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One who does not think and plan

ahead will find trouble right at her door.

Confucious



Disease of many theories, known from
centuries back, PIH is an enigmatic
condition of pregnancy,

canot prevent, canot tr

From definition to conclusion, only

controversies and controversies.



Definition.

Too many, too complicated.
The most common definition-

A Hypertension that develops de novo as a
consequence of pregnancy after 20 th week of
gestation, returning to normal after 6 weeks of
delivery.

A PIH is present when diastolic BP> 90 mmHg,
Systolic >140 or a systolic BP rises at least 30
mmHg over base line values or diastolic BP rises
at least 15 mmHg over base line value.

A Now the consensus, K5 for diastolic pressure.



Types.

A Gestational Hypertension-

Hypertension alone with no associated
features.

A Pre eclampsia-

Hypertension with protinuria of at least .3 g
In 24 hours. It may be

A Mild
A Severe.

A Eclampsia- can be taken also as
complication.



Incidence

A Varies from 10-15 %

Influenced by.

A Age, parity , racial, socioeconomic and
genetic factors



Diagnosis.

A PE is a syndrome ( a group of symptoms or signs )
which can be recognized, but not diagnosed
because there is no specific diagnostic tests.

A Symptoms and signs are PIH, Proteinuria,
generalized oedima, hyperuricemia., increased
hematocrit, thrombocytopenia, reduced
antithrombin [ll, abnormal liver function
tests.Abnormal uterine artery Doppler waveforms,
IUGR,Abnormal fetal doppler waveforms and fetal
hypoximia.

A Hypertension and protienuria not merely diagnostic,
but defining too.



Severe PE.

Characterized by
A BP >- 160 mmHg Systolic
A >- 110 mmHg diastolic

A Protinuria >-5 gm /24 hours Oliguria
<- 400 ml /24 hrs

A cerebral or visual disturbances.
A Epigastric pain.

A Pulmonary oedima or cyanosis, impaired liver
function.

A Thrombocytopenia.



Management

Consists of -
A Screening
A Prevention
A Maternal assessment.
A Anti hypertensive therapy.
A Anticonvalescent therapy
A Fetal management.
A Care in puerperium
A Follow up.



Alm being-

A The early recognition of PE, so that
Increased laboratory and ultrasound
surveillance and timely intervention

can reduce the risk of maternal and

fetal complications.



A
A

A

Risk Factors.

Predicting who Is going to suffer from
hypertension or preeclampsia during their
pregnancy with a very high degree of
certaininity is just not possible, though it is
possible to identify a group of women at risk

Maternal

Previous PE

ncreasing maternal age, increased interval
petween pregnancy, family history

Patient requiring oocyte donations.



Risk Factors.

A Chronic insulin resistance,

A Gestational diabetes,

A Type | diabetes mellitus,

A Activated protien C resistance,
A Protien C deficiency:.

A Antiphospolipid antibodies.

A Hyperhomocysterinaemia.



Exogenous factors.-

A Smoking,stress, psychosocial stress
Pregnancy associated-

A Multiple pregnancy,

A UTI,

A Hydrops fetalis,

A Trisomy 13.

A Hydatidform mole.



Prevention.

As we cannot predict, who is going to suffer
from PIH with any accuracy, the preventive

treatment remains some way Off.
Types of prevention are

A Primary.

A Secondary.

A Tertiary



Primary

As cause Is not known, primary

prevention , not possible.
A Contraception. No pregnancy, no PIH.

A Long term sperm exposure and to stay with

the same partner.
A Obesity
A Insulin resistance

A Smoking



Secondary Prevention.

Non pharmacological-
A Bed rest. i No data to support.
A Life style changes- Reducing job stress

A Yoga i No data.

A Dietary sodium restriction i No data su

pporting

A Control of obesity- Not recommended d

pregnancy.

uring



A Change in dietary habits- One study showed
some improvement, but others are unable to
show the results.

A Fish oils- unlikely to be beneficial in
prevention of PE.

A Alcohol intake- not useful

A Arginine supplementation,- Lone report, no
other study confirms it.

A Japanese herbal medicine- Still
experimental.



Pharmacological Interventions.

A Zinc- No evidence.
A Magnessium- Oral Mg, no role in prevention.

