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Maternal Mortalite-Morbidite

® 50-60 bin oliim/y1l
® Anne olumlerinin %18-20

¢ |1 maternal olim / x 40-50
“near miss”

Table 5. Organ dysfunction in women with pre-eclampsia and
eclampsia who suffered maternal near miss

Organ dysfunction Pre-ecdlampsia Eclampsia

(N = 262) (N = 126)

n (%) n (%)

Coagulation dysfunction 115 (43.9) 23 (18.3)
Respiratory dysfunction 65 (24.8) 42 (33.3) - o g .
Cardiovascular dysfunction 63 (24.0) 24 (19.0) ¢ Agll" maternal mOl"bldltel’lln
Hepatic dysfunction 63 (24.0) 16 (12.7) 1/3 preek-eklampsi
Renal dysfunction 44 (16.8) 24 (19.0)
Neurological dysfunction 9 (3.4) 66 (52.4)

Yogun bakim Unitesi
Highest values in bold
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e Olii dogum %5
* Erken dogum % 8-10
* FGK %15-20

* Maternal Sendrom
* Multisitemik, kompleks sendrom

* Klinik bulgular heterojen
* Asemptomatik
e Kritik hasta
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* Hemodinamik ve Plasenta Calismalar:
* Heterojen antite
* Erken baslangicli PE/ Plasental
* Gec baslangichh PE / Maternal

Uterine artery Doppler and maternal
hemodynamics at < 20 weeks

O

NMormal Doppler Abnormal Doppler
b
= NMormal CO -1 CO = Low CO
= Mormal SVR » Low or Mormal SVR - 1 SVR
h h
h
Nomal outcome - Late preeclampsia = Early F?reec:larnpsm
- Late GH = Complicated GH
- FGR
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Erken baslangicli PE Gec Baslangigh PE
(<34 GH) (>34 GH)

Plasental Preeklampsi

Anormal UtA Doppler

Yuksek FGK

Fetal ve Maternal
mortalite, morbidite

yﬁksek

- Maternal Preeklampsi

- Normal UtA Doppler

- FGK az

- Perinatal sonuclar daha
olumlu

- Abartilmis Sistemik
inflamatuar cevap

™~




Table 1 The clinical characteristics and pregnancy outcomes of EO-

and LO-PE

EO-PE (n =91)

LO-PE (n = 63)

Maternal age (years)

Nulliparous

Abnormal UtA Doppler
Gestational age delivery (weeks)

Birth weight (g)
SGA
Oligohydramnios

Apgar score <7 at 5 min

Stillbirth

Early neonatal death
Perinatal mortality

Maternal complications

30454
51 (56.0)
65(71.4)
2934+ 2.5
1,140 £ 417
51(56.0)
30 (32.9)
29 (34.5)
7(7.6)

37 (40.6)
44 (48.3)
18 (19.8)

30:1:E5:9
34 (53.9)

19 (30.1)*
36.3 £ 2.2%
2,358 &+ 720*
40 (63.4)

10 (15.8)*

4 (6.3)*

=

=

=

12 (19.0)

Data given as n (%). mean = SD
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Comparison of clinical and perinatal outcomes
in early- and late-onset preeclampsia

Riza Madazli - Mehmet Aytac Yuksel -
Metehan Imamoglu - Abdullah Tuten - Mahmut Oncul -
Burcu Aydin - Gokhan Demirayak

Arch Gynecol Obstet 2014

Table 2 The clinical characteristics and pregnancy outcomes of women with EO- and LO-PE according to mild and severe clinical presentation

EO-PE LO-PE
Mild preeclampsia Severe preeclampsia Mild preeclampsia Severe preeclampsia
(n=45) (n=46) (n=34) (n=29)

Abnormal uterine artery Doppler 32 (71.1) 33 (71.7) 7(20.5) 12(41.4)

Birth weight (g) 1,062 + 380 1,215 £ 440 2,408 =774 2,299 + 660

SGA 24 (53.3) 27 (58.7) 20 (58.8) 20 (68.9)

Apgar score <7 at 5 min 17 (41.4) 12 (27.9) 1(2.9) 3(10.3)

Stillbirth 3(6.6) 4(8.6) = =

Early neonatal death 16 (39.0) 18 (41.8) - -

Maternal complications - 18 (39.1) - 12 (41.3)

