e  Reinforced nutritional education for high-calorie and high-protein diet to support fetal growth and
maintain maternal weight gain

. Advised maintaining adequate rest, light activity, and avoiding heavy activity

e Checked medication compliance

e  Evaluated one-month food checklist; results showed regular consumption of high-calorie and high-
protein foods with improved LILA and fetal weight

. Provided education regarding potential complications: Low Birth Weight (LBW), prematurity, obstructed
labor due to CPD, hemorrhage during labor and postpartum, and fetal distress. Explained LBW and
prematurity care including incubator/warm environment, kangaroo care for hypothermia prevention, and
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feeding every 2 hours. Reinforced that cesarean section would be necessary to reduce hemorrhage and
fetal distress risks.

e Advised attending integrated ANC at the health center the following week

. Scheduled next antenatal visit

Table 1. Summary of maternal and fetal parameters across visits

Parameter Visit 1 (23 Visit 2 (8 Visit 3 (15 Visit 4 (29 Visit 5 (5
Jan) Mar) Mar) Mar) Apr)
Gestational Age 22 weeks 27 weeks 28 weeks 30 weeks 30 weeks
Weight (kg) 33.95 37.50 37.55 38.56 39.00
Weight gain (kg) 1.55 5.00 5.05 6.06 6.50
MUAC (cm) 20.0 20.0 20.5 22.0 22.0
Fundal height (cm) 15.0 24.0 24.5 26.0 26.4
Estimated fetal weight (g) 465 1,860 1,937 2,170 2,323
Hemoglobin (g/dL) 12.6 11.5 - - -
Blood pressure (mmHg) 115/75 110/75 120/70 115/75 125/70
DISCUSSION

Overview of Subjective Data Assessment in High-Risk Primigravida with Dwarfism and CED

The subjective data assessment revealed that the patient was a 36-year-old primigravida. Based on her age,
she was classified as an elderly primigravida, which constitutes a high-risk pregnancy category. Pregnancies
occurring at age 35 years or older carry greater risks for various complications affecting both mother and fetus,
including gestational hypertension, fetal growth restriction, and increased likelihood of operative delivery. (!0
Beyond age-related factors, the patient presented with a height of 136 cm and a hereditary history of dwarfism
inherited from her father. Dwarfism can result in smaller pelvic dimensions compared to average women, thereby
increasing the risk of cephalopelvic disproportion and delivery complications. Consequently, the patient required
more intensive antenatal monitoring, collaboration with obstetric and gynecology specialists, and comprehensive
delivery planning through a Continuity of Care approach.®-!?

The primary complaints reported by the patient included decreased appetite over the preceding four weeks,
accompanied by dizziness and weakness emerging over the prior two weeks. Despite these symptoms, hemoglobin
examination results demonstrated normal values at 12.6 g/dL. This finding indicates that the patient's complaints
were not necessarily related to anemia. According to Demsa et al., prolonged insufficient energy and protein intake
constitutes the primary cause of Chronic Energy Deficiency (CED) in pregnant women.!'® CED can lead to
reduced body energy reserves, causing increased fatigability, weakness, and decreased tolerance for daily
activities.'>!” Thus, the dizziness and weakness experienced by the patient were more likely attributable to CED
rather than anemia. The prolonged decreased appetite also had the potential to worsen the patient's nutritional
status, necessitating optimal nutritional management and support.

The patient's medical history revealed factors that could influence nutritional status predating pregnancy. She
had a history of helminthiasis during adolescence and reported remaining thin despite receiving treatment and
being declared cured. Furthermore, prior to pregnancy, she exhibited poor dietary patterns characterized by
skipping breakfast, consuming small portions, rarely eating rice, disliking fish as an animal protein source, and
frequently consuming instant noodles. These habits potentially prevented optimal energy and protein fulfillment,
thereby increasing CED risk.®%2" The long-standing history of nutritional problems combined with unbalanced
pre-pregnancy dietary patterns were suspected contributors to the patient's current CED condition.!®

From psychological and sociocultural perspectives, the patient expressed concerns regarding her fetus's
condition. She felt anxious about potential fetal growth restriction, low birth weight, nutritional deficiency, or
inheritance of her dwarfism condition. Such anxiety represents a common response among women with high-risk
pregnancies, particularly when genetic risk factors and nutritional disturbances are present.(!1:'9 Additionally, the
patient reported easy fatigability and body aches following activity, likely influenced by CED and biomechanical
changes resulting from dwarfism.('>!” Sociocultural factors also played a role, including family beliefs that
excessive eating during pregnancy could lead to a large baby and difficult delivery for a short-statured woman.
Moreover, the patient often prioritized other family members' food needs over her own. These habits could impede
nutritional fulfillment during pregnancy and potentially worsen maternal nutritional status.?!??
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Overview of Objective Data Assessment in High-Risk Primigravida with Dwarfism and CED

