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Preeklampsia (PE)

* Rasedusaegne multisisteemne haire

* Esineb 2%—5% rasedatest Eestis: 1 juhtum 50 raseduse kohta, varast
preeklampsiat 1 juhtum 200 raseduse kohta.

» Uks peamistest ema ja lapse perinataalse haigestumise ja surma
pOhjusest, eriti varase alguse korral.

* |Igal aastal sureb maailmas 76 000 naist ja 500 000 last PE tottu

* Gestatsiooni hiipertensioon — stistoolne vererohk (sBP) 2140 mm Hg
ja/voi diastoolne vererdohk (dBP) 290 mm Hg vahemalt 2 korral
moodetuna 4 tunnise vahega parast 20. rasedusnadalat eelnevalt
normotensiivsel naisel.

International Society for the Study of Hypertension in Pregnancy (ISSHP),
The International Federation of Gynecology and Obstetrics (FIGO)



Preeklampsia definitsioon

Gestatsiooni hiipertensioon, millega kaasneb 20. rasedusnadalal voi

hiliem >1 jargnevatest alles tekkinud seisunditest

1. Proteinuuria(>30 mg/mol valk/kreatiniin uriinis, 2300 mg/24 h vo0i

>2+ valk uriini ribaanaliusil)

2. Teised organkahjustused emal:

» 3age neerupuudulikkus (S,P-Crea 290 pumol/L)

* maksakahjustus (ALAT voi ASAT>2 x URL) + paremal Gilakdhu- voi
epigastraalne valu

* neuroloogilised tusistused (krambid, psiuthikahaired, pimedus, insult,
kloonus, tugevad peavalud ja plsivad nagemisvaljatumendid)

* hematoloogilised hédired (trombotsitopeenia— Plt <150 x 10°/L, DIK,

n ﬁ[ PROTENU « BWRRED VISION hemoluis)
k¢ % FLASHING L\GHTS .o o
¥ SCOTOMA 3. Uteroplatsentaarne diisfunktsioon (loote kasvupeetus,

nabaarteri verevoolu haire Doppleri analtusil voi

https://www.msdmanuals.com/professional/gynecology-and- .
obstetrics/abnormalities-of-pregnancy/preeclampsia-and- surnu ItS un d ) .
eclampsia

ISSHP, FIGO 2019



Preeklampsia klassifikatsioon

1. Varane preeklampsia (enne 34. rasedusnadalat)

2. Hiline preeklampsia

FIGO, 20109:

1. Varase algusega (Early-onset) PE (stinnitusega <34+0 rasedusnadalal)
2. Enneaegne (Preterm) PE (sunnitusega <37+0 rasedusnadalal)

3. Hilise algusega (Late-onset) PE (slinnitusega >34+0 rasedusnadalal)
4. Ajaline (Term) PE (stinnitusega >37+0 rasedusnadalal)



Preeklampsia patogenees

1. Trofoblasti pindmine invasioon ja spiraalarterite ebaadekvaatne
remodelleerimine platsentas.

2. Pro-angiogeensete ja anti-angiogeensete faktorite tasakaalustamatus ja
emapoolne vastus endoteliaalsele dusfunktsioonile.

Normal

Myometrium

https://teachmeobgyn.com/pregnancy/medical-disorders/pre-eclampsia/



Angiogeensed faktorid
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* Platsentaarne kasvufaktor (PIGF)

Anti-angiogeenne faktor

e FMS-sarnase turosiini kinaas-1
lahustuvad retseptorid (sFlt-1)

Other
- ’

a Liver Dysfunction

https://diagnostics.roche.com/my/en_us/about-roche-diagnostics/diagram-
magazine/diagram-volume3/predicting-preeclampsia.html



Angiogeensete faktorite toime

* PIGF on vaskulaar-
endoteliaalsete
kasvufaktorite (VEGF)
perekonna liige

* Toetab trofoblasti
kasvu ja feto-

platsentaarse
vereringe arengut.

