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Causas de Morte Materna

@ Pre-existing conditions @ Ssevere bleeding
@ Pregnancy-induced high blood &) Intections

pressure @) Obstructed labour and other
@ Abortion complications @ Blood clots/fembolism

Fonte: Say L et al. Global Causes of Maternal Death, 2014; WHO



Mortalidade Materna no Brasil|

Aborto

® Infeccao puerperal
Doencas CV que
complicam GPP

® Hemorragia

Hipertensao

20% ® Qutros

Fonte: CGIAE/SVS/MS,2013




Epidemiologia da Hipertensao na Gestacao

v' Hipertenséo: ~ 10% das gestacfes e Pré-eclampsia: 3-5%
v' 10-15% da morbidade e mortalidade materno-fetais

v Alto custo para o sistema de saude

v Fisiopatologia nao estabelecida

Placenta

Hypertensive disorders
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MORBIDADES

4

Descolamento prematuro da placenta
Coagulopatias
Insuficiéncia renal
Complicacbes Hepaticas
Complicacoes cerebrovasculares
Cardiovasculares

4

A Morbimortatalidade Materna

ACOG, 2013



Classificacao

Hipertensao Arterial Cronica

Pre-eclampsia/Eclampsia
Hipertensao Arterial Cronica
com Pré-eclampsia sobreposta

Hipertensao Gestacional

National High Blood Pressure Education Program
(NHBPEP), 2000

Report of the American College of Obstetricians and Gynecologists’
Task Force on Hypertension in Pregnancy, Hypertension in Pregnancy, 2013




Hipertensao Arterial Cronica

Presenca de HA de qualquer etiologia
antes gestacao ou antes da 202
semana de gravidez

Hipertrofia cardiaca
Auséncia de proteinuria

Fundo de olho com alteragoes tipicas
de hipertensao

Uréia > 25 mg%; Creatinina > 1mg%

Report of the American College of Obstetricians and Gynecologists’
Task Force on Hypertension in Pregnancy, Hypertension in Pregnancy, 2013




PRE-ECLAMPSIA

Hipertensao

l, Proteinuria

Precoce< 34 semanas




Diagnostico

Blood pressure * Greater than or equal to 140 mm Hg systolic or greater than or equal to 0 mm Hg
diastolic on two occasions at least 4 hours apart after 20 weeks of gestation in a
woman with a previously normal blood pressure

* Greater than or equal to 160 mm Hg systolic or greater than or equal to 110 mm Hg
diastolic, hypertension can be confirmed within a short interval (minutes) to facilitate
timely antihypertensive therapy

and

Proteinuria * Greater than or equal to 300 mg per 24-hour urine collection (or this amount
extrapolated from a timed collection)

or
» Protein/creatinine ratio greater than or equal to 0.3*

» Dipstick reading of 1+ (used only if other quantitative methods not available)

National High Blood Pressure Education Program
(NHBPEP), 2000




Diagnostico

Or in the absence of proteinuria, new-onset hypertension with the new onset of any of the following:

Thrombocytopenia ¢ Platelet count less than 100,000/microliter

Renal insufficiency * Serum creatinine concentrations greater than 1.1 mg/dL or a doubling of the serum
creatinine concentration in the absence of other renal disease

Impaired liver function e Elevated blood concentrations of liver transaminases to twice normal concentration

Pulmonary edema

Cerebral or visual
symptoms

RCF/ALTERACAO VITALIDADE FETAL (*RCOG)

Report of the American College of Obstetricians and Gynecologists’
Task Force on Hypertension in Pregnancy, Hypertension in Pregnancy, 2013




HAC com PE sobreposta

» Agrava a hipertensao pré-existente
— Sistolica
— Diastolica

» Desenvolve proteinuria

— > 300mg/l em amostra urinaria simples
—> 300 mg em urina de 24 horas

« Comprometimento de orgao alvo

Report of the American College of Obstetricians and Gynecologists’
Task Force on Hypertension in Pregnancy, Hypertension in Pregnancy, 2013




Hipertensao Gestacional

* Elevacao da PA no final da gravidez
e/ou durante o trabalho de parto

» Tende a se resolver rapido no
puerpério atée 12 semanas

* Precede a instalacao de hipertensao
arterial essencial na vida adulta

Report of the American College of Obstetricians and Gynecologists’
Task Force on Hypertension in Pregnancy, Hypertension in Pregnancy, 2013




Pré-eclampsia
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CONTROLE

Avaliacao

Materna Avallacao

fetal

Vitalidade Fetal

Controle da PA |

Exames laboratoriais
Corticoide

Sintomas SNC

Resolucao da gestacao




Drogas hipotensoras

* For women with preeclampsia with severe hypertension

during pregnancy (sustained systolic BP of at least 160
mm Hg or diastolic BP of at least 110 mm Hg), the use of
antihypertensive therapy is recommended.

