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* |s a period of increased calcium requirement to encourage growth of foetal tissues

« Most of calcium and phosphate transport occurs in the third trimester against a concentration gradient?.
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Aim:

Case series of two sisters with XLH followed up during pregnancy at Medway Hospital from October 2021 to
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December 2022 with an aim to highlight the management and outcome of this rare condition in pregnancy.
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Design and Methodology
Timescale: October 2021 to December 2022

Methods: Electronic records of their pregnancies were reviewed, including antenatal clinics, emergency

presentations and admissions as well as delivery outcomes.

Analysis: Excel was used for calculations. Results and management compared to PubMed literature using
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search words.

Graph 1: Blood phosphate levels throughout pregnancy including pre- and

post—- transfusion levels where relevant
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