A Folic acid and other B Vitamins- Folic acid
and B6 prevents Hyper homocystenimia, but
there is no scientific data that any of the B
vitamins prevent Pre eclampsia.

A Diuretics-Can ot be recommend
prevention.



Aspirin.

A 19% reduction in risk of PE. 16 % reduction in
fetal and neonatal death. 8 % reduction In the
Incidence of small for gestational age infants.

Updated chrochane review-2000.

Systemic review 2003.

A The controversy is when to start treatment.



Calcium.

A Protective effect in women with low calcium
Intake.

- Cochrane data base 2005.

A Supplementation with 1.5 gm calcium /day

C
C

Id not result in statistically significant
ecrease In the overall incidence of PE, but

t

nere Is significant decrease risk of the more

serious complication which included maternal
and neonatal morbidity and death and
preterm delivery .

- WHO 2006



Antioxidants

A Antioxidants like Vit C, E, and lycopene
found to be effective in smaller trials.But VIP
Trial demonstrated no decrease In risk of PE.

L ancet-2006, 367,1145-54.

A In the other large multicentric trial, the
supplementation did not decrease the
Incidence of preeclampsia, IUGR or the risk
of death or other serious outcomes.

N. Eng. J .of Med. 2006, 354, 1796-806



Tertiary.

A Proper ANC.

A Identification of patients with risk
factors.

A Early referral
A Timely delivery.

A Measures to prevent complication.



Management of Women with PIH

Diastolic BP > 90 mmHg
Confirmed on repeat testing in antenatal clinic

\4

BP {every 30 min)
Urinalysis (MSU += 24 h protein if> 1+ proteinuria)
Urate, plateiet count, AIT

Ultrasound (fetai size and amniotic fluid volume)}
Umbilical artery Doppier or fetal heart rate monitoring

L
Diastolic BP Diastolic BP
= 170 mmHg

Diastolic BP Diastolic BP
9099 mmHg 100—-109 mmHg <
Or proteinuria > 2%

< 90 mmHg
Proteinuria < 2+ Proteinuria < 2+ Proteinuria < 2%
~ Oor symptoms

Risk /L

factor(s) \_/

4

Twice a week

Day unit follow-up
Inpatient

Antenatal Bicod pressure, urinalysis
el Urate, piatelet count, ALT e
Umbifical artery Doppler or fetal heart rate monitoring
Ultrasound (fetal size and amniotic fiuid volume) - every 2 weeks




A Home management.
A Day care unit.

A Hospital management.



Out Patient.

Gestational PIH and mild proteinuria -
A Home bed rest (controversial)

A Home BP monitoring, weight and urine

protein.

A Referred for Day Assessment Unit (DAU) for
evaluation like NST and USG



DAU Management.

A 4 to 6 BP recording.

A Mid stream urine analysis.

A If protinuria, protien creatinine ratio.
A CTG

A Hb, platelates, creatinine, liver
function(enzymes, AST/ALT), uric acid.

A Review.



Admission to Hospital from DAU.

A Severe PE

A BP,170/110 mmHg at any stage.
A IUGR.

A Symptomatic Hypertension..

A For Planning delivery.



Hospital Management.
A Bed rest.

A Laboratory Evaluation.

A Anteparum Surveillance

AFM

ANST

AUSG

A Umbilical artery Doppler velocity form

A Urine for protein.



A BP measurement, if unstable, consider
antihypertensives, sometimes delivery.

A The treatment aims at delaying the
delivery for 15 days, If the risk benefit
ratio IS more, immediate termination of
pregnancy.



Antihypertensives

Drug of choice-
A Methyl Dopa, Labetatol and Nifedipin.

A Nimodipin, though came up with big hope, is
still in research stage.

A Atenelol increases IUGR, ACE inhibitors,
diuretics and angiotensin receptor blockers
are contraindicated.

A Choice depends on the availability,
experience and the familiarity.



Benefits-

A Prolong the pregnancy for 15 days.
Reduction In severe hypertensive crises
Ike, Abruptio placentae, seizures eftc.

A Very slight increase in birth weight.

A No overall difference about the risk of
PE, preterm birth and admission to
SCBU or risk of fetal or neonatal death.



Drugs used to lower blood
pressure during preghancy