* PIGF-ga seonduv sFlt-1
neutraliseerib
kasvufaktori poolt
esile kutsutud
veresoonte
formeerumist.

Normal Pregnancy sFIt-1/PIGF ratio
(o) O (@) (@)
Normal pregnancy
sFlt-1

sFIt/PIGF: low

Ploy /PIGF

: : VE( PIGF GI IGS
Y / / SFlt-1

= P e e e O O ey
\ —— Maintenance of

endothelial function

Preeclampsia

(o) O O (@)
Preeclampsia
£
l?‘c’ ._ SFIt/PIGF: >high
= 3 sFlt-1
A,
e /PIGF / VEGH
- PIG/F/
— Insufficient VEGF signaling

Endothelial dysfunction http://clinchem.aaccjnls.org/content/58/5/837



Preeklampsia riskifaktorid

* Esmassinnitaja e autoimmuunhaigus (APS, SLE)

* Preeklampsia eelneva raseduse ajal * vaskulaarne haigus

e Ema vanus: >40 aastat voi <18 aastat » diabeet (raseduseelne voi rasedusaegne)

e Raseduste intervall: * Mitmikrasedus

* kui eelnev rasedus oli normotensiivne — * Rasvumine
pikem intervall (>72 kuu) e Must rass

e kui eelneval rasedusel oli preeklampsia —

N . e Raseduspatoloogia:
[Ghem intervall P &

* hydrops fetalis

* Assisteeritud reproduktsioon: IVF
* |loote kasvupeetus

* Preeklampsia perekonnaanamneesis e abruptio placentae
e Kaasuvad haigused: * raseduse katkemine eelmiste raseduste ajal
* krooniline hiipertensioon * Naine ise oli siinnil (gestatsioonieale) viike

e krooniline neeruhaigus



Preeklampsia tosised nahud ja tagajarjed

Emal

Intrakraniaalne hemorraagia
Platsenta irdumine

HELLP sindroom

Age kopsuddeem

Respiratoorne distress-
sindroom

Age neerupuudulikkus

Suurenenud risk:

* kardiovaskulaarhaiguste
* metaboolse sindroomi
* kroonilise neeruhaiguse

tekkeks

Lapsel

Varased Hilised
e Loote kasvupeetus * PCI
* Oligohiidramnion * Madal 1Q
 Usasisene loote surm ) Kurtus- .

)  Nagemishaire
* Enneaegne sund .

o * |nsuliini
* Madal Apgari hinne resistentsus
e Ebarahuldav loote e Suhkurtobi

sudame I66gisagedus « MIC (IHD)
* Intensiivravi vajadus * Hiipertensioon




7 Th NEW ENGLAND

ey JOURNAL of MEDICINE

ORIGINAL ARTICLE

Aspirin versus Placebo in Pregnancies at High Risk
for Preterm Preeclampsia

Daniel L. Rolnik, M.D., David Wright, Ph.D., Liona C. Poon, M.D., Neil O'Gorman, M.D.,

etal.

August 17, 2017
N Engl ] Med 2017; 377:613-622
DOI: 10.1056/NE]Moal704559

ASPRE trial

https://www.nejm.org/doi/full/10.1056/NEJMoal1704559

Enneaegne PE 13 osalejal (1.6%) aspiriini
rihmas vorreledes 35 (4.3%) platseebo
rihmas (odds ratio aspiirini rihmas 0.38;
95% CI 0.20 - 0.74; P=0.004).
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https://www.nejm.org/doi/full/10.1056/NEJMoa1704559

PRINCIPLES AND PRACTICE 1. Tegemist peab olema olulise tervishoiuprobleemiga.
OF SCREENING FOR 2. Tegemist peab olema ravitava haigusega.

DISEASE 3. Tingimused diagnoosimiseks ja raviks peavad olema
kattesaadavad ja tagatud.

