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using low-dose aspirin: a meta-analysis
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Prevention of perinatal death and adverse perinatal outcome

Table 1 Perinatal outcomes associated with low-dose aspirin according to gestational age (GA) at initiation of intervention

Outcomel
GA at inttiation
of intervention

Trials
(n)

Participants

(n)

Prevalence

Treated (%)

Controls (%)

Relative risk
(95% CI)
(random effect)

I? (Higgins
test)

P (between
subgroups)

Perinatal death
< 16 weeks
16 weeks

32
12
20

10865
1308
9557

2.4
1.1
26

3.1
4.0
3.0

0.87 (0.69 to 1.10
0.41(0.19 t0 0.92
093073t01.19

Pre-eclampsia
= 16 weeks

33
13

12152
1479

7.5
7.6

9.6
17.9

0.62 (0.49 t0 0.78

= 16 weeks
Severe pre-eclampsia
< 16 weeks

16 weeks

20
11
6

3

1063
2143
649
1494

7.3
2.8
1.5
2 1

8.4
7.5
12.3
335

0.78 (0.61 to 0.99
0.36 (0.20 to 0.63

0.18 (0.08 to 0.41
06500400107

)
)
)
)
0.47 (0.36 to 0.62)
)
)
)

0%
0%
0%
53%
0%
49%
24%
0%
0%

Fetal growth restriction
= 16 weeks

= 16 weeks
Preterm birth

= 16 weeks

= 16 weeks
Placental abruption

=16 weeks

= 16 weeks

8260
1064

10.7
8.0

12.3
17.6

0.86 (0.75 to 0.99)
0.46 (0.33 to 0.64)

28%
0%

7196
11302
904
10398
4175
592
3583

11.1
17.4
4.8
18.6
2.3
23
2.3

11.5
20.3
134
20.8
1.9
5.1
1.4

0.98 (0.88 to 1.08)
0.81 (0.71 to 0.92)
0.35 (0.22 to 0.57)
0.90 (0.83 to 0.97)
1.24 (0.79 to 1.95)
0.55(0.21 to 1.47)
1.56 (0.96 to 2.55)

0%
39%
0%
0%
3%
5%
0%
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using low-dose aspirin: a meta-analysis
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Table 2 Perinatal outcomes associated with aspirin started before 16 weeks according to dose of aspirin prescribed

Outcome/
dose of aspirin

Trials
(n)

Participanis

(n)

Prevalence

Treated (%)

Controls (%)

Relative risk
(95% CI)
(random effect)

P (between
subgroups)

Perinatal death
=80 mg
=100 mg
Pre-eclampsia
=100 mg
Severe pre-eclampsia
= sl mg
= 100 mg
Fetal growth restriction
S 1 T —
= 100 mg
Preterm birth
=80 mg
=100 mg
Placental abruption
=80 mg
= 100 mg

255
1053

401
1078

222

427

301
763

169
735

2.4
4.4

0.24 (0.03 to 2.14)
0.45 (0.19 to 1.06)

0.35 (0.16 to 0.76)
0.46 (0.30 to 0.71)

0.12 (0.02 to 0.65)
0.20 (0.08 to 0.53)

0.52 (0.32 to 0.87)
0.41 (0.26 to 0.64)

0.27 (0.09 to 0.77)
0.38 (0.20 to 0.69)

0.55 (0.21 to 1.47)

NS
NS

<0.001

=0.01
0.01
0.02
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elemental por di: TASK FORCE RECOMMENDATIONS

mujeres, pero es
padecerla. * For women with a medical history of early-onset preec-

Elacidoacetisa 13 mpsia and preterm delivery at less than 34 0/7 weeks of )

prevenir la preec
padecerla. gestation or preeclampsia in more than one prior preg-

El 4cido acetilsaiciice naney, initiating the administration of daily low-dose
clampsia y 1as complic

antes de la semana 2¢ (60—80 mg) aspirin beginning in the late first trimester is

Las mujeres con hiper SllggE‘.StEd. ¥
ser tratadas con medi

No se recomi Quality of evidence: Moderate

vitamina D du . .
preeciampsic Strength of recommendation: Qualified

Mo se recomienaa 1a agminisracion de supiementos de
vitaminas C v E. por separado o combinadas, durante el
embarazo para prevenir la aparicién de la preeclampsia y sus
complicaciones.

Grande ‘ Fuerte ‘




La decision de tratar la hipertension I
durante el embarazo debe considerar
oS tanto para la

Hipertension grave
( PA sistolica 2160 mmHg y / o diastélica 2110 mmHg) tiene
un bien establecido de reduccidn en el

riesgo de accidente cerebrovascular.

