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[Patient Profile—-Ms.Chen,40y/0 Female

_—

Current status(2022/07/29) :

Pregnant 36+0 weeks, EDC 2022/08/26
Past history :

Denied
Obstetric history :

G4 P1(NSD) SA2
Personal history :

Alcohol : denied
Betel nut : denied
Cigarette : denied



[Present illness - OPD

_—
2022/07/20: 1st OPD

- Chief complaint:

Hypertension with bilateral leg pitting edema 3+ for one week (since

2022/07/14)
- Urine dipstick at 7/20 : proteinuria 2+
- 07/20~27 Elevated blood pressure 158-185 / 95-112

Already under Methyldopa and Labetalol
2022/07/27 : 2nd OPD
- Urine dipstick at 7/27 : proteinuria 1+



ﬂresent illness - Hospitalization 2022/07/27 ~07/29

_—
Workup

- Urine protein/creatinine > 0.3

- Platelet count: 196000 /ulL

- Serum creatinine: 0.74 mg/dL

- Liver transaminases: ALT:27 U/L, AST: 23 U/L
- Pulmonary edema: no clinical symptoms

- Intermittent headache with hypertension 170/110

Diagnosis

- Pre-eclampsia with severe feature diagnosed on 2022/07/27



_—

Treatment - Medication

2022/07/27

2022/07/28

2022/07/29

Pre-eclampsia with severe feature diagnosed on 1

3

2022/07/27

Mag. sulfate 200ml, IVA, Q12H (2022/07/29 ~ 07/30)

eclampsia prevention
Dexamethasone 6mg, IM, Q12H (2022/07/27 ~ 07/30)

fetal lung maturation

ok
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Labetalol IVA pump (2022/07/27 ~ 07/29)
Nifedipine 30mg, PO, QD (2022/07/27 ~ 07/29)
Antihypertensive



Fetal monitor before Cesarean Section
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Indications for Cesarean Section

Pre-eclampsia with severe feature s/p Cesarean section on 07/29

1.Fetal distress(FE{fHa il B (i as )

2.Failure to progress in active labor (FEfEHEER E) °

3.Antepartum haemorrhage(placenta previa, placental

abruption) (Z g H ) °

4.Malpresentation(including twin with malpresentation) (f&

fiIAIE) -

5.Cord prolapse (fB#5 R 5E) -

6.Induction failure (g4 2R E) -

7.Active genital herpes (4E5HEREZE) -

8.Previous C/S (FZRBIHEE) - HarBHRIRBINEE < B -

AT R B TR K HIE R - AR R A S I
ARG LB TER I ETE H i -

9.Previous uterine surgery (LA T &= F-ii) °

10.Vulvar and/or vaginal condyloma acuminata,diffuse (f&

BifeiE R o

11.Treatable fetal anomalies (e.g.gastroschisis, omphalocele,

hydrocephalus) (i 556 KA I Al EH##)

12.Preeclampsia with (FEFTEE) :
(1)uncorrectable severe preeclampsia -
(2)HELLP syndrome with failed induction(6hrs) -
(3)eclampsia with poor induction progress(6hrs) -
13.Extremely premature fetus < 1500gm ([EA NICUZE{F5
FT) o (82508 < 150072 )
14.Pelvic deformity (sequela of poliomyelitis or traffic
accident,etc.) (EHx ) o
15.Fetal macrosomia (>4000gm EBW)(& 5.8 B2 4 B8 >4000
NG
16.Cephalopelvic disproportion (CPD) (F&HE & 71~ ¥1H) -
17.0bstructive labor(e.g. myoma,ovarian tumor) - ([HZEM:4=
7 W= HEEC N A E)
18.Major medical complications (= ZE AN RMFEEE) ©
19.863206 FHIV(+) % -
20. HAtFFIREIEE » B RAER A -



_\2022/ 07/29 Cesarean Section

1
2
3.
4

Type of C/S: Low segment

Skin incision: Pfannenstiel

Uterine incision: Transverse

Operative findings:

* Uterus: normal

*Baby: normal NO: 48818242, time of delivery: 20220729 11:22
Male baby, BW: 2310gm BH: 44cm, Apgar score: 8/9 at 1'/5" minutes
presentation: Vertex ; Position: OA

* Placenta: normal. Weight: 540 gm; Cord: 60 cm

* Tubal ligation: ( A ) A: Parkland, B: Pomeroy, C:Madlener
Fallopian tubes were cut & electrocauterized at openings
Proximal and distal opening ends were ligated by silk

Blood loss: 770 ml.