I. M. G. WILSON 4. Haigus on avastatav latentses faasis.
T o 5. Haiguse kindlakstegemiseks on olemas sobiv analiiiis
G JUNGNER vOi uuring.
e othentang, St T ek 6. Kasutatav anallils voi uuring peab olema

rahvastikule vastuvdetav.
7. Haiguse loomulik kulg on selge.

8. Olemas on tervishoiupoliitilised kokkulepped ravi
korraldamiseks.

9. Haiguse avastamisega seotud kulud peavad olema
tasakaalus uldiste tervishoiukuludega.

10. Tegemist peab olema regulaarselt tehtava jatkuva
WORLD HEALTH ORGANIZATION protsessiga, mille kdik lGlid toimivad.
1968
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SUPPLEMENT ARTICLE

The International Federation of Gynecology and Obstetrics
(FIGO) initiative on pre-eclampsia: A pragmatic guide for
first-trimester screening and prevention
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[Correction added on 18 June 2017, after first online publication: the affiliation for Many CXARon has been corrected in this version]
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Tackling Pre-eclampsia

F)FIGO’

infernotional Faderolion of
o  Gynecology and Obatetrics

Definition: Preeclampsia (PE)

= a condifion that affects 2-5% of pregnant women,
usually from around 20 weeks

= high blood pressure + signs of damage to an crgan
system, usually liver and kidneys

early signs = high blood pressure (hypertension) and
protein in urine (proteinuria)

PE is one of the leading causes of maternal +

and perinatal morbidity and mortality.

Globally PE is associated with a variety of
complications
Most common cause of death in women
i with PE is intracranial haemorrhage
each year Life expectancy of women who developed
from BE preterm PE, requiring delivery at <37 weeks,
2l is reduced on average by 10 years
Women in developing countries are ata
higher risk of developing PE
Globally . |nfaﬂ.:s bornh!o .
mothers with PE
soofooo. are atrisk of being
babies die born prematurely —
each year early delivery is
Eam PE the only cure.

Accurate prediction and effective
prevention continue to elude us.

Minor Risk Factors:
Advanced maternal age; nulliparity;
hypertension, renal disease, short and long interpregnancy intervals;

Major Risk Factors:
Pre-existing chronic

assisted reproductive tech ies;
obesity; race; family history of PE

autoimmune diseases;
Previous history of PE

THE SOLUTION

Maternal risk factors alone is NOT a sufficient
tool for the effective prediction of PE.

Both short term and long term consequences
of PE justify efforts to find effective early

prediction and prevention sirategies.

Four useful 0 mean arterial pressure (MAP)

biomarkers for
lacental growth factor
preterm PE prediction (2] ot ‘

at 1 ]_] 3 weeks' uterine artery pulsatility index
gestation: 0 {UTPI)

serum pregnancy associated
O plasma protein-A (PAPP-A}

IDEAL PE SOLUTION

Universal screening:

All pregnant women should be screened for
preterm PE ot 11-13 weeks’ gestation using a
combination of maternal risk factors and
biomarkers. The best model combines
maternal risk factors + MAP, PLGF & UTPI.
PAPP-A can be considered when PLGF & UTPI
cannot be measured.

Where resources are not limited:
Routine screening for preterm PE by maternal risk
factors and MAP should be done in all pregnancies.

Treatment:

Women identified at high risk should receive
aspirin prophylaxis at ~150 mg per night
commencing at 11-14¢ weeks’ gestation.

MAKING A DIFFERENCE

ok: p =
A A

Fight for * Akey barrier to prevention of PE in
hanst LMICs is delayed first antenatal visit or
comprenansive, contact with the health system
EARLY + Compel women of the benefits of o first
antenatal antenatal visit early in the first trimester
visits for all - Remove balr;ilers fo ﬁ:\dt:r;ol care such
- as acceplability, a ility,
OIS accessibility and quality
* Integrate PE risk ossessment as an
integral part of basic first frimester
evaluation profocol
Push for Priorifise provider educalion, consistent
harsi adherence to clinical guidelines and
comprehensive improvement in referral pathways
Workforce, availability of essential
d:?s, informafion saiems, governance
and financing must be addressed
approach:

Demand greater international attention on PE and 1o
the links between maternal health and non-communicable
diseases {NCDs) on the SDG agenda.

