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Early Pregnancy Monitoring

I

an Donald, RAF Medical Officer and famous Scottish
Obstetrician was the pioneer of medical ultrasound. He
begat Stuart Campbell who took up a Chair at Kings College
Hospital in London (where I attended his clinics) and in
turn he begat Charles Rodeck, Kypros Nicolaides and Tom
Bourne. These ultrasound “gods” explored the technological
advances in scanning to the highest level and one can only
admire their extraordinary diagnostic skills.
Recently Tom Bourne and colleagues expressed a note of
caution in monitoring early pregnancies. Although many
normal gestations can be identified within the uterus prior to
week 6 (day 42 dated from luteal phase onset as day 14),
pelvic scanning is fraught with variation at a subjective level
and even in the best hands, prone to errors prior to week 7 (day
49). At PIVET our policy is to match hormonal and ultrasound
information in determining failed intra-uterine pregnancies,
suspected ectopic gestations, pregnancies of unknown location
(PUL) and abnormal gestations such as hydatidiform mole.
PIVET protocols designate avoidance of scanning until day 49
unless clinical symptoms or hormonal tracking (undertaken
weekly for ART pregnancies to week 8) indicate a need. Early
failed pregnancies need to be differentiated with respect to
intra or extra uterine and can be considered for MTX therapy.
In recent months we have held our nerve on 2 cases where
ultrasound suggested ectopic gestations around day 45, but
a week later they proved to be normal pregnancies. Advanced
ectopics such as the following case are best managed by daycase laparoscopic surgery.

Hypertension –
some practical facts
T

hese few facts are designed to help us in treating our patients’ risk
factors. Bear in mind that the most effective therapy prescribed by
the most careful clinician will control hypertension only if patients are
sufficiently motivated. The clinician plays an essential role within this
aspect.

Hypertension (HT) is a cardiocerebrovascular risk factor.

It increases the risk of stroke (particularly ischaemic over haemorrhagic
cerebral infarction), more than the risk of myocardial infarction. This
concept, not reported in the older meta-analysis by MacMahon and Collins
probably because of imprecise criteria in several of the older included
trials, was revealed by the analysis by Kjeldsen and by the LIFE study.

Risk correlates directly with raised blood pressure.

Increased cardiovascular morbidity and mortality is directly and
continuously correlated with blood pressure (BP) beyond a value of
115/75mmHg. This was demonstrated by the PSC study based on 61
prospective observational studies including one million adults initially
free of cardiovascular disease; with a follow-up of 12.7 million subjectyears it confirmed the continuous correlation between cardiovascular risk
and blood pressure beyond a diastolic pressure of 75mmHg; a 20mmHg
difference in systolic blood pressure (SBP) has the same consequence as
a 10mmHg difference in diastolic blood pressure (DBP).
This continuous correlation between BP and cardiovascular risk does not
allow the definition of a precise cut-off value for hypertension.

Systolic BP best indicator beyond age 50

After the age of 50 and especially in elderly patients, SBP is a better
indicator of cardiovascular risk than DBP. This is because DBP tends to
decrease physiologically after the age of 50- 55 years.

HT treatment improves cardiovascular prognosis

It has been shown since the Framingham study that treatment of HT
improves the prognosis associated with all forms of HT, that is, malignant
hypertension (DBP >140mmHg associated with neurological and/or cardiac
and/or renal lesions and/or occularfundus lesions), severe HT (SBP > or =
180mmHg or DBP > or = 110mmHg) or even mild-to-moderate HT (SBP
between 140-149mmHg or DBP between 90-109mmHg).

Stroke risk reduces most

In primary prevention, lowering of peripheral SBP/DBP decreases the
risk of stroke to a much greater extent than the risk of coronary events.
According to the meta-analysis by Collins, any anti-hypertensive therapy
able to reduce DBP by 5-6mmHg could decrease the 5-year risk of stroke
by 50% and the 5-year risk of coronary events by about 20% (or even
30%, beyond 5 years).

Improvement proportional to BP lowering

Ultrasound image (video)
of live left tubal ectopic
pregnancy at 49 days.

Laparoscopic view of
same (IVF) pregnancy.
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Anti-hypertensive therapy improves the prognosis proportional to the
reduction of blood pressure figures. This was demonstrated by the HDFP,
HOT and BBB studies and confirmed by the BPLTTC meta-analysis.

In the first cycle of the BPLTTC meta-analysis of 15 large trials comprising
74,696 hypertensive patients, intensive vs more moderate anti-hypertensive
therapy significantly reduced the relative risk of stroke by 20%, that of
coronary disease by 19% and that of a major cardiovascular event by
15%, without modifying the risk of cardiovascular or all-cause mortality.
In the second cycle of this meta-analysis of 14 large trials comprising 87,
669 hypertensive patients, stricter blood pressure control more markedly
decreased the number of strokes and all cardiovascular events. n
Ref: Article by Robert Haiat and Gerard Leroy 2009.
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