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MORTALIDADE MATERNA
Capital, Interior e Geral
Estado de Sao Paulo - 1960 a 2001

coeficiente de mortalidade materna por 100.000 nascidos vivos
fonte: Laurenti et al 1993 (1960-1990); Fundagcao SEADE (1991- 2001)
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Proporcao de mortes maternas por HA em
relacao ao total de Mortes Maternas
Brasil (Datasus), 2001 — 2004
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2 Desperate Housewives star had
pre-eclampsia

Marlborough, MA native and
“Desperate Housewives™ star
Marcia Cross is the People
Magazine cover girl in its latest
issue, talking about how lucky
she feels to have beaten
infertility, survived nine weeks
of bedrest, filmed “Desperate
Housewives™ from her house,

dealt with pre-eclampsia and
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MODULAGAO DO TONUS VASCULAR
MODULAGAO DA COAGULAGAO




MECANISMOS DA PRE ECLAMPSIA

Genéticos
Imunologicos
Nutricionais

1

Anomalia na angiogénese feto placentaria

Estresse
oxidativo

)

1

Invasao trofoblastica
inadequada

1

Disfuncédo endotelial

1

)

Hipertensao arterial e proteinuria

1

Pré eclampsia

Outros mecanismos:
citocinas
Fator endotelial




Sudden weight gain High blood pressure
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Hipertensao Gestacional

PROTEINURIA

Pré-eclampsia

Hipertensao cronica

Prée-eclampsia superposta
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FORMAS BENEFICAS DE ASSISTENCIA

FORMAS DE ASSISTENCIA INEFICAZES OU
PREJUDICIAIS
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World Health Organization

Systematic Review of Screening Tests for Preeclampsia
Conde-Agudelo A, Villar J, Lindheimer M.
Obstetrics & Gynecology 2004;104:1367-1391

Objetivo: Avaliar a utilidade de testes clinicos, biofisicos e bioquimicos para
predicao de pré-eclampsia.

Fonte de dados: MEDLINE (1966 to February 2003), EMBASE, Popline,
CINAHL, and LILACS plus reference lists, conference proceedings,
textbooks, and contact with experts.

Estudos selecionados: coortes e transversais relacionados a testes
preditivos (estudos caso-controle excluidos)
7191 artigos selecionados, sendo 87 relevantes incluindo 211369 gestantes

CONCLUSAO: Até o ano de 2004, nao ha evidéncias de utilidade ou
eficiéncia de algum teste para o rastreamento de pré-eclampsia.




PRE-ECLAMPSIA
FATORES DE RISCO

caracteristica risco relativo

PAD 80 — 89 na primeira consulta 1,01 -1,87
|dade > 40 anos primipara 1,23 - 2,29
ldade > 40 anos multipara 1,34 — 2,87
IMC > 35 na primeira consulta 1,56 — 2,88
Historia familiar 1,70 — 4,93
Nuliparidade 1,28 — 6,61
Gestacao multipla 2,04 — 4,21
Diabete melito pré-existente 2,94 — 4,99
Historia pregressa de PE 9,85 — 8,83
Anticorpo antifosfolipide 434 —21,75




HIPERTENSAO
GESTACIONAL

Hipertensao apoés 20
semanas, também chamada
“transitoria”’, SEM
PROTEINURIA.

PRE-ECLAMPSIA

« Hipertensiao e PROTEINURIA,
apos a 20° semana.

Gravidade:

PA>ou=a160 x 110
mmHg.

Proteinuria > 2g/24h.
Creatinina plasmatica > 1,2.
Plaquetas < 100 mil.
Elevacao transaminases.
Sintomas cerebrais.

Dor epigastrica.