All countries have an obligation to implement the best PE
testing and management practices they can

skill development of primary hedlth care providers
on risk assessment, accurate BP measurément, counseliing,
ensuring aspirin availability and adherence to drug freatment
and follow:up = biggest difference to PE oulkcomes.

Cost effectiveness of early PE pradiction shows substantial
cost saving; prevention and freatment save lives.




Preeklampsia varane skriining

FIGO soovitused, 2019:
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Ema andmed, anamnees ja varasem preeklampsia
anamnees esimese trimestri skriiningu jaoks

Ema kehakaal, kg
Ema pikkus, cm

Kroonilise hiipertensiooni anamnees
Suhkurtdve anamnees: 1. tulipi, 2. tulpi, insuliini kasutamine

Slisteemse erliitematoosse luupuse voi antifosfolipiidsindroomi anamnees



Vererohk

* MAP — mean arterial pressure — arvutatakse slistoolse (sBP) ja
diastoolse (dBP) vererdhu vaartuste alusel.

MAP=dBP+(sBP-dBP)/3

Parim praktika: molemalt kasivarrelt kordusmootmisega 1 minutilise vahega.
Eelnevalt 5-minutiline puhkus.

Back supported

0l

Arms supparted at
the level of the heart
v

‘—-; ————————— v d el ¥

Legs uncrossed Position for adjustable chair Position for adjustable table

PerkinElmer Life and Analytical Sciences, wileyonlinelibrary.com



Verevoolu pulsatiilsusindeks emakaarterites
(UTPI)

 Ultraheliuuring peab olema labi viidud nduetekohaselt Fetal Medicine
Foundation’i (FMF) sertifikaati omava spetsialisti poolt.

e Kasutatakse pulsi-laine Dopplerit.
 UTPI moodetakse 3 jarjestikuse sarnase laine pdhjal.

Fetal Medicine Foundation, wileyonlinelibrary.com



Seerumi biomarkerid

Platsentaarne kasvufaktor seerumis
(S-PIGF)

* Sisaldus veres " progresseeruvalt
raseduse jooksul, tipnedes 30.
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Placental growth factor concentration

rasedusnadalal, mille jargselt { . » o -
* Preeklampsia korral on sisaldus o 5
. G Q
suhteliselt madalam kogu raseduse
Vé | te | . 22::1:2:; ) 30 wleeks Te'rm
Rasedusega seotud plasma proteiin A https://www.nature.com/articles/jhh201761

seerumis (S-PAPP-A)

* sisaldus on madal ainult osal (<23%)
PE-ga rasedatest.



Preterm PE Term PE

Risk cut-off for PE

Method of screening <37 wk AUC DR % (95% CI) AUC DR % (95% Cl)

Maternal nisk factors 1in 62 0.788 Ifd-ﬂ-‘i—r—‘l?.i'] 0.735 33.5(31.0-36.2)

