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THAI BINH DUONG

Ung dung cia sFlt-1 va PIGF
trong quan ly Tién san giat

PGS TS. Huynh Nguyén Khanh Trang
'Chu nhiém Bm San Phu khoa, PHYK Pham Ngoc Thach
'Tru’O’ng khéi Séan, BV Hung Vu’O’ng ‘



Maternal mortality ratio (per 100 000 live births), 2015
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Tai sao can tap trung vao TSG?
TSG gay nguy kiém cho me va bé

3 TSG duoc dinh nghia la khoi phat méi cia CHA+
‘J proteinuria HOAC khi khong co protein niéu, TSG duoc
PN 14 CHA véi moi lién hé nhu sau: Giam tiéu cau, suy
than, suy gan, phl phoi, triéu chimg ndo hoic thi giac 6

ol -

Cung voi cac réi loan CHA khéc cia thai ky, TSG 1a 1 trong
cac nguyén nhan hang dau gay bénh suit va tir suat cho
Me va bé 2

* Ti 1¢ lwu hanh TSG thé gi6i 1a 3-8%! va ti 1¢ hién hanh
la 3-5%2. O cung thoi diém, 20-25% thai phu c6 diu
hiéu va triéu chitng TSG.4°

+ O Anh, TSG la nguy@n nhan truc tiép gay tir vong me
thir hai trong thai ky va s ca tir vong lién quan dén
TSG / san giat khong giam tir nam 1997 dén 20082

1.Brown, M., et al. (2001). Hypertens Pregnancy 20(1), IX-X1V; 3.Cantwell, R., et al. (2011). BJOG 118 (suppl 1), 1-203. 102.

2.Verlohren, S., et al. (2010). Am J Obstet Gynecol 202 (161), 4.Milne, F., et al. (2009), BMJ, 2009 Sep 9;339:h3129 6.ACOG taskforce on hypertension in Pregnancy. Obstet
el-11; 5.Suhag, A., et al. (2013), Curr Obstet Gynecol Rep (2013) 2: Gynecol. 2013 Nov;122(5):1122-31



NGUYEN NHAN TU VONG THAI PHU TREN THE GIOI

Thuyén tic mach 3%

Gian tiép, 28%

Trye tiép
khéc, 10%

N/

* Gan 99% céc ca tiF vong do pha thai 1a do pha thai khéng an toan
#*¥Bao gom tir vong do chuyén da dinh tré hay thiéu mau
Ngubn: Say L va cs. 2014

NGUYEN NHAN TU VONG THAI PHU TAI VIET NAM

Major Causes of Death: Vietnam, 2010

Bénh khéng Others, 8.

truyén nhiém, '~ / Bénh mach mau

10.7 % nao, 29%
Thiéu mau co
tim, 12,5 %
' Bénh man tiph
Tang huyét ap, duwong hé hap
17,8 % dudi, 22%



Khuynh hwéng wée tinh tix vong me trén
100,000 tré sinh song (MMR- 2010)

1990 1995 2000 2005 2010 --
-24

/PP

Australia 10 13 9 7 7 -14
Combodia 830 750 510 340 250 -70 -5.8
Finland 7 5 5 6 5 -30 -1.7
France 13 13 10 8 8 -35 -2.1
Japan 12 9 10 7 5 -56 -04
Malaysia 58 44 39 34 29 -45 -3.0
Philippines 170 140 120 110 99 43 -2.8
Singarpore 6 6 15 9 3 -40 -2.5
Thailand 54 54 66 54 48 -11 -0.6
USA 12 12 14 18 21 65 2.5

Viet Nam 240 160 100 74 59 -76 -6.9



Incidence of PE and eclampsia by region
-5 m PE Eclampsia

3.88

IS
]

N

Incidence of disorder
by region (%)
w

AFRO AMRO EMRO SEARO WPRO Total

Across five WHO regions comprising 29 countries, the global incidence of
PE and eclampsia was 2.16% and 0.28%, respectively

AFRO: African region; AMRO: American region; EMRO: Eastern Mediterranean region; PE: Preeclampsia;
Abalos et al (2014). 8JOG 121 Supp! 1:14-24 SEARO: South-East Asia region; WHO: World health organisation; WPRO: Western Pacific region



Réi loan cao huyét ap thai ky
tai BV Hung Vwong

| 2012 | 2013 | 2014 | 2015 | 2016 | Tong

Toéng s6 sanh 52,053 44,118 40,404 39,817 36,817 213,209

CHA+TSG 645 376 427 438 798 2684
TSG nang 111 117 160 90 128 606
San giat 12 18 11 3 11 55