_\Post-operative follow up

2022/07/27 2022/07/28 2022/07/29
1 2 3

ok * Yk

- Labetalol tab 200 mg, PO, BIDCC (2022/07/30 ~ 08/18)
- Nifedipine tab 30 mg, PO, Q8HPRN (2022/07/30 ~ 08/04)

anti-hypertensive drugs ﬂ
|
ik

- Bromocriptine tab 2.5mg, PO, TIDCC (2022/08/01 ~
08/08)




Discussion:
Preeclampsia
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Prevalence

« 2-8% pregnancies globally

« 9% maternal deaths in Africa and Asia

« Much lower maternal mortality in high-income countries

« Variations due to differences in the maternal age distribution
and proportion of nulliparous pregnant patients.




[ ] (] [
Definition
* Preeclampsaia:

* New onset of hypertension and proteinuria or other
significant end-organ dysfunction after 20 weeks of
gestation.

* Chronic hypertension:
o Hypertension diagnosed or present before pregnancy or
before 20 weeks of gestation.
o Hypertension that is first diagnosed during pregnancy
and persists for at least 12 weeks post-delivery.



e
\ Dignostic criteria

Blood pressure

BP =140/90 mm Hg on 2 occasions at least 4 hours apart
BP = 160/110 mm Hg

+

1 of the following:

Proteinuria
= 300 mg in 24 hour urine
Protein/creatinine ratio = 0.3
Dipstick of 2+

Serum creatinine >1.1 mg/dL or doubling

Platelet count <100,000/pL

Liver enzymes > twice the upper limit

Pulmonary edema

New-onset headache unresponsive to medication
Visual disturbance



e
\ Dignostic criteria

Blood pressure

BP =140/90 mm Hg on 2 occasions at least 4 hours apart
BP = 160/110 mm Hg

+

1 of the following:
Proteinuria
= 300 mg in 24 hour urine
Protein/creatinine ratio = 0.3
Dipstick of 2+

Serum creatinine >1.1 mg/dL or doubling
Platelet count <100,000/pL v

Liver enzymes > twice the upper limit ____, Preeclampsia with

Pulmonary edema severe features
New-onset headache unresponsive to medication

Visual disturbance




Evaluation

Blood pressure assessment . Nonstress test
Lab test . Biophysical profile
CBC with platelet (modified biophysical profile)

Ultrasound: amniotic fluid volume and
estimate fetal weight

Serum creatinine

AST, ALT, bilirubin

Urinary protein
PT, aPTT, fibrinogen
Angiogenic factors: sFlt-1, PIGF
Neurology consultation






Timing of Delivery

. The only definitive treatment is delivery.
. Prevent maternal or fetal complications from disease progression.

| Is gestational age 237 weeks? |
[
[ |
Yes No

v v

Are any features of severe disease present?
= Systolic blood pressure =160 mmHg or diastolic blood pressure 2110 mmHg*
= New-onset cerebral or visual disturbance, such as:
» Phaotopsia, scotomata, cortical blindness, retinal vasospasm
» Severe headache (ie, incapacitating, "the worst headache I've ever had®)
or headache that persists and progresses despite analgesic therapy
Deliver » Altered mental status
= Severe persistent right upper quadrant or epigastric pain unresponsive to medication
and not accounted for by an alternative diagnosis or serum transaminase concentration
=2 times the upper limit of the normal range, or both

= Thrombocytopenia <100,000 platelets/microlL
= Serum creatinine »1.1 mg/dL (97.2 micromol/L)
= pulmonary edema

Yes No

v v

Expectant management until 37 weeks
What is gestational age? and then deliver, unless features
of severe disease develop1




|
I I 1

Previable gestational age Viable gestational age to =34+0 weeks
l 33+6 weeks

4

= [s patient asymptomatic with systolic blood pressure
<160 mmHg and diastolic blood pressure <110 mmHg
and is diagnosis of preeclampsia with severe features
based only on elevated transaminases and thrombocytopenia,
Discuss option of which resolve within 24 to 48 hours of hospitalization? ¢
pregnancy termination& OR
= [s patient asymptomatic with diagnosis of preeclampsia
with severe features based only on systolic blood pressure
2160 mmHg and diastolic blood pressure =110 mmHg, which
decreases and is controlled with antihypertensive therapy?