Matemal nsk factors plus
MAP (baseline) 1inél 0.841 50.5 (46.1-54.9) 0776 382 (35.6-40.9)
UTPI 1in &0 0.853 58.4 (54.0-62.7) 0.733 352 (32.6-37.8)
PAPP-A 1inél 0.810 485 (44.1-52.9) 0.734 352(327-37.9)
PLGF 1iné62 0.868 60.56 (56.3-64.9) 0.745 345 (32.0-37.2)
MAP, UTPI 1inél 0.891 68.4 (64.1-72.3) 0772 414 (38.8-44.2)
MAP, PAPP-A 1in &0 0.855 55.8 (514-60.1) 0.774 391 (356.4-41.8)
MAP, PLGF 1in &5 0.895 66.1(61.8-70.2) 0777 393 (356.7-42.0)
UTPI, PAPP-A 1in &0 0.861 59.2 (54.8-63.5) 0.735 36.3 (33.7-39.0)
UTPI, PLGF 1in 62 0.892 66.9 (62.7-70.9) 0744 369 (34.3-39.5)
PLGF, PAPP-A 1in 62 0.869 63.5 (59.2-67.6) 0.745 35.7(33.1-38.4)
MAP, UTPI, PAPP-A 1inél 0.896 68.2(63.9-72.1) 0773 406 (37.9-43.3)
MAP, PAPP-A, PLGF 1in &5 0.896 67.3(63.1-71.3) 0777 393 (356.7-42.0)
MAP, UTPI, PLGF 1in 66 0.915 748(70.8-78.5) 07756 410(38.3-43.7)
UTPI, PAPP-A, PLGF 1in &3 0.892 682 (63.9-721) 0.745 36.9 (34.3-39.6)
MAP, UTPI, PAPP-A, PLGF 1in 66 0.916 748 (70.8-78.5) 0777 413(38.7-441)

Poon LC, Rolnik DL, Tan MY, et al. ASPRE trial: Incidence of preterm pre-eclampsia in patients fulfilling ACOG and NICE criteria according to risk by FMF algorithm, 2018
61 174 1 lootega rasedat, kellest 1770 (2.9%) tekkis PE, vale-positiivsusmaar 10%.



FIGO soovitused enneaegse PE
ennustamiseks ja ennetamiseks

Maternal

characteristics, +
medical and

obstetnical history

Measurement of + Measurement of
MAP PLGF

+ Measurement of
UTPI

Uhe-etapiline skriining
kui 1. trimestri rutiinse
hinnangu osa

I

Combined risk assessment with
maternal risk factors, MAP, PLGF
and UTPI at 11-13*¢ wks

v

Screened low risk
<1in 100

v

v

Screened high risk
>1in 100

Routine prenatal care

v

Aspirin <150 mg at
night from 11-14*¢ wks
until 36 wks

FIGURE 5 Pathway of preterm pre-eclampsia screening and prevention.




Preeklampsia varane skriining ITK-s

e Alates 2018. veebruarist

» Koigile ITK-s arvel olevatele
rasedatele koos 1. trimestri loote
kromosoomhaiguste skriininguga

e Seerummarkerid PIGF ja PAPP-A

* Maaramismeetod:
* Thermo Scientific B:R-A-H-M-S
* PIGF plus KRYPTOR
 PAPP-A KRYPTOR
Immuunofluorestsentsmeetod

HK kood 66714 (28,24 €)




Preeklampsia (PE) riski hindamine ja diagnostika
raseduse 2.-3. trimestril

* PE risk esineb iga raseduse puhul

* PE on raseduse, kui protsessi resultaat, mis enamasti ei avaldu, kuna
rasedus jouab enne |opule.

* Dgn “"kuldstandard’: huiipertensioon ja proteinuuria
e Kliiniline avaldumine varieeruv
* Peale avaldumist seisund kiiresti kriitiline
* Vajalik biomarker, mis voimaldaks PE ennustada/valistada
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Biomarkerid PE diagnostikas

* sFlt-1 - FMS-sarnase tlrosiini kinaas-1 lahustuvad retseptorid

* PIGF — platsentaarne kasvufaktor (placental growth factor)

e PE puhul ema veres sFlt-11" ja PIGF {, - patogeneetilised faktorid

* FMS-sarnase tiurosiini kinaas-1 lahustuvate retseptorite ja platsentaarse

kasvufaktori suhe

o Korge sFlt-1/PIGF suhe on seotud suurenenud preeklampsia riskiga ja
on parem riskiindikaator kui kumbki marker Gksikuna

e PE valistamine
e PE riski hindamine

* PE diagnostika— abiuuring PE diagnoosimiseks muude kliiniliste
tunnuste esinemisel