PRE-ECLAMPSIA GRAVE
ABAIXO DE 34 SEMANAS




LEITE UHT DESNATADO

INDOSTRIA BRASILEIRA

1 litro

AVISO IMPORTANTE: ESTE PRODUTO NAO DEVE SER USADO PARA
ALIMENTAR CRIANCAS, A NAO SER POR INDICACAO EXPRESSA DE MEDICO
OU NUTRICIONISTA. O ALEITAMENTO MATERNO EVITA INFECCOES E
ALERGIAS E E RECOMENDADO ATE 0S 2 (DOIS) ANOS DE IDADE OU MAIS.




CALCIO PREVINE PRE-ECLAMPSIA?

Rewview: Calcium supplementation during pregnancy for preventing hypertensive disorders and related problems
Companson: 01 Routine calcium supplemantation in pregnancy by hypertension risk
Outcome: 02 Pre-eclampsia

Study Cdcium Placebo Relative Risk (Random) Relative Risk (Random)
néN n/N a5% Cl 5% CI

01 Low-risk women
Belizan 1991 1575679 2371588 —a— 0.66 [0.35, 1.26 ]

CPEP 1997 158 /2163 168 /2173 - 094 [D.77,1.16]
Crowther 1999 107227 237229 0.44 [0.21,0.90]
L-Jaramillo 1989 2455 12751 : 0.15 [0.04, D.66 ]
Purwar 1996 2797 11793 Z 017 [0.04,0.77 ]
Mllar 1987 1/25 3717 . 0.36 [0.04,3.24]

Subtotal (95% CI) 188 /3145 240 /3161 ; 0.49 [D0.28, 0.87 )
est for heterogeneity chi-square=15.10 df=5 p=0.0099
est for overall effect=-2.44 p=0.01

D2 High-risk women
L-Jaramillo 1990 0722 8734 . 0.09 [0.01
L-Jaramillo 1997 47125 217135 0.21 [0.07
Niromanesh 2001 1415 715 2 0.14 [D.02
$-Ramos 1994 4;29 15734 0.31[0.12
llar 1990 0/90 3788 : 0.14 [0.01

Subtotal (95% CI) 97281 54 /306 . 0.22 [D.12
est for heterogeneity chi-square=1.23 df=4 p=0.8737

est for overall effect=-4.62 p<0.00001

otal (35% CI) 197 /3427 204 /3467 0.35 [D.20
est for heterogeneity chi-square=31.44 df=10 p=0.0005

ast for overall effect=-3.82 p=0.0001

T

Atallah AN, Hofmeyr GJ, Duley L. Calcium supplementation during pregnancy for preventing
hypertensive disorders and related problems (Cochrane Review). In: The Cochrane Library, Issue
2, 2007. Oxford: Update Software.




An individual patient data review of antiplatelet agents for
the preventlon of pre-eclamp5|a and |ts consequences

THE COCHRANE
COLLABORATION®
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Health Services Research
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Pre-eclampsia (ordered by effect size)

Study Antiplatelets Relative Risk (fixed effect)
n/N 95% Confidence Interval
Israel 1989 1/33 7129 <
Finland 2002 2/43 10/43 <
USA 1993 5/301 17/301 4+—m
Australia 1995a 1/9 4/11 <45
China 1996 4/40 12/44 < |
Spain 2003 11/174 22/167 |
South Africa 1988 4/29 4/14 < |
Australia 1993 5/54 9/52 < |
Australia 1996 4/52 7/50 < |
EPREDA 1991 17/155 12/74
USA 1993a 43/1485 60/1500 —i T
China 1999 11/118 9/75 ||
USA 1994 5/26 6/26 |
UK 2003 50/280 56/280 —i—
ECPPA 1996 66/514 76/533
CLASP 1994 452/4010 501/4006
BLASP 1998 81/1821 88/1816
USA 1998 212/1254 217/1249
Zimbabwe 1998 23/123 23/127
Australia 1996a 1/27 1/28 < |
ERASME 2003 28/1632 26/1637 |
Jamaica 1998 172/3135 156/3124 -l
PERGAR 1991 19/153 15/142 |
Finland 1997 4/13 2/13 | —>
Total 1221/ 15481 1340/ 15341 0 RR 0.90 (95% CI 0.84-0.97) p= 0.004
0.2 0.5 1 2 5

