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Introduction

Pregnancy induced Hypertension (PIH), is a syndrome of hypertension
and proteinuria, it is a unique hypertensive disorder to human pregnancy. It
complicates 5-7 % of all pregnant women and it is the most common cause of
maternal and foetal morbidity and mortality (Cunningham et al., 2001).

Preeclampsia has been called “a disease of the theories” illustrating the fact that
the etiology of preeclampsia remains largely unexplained. Placental ischemia
Theory: Ischaemia could inflict the endothelial cell dysfunction. These lead to
poor placental perfusion and placental ischemia, resulting in release of many
factors that are capable of acting on peripheral sites around the body leading to
a cascade of events, making preeclampsia a multi-system disorder syndrome.
(Ledger, William L., 2004)

Much research has been done to identify unique screening tests that
would predict the risk of developing preeclampsia before the classic symptoms
appear and to distinguish preeclampsia from other hypertensive disorders.

The reason for early screening for preeclampsia is to try to identify high-risk
pregnancies allowing modification of antenatal care in this group and to allow
preventive treatment regimens. (Ledger, William L., 2004)

Increased uterine artery vascular impedance in pregnancies complicated
by preeclampsia increases the likelihood of recurrence and growth restriction
during the next pregnancy. (Gudnasson, Haraldur M. Dubiel, Mariusz.
Gudmundsson, Saemundur, 2004)

Abnormal uterine artery waveform is superior to maternal serum hCG for
identification of placental pathology leading to preterm delivery, low birth
weight, and preeclampsia in high-risk pregnant patients. (Hershkovitz, Reli.
de Swiet, Michael. Kingdom, John, 2005)

Doppler evaluation of the uterine artery at mid gestation represents a
useful predictive test for pre-eclampsia and adverse pregnancy outcome in
High risk pregnancy and can be used in prenatal surveillance of a low risk
population (Caforio et al., 1999).




Aim of the work

To determine whether uterine artery Doppler done at mid gestation can be
used a predictor for the recurrence of PIH.




Materials and Methods

A longitudinal prospective study will be conducted at Ain shams Maternity
Hospital, Gynaecology & Obstetrics Department, which aims to asses the
value of uterine artery flow measurement at mid pregnancy as a predictor for
recurrence of Preeclampsia.

The study population will consist of one group comprising 150 pregnant
women with history of PIH in a previous pregnancy.

Patients to be excluded (exclusion criteria)
a- Chronic Hypertension.
b- Diabetes Mellitus.
c- Renal Disease

All Study Population will be subjected to:

Taking detailed history.

Clinical Examination.

Informed Consent shall be obtained

Routine sonographic examination at 18-20 weeks and at 32 to 34 weeks
gestation.

Doppler flow velocimetry of uterine artery at 20-24 weeks gestation.
Serum Uric Acid at 18-20 weeks and at 32-34 weeks gestation.

Test of proteinuria at 18-20 weeks and at 32-34 weeks gestation.

Routine Antenatal Care till delivery and recording of the foetal outcome
in the form of:

o Mode of delivery.

o Foetal weight.

o Placental weight.




Statistics

All data collected will be tabulated and statistically analysed.
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Introduction

INTRODUCTION

Pregnancy induced Hypertension (PIH), is a
syndrome of hypertension and proteinuria, it is a unigue
hypertensive disorder to human pregnancy. It
complicates 5-7 % of all pregnant women and it is the
most common cause of maternal and foetal morbidity
and mortality (Cunningham et al., 2001).

Preeclampsia has been called “a disease of the theories”
illustrating the fact that the etiology of preeclampsia
remains largely unexplained. Placental ischemia
Theory: Ischaemia could inflict the endothelial cell
dysfunction. These lead to poor placental perfusion and
placental ischemia, resulting in release of many factors
that are capable of acting on peripheral sites around the
body leading to a cascade of events, making
preeclampsia a multi-system disorder syndrome.
(Ledger, William L., 2004)

Much research has been done to identify unique

screening tests that would predict the risk of developing
preeclampsia before the classic symptoms appear and to
distinguish preeclampsia from other hypertensive
disorders.
The reason for early screening for preeclampsia is to try
to identify high-risk pregnancies allowing modification
of antenatal care in this group and to allow preventive
treatment regimens. (Ledger, William L., 2004)
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Increased uterine artery vascular impedance in
pregnancies complicated by preeclampsia increases the
likelihood of recurrence and growth restriction during
the next pregnancy. (Gudnasson et al. 2004)

Abnormal uterine artery waveform is superior to
maternal serum hCG for identification of placental
pathology leading to preterm delivery, low birth weight,
and preeclampsia in high-risk pregnant patients.
(Hershkovitz et al. 2005)

Doppler evaluation of the uterine artery at mid
gestation represents a useful predictive test for pre-
eclampsia and adverse pregnancy outcome in High risk
pregnancy and can be used in prenatal surveillance of a
low risk population (Caforio et al., 1999).