Data given as n (%). mean = SD




LA. Magee et al { Pregnancy Hypertension: An International Journal of Women's Cardiovascular Health 4 (2014} 105-145

immunological factors decidual immune cell -

antigen exposure EVT interactions
* primigravidity {+} | primipaternity {JH

+ donar gamete(s) (4) (invasion & uteroplacental

* duration of cohabitation {*} ElrtE'l"f rEdeE"ing)
« bartier contraception (4) | fellatio ()

* prior miscarriage () ’ I
* smoking [+] . .
) inadequate placentation
(early-onset pre-eclampsia)
genetic factors |
« familial risks .
- SNPs uteroplacental mismatch
* epigenetics
: § [ 7 placental IUGR
intervillous soup ( maternal syndrome)
lowered threshold pre-eclampsia-specific shared with IUGR
» metabolic syndrome # placental debris sangiogenic imbalance
* chranic infection / inflammation *innate immune activation
- pre-existing hypertension » oxidative stress
« chronic kidney disease | DbM s eicosaneids
* high altitude * cytokines
endothelial cell activation
f I ] ]
cardiorespiratory CNS renal hepatic haematological
* hypertension » eclampsia + glomerular endotheliosis + periportal inflammation * microangiopathic haemolysis
* ARDS #*TIA [ RIND | CVA + proteinuria +hepatic dysfunction | fallure + thrombocytopoenia
* pulmonary cedema *PRES +ATN *hepatic haematoma | rupture «DIC
» cardiomyopathy / LV dysfunction »GCS<13 * AKI
* intravascular volume constriction

= generalised oedema
maternal syndrome
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Pre-eklampsi

* Tanim
* >20 GH ; Hipertansiyon (2140/90) ve proteiniiri

Veya

* Proteiniiri olmadan yeni baslangich
Trombositopeni <100.000
Serum kreatinin >1.1 mg/dl
Karaciger enzimleri 2 kat artmasi
Pulmoner 6dem

Serebral veya visuel semptomlar




e Kronik Hipertansiyon

o Preeklampsi cklenirse- Superlmposed Preeklampsi (>20 gh)
Direncli hipertansiyon
Yeni veya kotiilesen proteiniiri

Olumsuz kondisyon veya Agir komplikasyonlar (End-Organ Bulgulari)

° Gestasyonel Hipertansion ->20 gh sonrasi 1lk defa ortaya cikan
hipertansiyon / Preeklampsiye doniisebilir

* Preeklampsi
* Agir komplikasyonlarin eslik ettigi — Agir Preeklampsi
* Eklampsi
* Agir komplikasyonlarin eslik etmedigi- Hafif Preeklampsi

- /




Agir Komplikasyonlarin Eslik Ettigi PE

SKB>160; DKB>110
Trombositopeni (< 100 000/ mikrolitre)

Karaciger disfonksiyonu (Kc enzimleri 1, Epigastrik agr)
Progresif renal yetmezlik (Kreatinin>1.1mg/dl)
Pulmoner 6dem

Serebral ve visuel semptomlar

Proteinuri miktar: kaldirilda




Olumsuz Agir Komplikasyonlar
Kondisyonlar

SSS Ba$§ agrisi
Visuel bulgular

Kardio-Respiratuar ~ G6giis agr1, Dispne

02 saturasyon<%97

Hematolojik WBC1T
Trombosit]
INR aPTT t

Renal Kreatinin
Urik Asit?

Karaciger Bulant1 kusna
Epigastrik agr1
KC enzim, LDH,
biluribinT

Albumin |

Eklamp si

Ensefalopati
Koma

[nme

Retina dekolman

Kortikal korlik

Kontrol edilemeyen hipertansiyon

Entﬁbasyon gereksinirni
Enfaktus

Trombosit<50000

Transfﬁzyon gereksinimi

Akut bobrek Yetmezig

Dializ gereksinimi

Karaciger yetmezligi

Kc riiptiir, hematom
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* Uygun Hastane Kosullar:
* Deneyimli Ekip
* Multidisipliner Yaklagim

® Kesin Tedavi - Dogum




No. 307, May 2014 (Replaces No. 206, March 2008)

Diagnosis, Evaluation, and Management
of the Hypertensive Disorders of Pregnancy:
Executive Summary

TE Ry
iy,

& ""'L‘_ The American College of
¢ Obstetricians and Gynecologists

7 WOMEN'S HEALTH CARE PHYSICIANS

N,
»*

Executive summary: hypertension in pregnancy. American College of
Obstetricians and Gynecologists. Obstet Gynecol 2013;122:1122-31.

