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S.T.A.B.L.E. Instructors: The following articles may impact the next edition of 
The S.T.A.B.L.E. Program 

 

Articles related to Neonatal Hypoglycemia and Dextrose Gel 
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Issues Related to Maternal Obesity 
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80%; n = 18 studies); for perinatal death, 1.16 (95% CI, 1.00-1.35; I2 = 93.7%; n = 11 studies); for 
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 CONCLUSIONS AND RELEVANCE: Even modest increases in maternal BMI were associated with 
increased risk of fetal death, stillbirth, and neonatal, perinatal, and infant death. Weight 
management guidelines for women who plan pregnancies should take these findings into 
consideration to reduce the burden of fetal death, stillbirth, and infant death. 
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Issues Related to Neuroprotective Therapeutic Hypothermia 
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implications for patient care and design of future trials.  

 Page 2635: Longer duration of cooling was associated with more arrhythmia and anuria and 
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