S—




' TRASTORNOS HIPERTENSIVOS

Gestam a
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Hiperiension imducida por ef embarazo (HIE)
Deteccion de una presion diastolica (PA) superio
despues de la semana 20 en dosS ocasiones sep.
noras, en una mujer. previamente normotensa

Hipertension gestacional

Lo antedicho con proteinuria de
Preeclampsia leve

Pre Criterios de HIE con proteinuria
Preeclampsia grave

S O b Preeclampsia + ",‘—\ ‘|60/'l |0

Hemolisis
Dolor epigastric

Eclampsia
Conyvulsiones o coma concomitan:

o igual'a 90 mrn'rJJ
radas por al'menos ¢
oras Inferior

en orina de 24 n |0 superior a 300 mg/l



@ Hipertensiony Embarazo

The definition of severe and early-onset preeclampsia. Statements from
the International Society for the Study of Hypertension in Pregnancy
(ISSHP)

Andrea L. Tranquilli **, Mark A. Brown €, Gerda G. Zeeman 9, Gustaaf Dekker ¢, Baha M. Sibai

Pregnancy Hypertension: An International Journal of Women's Cardiovascular Health 3 (2013) 44-47

There was a general agreement to define preeclampsia as severe if blood pressure
was >160 mmHg systolic or 110 mmHg diastolic. There was scarce agreement on
the amount of proteinuria to define severity.

The HELLP syndrome was considered a feature to include in the severe
classification. Most investigators considered as that occurring before 34 weeks.

LATE PREECLAMPSIA EARLY PREECLAMPSIA
Incidence 1/20 a 1/ 50 EMB. 1/200 a 1/300 EMB.
80 a 90 % de las PE 10 a 20% de las PE
| Morbiliti )Y HIGH
| Mather BMI >Hemod compensatory situation. > Risk of life < BMI =6 > Hemod compensatory situation < Risk of life >
Fetus normal weight or > R.C.I.U.
PLACENTA Mass and surface > Mass < Interference placent.
Uterine Arteri Resistencia normal o levemente > Resistencia aumentada
RECURRENCE LOW HIGH

Park et al.: Screening models using multiple markers for early detection of late-onset preeclampsia in low-risk pregnancy. BMC
Pregnancy and Childbirth 2014 14:35.




Hipertensiony Embarazo
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*G el
ALllfnen.to d,e-15 mmHg en la _, d.““*mf_. :
presion diastolicay 30 mmHg en Sl
|a presion sistolica sobre los o Er——

valores iniciales.

La decision de utilizar |la terapia

antinipertensiva esta relacionado al

contexto clinico tanto mujeres con
leve (140 a 150/ 90 a 100) como
moderada (150-159/100-109)!!!!

o L\

A

e (Citacién a consultorio —
de Obstetricia en

menos de 7 dias INTERNACION




PREECLAMPSIA

{(MANEIO EN 2do./3er. NIVEL***)

LEVE/MODERADA*

OBJETIVO ALCANZAR LA MEJOR
EDAD GESTACIONAL POSIBLE

CONDUCTA
EXPECTANTE

(SEGUIIMETO ESTRICTO
CLINICO Y DE LABORATORIO
MATERNO / FETAL)

2> SEVERA
EDADGESTACIONAL

Seguimiento estricto clinico y de
laboratorio materno / fetal

<24 SEM

COMFPROMISO CTTO/IMPF

MATERNO-FETAL
SEVERQ | I

CONDUCTA EXPECTANTE
EN AUSENCIA DE CRITERIOS DE INTERRUPSION
EN UNIDADES DE CUIDADOS MATERNOS ESPECIALES
CON NEONATOLOGIAS DE ALTA COMPLEJIDAD

e N CONSIDERAR INTERRUPSION**

*Por debajo de las 34 semanas todo paciente con preeclampsia debera recibir corticoides, Corticoterapia (CTTO) / induccion a la maduracion pulmonar fetal (IMPF).

** Debera ajustarse la conducta a cada paciente y situacion de forma individualizada.
*** Un tercer nivel que tenga una UNIDAD DE CUIDADOS MATERNOS ESPECIALES.