I : 1 f—lﬁ

Patient opts for Patient opts for Yes No
pregnancy termination expectant management l l
v v ¥

Expectant management.8 Deliver at 34+0 weeks, unless one or more
of the following indications for prompt delivery occur:

= Fetal demise

= Nonreassuring fetal testing

= Estimated fetal weight <5th percentile

= Oligohydramnios

= Maternal hemaodynamic instability (shack)

= Severe hypertension unresponsive to medical therapy

= Symptoms of severe disease (severe headache, vision abnormalites,
epigastric/right upper quadrant pain, altered mental status)

= pulmonary edema

Terminate pregnancy = Renal failure Deliver

= Aminotransferases increasing and reaching levels twice the
upper limit of normal

= Progressive decrease in platelet count to less than 100,000 cells/microL

= Coagulopathy in the absence of an alternative explanation

= HELLP syndrome

= Maternal request for immediate delivery

= Onset of seizures (eclampsia)

= Placental abruption

= Preterm labor

= Preterm prelabor rupture of membranes




Mode of Delivery

The mode of delivery in women should be determined by routine obstetric
considerations.
Labor induction is less likely with decreasing gestational age.




Eclampsia prevention

Magnesium sulfate
Should be used in preeclampsia with severe features
No consensus in use in preeclampsia without severe features.

Dosing:
4 to 6 g loading dose over 20-30 minutes
1 to 2 g/hour maintenance dose
Continue for 24 hours after delivery
Toxicities: monitor tendon reflex, respiration status, urine output

Serum Magnesium Concentration

mmol/L  mEqg/L mg/dL Effect

2-3.5 4-7 5-9 Therapeutic range

>3.5 - 4 >9 Loss of patellar reflexes
>5 =10 =12 Respiratory paralysis

>12.5 >25 >30 Cardiac arrest




Blood pressure control

. To prevent CHF, MI, stoke, renal injury
. Target:

- Non severe hypertension: 135/85 mmHg
. Severe hypertension: < 160/110 mmHg within 180 min
. Management:

First-Line Drug  Route of Administration and Dosage Units 0 Min 30 Min 60Min 90 Min 120 Min 150 Min

Oral — mg 200 — 200 — 200 —
Labetalol Intermittent |V — mg 10-20 20-40 40-80 40-80 40-80 40-80

IV infusion — mg/min 0.5-2.0 — =) - = -

Oral capsule — mg 5-10 10 — 10 — 10
Nifedipine

Oral tablet (PA/MR) — mg 10 — 10 — 10 —
Hydralazine  Intermittent IV — mg 5 5-10 5-10 5-10 — —
Methyldopa Oral (if other medications unavailable or for 1000 — — — — —

in utero transfer without monitoring) — mg




PRE-ECLAMPSIA
SCREEING : PREVENTION

Clerk F 135

Ref: Chaemsaithong, P., Sahota, D. S., & Poon, L. C. (2020). First trimester preeclampsia
screening and prediction. American journal of obstetrics and gynecology. 2022
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'; Preeclapsia Screening Tools

Maternalrisk
factor



Maternal factor

TABLE 1

Matemal risk factors for preeclampsia according to professional organizations

ACOG

o 4

O

BP of =90 mm Hg
Vaginal bleeding in early
pregnancy

Gestational trophoblastic
disease

Abnormal PAPP-A o free
beta-hCG

Chaemsaithong First trimester preeclampsia screening and prediceion. Am J Obster Gynecol 2022,