(0,02%) (0,04%) (0,03%) (0,001%) (0,03%)

CHAthai ky 2684/213209 =1,2%
TSG nang 606/ 213209 =0,28%
San giat 55/ 213209 =0,026%




Sinh ly bénh hoc cia TSG

G/FAP

Thai Phu binh thwong TSG Nhau thiéu oxy

YFi-1 USsFIitl @ VEGF @ PIGF

~ Reduced
~ blood flow

Hypoxia

iSpiral artery

~ Maternal
2 ~ endothelial
I aasFIt-1 cells
v
Blood ‘ - Placenta v i Myometrium
vessel Vasodilation endothelium Vasoconstriction PIGF | Decidua Y

Yéu t6 tao mach PIGF va khang tao mach sFlt-1 la markers co lién quan v&i réi loan chirc nang

nhau thaij 123

1 Lam, C., et al. (2005). Hypertension Res 46, 1077-1085; 2 Kita, N. and Mitsushita, J. (2008). Curr Med Chem 15, 711-715; 3 Chaiworapongsa, T., et al. (2014). Nat Rev Nephrol 10, 466—-480
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- Co giat

- Phl ndo

- Xudt huyét ndo

- Dot quy (huyét khéi)

Gan

- Suygan

- Vogan

- Xuat huyét dudi bao gan

- Suy than
- Thiéu niéu
- Dam niéu >> giam dam mau (ton thuong cau théan)

Thai
Sanh non

Thai luu
Suy thai truong dién

Nhau bong non

Giam tuan hoan TC-nhau

- Tén thuong ndo do thiéu oxy
- IUGR

- Thiéu 6i



Thoi diém : kiém soat TSG trong thai ky

Quy 1
(Tuan 1-12)

Kham thai lan
dau

Tuén thai

Sang loc TSG?
[MAP, UTPI, PIGF]

11-14
Tuén Tuin

Quy 2
(Tuan13 - 27)

TSG khai phat sém (<34 tuan)

Quy 3
(Tuan 28 — sanh)

TSG khéi phat muon
(>34 tuan)

20 - 24

Chan do4n va Tién hrong!?

XN két hop voi Doppler

* Tién luong TSG (Khoi phat
sém) & nhom “Nghi ngo
TSG”

MAP: Mean Arterial Pressure, UTPI: Uterine Artery Pulsatility Index, PIGF: Placental Growth Factor

1.Poon, L. C., and Nicolaides, K. H. (2014). First-trimester maternal factors and biomarker screening for preeclampsia. Prenat. Diagn. 34, 618-627.
2.Scazzocchio, E., Figueras, F., Crispi, F., Meler, E., Masoller, N., Mula, R., and Gratacos, E. (2013). Performance of a first-trimester screening of preeclampsia in a routine care low-risk setting. Am. J. Obstet. Gynecol. 208, 203 e201-203 €210
3.0’Gorman et al. Competing Risk Model In Screening for Preeclampsia. Am J Obstet Gynecol 2016

30-34

Tuan

Chan doan va Tién lwgng!?
« HOJ tro chan doan
XN két hop véi Doppler

« Tién luong TSG (Khoi phéat
mudn) & nhém “Nghi ngo TSG”



Thuét todn FMF véi triple test bao gom PIGF cho ti 1 phat h

TSG tot hon vs hwéng din NICE va ACOG véi FPR thap %VFAP

“...viéc st dung phwong phap ciia
Ti 1& phat hién % trong phat hién TSG2 FMF vuot tréi dugc khuyén cao boi NICE va
ACOG gilp xac dinh nhém thai phu can diéu tri
bang aspirin liéu thap 2

100%
100%

: Detection Rate
FMF algorithm (FPR = 10%)

90%

80% 75% consisting of:
70%

PE < 37w PE > 37w

60% - Maternal factors (Age,
50% s . 17% history etc.)
40% 34% - Mean Arterial Pressure 75041 A47%1
30%
- UtPI (Doppler
. (Doppler)
0% 6% % . - PIGF measurement
o% — S —_— - Optional: PAPP-A 75%? 48%!
PE <32w (early-onset) PE <37w (preterm) PE 237w (term)

B NICE (FPR 10.2%) MACOG (FPR0.2%)  m FMF (FPR 10.0%)