Aim of the Work

AIM OF THE WORK

To determine whether uterine artery Doppler done
at mid gestation can be used a predictor for the
recurrence of Pregnancy Induced Hypertension namely
preeclampsia.
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PREECLAMPSIA

Definitions:

Preeclampsia is defined, according to the National
High Blood Pressure Education Program Working Group
as, a syndrome consisting of hypertension and proteinuria
that may also be associated with myriad other signs and
symptoms, such as edema, visual disturbances, headache,
and epigastric pain (The National High Blood Pressure
Education Program, 2000).

Hypertension is defined as sustained blood pressure
elevation to 140 mmHg systolic or greater, or 90 mmHg
diastolic or greater on two occasions >6 hours appart.
Significant proteinuria is defined as more than 0.3 gm a 24-
hour urine collection or 0.1 g per L (more than 2+ on the
dip stick) in at least two random samples collected 6 hours
or more apart. Since the development of edema is
subjective and considered pathologic only if it is
generalized (involving hands, face and legs), currently this
sign is not accepted as necessity in the definition (Wiltin
and Sibai, 1999).
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Classification of hypertensive disorders
complicating pregnancy:

There are five types of hypertensive disease that
complicate pregnancy: as shown in table (1).

Table (1): Classification  of  hypertensive  disorders
complicating pregnancy

Gestational Hypertension
BP = 140/90 mm Hg for first time during pregnancy
No proteinuria
BP return to normal < 12 weeks postpartum
Final diagnosis made only postpartum
May have other signs of preeclampsia. for example, epigastric discomfort
or thrombocytopenia
Preeclampsia
Minimum criteria
BP > 140/90 mm Hg after 20 weeks' gestation
Proteinuria > 300 mg/24 h or = 1+ dipstick
Increased certainty of preeclampsia
BP > 160/110 mm Hg
Proteinuria 2.0 g/24 h or = 2+
Serum creatinine > 1.2 mg/dL unless known to be previously elevated
Platelets < 100,000/mm?
Microangiopathic hemolysis (increased LDH)
Elevated ALT or AST
Persistent headache or other cerebral or visual disturbance
Persistent epigastric pain
Eclampsia

Seizures that cannot be attributed 1o other causes in a woman with
preeclampsia

Superimposed Preeclampsia (on Chronic Hypertension)
New-onset proteinuria = 300 mg/24 h in hypertensive women but no
proteinuria before 20 weeks' gestation
A sudden increase in proteinuria or blood pressure or platelet count
< 100,000/mm3 in wormen with hypertension and proteinuna before
20 weeks' gestation

Chronic Hypertension
BP = 140/90 mm Hqg before pregnancy or diagnosed before 20 weeks'
gestation
or
Hvpertension first diagnosed after 20 weeks' gestation and persistent
after 12 weeks' postpartum

Adapted from National High Blood Pressure Education Program: Working Group Report
on High Blood Pressure in Pregnancy. Am J Obstet Gynecol 183: 51, 2000

5



Review of Literature Preeclampsia

Incidence and Risk Factors for Preeclampsia:

Preeclampsia, which affects 2-5% of pregnancies, is a
major cause of perinatal and maternal morbidity and
mortality (Papageorghiou et al., 2005).

The likelihood of developing preeclampsia is
increased in women who are nulliparous, aged 30 years or
over, those with a prior or a family history of preeclampsia
(preeclampsia in the mother or sister), those with body
mass index (BMI) of 35 or above and those with pre-
existing vascular disease, such as hypertension or diabetes
(Papageorghiou et al., 2005).

The identification of underlying risk factors for
preeclampsia is made more difficult by the probability that
the diagnosis covers more than one condition, which
follows a broadly common pathway from the second
trimester to delivery. The clinical presentation of
preeclampsia is highly variable, and there are differences
between the clinical definition and those used in research
(Higgins and De Swiet, 2001).

Risk Factors for PE:

1-Parity:
Nulliparity is a statistically significant risk factor for
preeclampsia/eclampsia (Gaio et al., 2001).
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2-Previous Preeclampsia:

Compared to nulliparous women, women with pre-
eclampsia in a previous pregnancy had significantly higher
rates of preeclampsia and adverse perinatal outcomes
associated with preterm delivery as a result of preeclampsia
(Hnat et al., 2002).

3-Age:

Young adolescents are at increased risk for adverse
pregnancy outcomes as preeclampsia, eclampsia, preterm
delivery and low birth weight (Eure et al., 2002).

4-Gestational Age:
A peak of gestational age incidence is seen after 20

weeks gestation. Rarely PE does develop earlier than this
except in cases of hydatidiform degeneration
(Cunningham et al., 2001a).

5-Obesity:

Overweight nutritional status (obesity and pre-
obesity) was seen in 25% of adult pregnant women and it
was associated with increased risk for several adverse
pregnancy outcomes, such as gestational diabetes and
preeclampsia (Nucci et al., 2001).

6-Genetic Factor:

According to data on approximately 1.7 million
births, a woman who becomes pregnant by a man who

=