disorder

ACOG 2018™ (United NICE 20138 (United SOMANZ 2014°'
States of America) Kingdom) SO0GC 2014 (Canada) (Australia) ISSHP 2018° WHO 20117
High-risk factors High-risk factors High-risk factors Risk factors High-risk factors Risk factors
[0 Previous pregnancy s Previous pregnancy s Previous pregnancy with PE s Nulliparity « Prior PE s Previous PE
with PE with PE « Antiphospholipid syndrome s Multiple pregnancy « Chronic hypertension s Diabetes
[ Chronic « Chronic hypertension « Preexisting diabetes « Previous history of PE « Pregestational  dia- « Chronic hypertension
hypertension o Autvimmune disease mellitus « Family history of PE betes mellitus « Renal disease
[0 Systemic lupus o Type 1 or type 2 dia- « Renal disease or proteinuria o Overweight « BMI, =30 ka/m? o Autoimmune disease
erythematosus betes mellitus o Chronic  hypertension or o Dbesity (BMI, =30 ka/ « Chronic kidney « Multifetal pregnancy
O Type 1 or type 2 o Chronic kidney booking diastolic BP, =90 m?) disease
diabetes mellitus disease mm Hg e Age, =40y o Antiphospholipid
[0 Renal disease o Antiphospholipid o Systolic BP, =130 syndrome
O Multifetal gestation syndrome mm Hg or diastolic WH o
[0 Antiphospholipid sch BP, =80 mm Hg
syndrome before 20 wk
Moderate risk factors Moderale risk factors Moderate risk factors (first . gg':gmg""”p'd Moderate risk factors
frimester) e Preexisting diabetes
OO Nulliparity o Nulliparity [ Age 40y mellitus [0 Advanced maternal
[ Age, =35y o Age, =40y [J Famiy history of PE o Underlying renal age, >35y
[ Interpregnancy in- o Interpregnancy inter- (mother or sister) disease [J Family history of
terval, =10y val, >10y [J Family history of early- e Chronic autoimmune preeclampsia
O BMI, =30 kg;’m2 o BMI at first visit, =35 onset cardiovascular disease [ Short duration of
o Family history of kg/m? disease o Interpregnancy inter- sexual relationship
PE (mother or « Family history of PE [0 Lower maternal birth- val, =10y (<6 mo) before the
sister) s Multifetal pregnancy weight or preterm delivery pregnancy
& History of SGA or [0 Heritable thrombophilia I Primiparity
adverse outcome [ Nonsmoking [ Primipaternity (both
« Sociodemo- [0 Increased prepregnancy changed paternity
graphic charac- N I c E triglycerides and an inter preg-
teristics (African [0 Previous miscarriage of nancy interval of =5
American race or <10 wkwith same partner y have been associ
low socioeco- [0 Cocaine and metham- ated with an
nomic status) phetamine use increased risk for
[ Booking systolic of BP preeclampsia)
=130 mm Hg or diastolic O Connective tissue

(ontinued)




USPSTF G ll id eli ne«.lnited State Preventive Services Taskforce)

High-risk factors

Previous pregnancy with PE

Renal disease

Autoimmune disease q
DM

Chronic hypertension

Maternal factor

OO OO

Moderate-risk factors

'] First pregnancy

Age>35Syrs

BMI >30

Family Hx. Of preeclampsia
Sociodemografic characteristics
Personal history factors

N B




E; Preeclapsia Screening Tools

[+

Maternalrisk
factor

A S

e
/
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MAP UtA-PI Biomarker

Early : 90%, Pre-term: 75%, FPR10%



FIGURE 3
Countries and regions with successful external validation of the first
trimester FMF preeclampsia prediction models




- Abnormal uteroplacental circulation
— — increased UtA-PI

UtA-PI

PSV 130.13 cm/s
- P11.86
Uterine Bladder
- . =z
cavity -
Bladder .

Uterine
cavity

\
. “D-‘,ﬂ* s

\, Sagittal section of cervix is identified. Then ultrasound probe is tilted to see uterine artery. B, Uterine artery is identified at the level of cervical os.