Objective data assessment revealed that the patient was 36 years old with a Poedji Rochjati Score Card (KSPR)
score of 10, derived from age over 35 years and height below 145 cm. This score classified the patient in the high-
risk pregnancy category, necessitating more intensive antenatal monitoring and thorough delivery referral
preparation. Advanced maternal age is known to correlate with increased complication risks during pregnancy
and delivery for both mother and fetus.(>!9 Furthermore, the patient's height of only 136 cm reinforced the
presence of dwarfism. Height below 145 cm constitutes an obstetric risk factor frequently associated with
narrower pelvic dimensions and potential cephalopelvic disproportion during delivery.©®?¥ Therefore, the patient
required stricter surveillance throughout pregnancy.

Anthropometric examination demonstrated a pre-pregnancy BMI of 17.60 kg/m?, classified as underweight,
MUAC of 20 cm, and weight gain of only 1.55 kg at 22 weeks gestation. These findings indicated that the patient
was experiencing Chronic Energy Deficiency (CED). According to Fitriah et al.?? and et al.,'"> BMI below 18.5
kg/m? reflects undernutrition that can increase risks of fetal growth restriction and low birth weight. Additionally,
MUAC below 23.5 cm serves as an indicator of CED in pregnant women, associated with increased maternal and
neonatal complication risks.(!'»2) Weight gain below recommendations during pregnancy also suggested that
energy and protein requirements were not optimally met, necessitating ongoing nutritional intervention. %

Physical examination revealed several characteristic features of dwarfism, including frontal bossing, saddle
nose, prominent jaw, short neck, narrow chest, and shorter extremities compared to normal body proportions.
These findings align with the clinical presentation of achondroplasia, characterized by bone growth abnormalities
and disproportionate body proportions.!” Pelvic measurement results showed pelvic circumference 79 cm,
distansia spinarum 21 cm, distansia cristarum 25 cm, and conjugata externa 22 cm. These findings require
particular attention, as women with dwarfism generally have smaller pelvic dimensions, increasing the risk of
obstructed vaginal delivery due to cephalopelvic disproportion.©®!? Consequently, regular evaluation of maternal
condition and delivery planning are essential.

Despite these risk factors, the general condition of mother and fetus remained favorable during examination.
Vital signs were within normal limits: blood pressure 115/75 mmHg, pulse 88 beats per minute, respiratory rate
20 breaths per minute, temperature 36.7°C, and MAP 88.3 mmHg, with no evidence of hypertension or
infection.®>?% Hemoglobin level of 12.6 g/dL also indicated that the patient was not anemic.?” Fetal heart rate of
136 beats per minute, regular and strong, remained within the normal range, reflecting fetal well-being.(:*%
However, fundal height measurement of 15 cm with estimated fetal weight of 465 grams and abdominal
enlargement appearing inconsistent with gestational age warrant attention, as CED can affect fetal growth.
Additionally, maternal age over 35 years constitutes a risk factor for preeclampsia and hemorrhage, necessitating
continued routine monitoring until delivery.(!¢2®

Overview of Assessment (Data Analysis) in High-Risk Primigravida with Dwarfism and CED

At the initial visit, data analysis revealed that the patient was 36 years old and experiencing her first pregnancy
(G1P00000). Based on her age, she was classified as an elderly primigravida, representing a high-risk factor in
pregnancy. Pregnancies at age 35 years or older are known to carry greater risks for maternal and perinatal
complications compared to healthy reproductive age. 1>'9 Furthermore, the patient had a height of 136 cm with
characteristic physical features of dwarfism and a family history of the same condition. These findings supported
the diagnosis of dwarfism, which can increase delivery complication risks due to potential pelvic size
limitations.®!” Combined with MUAC of 20 cm and BMI of 17.60 kg/m? indicating CED, and a KSPR score of
10 categorizing the patient as high-risk pregnancy, intensive monitoring and referral preparation were required
from early pregnancy.®”

At the first progress note, evaluation demonstrated positive changes in the patient's condition. Dizziness
complaints were still occasionally experienced, but appetite began to improve following nutritional education and
interventions. Increased energy intake is known to help improve clinical conditions in pregnant women with
CED."? Additionally, the patient's weight increased from 33.95 kg to 37.50 kg, indicating nutritional status
improvement.?” Hemoglobin examination results remained within normal limits at 11.5 g/dL, confirming that
persistent dizziness was not related to anemia.?? Fetal heart rate and vital signs also remained within normal
ranges, indicating stable fetal condition.?” Nevertheless, the CED diagnosis was maintained as nutritional
problems had not been fully resolved and continued monitoring was required.®?