FPR = False Positive Rate
1. O’Gorman et al. Competing Risk Model In Screening for Preeclampsia. Am J Obstet Gynecol 2016
2. O’Gorman N et al, Multicenter screening for pre-eclampsia by maternal factors and biomarkers at 11-73 weeks’ gestation: comparison with NICE guidelines and ACOG recommendations, Ultrasound Obstet Gynecol 2017; 49: 756760



DR in % at FPR of 10%

Thuat toan FMF véi triple test gom Phuong phép sang loc — T
PIGF ChO ti lé phét hién TSG tﬁt let)ernal factors (age, weight, history --
MAP 59 43
hon , ] ) UTPI 60 39
Thuat toan ‘Bayes Theorem’ pha:[ trien béi TN 53 39
FMF* tinh toan nguy co phat trién TSG. PIGF 65 42
Triple hozc quadruple test bao gom: .
* Do Mean Arterial Pressure (MAP) gx MAP. PLGF 73 47
« Uterine Artery Pulsatility Index (UTPI) § AL PRSP 60 40
PIGE s UTPI, PIGF 70 42
Do o] Biochemical testing: PIGF,PAPP-A | 66 | 42 |
>

Do thém PAPP-A ... két hop vdi C&c yéu to Triple test: MAP, UTPI, PAPP-A
ciiame cho ti 16 phét hién TSG tét hon véi | MULEEHVAN A C;
, Triple test: MAP, UTPI, PIGF
(FPR) chi 10%. L
Tripletest UTPI,PAPP-APIGF | 69 | 43 |
FMF: Fetal Medicine Foundation

Quadruple test: MAP, UTPI, 75 48
PAPP-A, PIGF
O’Gorman et al. Competing Risk Model In Screening for Preeclampsia. Am J Obstet Gynecol 2016

O’Gorman N et al, Multicenter screening for pre-eclampsia by maternal factors and biomarkers at 11—13 weeks’ gestation: comparison with NICE guidelines and ACOG recommendations, Ultrasound Obstet Gynecol 2017; 49: 756—760




ACOG COMMITTEE OPINION

Table 1. Clinical Risk Assessment for Preeclampsia*

Risk Level Risk Factors Recommendation
High' o History of preeclampsia, especially when accompanied by an Recommend low-dose aspirin if the patient has
adverse outcome one or more of these high-risk factors
o Multifetal gestation
o Chronic hypertension
o Type 1 or 2 diabetes
» Renal disease

o Autoimmune disease (systemic lupus erythematosus,
antiphospholipid syndrome)
Moderate o Nulliparity Consider low-dose aspirin if the patient has
o Obesity (body mass index greater than 30) more than one of these moderate-risk factors®
o Family history of preeclampsia (mother or sister)
o Sociodemographic characteristics (African American race, low
socioeconomic status)
o Age 35 years or older
o Personal history factors (eg. low birthweight or small for
gestational age, previous adverse pregnancy outcome, more than
10-year pregnancy interval)
Low o Previous uncomplicated full-term delivery Do not recommend low-dose aspirin
*Includes only risk factors that can be obtained from the patient’s medical history. Clinical measures, such as utering antery Doppler ultrasonography, are not included.
'Single risk factors that are consistently associated with the greatest risk of preeclampsia. The preeclampsia incidence rate would be approximately 8% or more in 3 pregnant
woman with one or more of these risk factors.
‘A combination of muitiple moderate-risk factors may be used by clinicians to identify women at high risk of preeciampsia. These risk factoes are independently associated with
moderate risk of preeclampsia, some more consistently than others,
"Moderate-risk factors vary in their association with increased risk of preeclampsia.
Modified from LeFewre, ML. U.S. Preventive Services Task Force. Low-dose aspirin use for the peevention of morbidity and mortality from preeclampsia: U.S. Preventive Services
Task Force Recommendation Statement. Ann Intern Med 2014;161:819-26.




ASPIRIN DU PHONG TRONG TSG

Study ASA Control Weight Risk ratio Risk ratio

or subgroup % M-H, random, 95% ClI M-H, random, 95% ClI
events total events  total

August, 1994 0 24 5 25 15:2 0.09(0.01, 1.62) < 2

Bakhti, 2011 1 82 9 82 294 0.11(0.01, 0.86) =

Ebrashy, 2005 0 73 23 63 15.9 0.02 (0.00, 0.30) <=

Vainio, 2002 0 43 1 43 1272 0.33(0.01, 7.96) =

Villa, 2010 1 61 5 60 27.4 0.20(0.02, 1.63) =

Total (95% Cl) 283 273 100.0 0.11(0.04, 0.33) ’