, c> COCHRANE LIBRARY
Independent high-quality evidence for health care decision making

* Evalué-los resultados maternos y fetales en 49 ¢ os aleatorios de

tratamiento versus ningun tratamie de muy) barazadas con
CONSIDERAR —a€Efinio
como S COMORBILIDADES DEL ~o11 cualquiera
de las categt PACIENTE ANTES DE INICIAR Q
TRATAMIENTO EN UNA
e HIPERTENSION LEVE A
MODERADA
Jreduje antimpe~_ensivos adicionales.
redujo significe nente laimortalidad perinatal , la frecuencia de

‘prematuro, o desprendimiento prematuro de placenta.

Antihypertensive drug therapy for mild to moderate hypertension during pregnancy.
Abalos E, Duley L, Steyn DW
Cochrane Database Syst Rev. 2014;2:CD002252.
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Tratamiento antihipertensivo

= Todos los farmacos antihipertengivos atraviesa la
placenta.

orios bien

e e

ore resun. del
dad fete_ jon insuficientes -
armacos antihipertensivos.
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Resumen deterioro hemodindmico fetal en la insuficiencia placentaria.

B. Puerto, F. Figueras, O. GOmez, E. Gratacos Servicio de Medicina Materno Fetal
Institut de Ginecologia, Obstetriciay Neonatologia Hospital Clinic. Universitad de Barcelona

Prediccion de: RCIU y/o SHE severo.

- SN ,k ~ Arteria uterina en 1.° y 2° trimestre. IP=> p95 .
\ o Tamizaje
e

s
¥ ) 1°© Arteria umbilical (AU), Detecta y expresa: Dlagnps‘_uco
i : R _ & Seguimiento
~ Severidad de la insuficiencia placentaria.
M L“‘ Cociente cerebro / placentario <1 sefala redistribucion de flujos, aun con

arteria umbilical normal (IP < pct 95) Gramelliniy col. O & G 1992; 79 : p146- 20

2° Arteria cerebral media. Detecta y expresa redistribucién

hemodinamica fetal. Adaptacion fetal a la Hipoxemia.

Limite de la prematurez extrema (< 32 Semanas )

Ductus

EGEE 32 Ductus venoso. Detecta, expresa descompensacion

de los mecanismos adaptativos a la hipoxia fetal.

Compromiso severo del ductus venoso sera quien marcara el momento
de lainterrupcion del embarazo, en prematuros extremo



Diagnostico
& Seguimiento

EVALUACION FETAL

i

-—

— —
—

““Embarazo pretermino: no se ha identificado el modo
optimo de monitoreo fetal.

Vigilancia fetal periodica :
= Monitoreo fetal anteparto ( NST )
ilbiefisico. fetal (

iy

American College of Obstetricians and Gynecologists. Intrauterine Growth Restriction. ACOG PRACTICE BULLETIN.
Number 12. Washington DC: ACOG, 2000-2009



| > Uterine artery Doppler.
»Biochemical tests (PAPP-A,
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Tasas de supervivencia perinatal: pacientes con preeclampsia grave
expectante gestionados en el segundo trimestre

el momento de inicio de la conducta expectante:

= —

- (28 fetuses, O survivors)
- weeks (22 fetuses, 18 percent survival)
- weeks (26 fetuses, 58 percent survival)

- = 2K0/7ths tg 256/7ths \weeks (27 fetuses, 70 percent survival) ~
-

Expectant management of severe preeclampsia at less than 27 weeks' gestation: maternal and perinatal outcomes according to gestational age by weeks at onset of expectant
management.Bombrys AE, Barton JR, Nowacki EA, Habli M, Pinder L, How H, Am J Obstet Gynecol. 2008;199(3):247.e1.
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2 year neurodevelopmental and intermediate perinatal
outcomes in infants with very preterm fetal growth

Background No consensus exists for the best way to monitor and when to trigger delivery in mothers of babies with fetal
growth restriction. We aimed to assess whether changes in the fetal ductus venosus Doppler waveform (DV) could be
used as indications for delivery instead of cardiotocography short-term variation (STV).

