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High-Risk Factors Moderate/Other Risk Factors
Prior history of preeclampsia Nulliparity
Chronic hypertension Advanced maternal age (>35 or >40 y/o) ::];Hehl gestation|
Pre-existing type I or type II diabetes mellitus Family history of preeclampsia Nulliparity
Renal discase Long interpregnancy interval (>5 or >10 years)
disease (esp. anti id syndrome, systemic lupus er Maternal overweig] (BMI > 30 or 35 kg/m?)
Young maternal age (<25 years) Multifetal gestation
Family history of early-onset cardiovascular disease
History of SGA or adverse gestational outcomes
Previous miscarriage with same partner Y
Low maternal birthweight of preterm delivery S
Increased prepregnancy triglycerides 3 i IL-10
Heritable thrombophilia AN ET-1
Connective tissue disorder Pro-inflammatory ol -;ﬁs
Vaginal bleeding in carly pregnancy Antiangiogenic )
Gestational trophoblastic disease
Drug abuse Endothelial dysfunction
Pro-inflammation
Impaired LFT  Hypertension  Cerebral edema M Glomerular endotheliosis Placental infarction 5 SGA
Hepatic infarction Edema Hyper-reflexia PCM Proteinuria Placental abruption  FGR
Thrombocytopenia  Headache SCAD Podocyturia
Activated coagulation Visual change AKI
HELLP Eclampsia
bic PRES
Stroke
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SOLUBLE FMS-LIKE TYROSINE KINASE-1

NORMAL PREGNANGY PREECLAMPSIA Stage 1: Abnormal placentation
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CLINICAL PRESENTATION

Hematologic system:

Hypertension
Coronary artery disease
Heart failure
Other cardiovascular diseases

Decreased urine output
Proteinuria
Edema
Elevates serum creatinine
Renal failure
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Anemia, Thrombocytopenia ] :

Headache
Visual disturbances
Changes in consciousness
Stroke
Seizure

Upper abdominal pain
Nausea / Vomiting
Hepatic involvement: elevated
liver enzymes, jaundice,
hepatic failure
Pancreatic involvement:
Increased risk of pancreatitis

Edema:
Extremities, Lung
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SFLT TESTING

High
risk

Moderate
risk

Hypertensive or placental-disease-related disease during
a previous pregnancy, including preeclampsia,
intrauterine growth restriction, and placental abruption

Chronic hypertension

Chronic kidney disease

Multiple pregnancy

Type I or II diabetes mellitus

Systemic lupus erythematosus/other autoimmune disease

Advanced maternal age (over 40 years)

Pregnancy interval of >10 years

First pregnancy

History of thrombophilia

Family history of preeclampsia

Obesity

Assisted conception
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The sFlt-1/PIGF ratio test can be used from 20 weeks through to 36 + 6 weeks, as a tool
for short-term prediction and aid for diagnosis in high-risk women or among women
with a clinical suspicion of preeclampsia [20,21,24,68]

The ratio test can also be used in women after 37 weeks, in all cases where
preeclampsia is suspected or as a follow-up to evaluate uteroplacental dysfunction
[69,70]

The ratio test can be used in three scenarios:

1. Women considered to be at risk of preeclampsia

2. Women who have clinical features suspicious of preeclampsia (and in
whom preeclampsia is not already confirmed)

3. For management planning and decision making among women
diagnosed with preeclampsia

30

©OAllinaHealthSystems

11/3/2023



TESTING: SFLT/PIGF RATIO

LMP

¥

It no new symptoms

oceur, review in 2-4

weeks and retest if
clinical situation changes,

ia identified

| Wamen at high risk of

Asymptom: Symptomatic

38-85; Close monitoring as outpatients
retest after 1-2 weeks or immediately if the
clinical situation changes

>85:" Intensive monitoring as inpatients.

;@ |12 weeks ||16 weeks“QO weeksH24 weeks“ZS weeks‘ IEZ weeksHSS waeks‘ %

Moderate risk
38-85

Low risk
<38

High risk
285

SFIt-1/PIGF ratio risk levels

+ Rate of change of ratio is a marker for disease progression
+ Ratio together with clinical signs can inform delivery decisions
« The ratio can predict maternal and fetal adverse oulcomes

In a real-world study in
women with suspected
preeclampsia

The sFlt-1/PIGF-ratio
Predicts adverse outcomes
and time to delivery

and prematurity of the baby in wome

+ The ratio test can provide prognastic and diagnostic
information i twin pregnancies up to 28 weeks

85
-
38

n with preeclampsia

PPV
75.0%

NPV
90.2%

*>110 after 34 weeks

S. Verlohren 2022, Droge 2021

Integrating all clinical data
into a multi-marker model
improves prediction of
adverse outcomes
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PREECLAMPSIA PREVENTION

Low-dose aspirin may help pregnant women in the first stage of high blood pressure
avoid preeclampsla, a condition that puts them and their babies in danger.