Total events 2 43

Heterogeneity: 2 = 0.00; x* = 2.79, d.f. =4 (p = 0.59), I’ = 0%
Test for overall effect: Z=3.92 (p < 0.0001)

[ I
0.01 0.1 1
Favors experimental

[
10
Favors control

1
100

Roberge et al., FDT 2012

Restricted to trials where treatment was started <16 weeks




NNT

Sample baseline  PARISrelativerisk  Number needed-to-treat
event rate (95%Cl) (95%Cl)
Pre-eclampsia 18% 0-90 (0-84-0-97) 56 (35-185)
6% 167 (104-556)
2% 500 (313-1667)
Preterm <34 weeks 20% 0-90 (0-83-0-98) 50 (29-250)
10% 100 (59-500)
2% 500 (294-2500)
Perinatal death 7% 0-91(0-81-1-03) 159 (75-476)
4% 278 (132-833)
1% 1111 (526-3333)
Small for gestational age baby 15% 0-90 (0-81-1-01) 67 (35-667)
10% 100 (53-1000)
1% 1000 (526-10000)
Pregnancy with serious adverse ~ 25% 0-90 (0-85-0-96) 40 (27-100)
outcome
15% 67 (44-167)
7% 143 (95-357)

Table 4: PARIS number needed-to-treat with sample baseline event rates

Askie et al., Lancet 2007

N= 32,000/ 31 trials | Individual patient meta-analysis




Poi twong sit dung Xét nghiém sFIt-1/PIGF —
TCN 2 &3

G/FAP

Thai phu véi dau hiéu/ triéu chirng TSG
(Nghi ngo 1am sang TSG hoac da co triéu ching )




Nhu cau I1am sang va gia tri cta sFlt-1/PIGF

Tién lrong ngan han

Nhu cau 1am sang Gia tri ciia SFIt-1/PIGF
()

o
(-

y
y

O0®

@00

000
000

o
()

N B Cai thién tién lwong
Ho tre tien lugng } ngin han TSG Kkhéi } Loai trir TSG } Xac dinh TSG
ngan han TSG phét sém 34 trong 1-4 tuan 12 trong vong 4 tuan'-?

HELLP syndrome: Hemolysis, Elevated Liver Enzyme and Low Platelet syndrome, HE: Health economics

1Zeisler, H., et al. (2016). N Engl J Med 374(1), 13-22; 4Sovio, U., et al. (2017). Hypertension 69(4), 731-738;.
2 Stepan, H., et al. (2015). Ultrasound Obstet Gynecol 45(3), 241-246;
3Perales, A, et al. (2016). Ultrasound Obstet Gynecol Epub ahead of print;



Nhu cau I1am sang va gia tri cia sFIt-1/PIGF

Tién lwong ngian han

Roche nghién ctru ho tro:

PROGNOSIS! PreQS? Nhirng nghién ctru
, Kinh té y té
Danh gia ti s6 SFIt-]:/PIGF Danh gia anh ’ (UKS Italy?)
trong tién luwong ngan han huong cua ti s6
TSG/ SG/HELLP syndrome sFIt-’llPIGF trén Bdnh gia kinh 18 y é
o thai phu nghi ngo TSG quyét dinh cua BS cia ti sé SEIt-1/PIGE

trén bénh nhan

. trong thiwc hanh lam
nghi ngo TSG J tre

sang

HELLP syndrome: Hemolysis, Elevated Liver Enzyme and Low Platelet syndrome, HE: Health economics

1Zeisler, H., et al. (2016). N Engl J Med 374(1), 13-22; 4Frusca, T., et al. (2017). J Matern Fetal Neonatal Med Epub ahead of print.
2 Klein, E., et al. (2016). PLoS ONE 11(5), e0156013;
3 Vatish, M., et al. (2016). Ultrasound Obstet Gynecol 48, 765-771;

©/FAP

PROGNOSIS Asia
(Expected 2018)

Pdnh gid ti so SFIt-
1/PIGF trong tién luwong
ngd'n han TSG/SG/Ho¢i
chung HELLP o thai phu
nghi ngo TSG