Quality of evidence: Moderate
Strength of recommendation: Strong

Report of the American College of Obstetricians and Gynecologists’
Task Force on Hypertension in Pregnancy, Hypertension in Pregnancy, 2013

PS 140 a 169 e PD 90 a 109mmHg
29 RTC com 3350 mulheres

Hipertensao Grave RR:0.49 (IC 0,40 a 0,60) com NNT 10
Desfechos perinatais : sem diferenca com anti-hipertensivos

Abalos et al., Cochrane Database of Systematic Reviews 2014




Controle com hipotensores

Alfa-metildopa
Nifedipina Retard*

Pindolol

Contra-indicados

Inibidores receptor angiotensina 2
Inibidores da ECA

Diuréticos*

=

National High Blood Pressure Education Program
(NHBPEP), 2000 )

Hidralazina*



Exames Complementares

Acido urico

Proteinemia/Albumina

Enzimas hepaticas (TGO, TGP, DHL)

Urocultura

Proteindria 24 horas

Fundo de olho

Eletrocardiograma Hemograma (plaguetas)
Uréia e Creatinina
Na+ e K+

TGO
Bilirrubinas
Urina tipo |




Urgéncia hipertensiva

Pressao diastolica elevada >110mmHg
Disturbios visuais: escotomas

Cefaléia

Epigastralgia

Hiperreflexia

Recomendacbes SOGESP 2012
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CONDUTA NA URGENCIA
HIPERTENSIVA

INTERNACAO REPOUSO DLE

EXAMES VITALIDADE FETAL

MEDICAMENTOS

‘ OUTRAS DROGAS \

HIPOTENSOR SULFATO DE

MAGNESIO




Tratamento da urgéncia
hipertensiva SEM sintomas

PA>160x110mmHg

CONTROLE DA
PRESSAO
ARTERIAL




URGENCIA HIPERTENSIVA

Drug (FDA Risk)”

Dose and Route

Concerns or Commentst

Labetalol (C)

ACOG, 2002

Hydralazine (C)

ACOG, 2002

Nifedipine {C)

Diazoxide (C)

10-20 mg IV, then 20-80 mg
every 20-30 min, maximum,

300 mg; for infusion, 1-2
mg/min IV

5 mg, IV or IM, then 5-10 mg

every 20-40 min; once BP

controlled repeat every 3 h;
for infusion, 0.5-10 mg/h; if
no success with 20 mg IV or

30 mg IM, consider another
drug

Tablets recommended only:

10-30 mg oral dose, repeat
in 45 min if needed

Ghanem & Movahed, 2008

Because of a lower incidence of
maternal hypotension and
other side effects, its IV use
now supplants that of
hydralazine; avoid in women
with asthma or congestive
heart failure

A drug of choice according to

NHBPEP working group; long
experience of safety and
efficacy

We prefer long-acting
preparations; although
obstetric experience with
short-acting preparations has
been favorable it is not
approved by US FDA for

management of hypertension
Use is waning; may arrest

labor: causes hyperglycemia



HIDRALAZINA

Esquema de utilizagao =3

Ampola: 20 mg(1ml) e Yera
Diluir até 10ml (9ml SF/AD) |

Iniciar com 5mg EV (2,5 ml em 5 minutos)

Avaliar PA em 20 minutos

Se reducéao de 20% ou PAD 100mmHg: observar

Se nao controlar PA: Repetir 5a 10 mg EV a cada 20
minutos até a dose maxima: 40-100 mg

ACOG, 2002




Tratamento da urgéncia
hipertensiva COM sintomas

PREVENCAO
DA
ECLAMPSIA



Urgéncia hipertensiva
COM sintomas

SULFATO DE MAGNESIO: Quando usar?

 PAD > 120 mmHg

* Iminéncia de Eclampsia
« Eclampsia estabelecida
« HELLP estabelecida*

A recorréncia de crises convulsivas
produz acidose lactica, piora estado geral
e provoca insulto hipertensivo agudo
(hemorragia cerebral e EAP)

*Recomendagdes SOGESP 2012 &%



(i) Magnesium sulphate versus diazepam

No of women

(ii) Magnesium sulphate versus phenytoin

No of women

Protecao do SNC:
Sulfato de magneésio
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No of recurrent convulsions

mweso, Melhor controle da recorréncia
| 67% m rrenyton - de eclampsia, além de melhor
prognaostico materno-fetal
= guando comparado a fenitoina e
diazepam.
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Urgéncia hipertensiva
MgSO, — ESQUEMA DE UTILIZACAO

* Dose de ataque (4 a 69Q):
« HCRP: 5 g/EV lentamente (15-20 min)

MgSO, 10% =lamp = 10ml = 1g
59 =50 ml
* Dose de manutencéo (1 a 3g) continuo:

* HCRP: 2 g/EV acada2 h (MgSO, 10% = 20 ml): 24h

« Esquema de Pritchard (IM): 4g EV, 5g IM cada gluteo
 Esquema de Zuspan (EV): 49 EV, 19 por hora




Urgéncia hipertensiva

MgSO, — ESQUEMA DE UTILIZACAO

“Em qualquer esquema, a medicacdo deve ser
mantida por 24 horas apos a ultima convulséo, ou
por 24 horas apds sua administracao na iminéncia
de eclampsia”