Madala-doosi
aspiriinravi _ . o
alustamine < 16 nid Preeklampsia esimeste kliiniliste
simptomite teke (hlipertensioon,

proteinuuria)

Preeklampsia
varane skriining
11-13 nad

sFIt/PIGF maaramine preeklampsia diagnoosi kinnitamiseks véi valistamiseks

sFIt/PIGF maaramine tlisistuste prognoosimiseks

8 B 10 " 2 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 a2 33 34 '3 3& 37 38 30 40
Rasedusnadal :
Varase algusega (raske) preeklampsia Hilise algusega
(mdddukas)

preeklampsia
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Preeklampsia riski hindamine 2., 3. trimestril:
sFIt-1/PIGF suhe

Esimese trimestri PE sOeluuring ei pruugi avastada hilise avaldumisega (stinnitus
peale 34. n) preeklampsiat, mis moodustab 2/3 kdigist PE juhtumitest

sFlIt-1/PIGF suhet kasutatakse Freeklampsia (PE) valistamiseks spetsiifilisel kdrge
riski patsientide populatsioonil.

Negatiivne ennustusjoud PE valistamiseks Ghe nadala jooksul on erinevate
uuringute pohjal 99 — 100%

sFlt-1/PIGF naidustused:

 valistada algav PE
 valtida ebavajalikku hospitaliseerimist
e avastada korge riskiga rasedad, kes vajavad intensiivset jalgimist

Kahe biomarkeri suhte kasutamine on hadavajalik
* PE riskiga rasedad
* PE diagnoosimine on keerukas simptomite puudumise voi kaasuvate haiguste tottu



Preeklampsia diagnostika

10000 . Q

g
_g’ 1000
L
- |
u_ 100
g
- Cut-off = 85
i 10 |
i
7]

i

|
Controls Pre-aclampsia

At a cut-off of 83 for the sFIt-1/PIGF ratio, the sensitivity and specificity for diagnosing pre-eclampsia are 95% and
o4%, respectively.

www.brahms.de



Preeklampsia diferentsiaaldiagnostika

e Raseduse ajal vdivad esineda ka muud htpertensiivsed seisundid
peale PE, nagu rasedusaegne hlupertensioon voi krooniline
hiipertensioon.

* Hipertensiooni avaldumine raseduse ajal voi eelnevalt esinenud
hipertensiooni halvenemine ilma proteinuuriata on keerukad
olukorrad, kus on hadavajalik valistada PE.



PE diferentsiaaldiagnostika ja riski hindamine

* Nii PE kui kroonilise neeruhaiguse (CKD) puhul esinevad proteinuuria,
hlpertensioon ja progresseeruv neerukahjustus

* sFIt-1/PIGF suhe vboimaldab PE ja CKD eristada
e CKD puhul sFlt-1, PIGF ning sFlt-1/PIGF suhe normaalsed
* PE puhul sFlt-1/PIGF suhe oluliselt kdrgem

 Teisel trimestril mo6odetud PIGF vdib olla varase algusega PE ennustaja
kdrge riskiga Ulekaaluliste ja rasvunud rasedate puhul. Normaalse- ja
alakaalu puhul seda ei ole taheldatud.