Test for heterogeneity: Chi2 = 31.19, df = 23 (P = 0.12), I = 26.3%

Favours antiplatelets

Favours control




Main outcomes

Outcomes Trials; n (95% CI)

Pre-eclampsia 24; 30,822

Preterm delivery <34wk 26; 31,232 (0.83,0.98)

Sjullblrth / death before 23: 30,672 : (0.81, 1.03)
discharge

SGA baby 20; 21,426 (0.81, 1.01)

Pregnancy with serious 13; 17,382 (0.85, 0.96)
adverse outcome*

*where either
mother dies or develops pre-eclampsia, or
any baby is preterm (<34 wks), SGA or dies in utero or before discharge
maternal morbidity not included due to insufficient data




Publication: Lancet 2007, 369;1791-8

Antiplatelet agents for prevention of pre-eclampsia: > W %
a meta-analysis of individual patient data

LisaM Askie, Lelia Duley, David | Henderson-Smart, Lesley A Stewart, on behalf of the PARIS Collaborative Group*

. Al

Aspirina funciona

Moderado (10%) mas consistente reducao de importantes
desfechos maternos ¢ fetais

Nao ha diferencgas evidentes para identificar beneficios para
grupos especificos de risco

Futuras pesquisas sao necessarias para identificar formas de
predicao e identificar risco

Aspirina tem boa aceitabilidade e seguranca

Aspirina ¢ barata ¢ amplamente disponivel




“Management of hypertension in pregnancy:
too many guidelines, very little data”

Baha Sibai
14° Congresso Mundial

Sociedade Internacional para o Estudo da Hipertensdo na Gravidez
Viena, 2004




Rewview:

Reduced salt intake compamred to normal dietary salt, or high intake, in pregnancy
Comparnson: 01 Low vs normal salt intake in pregnancy

Outcome: 01 Hypertension
Study low sakt high/normal salt Relative Risk (Fixed) Wieight Relative Risk (Fixed)
n/N n/N a5% ClI (%) 95% CI
MNetherands 1997 137110 167132 100.0 0.97 [0.49, 1.94]
otal (35% CI) 137110 167132 100.0 0.97 [D.49, 1.94]

est for heterogeneity chi-square=0.00 df=0
est for overall effect=-0.07 p=0.9

Review:

_._
IR

low salt

DIETA
HIPOSSODICA?

Reduced salt intake compared to normal dietary salt, or high intake, in pregnancy

Comparnison: 01 Low vs normal salt intake in pregnancy

Outcome: 02 Pre-eclampsia

low =3t
n/N

Study

high/normmal salt Relative Risk (Fixed)
n/N a5% ClI

5 10
high/normal =alt

Relative Risk (Fixed)
a5% Cl

27110
87134

Netherdands 1997
MNetherands 1998

otal (35% CI) 10 /294

17132 »

8177

/309

est for heterogeneity chi-square=0.49 df=1 p=0.4857

est for overall effect=0.23 p=0.2

2.40 [0.22, 26.12 )
0.96 [0.37, 2.51]

1.11 [0.45, 2.66 ]




Consumo de sal na gestacao

Duley L , Henderson-Smart D. Reduced salt intake compared to
normal dietary salt, or high intake, in pregnancy (Cochrane
Review). In: The Cochrane Library, Issue 2, 2005. Oxford: Update
Software.