“Tratamento até 72h apds crise”

MS, 2000 — Manual de Urgéncias e Emergéncias




Urgéncia hipertensiva

Nivel de magnésio serico (mg/dl)




ECLAMPSIA

Vias aéreas peérvias
Acesso venoso calibroso
Sulfato de magnesio

Ausculta da FCF

Referéncia Servico Terciario

Estabilizacao e resolucao da gravidez




Insuficiéncia Utero
Placentaria

Bem-estar fetal

* Comprometimento da nutricao

RCF
* Funcao respiratoria (placenta)
Hipoxia Vitalidade fetal
fetal

* Diminuicdo da funcéo respiratoéria

Efeitos residuais da
hipoxia intermitente  comprometimento respiratério severo

Q ASfiXiaq Morte

Antepartum and Intrapartum Consensus Guideline.
SOGC Clinical Practice Guideline, 2007




Avaliacao da
vitalidade fetal

Mobilograma *
Altura uterina*
Cardiotocografia

Ecografia
 Geral (peso, idade, LA)
« Perfil biofisico
 Doppler

Report of the American College of Obstetricians and Gynecologists’
Task Force on Hypertension in Pregnancy, Hypertension in Pregnancy, 2013




Progndstico
* Pressao arterial acima de 160/110 mmHg [MEDB

« Oliguria (diurese menor que 400ml/24 h)
« Creatinina crescente e acima de 1,2 mg/dl

« Sinais de encefalopatia hipertensiva e distlurbios visuais
(cefaléia, escotomas, epigastralgia)

« Evidéncias de hemodlise (ictericia)

* Funcao hepatica alterada (bilirrubinas, enzimas)

Proteinuria maior que 5 gramas/24 horas

Report of the American College of Obstetricians and Gynecologists’
Task Force on Hypertension in Pregnancy, Hypertension in Pregnancy, 2013




Resolucao da gravidez

Hipertensao bom progndstico
Resolver no termo — 39 semanas
Eclampsia e Sindrome HELLP
Estabilizac&o clinica e resolucéo da gravidez

Hipertensao com prognaostico ruim

Resolver na maturidade fetal
Se imaturo induzir maturidade pulmonar fetal
Considerar condicOoes maternas e fetais

Via de parto



PUERPERIO

* Manter terapéutica anit-hipertensiva e
abordagem para urgéncias hipertensivas

* For women with persistent postpartum hypertension, BP
of 150 mm Hg systolic or 100 mm Hg diastolic or higher,
on at least two occasions that are at least 4-6 hours apart,
antihypertensive therapy is suggested. Persistent BP of
160 mm Hg systolic or 110 mm Hg diastolic or higher
should be treated within 1 hour.

Quality of evidence: Low
Strength of recommendation: Qualified

e Reavalilar em 12 semanas

Report of the American College of Obstetricians and Gynecologists’
Task Force on Hypertension in Pregnancy, Hypertension in Pregnancy, 2013




REPERCUSSOES MATERNAS

* Hipertensao arterial cronica, IAM,
trombose venosa profunda, AVC,
Diabetes mellitus e doenca renal cronica

Ahmed et al., 2014
« Quanto mais grave e precoce maior o risco

Charlton et al. 2014

* Intervencao no estilo de vida pos-parto
para melhorar o peso, perfil lipidico e

funcao vascular Wenger et al., 2014




Grupos de Risco (Predicao)

1° trimestre

Hipertensao Cronica

Obesas (IMC > 30) com dislipidemia
(CT ou TG > 200)

Pre-eclampsia em gestacao anterior
Diabetes clinico (pré-existente)

Report of the American College of Obstetricians and Gynecologists’
Task Force on Hypertension in Pregnancy, Hypertension in Pregnancy, 2013




Prevencao

 Administracao de AAS
— Nivel de evidéncia C:

« Reducao de obito fetal (quando introduzido até 20s)

— Nivel de evidéncia B:

* Reducao de HAG em pacientes de alto risco

— Nivel de evidéncia A:

* Reducao global de pre-eclampsia e em pacientes de
alto risco

Cochrane, 2007 / WHO 2014 %



Prevencao

 Administracao de calcio

— Avaliar ingesta em pacientes do grupo de risco

— Repor 1-2g/d de Carbonato de Calcio nas
pacientes do grupo de risco com baixa ingesta

— Introduzir até 20 semanas de gestacao

Cochrane, 2010/ 2011
WHO 2014




Prevencao

 Administracao de calcio
— Niveis de evidéncia B:
* reducao global de pré-eclampsia
« Reducao de pre-eclampsia em pacientes de baixo risco
— Niveis de evidéncia A:.

* reducao de pre-eclampsia em pacientes de alto risco
COM BAIXA INGESTA

e reducao de morte materna

Cochrane, 2010/ 2011



Muito obrigado pela atencao!

Ricardo C Cavalli
rcavalli@fmrp.usp.br
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