Nhu cau I1am sang va gia tri ciia sFIt-1/PIGF
Tién lwong két cuc xau

GV/FAP

Gia tri caa sFIt-1/PIGF

Nhu cau lam sang

SN Y

H& tro tién lugng két Tién lwgng TSG va/hoic két cuc Lién quan dén nhu cau cho sanh Anh huwéng dén quyét
I’: : i v ”\ 1 2 A - i0 1 o A oA hd
cuc xAu thai ky xau ciia Me va be trong 1-4 trong 48 gio dinh nhap vién ciia

tuan tGil’

thai phu.®

HE: Health economics 4Moore, A.G., et al. (2012). J Matern Neonatal Med 25(12), 2651-2657; 9Klein, E., et al. (2016). PLoS ONE 11(5), €0156013;
1 Gomez-Arriaga, P.1., et al. (2014). Ultrasound Obstet Gynecol 43(5), 525- 5 Chaiworapongsa, T., et al. (2013). Am J Obstet Gynecol 208(4) 287, e1-15; 10 Vatish, M., et al. (2016). Ultrasound Obstet Gynecol 48, 765-771;

532; 6Rana, S., et al. (2013). Hypertens Pregnancy 32(2), 189-201; Frusca, T, etal. (2017). J Matern Fetal Neonatal Med Epub ahead of print.
2Verlohren, S., et al. (2012). Am J Obstet Gynecol 206, 58.e1-8; 7 Zeisler, H., et al. (2016). N Engl J Med 374(1), 13-22;

$Rana, S., etal. (2012). Circulation 125, 911-919; 8Zeisler, H., et al. (2016). Obstet Gynecol 128(2), 261-269;



Thwe hanh — Chon Iya?
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Pinh nghia Tién san giat va Tiéu chuan chon bénh

Khi nao téi nén xdc dinh ty so sFlt-1/PIGF?

1. Nghi ng& lam sang cia
Tién sdn giat: thai phu c6
dau hiéu va triéu chimg

2, Chan doan Tién san giat khong ro
rang: thai phu vdi cac dau hiéu va
triéu chimg khong dac hiéu

(Tudi thai 20+0)

3. Thai phu khéng c6 dau hiéu
va triéu chimg nhung cé
nguy co bi Tién san giat tang

Binh nghia mdi vé Tién san giat '

(sau 20 tudn thai)
Cao huyét dp [ mdi)

Huyét dp tam thu =140 mmHg
Huyét dp tam truong =90mmHg

A
Bam niéu = 300 mgl24 gia

(hodc 1+que phan tich nudc tiéu)

HOAC

Khéng co dam niéu’ vai 1 hofc

nhiéu hon cdc yéu td sau:
+ Giam tidu cdu

» Suy thén

Suy gan

Phi phéi

« Triéu ching néo hoac thi giac

Thai phu cé

nguy co cao®

1. CHA méin

2, Bénh than

3. CHA thai ky trude do
&, Bénh L midn

5. Tiéu dudng type 1, 2
6. Huyél khdi

Thai phu cé nguy co
trung binh*

1.
2.
A

4.

Thai lan dau

BPa thai

Khoang céch gitm 2 l4n
mang thai =10 nam
Huyét dp tam truong
BommHg & lan kham thai
dau tién

Blam niéu & [in kham thai
dau tién

Bang diéu tri bénh lau dai
=40 tudi

Tién s gia dinh b

Tién san giat

BML=35

10, Bi Tién san giat trude do

1. Siéu dm Doppler déng mach U cung
thay déi sau 20 - 24 tudn

2. Thai phu da dugc xédc dinh cé nguy co
cao khi sang lpe Tién san gidt &
Quy 1 (Theo hisdgng din cia FMP)

Tai tidu tham khdo:

I NICE (2001). Hppertensicm m pregmancy: the menapement of hypertonsive dicerders dwring progmancy
Z Arerieds I'_.'lll'fqulf{&kkil.r'ﬂl. and ﬁy.ﬂ::nl'llrl:n d013), Taik Foree an H'u]‘::rr:n:flm i Pregrdncy

cobas’

GVFAP



Q/FAP

Sang loc Tién san giat quy 1 Diéu tri v6i Aspirin liéu thap (150mg/ngay)
(cho t4t ca thai phu)' cho dén.tuér'l 36 (bat dau t,lé rjhét |a tuédn 14)
e Tudn thal: 10-14 NGY/OH080 Theo d?l thai phu = 20+0 tgan ‘

' . . : Do ti s6 sFIt-1/PIGF dé xac dinh muc ban
* Loai mau: Huyét thanh Tién san giat ; S
 Thuét toan EME glap tinhinguy oo >1:100) d4u va theo déi khuynh hutng tién trién

; . bénh dé quan ly chat ché& hon theo huéng

Tién san giat: 1 th
' d&n va nguding x4c dinh / loai t
- Yéu t6 clia me (tudi, tién sur,...) n va ngudng xac dinh / loai tru