“O consumo de sal durante a gestacao,

deve se manter como uma questao de
preferéncia pessoal”




Hipertensao gestacional
Pré-eclémpsja
APRESENTACAO CLINICA LEVE

v'Drogas hipotensoras

v Outros - magnésio
- precursores de prostaglandinas
- antioxidantes




HIPOTENSORES NA HIPERTENSAO LEVE E MODERADA

Rewview: Fatihypertensive drug thergpy for mild to moderate hypertension during pregnancy
Comparnison: 02 Aay antihypertensive drug wersus none (subgrouped by type of hypertensive disorder at trial entry)
Outcome: 01 Severe hypertension

Study Treatment Control Relative Risk (Fixed) Relative Risk (Fixed)
n/N niN a5% Cl as% Cl

01 hypertension alone
South Africa 1991 0s12 11720 B b 0.07 [0.00, 1.09]
Sweden 1985 0786 6782 4 i 0.07 [0.0D, 1.28]
UK 1989 5770 15774 2 0.35[0.14,092)

Subtotal (95% CI) 57168 327176 P S : 0.21 [D.09,0.42 ]
est for heterogeneity chi-square=2.27 df=2 p=0.3208
ast for overall effect=-3.61 p=0.0003

D2 hypertension + proteinuria
USA1987a 5792 i 0.36 [0.14,0.97 ]

Subtotal (85% CI) 5792 A 0.36 [D.14,0.97 ]
est for heterogeneity chi-square=0.00 df=0
est for overall effect=-2.02 p=0.04

D2 chronic hypertension
UK 1990 0D/16 217 3 0.21 [0.01,4.10]
UsA 1979 2129 3729 Y 067 [0.12,3.70]
USA 1990 107173 10790 A 052 [0.22,1.20]

Subtotal (35% CI) 127218
est for heterogeneity chi-square=0.44 df=2 p=0.8037
est for overall effect=-1.85 p=0.06

157136 ; 0.50 [0.24, 1.04]

04 unclassified/mixed
Caribbean 15.1990 5/78 11476 X 0.44 [D.16,

Hong Kong 1990 6420 10721 X 0.63 [0.28,
Israel 1992 6430 15730 : 0.40 [0.18,
ftaly 1997 4750 10450 . 0.40 [0.13,
ftaly 1998 367132 394129 0.90 [0.62,
Sweden 1934 1426 0426 3 3.00 [D.13,
Sweden 1995 a/58 3759 X 1.14 [0.47,
UK 1976 a/117 224123 0.43 [0.21,
UK 1932 3764 13462 g 0.22 [0.07
UK 1933 2460 7480 b 0.29 [0.06

Subtotal (85% CI) 217635 135 /636 X 0.60 [D.47
est for heterogeneity chi-square=13.56 df=9 p=0.1387
est for overall effect=-4.06 p=0.0001

otal (95% CI) 10371113 196 £ 1042 0.52 [D.41
est for heterogeneity chi-square=21.45 df=16 p=0.1612
est for overall effect=-5.95 p<0.00001

Abalos E, Duley L, Steyn DW, Henderson-Smart DJ. Antihypertensive drug therapy for mild to moderate
hypertension during pregnancy (Cochrane Review). In: The Cochrane Library, Issue 2, 2005. Oxford: Update Software.




HIPOTENSOR PREVINE PRE-ECLAMPSIA?

Rewview: Aatihypertensive drug thergpy for mild to moderate hypertension during pregnancy
Comparnson: D2 Say antihypertensive drnug versus none (subgrouped by type of hypentensive disorder at tnial entry)
Outcome: 02 Proteinunapre-eclampsia

Study Treatment Control Relative Risk (Fixed) Relative Risk (Fixed)
n/N n/N 5% ClI a5% ClI

01 hypertension alone
Ireland 1991 1417 Gs19 i 019 [D.0Z, 1.39]

South Africa 1991 1712 5720 1 0.33 [D.04, 2.52]
Sweden 19385 10736 6782 i 1.59 [D.6D, 4.17 ]
UK 1939 31/70 45 /74 0.73 [D.53,1.00]
UK 1992 13751 17 /63 : 094 [D.51,1.76 ]
UsA 1987 5513 4512 5 1.15 [0.40, 3.31 ]