At the second progress note, dizziness complaints had further decreased, although the patient still reported
easy fatigability during activities. This condition can still be observed in women with CED undergoing nutritional
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status recovery.!”) Examination results showed MUAC improvement to 20.5 cm and weight increase to 37.55 kg,
indicating gradual nutritional improvement.!® Vital signs and fetal condition remained stable, with no obstetric
complications detected during monitoring.?® Based on data analysis, the diagnosis was updated to dwarfism with
CED accompanied by easy fatigability complaints, as the primary issue still experienced was decreased activity
tolerance due to incompletely recovered nutritional status.®?

At the third progress note, the patient's condition showed increasingly evident improvement. Dizziness
complaints were almost completely absent, and appetite continued to improve. MUAC increased to 22 cm and
weight reached 38.56 kg, indicating that nutritional interventions were beginning to yield optimal results.(-1?)
These improvements reflected better body energy reserves and nutritional status. However, a new complaint
emerged: constipation characterized by hard bowel movements requiring straining. This complaint is common in
late trimester pregnancies due to hormonal influences and increasing uterine pressure on the intestines.> Despite
this complaint, the general condition of mother and fetus remained good, with no signs of obstetric complications
detected during monitoring.¥

At the fourth progress note, evaluation results showed that all previously reported complaints, dizziness, easy
fatigability, and constipation, were no longer present. Resolution of these complaints indicated that the midwifery
care provided elicited a positive response to the patient's condition.(” The patient's weight increased to 39 kg and
MUAC remained stable at 22 ¢cm, demonstrating nutritional status improvement compared to initial condition,
although continued monitoring until the end of pregnancy remains necessary.(!>29 This success was supported by
the patient's adherence to consuming high-calorie and high-protein foods as recommended.('” Furthermore, vital
signs, fundal height, and fetal condition remained within normal limits, so maternal and fetal prognosis was
considered good, demonstrating the success of the Continuity of Care approach implemented. 2

Overview of Management Effectiveness in High-Risk Primigravida with Dwarfism and CED

The midwifery care provided to the high-risk pregnant woman with elderly primigravida, dwarfism, and
Chronic Energy Deficiency (CED) focused on improving nutritional status as the primary issue identified during
pregnancy. The midwife provided Communication, Information, and Education (CIE) regarding the importance
of nutritional fulfillment and developed simple menus in collaboration with a nutritionist consisting of high-calorie
and high-protein foods such as eggs, chicken, meat, tempeh, tofu, and legumes. This approach aligns with CED
management recommendations emphasizing increased energy and protein intake through dietary regulation and
ongoing nutritional counselling.!%? Additionally, the midwife taught lime water preparation as a non-
pharmacological alternative to help improve the patient's appetite. This intervention was considered appropriate
as it was easy to implement, affordable, and suitable for the family's socioeconomic conditions.!

Beyond nutritional interventions, the midwife applied a family-centered approach by actively involving the
husband. The husband was taught acupressure techniques at points ST36, SP6, and PC6 to help improve the
patient's comfort and digestive function. According to Kao et al.,®? stimulation at these points can help reduce
complaints related to the digestive system and enhance comfort during pregnancy. The midwife also taught deep
breathing relaxation techniques, warm compress application, and mint leaf aromatherapy to reduce dizziness
complaints. These complementary therapies are known to provide relaxation effects, reduce tension, and improve
comfort in pregnant women without harmful side effects.?>3 Family involvement in the care process
demonstrated the application of family-centered care, contributing to the success of the intervention.

