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21 téng quan hé théng tir 1991

* CLASP (9356 thai phu) khéng cho thay giam
co y nghia

* Phan tich gdp van duoc tién hanh




ASPIRIN DY PHONG
KET CUC THAI KY XAU

Chéng ngwng tdp tiéu céu trong phong ngira tién san gidt va bién chirng:
M@t phdn tich gop tir di¥ liéu cé nhédn
Askie LM, Duley L, Henderson-Smart DJ, Stewart LA, PARIS collaborative group Lancet 2007

¢ 32,217 thai phuy, 31 RCT vé Tién san giat

* Nhém chéng ngung tap ti€u ciu so v&i nhém chirng;

Nguy co twong ddi phat trién thanh TSG 0.90 (95%Cl 0.84-0.97)
Nguy co’ twong déi sinh non trwé'c 34 tudn  0.90 (95% Cl 0.83-0.98)
Nguy co’ twong déi xay ra hé qua nghiém trong 0.90 (95% Cl 0.85-0.96)
NNT dé dy phong mot ca c6 két cuc nghiém trong: 67

¢ Thuéc chdng ngwng tap ti€u cau khdong gdy anh huéng Ién nguy co’
chay mau cho thai phu va cho bé
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¢ Theo Haapsamo va cs, LDA c6 thé cai thién tuan hoan DM Tl cung
bang cach thay d6i PM xodn

* Xam nhap t& bao nudi bat dau tir 8 — 10 tuan, hau hét d3 hoan tat &
16 — 18 tuan, nhwng van c6 thé tiép tuc dén 22 tuan

« M4t can bang TXA, (do tiéu cau san xuat) va PGl, (do t&€ bao noi
mach san xuat) da duoc ghi nhan trong giai doan sém cda thai ky s&
dién tién thanh tién san giat

e Can nguyén |a do tiéu cau khong cé DNA tai tao COX khong giéng
nhu t& bao ndi mach

+ Nhitng can thiép ly tudng nén bat dau & 8 — 10 tuan va chic chan
phai trwdc 16 tuan madi cé hiéu qua
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The role of aspirin dose on the prevention of @) o
preeclampsia and fetal growth restriction:
systematic review and meta-analysis

Stéphanie Roberge, PhD; Kypros Nicolaides, MD; Suzanne Demers, MD, MSc Jon Hyett, MD;
Nils Chaillet, PhD; Emmanuel Bujold, MD, MSc

BACKGROUND: Preeclampsia and fetal growth restriction are major causes of perinatal death and handicap in survivors. Randomized
clinical trials have reported that the risk of preeclampsia, severe preeclampsia, and fetal growth restriction can be reduced by the
prophylactic use of aspirin in high-risk women, but the appropriate dose of the drug to achieve this objective is not certain.

OBJECTIVE: g imate the impact of 0 of severe and fetal g
restriction.
STUDY DESIGN: We performed a review and of controlled trials comparing the effect of dally aspirin

o placebo (or no treatment) during pregnancy. We searched MEDLINE, Embase, Web of Science, and Cochrane Central Register of
Controlled Trials up to December 2015, and study bibliographies were reviewed. Authors were contacted to obtain additional data when
needed. Relative risks for preeclampsia, severe preeclampsia, and fetal growth restriction were calculated with 95% confidence intervals
using random-effect models. Dose-response effect was evaluated using meta-regression and reported as adjusted R°. Analyses were
stratified according to gestational age at initiation of aspirin (<16 and =16 weeks) and repeated after exclusion of studies at high risk of
biases.

RESULTS: In all, 45 randomized controlled trials included a total of 20,909 pregnant women randomized to between 50-150 mg of aspirin
daily. When aspirin was Initiated at <16 weeks, there was a significant reduction and a D! effect for the of
preeclampsia (relative risk, 0.57; 95% confidence interval, 0.43—0.75; P< .001; R?, 44%; P— .036), severe preeclampsia (relative risk,
0.47; 95% confidence Interval, 0.26—0.83; P : R%, 100%; P = .008), and fetal growth restriction (relative risk, 0.56; 95%
confidence interval, 0.44—0.70; P < .001; R?, 100%; P~ .044) with higher dosages of aspirin being associated with greater reduction of
the 3 outcomes. Similar results were observed after the exclusion of studies at high risk of biases. When aspirin was Initiated at >16
weeks, there was a smaller reduction of preeclampsia (relative risk, 0.81; 95% confidence interval, 0.66—0.99; P — .04) without
relationship with aspirin dosage (R?, 0%: P ~ .941). Aspirin initiated at =16 weeks was not associated wlm a risk reduction or a dose-
response effect for severe preeclampsia (relative risk, 0.85; 95% confidence interval, 0.64—1.14; P = .28; R%, 0%; P = .838) and fetal
growth restriction (relative risk 0.95; 95% confidence interval, 0.86—1.05; £ — .34; R%, not available; P— 563).