Subtotal (95% CI) 617249 837270 z 0.80 [D.62, 1.05]
est for heterogeneity chi-square=5.74 df=5 p=0.3323
est for overall effect=-1.63 p=0.1

D2 hypertension + proteinuria
UsA 1987a 10792 6/94 ” 1.70 [D.65,

UsA 1992 16 798 10799 . 1.62 [D.77,

Subtotal (35% Cly 26 £ 190 16 /193 ; 1.65 [D.92,
est for heterogeneity chi-square=0.01 df=1 p=0.9332
est for overall effect=1.67 p=0.1

02 chronic hypertension
UsAa 1979 1729 37529 d 0.33 [D.04,

UsA 1990 307173 14790 3 1.11 [D.BZ,

Subtotal (95% CI) 314202 17 /119 H 1.01 [D.58,
est for heterogeneity chi-square=1.09 df=1 p=D.2975
est for overall effect=0.02 p=1.0

D4 unclassified/mixed
Caribbean 1s.1990 TiTE TITE X 0.97 [D.36,
Israel 1992 1729 3728 . 0.32 [D.04,
ftaly 1993 297125 127118 g 1.52 [D.29,
Sweden 1934 6 /26 G /26 3 1.00 [D.37,
Sweden 1995 18747 10 /54 : 2.07 [1.06,
UK 1963 15752 17748 X 0.81 [D.495,
UK 1976 65117 57125 . 1.28 [0.40,
UK 1932 4764 9/62 K 0.43 [D.14,
UK 19383 3751 10753 . 0.31 [D.09,

Subtotal (95% CI) 89 /539 85 /590 7 1.04 [D.80,
est for heterogeneity chi-square=14.02 df=8 p=0.0813
est for overall effect=0.29 p=0.8

otal (95% CI) 207 £1230 20171172 0.99 [D.84,
est for heterogeneity chi-square=26.62 df=18 p=0.0863
est for overall effect=-0.10 p=D.9

2

Fawvours treatment Favours




HIPOTENSOR REDUZ MORTALIDADE PERINATAL?

Rewview: Aatihypertensive drug thergpy for mild to moderate hypertension during pregnancy
Comparison: 02 fay antihypertensive dnug versus none (subgrouped by type of hypertensive disorder at trial entry)
Outcome: D3 Total reported fatal or neonatal death

Study Treatment Control Relative Risk (Fixed) Relative Risk (Fixed)
n/N n/N a5% ClI a5% CI

01 hypertension alone
Ireland 1991 27517 1719 2 2.24[D0.22,22.51]

South Africa 1991 3712 G20 . 033 [D.25,273]
Sweden 1985 3786 1782 2 286 [D.30,2695]
UK 1939 0s70 0s74 . Mot estimable

UK 1992 0s51 2763 . 025 [D01,502]
UsSA19s87 0s13 0712 . Not estimable

Subtotal (5% CI) 87249
est for heterogeneity chi-square=2.21 df=3 p=0.5294
est for overall effect=0.16 p=0.9

107270 . 1.07 [D.45, 254 ]

02 hypertension + proteinuria
UsSA1987a < 3.03 [D.12,73.50]

UsSA 1992 . Not estimable

Subtotal (85% CI) 3 3.03[0.12,73.50 ]
est for heterogeneity chi-square=0.00
est for overall effect=0.68 p=0.5

032 chronic hypertension
UK 1990 1715 ¢ 281 [0.12,63.83]

Us”~ 1979 0729 R 033 [DD1,786]
UsA 1990 37195 R 076 [D.13,448]

Subtotal (95% Cl) 47230 . 0.85 [0.23,3.14]
est for heterogeneity chi-square=0.92 df=2 p=0.6325
est for overall effect=-0.24 p=0.8

D4 unclassified/mixed
Caribbean Is.1990 2/78 3776 A 065 [D.11,3.78]