Sang loc Tién san giat gy 1

- Huyét ap dong mach
trung binh (MAP) Khong cén diéu tri bAng Aspirin

- Chi s6 xung tr cung Thai phu cdn dugc theo ddi sau 20 tuén
(UtPI, Doppler) Khéng nguy co xac dinh ti s6 sFlt-1/PIGF néu c6 nghi

- Chi dédu huyét thanh: cao Tién san giat ngd Tién san giat (d4u hiéu va triéu
PIGF (yéu t6 |lua chon: PAPP-A) ching)®

Tai lidu tham khdo:

1 Robwik et al. (2017). N Engl ] Med. 377(7). 613622 (ASPRE)

2 O'Gorman, N. et &l (2016). Am ] Obstet Gymecol. 214(1), 103.¢1-103 ¢i2.
3 Diakkas, A. et al. (2016). Ultr, d Obstet Gynecol 47, 472.477.

4 OGormar, N et &l (2017). Ultrasound Obstet Gynecol 49, 756760

o
5 Stepan H et al (2015) Ultraseund Obstet Gynecol 45, 241-246. C(o)bas




Preeclampsia: Implementation of the sFIt-1/PIGF ratio
Implications for clinical practice

=38

Patients with signs and symptoms of PE or asymptomatic women with high risk of PE

Rule out preeclampsia for
at least 1 week (gestational
age independent)

NPV = 88.3%

Further management Is

according to the cliniclan’s
discretion

>38-85

‘

>38

<34 WoP

> 665° >201*

234 WoP

PE or placenta-related
disorder is highly likely

Management according

to guidelines, re-measure
after 2- 4 days to
determine trend. The test
frequency can be adapted
to the clinical sttuation and
trend In ratio dynamics.
Stable results: follow up In
2 weeks

This “Caidemce for dimical Practice” sheet is baved on
Stepam, FL et al (D15). Ultreseund Obset Gymecel 4503), 1<

Diagnosss of PE or placenta-
related disorder Is highly
likely. Severely elevated
sFit-1/PIGF ratios are
associated closely with the
need to deliver within 48 h

Extra suwvelllance in

an appropriate clinical
setting. <34 WobP-
antenatal corticosteroids
to accelerate fetal lung
maturation should be
considered strongly

PE or placenta-related
disorder is highly likely

Management according
to guidelines, re-measure

after 2-4 days to
determine trend. The test
frequency can be adapted
to the clinical situation and
trend In ratio dynamics.
Stable results: follow up In
2 weeks

>38-110

Intensive survedllance.
Follow-up measurement of
ratio after 1 -2 weeks.

cobas’

GYFAP



Ung dung 1am sang Elecsys®ty so tién san giat trén 1am
sang?

&/

EY Theo doi sat (c6 thé phai chAm dirt thai ky
685 trong 48 gio)
S~

~ Lién quan dén kha ning phai chim dit thai
ky trong 48 gio
201
: ~ X oA o on
~| G aEEin L O gLl Chin do4n tién san giat

- - Xét nghiém lai sau 2-4 ngay dé dinh huéng
Xét nghiém lai sau 2-4 ngay dé dinh hwong

£ 110
j -
é Hién tai c6 thé loai trir tién san giat, tuy nhién
T 85 i thai phu Vﬁl,l co nguy co
. T .1 Co thé c6 van de vé chirc nang banh nhau
L_*-L' Hién tai co theé loai trir tién san giat, tuy nhién
. x 7 2 z
@ thai phu van c6 nguy co Xem xét ¢6 thé cham dirt thai ky sém hon

" . N binh thwong
Xem xét lam xét nghiém theo doi sau 1-2 tuan

38

Tién san giat khéi phat sém i Tién san giat khéi phat mudn
(<34 tuan thai) | (>34 tuan thai)
*  PIGF, placental growth factor; sFlt-1, soluble fms-like tyrosine

. 1Stepan et al. Ultrasound Obstet Gynecol 2015
kinase-1



TAM KET G/FAP

- TSG-SG hién nay van la mot trong s6 nhitng nguyén nhan lién quan
tr vong me Va thai truc tiép chiém hang dau trong San khoa.

- PLGF gilp sang loc trong quy 1, cling sSFLT1 gidp tién luong ngan va
du phong két cuc xau

» Phat hién sém, du phong kip thoi cling theo déi va két thic thai ky &
thoi diém thich hop 1& mo hinh gilp quan 1y bénh Iy TSG _SG hién
nay.
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