Health education efforts were also implemented to improve maternal knowledge regarding basic needs during
pregnancy, including nutrition, elimination, rest, personal hygiene, and appropriate physical activity. This
education aimed to establish better health behaviors, focusing not only on nutritional improvement but also
supporting overall maternal and fetal health.(?® The midwife also provided education regarding pregnancy danger
signs and advised the patient to seek immediate help if symptoms suggestive of complications appeared. This step
was particularly important given that the patient belonged to the high-risk pregnancy group due to advanced
maternal age and dwarfism. Enhanced knowledge of danger signs can facilitate early complication detection and
reduce delays in accessing healthcare services.(!!29)

As part of complication prevention efforts, the midwife also conducted education and evaluation of the
Delivery Planning and Complication Prevention Program (P4K). This included transportation preparation,
potential blood donors, delivery location, and P4K sticker placement as a form of family preparedness for possible
complications during pregnancy and delivery. According to Erna Mulati®® and Fatimah et al.'©® P4K
implementation is an important strategy to enhance maternal and family readiness for delivery, especially in high-
risk pregnancies. The midwife also collaborated with physicians in providing Multiple Micronutrient Supplements
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(MMS) and calcium while monitoring supplementation compliance at each visit. Interprofessional collaboration
is necessary to optimize maternal and fetal health and support successful therapy. 7>

Care effectiveness was evaluated through periodic monitoring of weight, upper arm circumference (MUAC),
fundal height (TFU), estimated fetal weight (EFW), blood pressure, and maternal and fetal condition at each home
visit. Continuous monitoring allowed the midwife to assess nutritional status progression and detect problems as
early as possible.("'? To improve adherence to nutritional recommendations, the midwife provided a dietary
monitoring checklist evaluated at subsequent visits. The patient also received education regarding safe activity
and ergonomics appropriate for her dwarfism condition, such as avoiding prolonged sitting, performing light
stretching, and limiting heavy activity. These activity modifications are important to reduce musculoskeletal
complaints and prevent excessive fatigue during pregnancy.®!” Overall, the care provided was appropriate for
the patient's needs and demonstrated a comprehensive Continuity of Care approach.

CONCLUSION

Subjective data revealed that the patient was a 36-year-old elderly primigravida with hereditary dwarfism,
presenting with decreased appetite, easy fatigability, dizziness, poor dietary patterns, and concerns regarding fetal
condition, all of which contributed to CED risk and pregnancy complications. Objective data demonstrated that
the patient had a height of 136 cm, pre-pregnancy BMI of 17.60 kg/m2, MUAC of 20 cm, and a KSPR score of
10, categorizing her as having a high-risk pregnancy. Although general maternal and fetal conditions remained
within normal limits, indicators supporting the diagnoses of dwarfism and CED were identified, necessitating
specialized monitoring.

Data analysis established the midwifery diagnosis of GIP00000 at 36 years of age with high-risk pregnancy
due to elderly primigravida, dwarfism, and CED. Throughout the care process, improvements were observed, as
evidenced by enhanced nutritional status, reduced complaints, and stable maternal and fetal conditions until the
end of monitoring. The midwifery management provided through the Continuity of Care approach, encompassing
nutritional education, nutritional status monitoring, complementary therapies including lime/lemon water,
acupressure, family involvement, collaboration with other healthcare professionals, and cesarean section delivery
preparation, was proven effective in improving maternal nutritional status, enhancing adherence to health
recommendations, and maintaining maternal and fetal well-being throughout pregnancy.

Acknowledgement

The authors would like to express their sincere appreciation to the respondent. The authors also thank all parties
who provided support and assistance during the research process and manuscript preparation.

Competing Interests
All the authors declare that there are no conflicts of interest.
Funding Information
No funds were received for this study.
REFERENCES

1. Kasmiati, Purnamasari D, Ernawati., Juwita, Salina, Puspita WD, et al. Asuhan Kehamilan. 1st ed. Ira Atika
Putri, editor. Malang: PT. Literasi Nusantara Abadi Grup; 2023. 199 p.

2. Marbun U, Irnawati, Dahniar, Asrina A, Kadir A, Jumriani, et al. Asuhan Kebidanan Kehamilan. 1st ed.
Helmaria Ulfa, editor. Bandung: Widina Media Utama; 2023. 228 p.

3. Widyaningsih S, Rismayani, Maulani N. Buku Ajar Asuhan Kebidanan Pada Kehamilan (Praktik). K-Media,
editor. STIKES Sapta Bakti Bengkulu. 1st ed. Yogyakarta: K-Media; 2023. 27 p.

4. O’Connor D, Menzies R, Cao X, Berndl A. Preterm birth risk in women with skeletal dysplasias and short
stature. Journal of Pediatric Rehabilitation Medicine. 2022;15(4):639—46. doi:10.3233/PRM-210117 PubMed
PMID: 36530102.