Israel 19363 0Ds21 0/s23 i Mot estimable
Israel 1992 1730 030 : 3.00 [D.13,70.83]
Israel 1995 0/36 0s15 . Mot estimable
ftaly 1997 0/s50 0s51 . Mot estimable
ftaly 1993 67132 7i1z9 034 [0.29,243]
Sweden 1934 0/26 1726 X 0.33[0.01,7382]
Sweden 1995 0/54 0757 . Mot estimable

UK 1968 6752 97438 062 [0.24,160]
UK 1976 17117 95125 - 0.1z [DD2,092]
UK 1982 0/649 0/62 . Mot estimable

UK 1933 1760 2760 5 0.50 [D.D5,5.37 ]

Subtotal (35% CI) 17 7720
est for heterogeneity chi-square=4.05 df=6 p=0.6705
est for overall effect=-2.09 p=0.04

317702 . 0.55 [0.31,096]

otal (35% CD 30 /1409 44 /1318 071 [0.46, 109]
est for heterogeneity chi-square=38.97 df=14 p=0.8331
est for overall effect=-1.58 p=0.11

2 5
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USO DE HIPOTENSORES E RCF?

Abalos E, Duley L, Steyn DW, Henderson-Smart DJ. Antihypertensive drug therapy for mild to
moderate hypertension during pregnancy (Cochrane Review). In: The Cochrane Library, Issue
2, 2005. Oxford: Update Software

Rewview: FAatihypertensive drug thergpy for mild to moderate hypertension during pregnancy
Comparson: D2 fay antihypertensive drnug versus none (subgrouped by type of hypentensive disorder at tral entry)
Outcome: 05 Small for gestational age

Study Treatment Control Relative Risk (Fixed) Relative Risk (Fixed)
n/N n/N a5% ClI as5% Cli

01 hypertension alone
South Africa 1991 1710 3713 : 0.43 [D.05, 3.57 ]

Sweden 1985 G /386 4,82 . 143 [0.42, 489 ]
UK 1989 G /70 1774 . 6.34 [D.78,51.37 ]
UK 1992 6/51 5763 A 1.48 [D.45, 458 ]
UsSA 19387 0/13 3712 4 0.13 [D.01,2.33]

Subtotal (95% Cl) 197230 16 7244 X 1.28 [D.63, 2.42 ]
est for heterogeneity chi-square=5.76 df=4 p=0.2175
est for overall effect=0.78 p=0.4

D2 hypertension + proteinuria
UsSA 19873 12794 9/s97 : 206 [D9s

UsA 1992 15799 137101 1.18 [D.59

Subtotal (35% CI) 337193 227198 2 1.54 [D.93
est for heterogeneity chi-square=1.17 df=1 p=0.279
est for overall effect=1.68 p=0.09

02 chronic hypertension
UK 1990 5715 0714 X 10.21 [D.62, 17097 ]
UsA 1979 4729 4729 . 1.00 [D.28,3.62]
UsA 1990 137173 2790 % 0.85 [D.36, 1.96]

Subtotal (35% CI) 221217
est for heterogeneity chi-square=3.02 df=2 p=0.221
est for overall effect=0.58 p=0.6

127133 2 1.21 [D63,2.31]

D4 unclassified/mixed
Caribbean I1s.1990 TiVE a9/76 & 0.76 [D.30, 193]

Hong Kong 1990 3718 4720 2 0.83 [D.22,3.23]
Israel 1995 13736 4715 . 1.35 [D.53,3.48]
ftaly 1993 267129 325127 080 [D.51,1.26]
UK 1976 37100 Ds102 X 714 [D.37,136.46 ]
UK 1932 12764 11762 . 1.06 [D.50, 2.21]
UK 1933 9/59 3/58 . 1.11 [D.46, 267 ]

Subtotal (35% CID 737484 68 7460 2 096 [0.71,1.30]
est for heterogeneity chi-square=3.35 df=6 p=0.7633
est for overall effect=-0.26 p=0.8

otal (35% CI) 147 /1124 112 /1035 1.13 [D.91
est for heterogeneity chi-square=16.10 df=16 p=0.4463
est for overall effect=1.11 p=0.3

2 5
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USO DE HIPOTENSORES E RCF?