and fetal growth restriction using aspirin in early pregnancy is associated with a
dose-response effect. an dose aspirin initiated at >16 weeks' gestation has a modest or no impact on the risk of
preeclampsia, severe preeclampsia, and fetal growth restriction. Women at high risk for those outcomes should be identified in
early pregnancy.

Key words: aspirin, fetal growth restriction, ysis, review

AJOG Feb 2017
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Evaluation of aspirin’s dose-response effect when initiated at or before 16
weeks or after 16 weeks of gestation
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Bubble plots with fitted meta-regression line that report relationship between aspirin dosage and
relative risks for each adverse pregnancy, according to gestational age at initiation of aspirin.
Roberge. Aspirin’s dose for prevention of preedampsia. Am | Obster Gynecol 2017

AJOG Feb 2017
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Chrencbicl Int. 2013 Mar;30{1-2):260-79. doi: 10.3109/07420528.2012.717455. Epub 2012 Sep 24.
Chronotherapy with low-dose aspirin for prevention of complications in pregnancy.
Ayala DE, Ucieda R, Hermida RC.

Nghién ctu ti€n clru mu ddi, d6i chitng ngau nhién véi gid duoc
350 thai phu nguy co cao
Phan ngau nhién thanh 6 nhdm — ASA 100 mg hodc gia duorc,

Thoi diém : ngay khi thire ddy, 8 gior sau thire day, trudce khi di ngh

Can thiép & 12 — 16 tuan kéo dai dén khi sinh

HA do 48 gi®, mbi 4 tuan cho téi 7 thang, m&i 2 tuan cho dén Idc sinh

Két qua

* Khéng anh hudng trén HA néu udng ngay khi thirc day

* Gidm cd y nghia & thoi diém 8 gi va hon nita néu udng ngay trudc khi di ngu

* Gidm c6 y nghia ti s6 nguy hai cda phirc hop tién san giat, sinh non, thai chdm ting
truwdng, thai lwu (0.35 95% Cl 0.22-0.56 p<0.001)

Chronobiology Int March 2013
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* Chi dinh cang sém cang tot va trwdc 16 tuan
dé c6 hiéu qua

« Udng thubc budi chiéu tdi cho két qua tét hon

Place your reference here
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oF Obstet Gynecol. 2015 Dec; 126(8).1242-50. doi: 10.1097/A0G.0000000000001115.
GYNECOLOAY & DRSTETRES.

A Cost-Benefit Analysis of Low-Dose Aspirin Prophylaxis for the Prevention of Preeclampsia in the United
States.

Werner EF', Hauspurg AK, Rouse DJ
¢ Sosanh 4 chiénlugc
Khéng dy phong
Dy phong theo ACOG
Dy phong theo US Preventative Task Force
Dy phong chung cho toan thé gidi
*  Chiphilién quan dén aspirin, tién san giat, sinh non, céc tac dung phu cé thé cua aspirin

e Tilé Tién san giat
4.18% khong dy phong
4.17% ACOG 0.35% (n=14,000) thai phu dugc cho aspirin
3.83% US PSTF  23.5% (n=940,000) ) thai phu dugc cho aspirin
3.81% du phong chung

*  US Preventative Service Task Force — tiét kiém $ 377.4 triéu cho chi phiy té truc tiép
e Du phong chung — tiét kiém $ 365 triéu

*  Cd hai phdc d6 theo USPSTF va phdc dé dw phong chung déu lam giam bénh sudt, ciru séng vdi chi phi thdp
hon
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CHONG CHi BINH

* Dij (tng v&i thudce

* SU dung v&i muc dich khac hon 1a nguwng tap tiéu cau
& tré em / vj thanh nién <16 tudi (Hdi chirng Reye)

* Loét da day dang tién trién

* Tién st xuat huyét tiéu hoa

* Tién s xuat huyét ndi so gan day

* R&i loan chdy mau gdm hemophilia, vWD, gidm tiéu
cau nang (TC< 30 x 10°9/1)