5. Nthenge S, Smith L, Ho S, Mitra M. Experiences of Women of Short Stature during the Perinatal Period. J
Obstet Gynecol Neonatal Nurs. 2023;1(1):1-15. doi:10.1016/j.jogn.2022.03.006.Experiences

49 | Publisher: Alliance of Health Activists (AloHA)


http://journal.aloha.academy/index.php/aijha

Aloha International Journal of Health Advancement (AIJHA)

AIJ H A ISSN 2621-8224
Volume 7 Number 9, September 2026 CASE REPORT

http://journal.aloha.academy/index.php/aijha  DOI: http://dx.doi.org/10.33846/aijha70901

6. Nugraha KWD. Profil Kesehatan Indonesia 2023. Ist ed. Farida Sibuea, editor. Jakarta: Kementerian
Kesehatan Republik Indonesia; 2023. 550 p.

7. Masykuroh E, Supriati E, Hariyanto W, Wibawanto A, Kolis N. Building the Welfare of East Java Migrant
Workers Through the Maqgashid Syariah Approach in Economic and Social Empowerment. Muslim Heritage.
2025;10(2):283-307. doi:10.21154/muslimheritage.v10i2.11917

8. Magetan BPSK. BPS Magetan. Magetan; 2024.

9. Ancka R, Sadewi T, Sofiyanti I. Keberhasilan Persalinan Normal pada Ibu Bertubuh Pendek melalui
Pendekatan Continuity of Care. Vol. 4. 2025;4(2):1736—44.

10.Paruhum Tiruon Ritonga, Kabupaten S, Utara T. Pentingnya Pemantauan Status Gizi pada Ibu Hamil dan 1000
Hari Pertama Kehidupan dalam Pencegahan Stunting di Desa Sangkaran Kabupaten Tapanuli Utara. Jurnal
Kreativitas Pengabdian Kepada Masyarakat (PKM). 2024;7(1):2822-36.
doi:https://doi.org/10.33024/jkpm.v7i7.14919

11.Farming, Aisa S, Kartini, Sabur F. Buku Pintar Ibu Hamil Dan Suami / Kelurga Dalam Mendeteksi Kehamilan
Berisiko. 1st ed. Hayuwaskita AA, editor. Purbalingga: Eureka Media Aksara; 2024. 143 p.

12.Harna, Irawan, Andi Muh Asrul, Rahmawati, Sapang, Mertien. Kekurangan Energi Kronik (KEK). 1st ed.
Yogyakarta: PT penamuda Media; 2023. 120 p.

13.Marani, Ketut Resmaniasih LA. Hubungan Kekurangan EnergiKronis (KEK) Dengan Anemia Pada Ibu Hamil
Di Ruang Kia Blud Upt Puskesma Pahandhut Kota Palangka Raya. Forum Kesehatan. 2024;14 Nomor 1(1):7.

14.Politeknik Kesehatan Kemenkes Palangka Raya. Asuhan kebidanan kehamilan 2019. Palangka Raya; 2019.
(2).

15.Damayanty S, Ade Rachmat Yudiyanto, Indra Agussamad, Rahmi Larasati. Faktor-Faktor yang Mempengaruhi
Kehamilan Risiko Tinggi di Klinik Evie Kecamatan Babalan Kabupaten Langkat Provinsi Sumatera Utara
Tahun 2024. OBAT: Jurnal Riset [lmu Farmasi dan Kesehatan. 2024;2(3):211-9. doi:10.61132/obat.v2i3.675

16.Fatimah S, Nur Islami A, Hamid N. Trauma Sosial Dalam Hubungan Interpersonal Mahasiswa:
Perspektif Teori Psikoanalisis Sigmund Freud. didaktik. 2026;12(02):214-27.
doi:10.36989/didaktik.v12i02.13375

17.Baloch F, Grosu L. Pregnancy and Delivery in a Woman With Achondroplasia: A Multidisciplinary
Management Approach. Cureus. 2025;17(12):8—-13. doi:10.7759/cureus.98733

18.Demsa S, Jumiyati, Rahmadi A. Pencegahan dan Penanggulangan Kurang Energi Kronik (KEK) dan Anemia
Pada Ibu Hamil. 1st ed. Herlambang Rahmadhani, editor. Yogyakarta: Cv Budi Utama; 2018. 123 p.

