HYPERTENSIVE DISEASES IN PREGNANCY - 5-8% of pregnancies

----------------------------------------------------------

Pregnancy induced hypertension

(PIH) - preeclampsia, late gestosis

EPH gestosis: E-edema, P-proteinuria H-hypertension

serum urate above 0.35 mmol/l indication for delivery

mainly primigravidae

Potential PIH

30 mm systolic and 15 mm diastolic over basal blood pressure

I. Mild PIH

without protein in urine, 100 torr diastolic pressure

II. Modereate PIH

170/110, protein +

admit to hospital, bed rest on side position

Doppler, BP, proteinurie, check fetal movements

III. Severe PIH (pre-eclampsia)

gestational proteinuric hypertension

more than 170/110, protein ++

Imminent eclampsia

_________________________________________________________

CLINICAL PICTURE

ECLAMPSIA (SEVERE HEADACHE, BLURRING OF VISION, EPIGASTRIC PAIN, EXAGGERATED REFLEXES)

DESORIENTATION, SPASMODIC RESPIRATION

TONIC AND CLONIC CONVULSIONS, CYANOSIS, FORTHY SALIVA

COMA IN PATINT WITH PIH

MANAGEMENT

reduce vascular spasm, convulsions, blood pressure

deliver fetus

oxygen, monitor vital signs, urinary output

Diazepam, Magnesium sulphate, Phenobarbital, Hydralazine

PATHOGENESIS

Imunological disturbances leeds to reduction of blocking antibody

- palcental dysfunction - loss of 50% plac. perfusion

- less prostacyclin production

- general vasoconstriction with decreased aldosteron production

- low platlets,

- hypercoagulation state

HELLP SYNDROMA

thrombolysis, elevated liver enzymes, low platelets

Chronic (essential) hypertension diagnosed before pregnancy

more frequent among women over 35

Treatment

Maintenance of uterine blood supply (bed rest)

Control of the hypertension, (hypotensives - Dopegyt,

regulation of salt intake, no diuretics,

biophysical testing of fetus - termination of gravidity if necessary

Antepartum hemorrhage

Spontaneous abortion

imminens, incipiens, in cursu, complete, incomplete, septic

missed abortion

recurrent (habitual) abortion

Extrauterine pregnancy

Placenta praevia

- complete (totalis)

- minor (marginalis)

- major (partiall)

Implantation in lower uterine segment partially or wholly

incidence 0.5 %, location in 90 % on anterior wall

Symptoms

painless bleeding, causless, recurrent

anemia corresponding to severity of bleeding

normal uterine tone

Dg: - ultrasound

Th:

hospitalisation, treatment of anemia, hemostatics

cesarean section

Accidental haemorrhage

- unknown origin 3.0%

- Abruptio placentae 1.5%

risk factors

- multiparity, preeclampsia, DM, short umbillicus

partial, complete,

apoplexie uteroplacentaire (Couvelaires uterus)

Symptoms:

bleeding - anemia does not correspond to external bleeding

pain, uterine hypertonus, elevation of uterine fundus, dificulties follow effort

Complications

shock, disseminated intravascular coagulopathy, asphyxia of fetus, oliguria

Dg: ultrasound, BP, BC (blood count)

Th: blood transfusion, cesarean section

Polyhydramnios - excess of amniotic fluid

Often first sign of fetal malforamation:

- ANENCEPHALY

- OESOPHAGEAL OR DUODENAL ATRESIA

- CHORIOANGIOMA OF THE PLACENTA

- HYDROPS FETALIS (RH-ALLOIMUNISATION)

More often in multipare, twins, maternal diabetes

Average volume of fluid at term is 800 ml

chronic polyhydramnios

- noticed after 30 week

acute polyhydramnios

- uniovular twins

Signs:

abdomen is larger, difficulties with FHR auscultation

Diff. dg.:

- twins

- ovarian cyst

- fetal malformation

Ultrasonography, gravidogram, amniocentesis

RISKS

- PRETERM LABOUR

- RISK OF PROLAPSE OF UMBILICAL CORD

- MALPRESENTATION

- ANTEPARTUM HAEMORRHAGE (PLACENTAL ABRUPTION)

- POSTPARTUM HAEMORRHAGE (HYPOTONIA)

Treatment

abdominal amniocentesis, induction of labour at term

Oligohydramnios

- DEFICIENCY OF AMNIOTIC FLUID

- POOR PLACENTAL FUNCTION

- FETAL GROWTH RETARDATION

Often with obstructive lessions of the fetal urinary tract, renal agenesis

Potter s syndrome

Hooked nose, underdeveloped lower jaw, ears are set low, pulmonary hypoplasia