Interpretation Although the difference in the proportion of infants surviving without neuroimpairment was
non-significant at the primary endpoint, timing of delivery based on the study protocol using late changes in the DV
waveform might produce an improvement in developmental outcomes at 2 years of age.
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, Yentanas de insonorizacion del DT C =

Vol. Tejido Cerebral

1200 a 1600 ml (81%) Orbitaria

Vol. LEC 3,5%

OBIENIVEODE NVEDICAR

usamos la nifedipina
de liberacion inmediata
(via oral/ sublingual)

Riesgo de caidas agudas, escapes €en
|a presion arterial, que se han
asociado con grave morbilidad
cardiovascular,

. LA MADRE
/ RA EL FETO(disminucion
ael dteroplacentario).
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Independent high-quality evidence for health care decision making

Tratamiento de la emergencia hipertensiva

Droga Dosis y forma de administracion

Labetalol: = comenzar con 20 mg IV en bolo lento, Efecto maximo: a los 5’.
Repetir de ser necesario, duplicando la dosis cada 15°.
Dosis maxima: 300 mg en total u 80 mg por bolo

Hidralazina: 5 mg IV, luego continuar con 5 a 10 mg IV cada 15-20 minutos hasta
alcanzar una dosis total de 40 mg. Continuar con la dosis efectiva
alcanzada cada 6 hs.

Clonidina: bolo de 0,15 mg y luego 0,75 mg en 500 cc de solucion dextrosada al 5% a
7 gotas/min o 21 microgotas. (s6lo cuando las otras no estén disponibles)

Nifedipina: con paciente consciente 10 mg. VO cada 30 minutos, dosis maxima 40 mg.
Evaluar la necesidad de hidratacion parenteral cuando se usan vasodilatadores.



http://www.uptodate.com/contents/nimodipine-drug-information?source=see_link
http://www.uptodate.com/contents/nimodipine-drug-information?source=see_link
http://www.uptodate.com/contents/nimodipine-drug-information?source=see_link
http://www.uptodate.com/contents/diazoxide-drug-information?source=see_link
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=For women with HELLP syndrome from the gesta-|
tional age of fetal viability to 33 6/7 weeks of ges-
tation, it is suggested that delivery be delayed for

24-48 hours if maternal and fetal condition remain
stable to complete a course of corticosteroids for

fetal benefit.”

Quality of evidence: Low

T

»

K FORCE RECOMMENDATIONS

For women with eclampsia, the administration of
parenteral magnesium sulfate is recommended.

Quality of evidence: High
Strength of recommendation: Strong

For women with severe preeclampsia, the adminis-
tration of intrapartum—postpartum magnesium sul-
fate to prevent eclampsia is recommended.

Quality of evidence: High
Strength of recommendation: Strong

For women with preeclampsia undergoing cesarean
delivery, the continued intraoperative administra-
tion of parenteral magnesium sulfate to prevent
eclampsia is recommended.

Quality of evidence: Moderate
Strength of recommendation: Qualified Ii Strength of recommendation: Strong

Do women with pre-eclampsia, and their babies, benefit from
magnesium sulphate? Lancet 2002; 359: 1877-1890.
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Review Open Access
g¢ HELLP syndrome: Clinical issues and management. A Review
aram!, Einar Svendsen*? and Ulrich Abildgaard?

Address: ' Déartment of Obstetrics and Gynaecology, Haukeland University Hospital, Bergen, Morway, 2Department of Pathology, The Gade
Imstitute, Ha'eland University Hospital, University of Bergen, Norway and *Depantment of Haematology, Aker University Hospital, N-0514 Oslo,

Email: Kjell ram - kjell_harami@broadpark.no; Einar Svendsen® - einar_svendsen@gades. uib.no; Ulrich Abildgaard - ulricha @ulrik.uio.no

* Corresponging author

e 26 February 200% Recerved: 2 September 2008

epted: 26 February 200
C Pregnancy and Childbirth 2009, %:8  dot:10.1 186/1471-2393-5-8 Accepted: 16 February 2009

Thie article iz avallable from: hetp:fwwesr blomedcentral. comd | 47 1-2393/98

Opciones en mujeres con Preeclampsig,Severay SME HELLP

1) Parto inm de gestacion
0 MAs.
2) Parto de cion dela
e situacig EnueTtas 27y 34 |
— semanas de gesta¢’ racional para la
mayoria de los casos.
3) Manejo expectante (conservador) durante mas de 48 a 72 horas en
mujeres embarazadas con . En esta
situacion, se utiliza a menudo el tratamiento de GC, pero los

regimenes varian considerablemente.
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The Fournal of Maternal-Fetal and Neonatal Moz

REVIEW

Nefritis lupica
Sindrome uremico hemolitico
Encefalopatia hipertensiva
Enfermedad convulsiva
PlUrpura trombocitopenica

Preecl

V82 ¢ :signos de alarma sin hipertension

DRIHOUSE 1tes de las 20 semanas




Formas Atipicas de Enfermedad Hipertensiva de la Gestacion

The Joumal of Maternal-Fezal and Neonaral Medicine, July 2006; 10(7): 381-386 informa
beakhare