Abalos E, Duley L, Steyn DW, Henderson-Smart DJ. Antihypertensive drug therapy for mild to
moderate hypertension during pregnancy (Cochrane Review). In: The Cochrane Library, Issue
2, 2005. Oxford: Update Software

Rewview: Oral beta-blockers for mild to moderate hypertension during pregnancy
Comparison: 02 Beta-blocker versus other antihypertensive therapy
Outcome: 10 Small-for-gestational-age infants

Study beta-blocker other drugs Relative Risk (Fixed) Relative Risk (Fixad)
n/N n/N a5% ClI 5% Cl

01 Beta-blocker versus methyddopa
Aegentina 19288 o/s18 1718 3 033 [0.01,7.68]

England 1978 13738 15734 073 [043,139]
England 1984 5730 3730 . 167 [D.44, 6.36 ]
France 1988b 11791 12781 0.82[0.38,1.75]
“enezuela 1938 1416 5415 . 0.19 [0.02, 1.43]

Subtotal (95% CI) 307193 367178 . 0.76 [0.50, 1.16 ]
est for heterogeneity chi-square=3.45 df=4 p=0.4856

est for overall effect=-1.27 p=0.2

02 Beta-blocker versus hydralazine
Sweden 19933 379 X 046 [D17,

Subtotal (95% C1I) 3/9 ) 046 [0.17,
est for heterogeneity chi-square=0.00 df=0

est for overall effect=-1.54 p=0.12

03 Beta-blocker versus calcium channel blocker
Brazil 1993 5747 3 0.56 [D.20,

Subtotal (85% CI) 5747 & 0.56 [D.20,
est for heterogeneity chi-square=0.00 df=0

est for overall effect=-1.13 p=0.2

otal (35% CI) 387249 53 /236 0.69 [D.48,
est for heterogeneity chi-square=4.63 df=6 p=0.592

est for overall effect=-2.03 p=0.04

&
beta-blockers better other drugs better




DROGAS HIPOTENSORAS NA GESTAGAO
RISCOS E BENEFICIOS

CLASSE BENEFICIOS RISCOS EXP.CLINICA

metildopa insuficiente mae.: hepatite ++++
1/100.000

B blogueadores insuficiente feto: limitada

Diuréticos insuficiente

BloqueadorCa insuficiente seguranca

muito limitada
Hidralazina insuficiente

Inibidores ECA ausente IR fetal/OF
mae: s/evidéncia




APRESENTAGCAO CLINICA GRAVE




Hipotensores para tratamento das
emergeéncias hipertensivas

Drugs for rapid treatment for very high blood pressure
during pregnancy

Duley & Henderson-Smart, 2004

“Até novas evidéncias, a escolha da droga
hipotensora deve ser baseada na experiéncia
do servico em particular. Excecao para o
diazoxido e o ketanserin, que provavelmente
nao sao boas escolhas”




Matchaba P, Moodley J. Corticosteroids for HELLP syndrome in
pregnancy. In: The Cochrane Library, Issue 2, 2004.

IMPLICACAO PRATICA: Até que ensaios clinicos com
numero suficiente de pacientes que tenha poder para
deteccao de diferencas significativas em relacao a
desfechos maternos e perinatais, incluindo morbidade

e mortalidade, nao existem evidéncias que apéiem a
utilizacao de dexametasona ou betametasona como
terapia de rotina no tratamento da SINDROME HELLP.




Anticonvulsivantes na eclampsia

“MgSO4 parece ser mais efetivo que o diazepam
para o controle da eclampsia”

Duley & Henderson-Smart .Magnesium sulphate versus diazepam for eclampsia. (Cochrane Review).
In: The Cochrane Library, Issue 1, 2007. Oxford: Update Software.