» Biomarker

(- 4

| PIGF |

(80-120 pg/mL) —high specificity to r/ i preeclampsia.
Predictive Performance of PIGF (Placental Growth Factor) for Screening Preeclampsia
in Asymptomatic Women

" PAPP-A |

(< 10th percentile — significantly associated with preeclampsia)

Luewan S, Teja-Intr M, Sirichotiyakul S, Tongsong T. Low maternal serum pregnancy-
associated plasma protein-A as a risk factor of preeclampsia.

| SFLT-1/PIGF 1

(<38 — Normal, NPV=99.3%)
( >38, preeclampsiawithin 4 wks, PPV=36.7%)

Predictive Value of the sFlt-1:PIGF Ratio in Women with Suspected Preeclampsia

% do not screen for preeclampsiaonly by using blood orimaging tests



Proposed screening and management during pregnancy

Week of pregnancy
1113 14" (460 146 AT |48 gl B208 B2 W22 Ro3H R4 25 U26: | 2T “28:| 297 1307 531 732+ 133 Z34)) b (38 M3 738 1394 140
1%t trimester 27 and 3 trimester
1t trimester triple test risk assessment 274 trimester quadruple test 304 trimester
risk assessment mpr'i::m
All pregnant women: assessment
o All pregnant women:
Maternal factors o - I'liqh-l'bk Al
. UAP asprn® =) (. APl g ‘Symptoms and signs between 24- Wothen:
- PIGF y o PIGE * Reassessment at 35-37 weeks ——
*» Risk evaluation for preterm PE * sFLTA1 « PIGF
+ Risk evaluation for PE * sFLTA1
» Risk
evaluation
\ for PE
Low-risk
:":"'“.’!‘ RN mmp| + Standard surveillance
ks Reassessment at 35-37 weeks

*Aspirin 100 or 160 mg/nightly from <16 weeks until 36 weeks’ gestation
Preeclampsia risk assessment is based on thgl FMF algorithms.

FMF, Fetal Medicine Foundation; MAP, mean arterial pressure; PE, preeclampsia; PLGF, placental growth factor; sFLT-7, soluble fms-like tyrosine kinase-1; UtA-PI, uterine artery pulsatility index.
Chaemsaithong. First trimester preeclampsia screening and prediction. Am ] Obstet Gynecol 2022.




Proposed screening and management during pregnancy
Week of pregnancy

1113

1%t trimester 2nd and 3¢ trimester

14|15 |46 |17 | 18 WA F20°0 R4 8224 B23 ) N24d 26 26| 27 28! |:29) 30/ | 3% ‘32 [133| ‘34 351 3601 |37° 38| 39 40

1st trimester triple test risk assessment 274 trimester quadruple test
risk assessment

All pregnant women:

+ MAP

+ UtA-PI

+ PIGF

* sFLT1

+ Risk evaluation for PE

Low-risk
« Standard surveillance
+ Reassessment at 35-37 weeks

*Aspirin 100 or 160 mg/nightly from <16 weeks until 36 weeks’ gestation

Preeclampsia risk assessment is based on thgl FMF algorithms.

FMF, Fetal Medicine Foundation; MAP, mean arterial pressure; PE, preeclampsia; PLGF, placental growth factor; sFLT-7, soluble fms-like tyrosine kinase-1; UtA-PI, uterine artery pulsatility index.
Chaemsaithong, First trimester preeclampsia screening and prediction. Am ] Obstet Gynecol 2022.




Propose
Week of pregnancy o 1st Trimester (11- 13 wks)
1113 *

1%t trimester
o ——

* Maternal factors:

All pregnant women: - High risk

L]
a
» Maternal factors H
. - Moderaterisk
+ MAP

L]

|}

+ UA-PI

. et * MAP

Risk evaluation for prete?m PE
a

% UtA-PI

% PIGF (or PAPP-A)

*Aspirin 100 or 160 mg/nightly from <1@

Preeclampsia risk assessment is bas
FMF, Fetal Medicine Foundation; MAP, mean ar?