Severe Features of Preeclampsia (Any of these findings)

s OSTE Ry, Ay
¥ ’ - * Systolic blood pressure of 160 mm Hg or higher, or diastolic blood pressure of 110 mm Hg or higher

& g ‘
5" ‘l';n ThE Amerlcan COllege Of on two occasions at least 4 hours apart while the patient is on bed rest (unless antihypertensive
- s [ . therapy is initiated before this time)
¢ Obstetricians and Gynecologists _ .
5 g * Thrombocytopenia (platelet count less than 100,000/microliter)
z = '
" ;‘ WOMEN'S HEALTH CARE PHYSICIANS * Impaired liver function as indicated by abnormally elevated blood concentrations of liver enzymes
E a (to twice normal concentration), severe persistent right upper quadrant or epigastric pain unrespon-

e &
S gy ran car T sive to medication and not accounted for by alternative diagnoses, or both

[
VOL. 122, NO. 5, NOVEMBER 2013 A e
* Pulmonary edema

* New-onset cerebral or visual disturbances

La presion arterial sistélica =140 mmHg o presion arterial diastolica =90 mmHg en dos 0Casiones Por w nicius wuauy W as uS WIS SHUE USPUES US LU SSHHEIEs UT YSaauUn S ung pausiiee penansnes nu i ubENsos
Si la presion arterial sistélica = 160 mmHg o es |a presion arterial diastdlica es = 110 mmHag, 1a confirmacion en unoes minutos es suficiente

Y
Proteinuria = 0,3 gramos en 24 horas muestra de orina o de proteinas (mg / dL) / creatinina (mg / dl) Relacion de 0.3

Varilla de nivel 1+ si una medida cuantitativa no esta disponible

En los pacientes con hipertension de nuevo iniciosip_proteinuria, la nueva aparicion de cualquiera de los siguientes es el diagnostico de la preeclampsia:

El recuento de plaquetas <100.000 / microlitro

Creatinina sérica> 1,1 mg/ dL o duplicacidn de |a creatinina sérica en ausencia de otra enfermedad renal
Transaminasas hepaticas al menos el doble de las concentraciones normales
Edema pulmonar

Sintomas cerebrales o visuales

consideradas como

y manejada como tal

Hypertension in pregnancy: Report of the American College of Obsteand Gynecologists' Task Force on Hypertension in Pregnancy.
Obstet Gynecol 2013tricians; 122:1122




_e Proteinuria mas hemdlisis o
trombocitopenia o elevacion
de enzimas hepaticas

« Manifiesta por un fuga capilar (ascitis, proteinuria)
« Hemostasia anormal con disfuncion organica multiple

Proteinuria persistente deben tener una
= evaluacion de las plaguetas y enzimas
| hepéticas y debe ser interrogado acerca de

sus sintomas...
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— e+ Preeclampsia-eclampsia en <20 semana

Ultrasonido del Utero para descartar un embarazo molar
y / 0 degeneracion hidropica o quistica de la placenta

(g’é\ AC 25/0bstetric MI 1.2" Central Baptist Hospital
\_j 10527 -05-11-164 16.7cm [ 39Hz Tls 0.2 111612005 09:41:17 AM
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____* Eclampsia post-parto tardia ,20 /o)

v Se presenta entre 48 hrs.<4 semanas ~~~*"~"*"
1.Sulfato de magnesio 6 gr. En bolo y Iuego 2 g/hr.

2. Antihipertensivos

' 3.SI hay signos de foco neuroldégico o0 no mejora ¢
con el tratamiento: RMN

e e e e e e B e N A R

Trastornos Convulsivos Vaculitis
Tumores erebrales no diagnosticados previamente



1< 48 hrs. postparto
= 67% con diagnéstico de PE previo
v'> 48 hrs. - 4 semanas postparto
- 22% con diagnostico previo de -
preeclampsia

- 91% presenta un sintoma /52% dos
| sintomas
3

- 30% consulta /

Late Postpartum Eclampsia: a preventable disease? Chames MC, Livingston JC,

I

lvesterasmel.al,Am J Obstet Gynecol 2002;186:1174-1177



Clinical Expert Series

Imitators of Severe Preeclampsia

Baha M. Sibai, Mp

Signs and Symptoms HELLP Syndrome

Hypertension 85 R0 20-75
Proteinuria 90-95 30-50 With hematuria
Fever Absent 25-32 20-50
Jaundice 5-10 40-90 Rare