* Bénh gan nang c6 bénh ly dong mau
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Table. Clinical Risk Assessment for Preeclampsia*™ National Institute for
Health and Clinical Excellence
Risk Level Risk Factors
The American Col lege of Hight T e e T e e et
Multifetal gestation
icl 1 Chronic hypertensic
Obstetricians and Gynecologists ke
ey =1 e £ Renal disease
WOM ALTH CARE PHYSICIANS disease (i.e, systemic lupy the id syndrome)

Moderatet  Nulipari
Obesity (body mass index 30 kg/m?)
Family history of preeclampsia (mother or sister)
Sociodemographic characteristics (African American race, low socloecanormic status)

ge =35y
Pereonl history factors (e.g., low birthweight or small for gestational age, previous
TR sk Factors for Precclampsia - adverse pregnancy outcome, 10-y pregnancy interval}
Low Previous uncomplicated ful-term celvery

+ Primiparty

+ Previous preeclamptic pregnancy | Uss, Prevenive Senvices

+ Chronic hypertension or chronic renal disease or both Annals of Intemnal Medicine msKFoRCE

+ Histery of thrombephilia e

* Multfetal pregnancy LOW-DOSE ASPIRIN USE FOR THE PREVENTION OF MORBIDITY AND MORTALITY

+ Invitro fentization FROM PREECLAMPSIA

¢ Family history of preeclampsia ) CLINICAL SUMMARY OF U.S. PREVENTIVE SERVICES TASK FORCE RECOMMENDATION

« Type | diabetes mellitus or type Il

+ Obasity [roruteton | ASymptomatic pregnant wormen who re st gh ik for preecampsia |

+ Systemic lupus erythematosus P~ - —

S e e [ | P p— ‘

prre— TS ———

. espaciy uh
- Muitheal gestaton

= Avtsmmune dsease Lo, systemic lups erynersatosus, the antphosoho o syndeare)
Low-dos2 25010 (6010 150 mE/) tated belween 12 20d 28 weeks o gesatn edces he occurence of

Preventive Medication pieecamgs,preterm brih. 3nd AICR 1 women at ncreased e fofpreeclampsa.
T narms of
There Gary o dose 5p Lo reduce e K for prsecampsia, preterm B, and 1UCR i
Hams women a igh s or preeciampsa
Other Relevant USPSTF The CSFST comends bt o wonen
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The Fetal Medicine Foundation

Assessment of risk for preeclampsia (PE)

This application allows estimation of risks of early-PE (delivery at <32 weeks gestation), preterm.PE (<37 weeks) and term-PE
(237 weeks) by a combination of maternal factors and results of various biophysical and biochemical measurements made at
different stages in pregnancy.

Risk calculation is provided for the gestational age blocks of 110 to 147, 19*0 ta 245, 30°? o 34°€ and 35 to 37*6 weeks.
Please note that when using biophysical and biochemical markers the measurements should be obtained within the same
gestational age block

® Useful markers in the first trimester (11 to 141 weeks) are MAP, UTPI, PLGF and PAPP-A

® Useful markers in the second trimester (19" to 24*® weeks) are MAP, UTP|, PLGFand SFLT d3
& Useful markers in the third trimester are MAP, UTPI, PLGF and SFLT &
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Competing risks model in screening for preeclampsia by maternal
factors and biomarkers at 11-13 weeks gestation

Nesil O'Gorman, MD; David Wright, PhD; Argyro Syngelaki, RM; Ranjit Akolekar, MD; Alan Wright, PhD;
Leona C. Poon, MD; Kypros H. Nicolaides, MD

T¢ 1& phat hién PE/GH 1§ 1& dwong gia ( %)
(%)

Bénh s 47/ 35 10
Bénh st + HA DMTB TCN 1 60/40 10
Bénh st + HA DMTB + sinh 80 (s&m)/64 (mudn) /39 10
héa ( PLGF, PAPPa, s-Flt 1,
send)
Bénh st + HA DMTB + sinh 88.5 (sém)/ 46.7 (mudn) 10
héa + Siéu am Dopplers 11- /35.3
13 tuan
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Tve got a killer headache.
Got any aspirin?

Sure thing. k

i

)

Haha! That pill was
actually po ison!
OI\ no!

%)

Just kidding! Tt was
a placebo. A sugar

pill!

4

Bot Im diabetie!

&)

(&
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Muc dich cda bat c& diéu tri nao

Dat hiéu qua diéu trj tot nhat
cho nhém hudng lgi nhiéu nhat ma
KHONG d4ay phan 1&n dan s6 phai chiu nguy co

tiém an
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