Chaemsaithong. First trimester preeclampsia




2" & 3" Trimester
(19-24 §35-37 wks)

* Maternal factors:
- Hx. Of Pre-eclampsia

% UtA-PI

% PIGF (or PPAP-A)

* MAP

% SFLT-1

d and management during pregnancy

L 4
*

1920212223242526272829303132333435383738

27 and 3 trimester

27 trimester quadruple test 37 trimester

39 40

risk assessment b triple test
I risk
assessment
All pregnant women: «
High-risk All
MAP " + High level surveillance for PE pregnant
UtA-PI . == | symptoms and signs between 24- Wormen:
a 35 weeks :
PIGE . + Reassessment at 35-37 weeks * MAP
sFLT-1 . + PIGF
Risk evaluation .for PE * sFLTA
» Risk
evaluation
for PE
Low-risk

« Standard surveillance
+ Reassessment at 35-37 weeks

] Obstet Gynecol 2022.
N

Low-risk
Standard
surveillance

ia® PLGF, placental growth factor; sFLT-7, soluble fms-like tyrosine kinase-1; UtA-P/, uterine artery pulsatility index.




Risk for preeclampsia

Risks can be derived from maternal history and any combinations of biomarkers. Useful markers at 11-14 weeks are mean arterial
pressure (MAP), uterine artery Pl {UTPI) and serum PLGF {or PAPP-& when PLGF is not available).

: st 'I' i
The values for PLGF and PAPP-A depend on maternal characteristics and reagents used for analysis and they therefore need to be rI m este r

converted into MoMs. In the application below you can either use the MoM wvalues reported by the laboratory or provide the raw
data and the MoM values will be calculated.

Please record the following information and then press Calculate.

Pregnancy type

Singleton or twins v

| Maternal
Fetal crown-rump length mm | (45-84 mm)

Examination date

[} [}
characteristics
m‘ternal characteristics Medical history

ate of birth dd-mm-yyyy Chronic hypertension O ves O No D MAP

On
Height cm ft in Diabetes type O ves O No
Weight kg Ibs Diabetes type I O ves O No D utA-pI
Racial origin v Systemic lupus erythematosus O ves O No
Smoking during pregnancy O ves O No Anti-phospholipid syndrome Oves On

N ° | PIGF(or PAPP-A)

Conception method v O Nulliparous (ne previous pregnancies at =24 weeks)

Mother of the patient had PE~ O ves O No

O Parous (at least one pregnancy at 24 weeks)

I Mean arterial pressurei mmHg B

I Mean uterine artery PI 2 =

Date of measurement dd-mm-yyyy

Biochemical measurements
Includes serum PLGF ® N O MoM © Raw data

https://fetalmedicine.org/research/assess/preeclampsia/first-trimester

Includes serum PAPP-A ® no O MoM O Raw data


https://fetalmedicine.org/research/assess/preeclampsia/first-trimester
https://fetalmedicine.org/research/assess/preeclampsia/first-trimester
https://fetalmedicine.org/research/assess/preeclampsia/first-trimester

Risk for preeclampsia

Risks can be derived from maternal history and any combinations of biomarkers. Useful markers at 19-25 weeks are mean arterial

pressure (MAFP), uterine artery Pl (UTPI), serum PLGF and sFLT-1.

The values for PLGF and sFLT-1 depend on maternal characteristics and reagents used for analysis and they therefore need to be z nd & 3 rd

converted into MoMs. In the application below you can either use the MoM values reported by the laboratory or provide the raw

data and the MoM values will be calculated.

Please record the following information and then press Calculate.

Pregnancy type
Singleton or twins
Pregnancy dating
Gestational age

Examination date

Maternal characteristics
Date of birth

Height

Weight

Racial origin

Smoking during pregnancy
MWother of the patient had PE

Conception method

Biophysical measurements
Mean arterial prr:\ssurei

Mean uterine artery Pl i
Date of measurement

Biochemical measurements
Includes serum PLGF

l Includes serum sFLT-1 '

weeks days

Medical history

d-m Chronic hypertension Oves OnNo
cm ft in Diabetes type | O ves O No
kg Ibs Diabetes type I O ves O No

A Systemic lupus erythematosus O ves O No
Oves Ono Anti-phospholipid syndrome Oves Ono
O Yes O No Obstetric history

A

O Nulliparous (no previous pregnancies at = 24 weeks)
O Pparous (at least one pregnancy at =24 weeks)

SFLT-1/PLGF

® no O Mo © Raw data
® no O Mom O Raw data

Trimester

https://fetalmedicine.org/research/assess/preeclampsia/first-trimester



https://fetalmedicine.org/research/assess/preeclampsia/first-trimester
https://fetalmedicine.org/research/assess/preeclampsia/first-trimester
https://fetalmedicine.org/research/assess/preeclampsia/first-trimester