PREECLAMPSIA PREVALENCE (%)

PLACEBO  ASPIRIN
STAGE 1 HIGH BLOOD PRESSURE

NORMAL BLOOD PRESSURE

. Obstetric C lications:
AllinaHealth ¥ %

PREDICT TO PREVENT PREECLAMPSIA:

Moni

-l Patient education: signs &

symptoms of pre

] Measure cuff size, validate home
blood pressure (BP) cuff

] Home BP check every 2 weeks

<20 weeks, then
>20 weeks til dell

_] Sleep: goal 7+ hrs, consider sleep
study if excessive fatigue,
gasping/choking, etc.

o more preeclampsia preventis

Checklist for high-risk patients

ing

aclainpie _J] Low dose aspirin

weekly
ivery

on information, review

F 3
Shared approach to education, strategies for prevention, surveillance and follow up. AJOG.

Table. Clinical Risk Assessment for Preeclampsia®

] Baseline preeclampsia labs

(initiate 12-28 weeks)

| Patient ed: Take at least 90%
of the time & at night

| Chronic Hypertension:
] Goal BP <140/90

1 1f well-controlled on meds
at beginning of pregnancy,
continue meds

J. Roberts, etal. Care plan for individusls st risk for preeclampsis:
2023

Nutrition & Lifestyle

1 600-2000 IU/day vitamin D

(including amount in prenatal vitami]

1000 mg/day through diet or
supplement 500 mg/day

-l Exercise: 3-4x week 30-60 min
_] Smoking cessation
| Mediterranean diet
_] Nutrition consult

Risk Level
Hight

Moderate [

Risk Factors
History of

Recommendation
low-dose aspirin if

especially when ied by
an adverse oulcome

Multifetal gestation

Chronic hypertension

Type 1 or 2 diabetes

Renal disease

Autoimmune disease (systemic lupus erythematous,
antiphospholipid syndrome)

Nuliiparity

Obesity {body mass index >30 kg/m?)

Family history of preeclampsia (mother or sister)
Sociodemographic characteristics (African American race,
Iow S0Ci0economic status)

Age 235 years

Personal history factors (e.g., low birthweight or small for
gestational age, previous adverse pregnancy outcome,

>10-year pragnancy interval)

Previous uncomplicated full-term delivery

the patient has 21 of these high-
risk factors.

Consider low-dose aspirin if the
patient has several of these
moederate-risk factors§

| Do not recommend low-dose
aspirin

| Calcium: if <800 mg/day, increase td

Downloal
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Category Specific risk factors
Pre-existing Cardiovascular disease (hypertension,

pre-pregnancy ischaemic heart disease, congenital
PU LMONARY EDEMA AND PREECLAM PSIA conditions heart disease, valvular heart disease,
arrhythmias, cardiomyopathy)
Obesity
Increased maternal age
Endocrine disorders

« Often confused with PPCM ‘h:"p?:;::;';‘:;‘;‘m and
Specific di: Pre-ecl; i
- Normal EF (> 45%) on In pregnancy . Cardiomyopathy
echo Sepsis

Preterm labour
Amniotic fluid embolism

+ Often has increased Pulmonary embolism
Increase preload Pharmacological p-Adrenergic tocolytic agents
BNP/DFObnp . agents Corticosteroids
. . Intrav_enous'flmd Magnesium sulphate
*  Fluid Matters adminstration illicit drugs including cocaine
. Flu'l)'.‘ia::ee!ﬂts:l’ll?sl::gceaﬂer latrogenic Positive fluid balance > 2000 ml
+ Study looking at lower fluid intravenous

fluid therapy
Fetal conditions Multiple gestation

in LD in HTN pregnancy

’

 Median fluid 2100 ¢

Others o Cardiac features
ml vs 5550 ml - Reduction of oncotic ~ ~~~.__ - Cardiomyopathy
pressure - Valvular heart desease
¢ 0 VS 1 9 cases Of - Increased capillary - Diastolic dysfunction
il ~ P
Pulm Edema Rt

Pulmonary
edema \‘
1
1
After-load increase @

- Severe hypertension
with increase of peripheral
vascular resistence

Brazilian Journal of Anesthesiology 2021;71(4):421---428, Dennis Anesthesia 2012, Thornton 2011
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