VWHO recommendations for

Prevention and treatment of
pre-eclampsia and eclampsia
© World Health Organization 2011

e NF4sS

National Institute Tfor
Health amndd Climnical Excellence
NICE clinical guideline 107

Hypertension in pregnancy: the management of hypertensive disorders
during pregnancy

Issue date: August 2010 /
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* Preeklampsi-Agir maternal komplikayonlar
* Eklampsi

- Hastane

* Gestasyonel Hipertansiyon, Preeklampsi (Agir
Komp I¢ermeyen)
- AyaktanTakip




Gestasyonel Hipertansiyon

* Maternal semptomlarin, kan basinci ve fetal
hareketlerin takibi

e Haftada veya 2 haftada bir proteiniiri ve Kc
enzimleri, Kreatinin takibi

* 237 gh Dogum

* Erken baslangich ve Plasental PE / Daha yakin ve
bireysellesmis$ takip
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Preeklampsi- Agir Komp Eslik Etmedigi

Maternal semptomlarin, kan basinci ve fetal hareketlerin takibi

Haftada veya 2 haftada bir, Bobrek fonks (kreatinin), Tam kan

sayimi, biliiribin ve Kc enzimleri takibi
Antihipertansif tedavi Onerilmez (’)
MgSO4 proﬂaksisi Onerilmez

237 gh Dogum

Fetusun iyilik Hali TakibiErken baslangich (24-34 GH) Plasental PE /

Daha yakin ve bireysellesmis takip — Uygun Merkezlerde Yonetim




g

Preeklampsi - Agir Komp Eslik Ettigi

e Acil durum

e Hipertansiyon yﬁnetimi
o Konvulsyon Proflaksisi

© Komplikasyonlarln YOnetimi

* Viatal bulgularm takibi

e Idrar takibi, Oksijen saturasyonu, Solunum sayisi, Derin
tendon refleksleri, Glascgow Koma Scale

® Varis ¢orabi

* Dogum

™~




* Agir Preeklampsi ve Eklampsi Dogum Endikasyonudur

e >34 GH iizerinde - Dogum

e Fetal veya Maternal durum “acil” i1se gebelik haftasina
bakilmaksizin - Dogum

o <24 GH

* Gebeligin terminasyonu tartigilabilir

* Bekleme Tedavisi — Perinatal mortalite>%80, Maternal
Komplikasyonlar %27-71 ve Olim
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e 24-34 GH arasinda

* Secilmis olgularda Uygun Merkezlerde
“Bekleme” 22?

* BeklemeTedavisi ; RDS, NEC, NICU ve perinatal
mortalite azaltabilir / Ortalama 2 hafta kazanilir

(Cochrane 2013)- Veriler Kanit icin Yeterli degil

* HELLP- Siire ortalama 5 giin ; ciddi maternal moridite
%15




* Dogum karar1 “proteiniiri miktarina” bakilarak
verilmemeli

¢ Invaziv hemodinamik monitorizasyona gerek yok
* <34 GH ; Kortikosteroid uygulamasi

* Si1vi dengesi takip edilmeli
¢ Pulmoner 6dem
¢ 80 ml/saat
e Adigi- cikardig: takibi




Hipertansiyon- Antihipertansif Tedavi

SKB
e Hafif 140-149
* Orta 150-159
° Agir >160

DKB

90-99

100-109 ?