Proposed screening and management during pregnancy

Week of pregnancy
1113 14 |15 |46 A7 |48 lagl B200 B2 Moo Ro3il Nogdl o6:| 26 | 27 28" 729 30 3% 132 33| 734. B35 <3641 1317 38| :39)) 40
1%t trimester 27 and 3 trimester
1st trimester triple test risk assessment 274 trimester quadruple test 37 trimester
risk assessment "iP[G':Bﬂ
ns
All pregnant women: assessment
. All pregnant women:
Maternal factors ki High-risk 5
*+ MAP High-risk High level smvei!am:e for PE pregnant
. UA-PI Aspirin® - (. APl m and signs between 24- women:
- PIGF 7 - _PIGF Reassessment at 35-37 weeks * MAP
+ Risk evaluation for preterm PE * sFLT1 + PIGF
+ Risk evaluation for PE * sFLTA1
» Risk
evaluation
\ for PE
Low-risk Low-risk
r:‘::;".s!‘ RN ms) | - Standard surveillance Standard
ik + Reassessment at 35-37 weeks surveillance

| l Aspirin

*Aspirin 100 or 160 mg/nightly from <16 weeks until 36 weeks' gestation p

Preeclampsia risk assessment is based on the FMF algorithms.

FMF, Fetal Medicine Foundation; MAP, mean arterial pressure; PE, preeclampsia; PLGF, placental growth factor; sFLT-7, soluble fms-like tyrosine kinase-1; UtA-P/, uterine artery pulsatility index.

Chaemsaithong. First trimester preeclampsia screening and prediction. Am ] Obstet Gynecol 2022.




-\
Prevention

case-by-casebasis to highl

| Aspirin selected group:
ACOG 2018*° (United NICE 2019™ (United
States of America) Kingdom) L] Calcium
Indications for aspirin Indications for aspirin supplem enta“ on
e 1 or more high-risk e 1 or more high-risk -

factors factors | Weight loss
e Consider if 2 or more e 2 or more moderate .

moderate risk factors risk factors | EXercise
e Dose: 81 mg/d initi- e Dose: 75 to 150 mg/

ated between 12 and d from 12 wk

28 wk, optimally e Continue daily until

before 16 wk deliveny
e (Continue daily until

delivery

FMF: 100 or 160 mg/ nightly from < 16wks until 36
wks gestation



Proposed screening and management during pregnancy

Week of pregnancy
1113 14 |46 |16 |17 |48 gl §200 21 22 k23 W24l 26 126 | 27 ‘28|29 30 3% 732: [133!| ‘34. 535y [<36Y] 1977 138 | :39) 40
1%t trimester 27 and 3 trimester
1st trimester triple test risk assessment 274 trimester quadruple test 304 trimester
risk assessment trip[e :nsl
ns
All pregnant women: assessment
. All pregnant women:
Maternal factors ki High-risk 5
*+ MAP High-risk = High level suvveclame for PE pregnant
. UAPI Aspiin® |™= |+ UA-PI = §y5mpton|: and signs between 24- Worhen:
week
+ PIGF 7 - PIGE - Reassessment at 35-37 weeks * MAP
+ Risk evaluation for preterm PE * sFLT1 * PIGF
. PAPP-A + Risk evaluation for PE « SFLT-1
» Risk
evaluation
\ for PE
Low-risk Low-risk
r:‘::;'.s!‘ RN - Standard surveillance Standard
ik « Reassessment at 35-37 weeks surveillance

*Aspirin 100 or 160 mg/nightly from <16 weeks until 36 weeks’ gestation
Preeclampsia risk assessment is based on the FMF algorithms.
FMF, Fetal Medicine Foundation; MAP, mean arterial pressure; PE, preeclampsia; PLGF, placental growth factor; sFLT-7, soluble fms-like tyrosine kinase-1; UtA-P/, uterine artery pulsatility index.

Chaemsaithong. First trimester preeclampsia screening and prediction. Am ] Obstet Gynecol 2022.
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