Nausea and vomiting 40 50-80 Common
Abdominal pain 60-80 35-50 Common
Central nervous system 40-60 30-40 60-70

B0—1M]
BO—00
NR

Bare
Common
Common

NR

Exacerbation of SLE

80 with APA, nephritis
100 with nephritis
Common during flare
Absent

Only with APA

Only with APA

50 with APA

HELLP, hemolysis, elevated liver enzymes, low platelets; AFLP, acute fatty liver of pregnancy; TTP, thrombotic thrombocytopenic
purpura; HUS, hemolytic uremic syndrome; SLE, systemic lupus erythematosus; APA, antiphospholipid antibodies with or without
catastrophic antiphospholipid syndrome; NR, values not reported; Common, reported as the most common presentation.

" = o —— T,

— T ' i .




Clinical Expert Series

Imitators of Severe Preeclampsia

Baha M. Sibai, mp

HELLP Syndrome HUS Exacerbation of SLE

Laboratory Findings AFLP

Thrombocytopenia More than 20,000 More than 50,000 20,000 or less More than 20,000 More than 20,000
(less than 100,000/mm?)

Hemolysis (%) 50-100 15-20 100 100 14-23 with APA

Anemia (%) Less than 50 Absent 100 100 14-23 with APA

DIC (%) Less than 20 50-100 Rare Rare Rare

Hypoglycemia (%) Absent 50-100 Absent Absent Absent

VW factor multimers (%) Absent Absent BO-490 80 Less than 10

ADAMTS13 less than 5% (%) Absent Absent 33-100 Rare Rare

Impaired renal function (%] 50 90-100 30 100 40-80

LDH (IU/L) 600 or more Variable More than 1,000 More than 1,000 With APA

Elevated ammonia (%) Rare 50 Absent Absent Absent

Elevated bilirubin (%) 50-60 100 100 NA Less than 10

Elevated transaminases (%) 100 100 Usually mild*  Usually mild* With APA

HELLP, hemolysis, elevated liver enzymes, low platelets; AFLP, acute fatty liver of pregnancy; TTP, thrombotic thrombocytopenic
purpura; HUS, hemolytic uremic syndrome; SLE, systemic lupus erythematosus; APA, antiphospholipid antibodies; DIC, disseminated
intravascular coagulopathy; VW, von Willebrand; ADAMTS, von Willebrand factor-cleaving metalloprotease; LIDH, lactic dehydro-
genase; NA, values are not available.

* Levels less than 100 IU/L.



[Leucoencefalopatia pmluml rev tI\lh]L
descripeion de un ca :

basada en hall lgum neurorradiol

A.M. Alurralde, M. di Egidio, R. Saizar, D. Consalvo, A.M. Villa
Pl
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» Cefaleas, nauseas y vomitos
e Deterioro de la conciencia
C Cr|S|s com|0|ales

as reglones posterioresdel encéfalo



[eucoencefalopatia posterior reversible:
descripeion de un caso y revision de la fisiopatologia

basada en hallazgos neurorra 08

gbemc&u .

=

Hipc')tesis mas aceptadas son:

1. Eedema vasogenico (EV) con afectacion de la
barrera hematoencefalica; por perdida delimecanismode d
autorregulacion del flujo cerebral secundario a HTA.

" 2. Laproduccidn de edema citotéxico (ECT) por. isquemia,
secundaria a vasoespasmo generado como respuesta a
HTA.

Igura 3. Hallazgos neurorradiologicos taralos: TRV de Cerenro, secuencia FLAIR, Tealizadas SU dias despues def comien-
z0 de los sintomas, donde se observa la persistencia de areas con senal hiperintensa en area corticosubcortical, de loca-
lizacion parietooccipital bilateral a predominio izquierdo.
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' MEDICINA DEL PASADO | MEDICINA DEL FUTURO

EPIDEMIOLOGICA INDIVIDUALIZADA
DESCRIPTIVA PREDICTIVA
REDUCCIONISTA HOLISTICA

REACTIVA PROSPECTIVA
BASE GENETIVA BASE EPIGENETICA




@
@ Hipertensiony Embarazo

* 75-81 % delos cases podrian ser evitados
— Causa:

* Falta de un tratamiento epoertune
* Falta de deteccion temprana del trasternno.
* |[ngrese al hespitallatiempo; ?

i




EIFCOMPORAMIENTO A ESIST
(BIGI0CICOS)INGISEPUEUE Y,

|OSTAIBULIES UENOSICOMPORERLES
'r_

| a palabra clave es: COMPLEJIDAD
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