> 110 TEDAVI EDILMELI

e DKB>110 mm Hg

e Intraserebral kanama

° Hipertansif
ensefalopati

* Akut bobrek yetmez
* Konjestif kalb yetmez
¢ Ventrikiiler aritmi

¢ Plasenta dekolman

e Maternal Mortalite ve
Morbidite azaltir

* Kendi basina risk
faktori

e UK “CEMACH”

* Yetersiz tedavi en
onde gelen olum
nedeni




Akut Hipertansiyon “Aci1l”
e Akut Antihipertansif tedavi

* Mean AKB %25 dakikalar icinde- 160/100 mm Hg saatler
icinde

Preeklampsiyi degil komplikasyonlari1Tedavi Eder
Siirekli veya cok yakin kan basinci takibi

Fetal monitorizasyon

Antihipertansiflerin iistiinliigii gosterilmemis- Klinisyen
Deneyimi
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Nifedipin Ca kanal 5-10mg 30dk 3-6s Tasikardi
blokor oral /720- 30 10dk
dk arayla
Labetalol Alfa-beta 20mg iv; 5dk 30dk 4s Astim ve kalp
blokor 20-80mg iv yetmezliginde
30 dk kullanma.
arayla Neonatal
bradikardi
Hidralazin Arterioler 5mgiv;5- 5dk 30dk 3-6s  Maternal
vazadilatotor 10mg v 30 hipotansiyon
dk arayla
I e S T CT S
Nitroprusid Vena 0.25-5 Hemen 30dk 1-2dk
dilatator mcg/ kg/ d
k
Nicardipin Vena 5-15mg/s 5 dk 30dk 1-4s
dilatator 1v
Nitrogliserin Vena 5mg/ dk 5dk 30 dk

dilatator iv




Konvulsyon - MgSo4

° Agir Preeklampsi  Eklampsi
* Konvulsyon %60 | ® tekrar %50 azaltir
® Maternal Mortalite | (ist ® % 45 Maternal Mortalite |
anlamli degil)

* Yenidogan yarari-zarar: I N

MgSO4 4-6 gr iv (10- 1 gr/saat

yok
| |mEq/L|Mmol/L | Mg/dl | 20dk) ez

Normal 1.5-2.5 0.75-1.0 1.8-2.4 10 grim 5grher4
Antikonviil.  4-7 2-3.5 4.8-8.4 saat

Diazem 10mg/s iv
Patella 10 >5 12
refleks kayb1 ® Tekrarlayan ataklar ; 2-4 gr bolus
Solunum >12 5.3-7.1 >14 veya infﬁzyon Zgr/ saat
durmasi e Diazem

-




e 24 saatlik tedavi

* Agir preeklampsi dogum karar verildiyse
e DKB>110 SKB>170

e DKB>100 SKB>150

Epigastrik agri, kusma, bas agrisi, skotom,
papil 6demi,HELLP

© Eklampsi
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HELLP

* 24-34 GH;Agir Bulgular yok ?
* Trombosit transfiizyonu

e <20 bin

¢ 20-40 bin

C/S Oncesi

Vaginal; Asir1 kanama, trombosit disfonksiyonu, hizli diisiis
veya kuagulopati varsa

e Kortikosteroid tedavisi Onerilmez

* Dogum sonrasi parametreler hemen diizelmez (1
hafta diizelir)

* Postpartum progresif kotiilesme varsa- Plasmoferez
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Eklampsi

e Kan basincinda ani ati$

* Agir Hipertansiyon

o Sidetli bas agrisi, frontal %20-54
30-

o Konfﬁzyon

e %15 hipertansiyon

* Visuel bulgular -
olmayabilir

 Ust abdomen a@r1, bulanti

kusma




* Respiratuar ve Kardiovaskiiler fonksiyonlarin
desteklenmesi- Hipoventilasyon, Respiratuar Asidoz
* Airway, aspirasyon
* Maternal oksijenizasyon

* Tekrarlayan ataklar, aspirasyon pnomoni, pulmoner
odem —Hipoksemi, Asidoz

* Pulse oksimetre, P02<%92- Arter kan gazi
e Maternal yaralanmayl onlemek

° Konviilsyonlarln Onlemesi- MgSO4 (%10
tekrarlayabilir)




° Antihipertansif Tedavi
* Nidilat; 10 mg /20 dk/1 saatde max 50 mg

* Komplikasyonlarin Yonetimi- DIC, pulmoner 6dem

vb

* Stabilizasyon ve 24 saat icinde dogum
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* Sezaryen endikasyonu degil

* Agir Grup;Klinik Kosullar ve Ki§inin Istegi

3 ¢

* Planli dogum; “en iyi giinde” “en iyi yolla”

e Anestezi Ozelikler Tasir- Deneyim
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