19.Iswati N, Suryaningsing EK. Pola Makan Pada Ibu Hamil Dengan Kekurangan Energi Kronik (KEK) Di Klinik
Amanah Husada. Jurnal Keperawatan dan Kesehatan Masyarakat. 2025;14(14):7—16.

20.Fitriah AH, Supariasa IDN, Riyadi BD, Bakri B. Buku Praktis Gizi Ibu Hamil. 1st ed. Abidn F, editor. Malang:
Media Nusa Creative; 2018. 84 p.

21.Hasyim H, Aulia DG, Farina Eka Agustine, Rava E, Aprillia N, Iswanto I. Faktor Faktor yang Berhubungan
Dengan Kekurangan Energi Kronik (KEK) pada Ibu Hamil (Literatur Review). Jik Jurnal Ilmu Kesehatan.
2023;7(1):87. doi:10.33757/jik.v7i1.637

22.Ekayanti, Rohmawati M. Bina generasi ; jurnal kesehatan. Jurnal Kesehatan. 2023;16(1):53—-60.

23.Kasanova E, Widia L, Stefanicia S. Study Kasus pada Ny. H Usia 35 Tahun dengan Resiko Tinggi Terlalu
Pendek < 145 Cm di Puskesmas Barimba Kabupaten Kapuas. Jurnal Surya Medika. 2025;11(2):316-26.
doi:10.33084/jsm.v11i2.10471

24.F. Gary Cunningham, Kenneth J. Leveno, Jodi S. Dashe BL. Williams Obstetrics. 1st ed. F. Gary Cunningham
D, editor. New York: McGraw-Hill; 2022. 1304—1328 p.

25.Erina Eka Hatini. Asuhan Kebidanan Kehamilan. 1st ed. Hatini EE, editor. Malang: Wineka Media; 2019. 126
p-

26.Erna Mulati. Pelayanan Antenatal Terpadu. In: Cambari, editor. Pelayanan Antenatal Terpadu BAB II. 3rd ed.
Jakarta: Kementerian Kesehatan Republik Indonesia; 2020. p. 14.

27.Anjelika. Jurnal ilmiah karya kesehatan. Identifikasi Potensi Bahaya, Penilaian Dan Pengendalian Penyakit
Anemia Pada Ibu Hamil Di Wilayah Kerja Puskesmas Puuwatu Kota Kendari. 2021;01(July):1-7.
doi:https://stikesks-kendari.e-journal.id/jikk

28.Manuaba IBG. Ilmu Kebidanan, Penyakit Kandungan dan Keluarga Berencana Untuk Pendidikan Bidan. 3rd
ed. Setiawan, editor. Jakarta: ECG; 2019. 439 p.

29.Indrawati ND, Damayanti FN, Nurjanah S. Buku Ajar Pendidikan Keshatan Kehailan Resiko Tinggi Berbasis
Tinggi (LCD dan Leaflet). 1st ed. Semarang; 2016. 1-174 p.

30.Handayani SR, Mulyanti TS. Dokumentasi Kebidanan. 1st ed. Bangun Asmo Darmanto, editor. Jakarta:
Kementrian Kesehatan Republik Indonesia; 2017. 232 p.

50 | Publisher: Alliance of Health Activists (AloHA)


http://journal.aloha.academy/index.php/aijha

Aloha International Journal of Health Advancement (AIJHA)

AIJ H A ISSN 2621-8224
Volume 7 Number 9, September 2026 CASE REPORT

http://journal.aloha.academy/index.php/aijha  DOI: http://dx.doi.org/10.33846/aijha70901

31.Desmarita, Surmiasih, Riska Hediya Putri. Asuhan Keperawatan Pada Ibu Hamil Dengan Masalah
Keperawatan Neusea Dengan Penerapan Perasan Jeruk Nipis Air. Journal of Innovative and Creativity.
2026;6(1):6142-51.

32.Kao T wan, Lin J, Huang C jen, Huang Y chen, Tsai T ju. Electroacupuncture of ST36 and PC6 for
postoperative gastrointestinal recovery : A systematic review and meta-analysis. Journal of Traditional and
Complementary Medicine. 2024;14(6):666—74. doi:10.1016/j.jtcme.2024.03.014

33.Maharani. 17 Manfaat Daun Mint untuk Kesehatan, Segarkan Napas Alami. Jakarta: STKIPMB; 2025. p. 4.

51 | Publisher: Alliance of Health Activists (AloHA)


http://journal.aloha.academy/index.php/aijha