PROGNOSIS uuring

* sFIt-1/PIGF <38 vilistab soltumata rasedusnéadalast PE ja loote
tusistused kliinilise kahtlusega rasedatel 1 nadala jooksul 99.3% (NPV)
toenaosusega

* sFIt-1/PIGF > 38 ennustab preeklampsiat 4 ndl jooksul (PEJ 36.7%) ja
lUhemat aega sunnituseni



sFIt-1/PIGF suhte
otsustuspiirid

e <38 valistab PE
* 1ndljooksul (NPV 99,3%)
* 2ndljooksul (NPV 97,5%)
* 4 ndljooksul (npv 94,3%)

Table 1
* >85 Soluble fms-like tyrosine kinase receptor-1 (sFlt-1)/'placental growth factor (P1GF), ratio cut-offs for
* Hospitaliseerida prediction and diagnosis of pre-eclampsia (PE) 1n singleton pregnancy
e 38-85
e Kordusanalidis 1 ndl jooksul Cut-off

Utility of sF1t-1/PIGFE ratio Earlv onset (< 34 weelis) Late onset (= 34 weeks) Reference

Suspicion of PE 38 3% Foisler of gl 2

Diagnosiz of PE 83 110 Verlohren ef al 22




Moju diagnostilistele otsustele

The
2016

Preeclampsia Open Study (PreQS)

e Arstid olid oma kliinilistes otsustes vabad

* Arstid dokumenteerisid oma planeeritavad protseduurid enne ja

parast sFlt-1/PIGF suhte teadasaamist

* Tulemused, jareldused. sFlt-1/PIGF suhe :

Muutis esialgset hospitaliseerimise otsust 16,9% juhtudest.
Muudetud otsus osutus digeks.

<33 - vaike risk tusistusteks

>85 - suur risk tiisistusteks

Ei asenda teisi patsientide jalgimise meetodeid

Kasutada teiste diagnostiliste vahendite kontekstis

Kasutada ainult kdrge PE riski puhul

Vahepealse riskiga rasedate jalgimistaktika vajab tapsustamist
- 38-85 (varase algusega (20+0 — 33+6 n) preeklampsia)
- 38-110 (hilise algusega (234 n) preeklampsia)
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Results
i
In 16.9% of mothers (20/118) the hospitalization decision was changew Cor Stey, o,
% '3
the ratio. In 13 women (11.0%), the initial decision to hospitalize was changéan. S 85"//?7 4
talization. In seven women (5.9%) the revised decision was hospitalization. All reviseu ’ e’ma,,y

decisions were considered appropriate by the panel of adjudicators (McNemar test;
p < 0.0001).
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sFlt-1/PIGF in Preeclampsia Decision Making

Conclusions

The use of the soluble fms-like tyrosine kinase 1/placental growth factor test influenced clin-
ical decision making towards appropriate hospitalization in a considerable proportion of
women with suspected preeclampsia. This is the first study to demonstrate the impact of
angiogenic biomarkers on decision making in a routine clinical practice.




Tulu/Kulu

* Hospitaliseerimine vahenes PROGNOSIS uuringus lle 50%
 Patsiendi jaoks vahem ebavajalikku stressi ja hirmu

* Majanduslik kasu

e KoduslUinnituse eelselt vajalik hinnata PE riski



PE seerumimarkerid ITK-s

e Kasutusel 2018. a veebruarist

e Aspiriinravi saanuid u 15 %

* Tusistusi ravist pole olnud

* Preeklampsia juhte vahem

* Raskeid preeklampsia juhte pole olnud

e 1. trim hinnata koos muude parameetritega

* sFIt-1/PIGF suhe on kasutatav alates 20 rasedusnadalast

* sFIt-1/PIGF suhe vahem kasutatud, vastavalt kliinilisele vajadusele



Taname kuulamast!



AspIriin

BayerTablets
B Aspirin §
2N -

In 1543 BC the Egyptians used extracts from the
willow tree for pain relief.

In 400 BC Hippocrates used powder made from the
bark and leaves of the willow tree for headaches,
pains and fevers.

In 1828 Johann Buchner at the University of Munich,
extracted the active ingredient of the willow plant
and called it salicin (Latin term for willow).

In 1915 Bayer developed aspirin tablets.

In 1979 Crandon and Isherwood reported that
women who had taken aspirin regularly during
pregnancy were less likely to have PE than women
who had not.

The Fetal Medicine Foundation