“MgS0O4 parece ser mais efetivo que a fenitoina
para o controle da eclampsia”

Duley & Henderson-Smart. Magnesium sulphate versus phenytoin for eclampsia. (Cochrane Review).
In: The Cochrane Library, Issue 1, 2007. Oxford: Update Software.

"MgS0O4 e o anti-convulsivante de escolha na
eclampsia. O coquetel litico deve ser abandonado”

Duley & Gulmezoglu. Magnesium sulphate versus lytic cocktail for eclampsia. (Cochrane Review). In:
The Cochrane Library, Issue 1, 2007. Oxford: Update Software.




ECLAMPSIA
Sulfato de Magnésio

Endovenoso (EV) continuo:

1: 4,0g EV (8 ml MgS0O4 + 12 ml H20 destilada) infundidos em cerca
de 10 minutos

2: 2,0g EV a cada hora (50 g em 500 ml SG 5% 20ml/h)

Intramuscular (IM):

1: 4,0g EV (8 ml MgSO4 + 12 ml H20 destilada) infundidos em cerca
de 10 minutos)

10,0g IM profundo(5g em cada nadega)
2. 5,0g IM profundo a cada 4 horas (pelo menos 24h)




SULFATO DE MAGNESIO
NA PRE-ECLAMPSIA

Rewview: hBgnesium sulphate and other anticonvulsants for women with pre-eclampsia
Comparison: 02 Magnesium sulphate versus nonefplacebo (subgroups by whether delivered at tial entry)
Outcome: 01 Metemal death

Study hagnesium Control Relative Risk (Fixed) Wieight Relative Risk (Fixed)
niN niN a5% Cl (%) a5% Cl

Duley L, Gulmezoglu AM, Henderson-Smart DJ.
Anticonvulsants for women with pre-eclampsia (Cochrane Review). In: The Cochrane
Library, Issue 2, 2005. Oxford: Update Software.

IMPLICACAO PARA A PRATICA: Sulfato de magnésio deve ser
considerado para pacientes com pré-eclampsia quando existe

a possibilidade de eclampsia. Sendo uma droga barata, isto é
especialmente recomendado em paises com dificuldades socio
econdmicas.

Total (85% CI) 1145400 2175305 100.0 0.53 [0.26,1.09]
Test for heterogeneity chi-square=0.24 df=2 p=0.8848

Test for overall effect=-1.72 p=0.09
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ECLAMPSIA ,
HIPOTENSORES DE ACAO RAPIDA

Hidralazina EV:
1: 5,0 mg + 10,0mg cada 20-30 min até PAD < 110 mmHg

2: Doses adicionais de 10 mg a cada 4 - 6 h quando necessaria
nova reducao da pressao.

Nifedipina VO ou sub-lingual:
1: 5,0 mg + 5,0 mg cada 20-30 min até PAD < 110 mmHg

2: Doses adicionais de 5,0 mg a cada 4 - 6 h quando necessaria
nova reducao da pressao.

Nitroprussiato de Sédio EV:

1. 0,25 mg/Kg/min, aumentando a mesma dose a cada 5 min até
PAD < 110 mmHg




ACTION ON
PRE-ECLAMPSIA
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Adam T, Lim SS, Mehta S, Bhutta ZA, Fogstad H, Mathai M, Zupan J, Darmstadt
GL . Achieving the millennium development goals for health

Cost effectiveness analysis of strategies for maternal and neonatal health in
developing countries. BMJ 2005;331:1107.

Intervencao Descricao

-Medida de PA para todas gestantes
cuidados primarios
-Teste de urina para deteccao de proteinuria

“Screening” pré-eclampsia -Referéncia para gestantes com PE ou E

cuidados na referéncia - Disponibilidade de cuidados intensivos
- Disponibilidade de ventilacao assistida
PE grave e eclampsia - Tratamento com sulfato de magnésio
- Tratamento com anti-hipertensivo
(inclui custos de transporte) - Cuidados diferenciados no parto
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