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ORIGINAL ARTICLE

Antiplatelet Therapy in High Risk Patients for Preeclampsia Prevention
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ABSTRACT

Objective: The goal was to determine if antiplatelet medication was effective at preventing preeclampsia in high risk patients as

well as its negative effects.
Study Design: Descriptive case series

Place and Duration: Gynaecology and obstetrics department LUMHS Jamshoro. Jan 2022-Dec 2022

Methods: Total 135 pregnant females of age 20-40 years were included in this study. The included patients were all high risk
pregnancies with parity 5, gestational age 12 weeks, and hospital prenatal checkups. Aspirin (an antiplatelet medication) 120
mg/day was administered to all the females. They were monitored in the OPD up until the 36th week of pregnancy.
Preeclampsia was diagnosed in females who had BP > 140/90 mmHg and proteinuria > 300 mg using the urine dipstick
technigue. All data were examined using SPSS 24.0.

Results: There were 95 (70.4%) cases had age <30 years and 40 (29.6%) females had age >30years. Mean parity of the
females was 2.3+5.11. Mean BMI was 25.02+6.35 kg/m? There were 60 (44.4%) females were educated and 55 (40.75)
females were from urban areas. History or preeclampsia found in 7 (5.2%) cases. There were 28 (20.7%) females were obese,
chronic hypertension found in 9 (6.75) cases, gestational hypertension in 92 (68.1%) cases and gestational diabetes in 22
(16.3%) cases. Frequency of preeclampsia was found in 19 (14.1%) cases. Other complications were low platelet, acid peptic
disease and Antepartum haemorrhage.

Conclusion: We observed that the occurrence of preeclampsia was extremely low among high-risk females who had 120mg of
Aspirin (antiplatelet medication) in the first trimester, but that the negative effects of antiplatelet therapy increased with

increasing doses.
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INTRODUCTION

Every year, more than 500,000 women worldwide lose their lives
due to complications with pregnancy, with low-resource nations
accounting for 99% of these deaths [1,2]. Pregnancy-related
hypertension problems are thought to be a contributing factor in
10-15% of these maternal fatalities [3].

Approximately one in ten pregnant women will experience
high blood pressure at some time before giving birth, according to
statistics [4]. Pregnancy outcomes are comparable to those for
women with normal blood pressure in those who have elevated
blood pressure but no additional problems. 2-8% of pregnancies
are complicated by pre-eclampsia, a multi-system disease of
pregnancy that is frequently accompanied by hypertension and
proteinuria [5]. It can have an impact on the mother's organs,
causing issues with the liver, kidneys, and brain as well as
anomalies in the clotting system. There are more hazards for the
newborn because the placenta is also implicated. Prematurity,
caused either by the beginning of pre-term labor spontaneously or
the requirement for an early, elective birth, and poor fetal
development due to insufficient blood flow through the damaged
placenta are the most frequent issues.

Preeclampsia is a pregnancy-related multisystem illness that
is often identified by proteinuria and hypertension once the
pregnancy has progressed past 20 weeks. Pregnancy-related
hypertension is defined as systolic blood pressure of 140 mmHg or
higher and diastolic blood pressure of 90 mmHg or higher in two
independent measures taken at least 4-6 hours apart. To diagnose
hypertension, however, blood pressure must be accurately
measured [6]. Ambulatory blood pressure monitoring is presently
not used in a standardized way to diagnose hypertensive
pregnancy problems. Particularly in people with chronic conditions
linked to hypertension or proteinuria, preeclampsia may be
challenging to identify. Preeclampsia can cause coagulation

system problems, eclampsia (seizures), liver and renal
dysfunction, and seizures [7]. Preeclampsia can now be diagnosed
as hypertension in conjunction with recent onset of
thrombocytopenia, compromised liver function, kidney failure,
pulmonary edema, or sudden cerebral or visual disturbances in the
absence of proteinuria, according to a review of the conventional
definition that was conducted in 2013. Preeclampsia is now
diagnosed in clinical practice with increased ambiguity due to this
broad terminology. Preeclampsia affects 1-8% of expecting
mothers, a prevalence that varies by nation due to regional
differences in the risk factors for pregnancies. Preeclampsia
affects 1.5% of nulliparas in Europe and 1% of the general
population [8]. Preeclampsia, while having a low frequency, is one
of the five main causes of maternal death in affluent countries [10]
and causes significant maternal and perinatal morbidity. It is also
the second highest cause of maternal mortality globally [9].
Preeclampsia has no effective therapy other than delivery, making
its primary and secondary prevention a significant public health
concern.

The goal of this study is to determine how frequently
preeclampsia develops in high-risk females who get antiplatelet
medication at a higher dose before the 12-week mark. The
effectiveness of 120 mg antiplatelet treatment is unclear according
to the literature. Furthermore, no local investigation has been
presented in this context. The purpose of this study was to
determine the effectiveness and adverse effects of 120 mg
antiplatelet treatment in high-risk females for the prevention of
preeclampsia. Our present practice of pre-eclampsia prophylaxis
with 75mg Antiplatelet medication may alter as a result of the
results, which will assist in updating local recommendations.

MATERIAL AND METHODS
This study was conducted at Gynaecology and obstetrics
department LUMHS Jamshoro and comprised of 135 pregnant
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females. After obtaining informed written consent, the
demographics for all patients were recorded. Patients in the study
ranged in age from 20 to 40 years old. All of the included cases
had parity >5 and were 12 weeks pregnant when they went to the
hospital for a prenatal appointment for a high risk pregnancy.
Women who have broader issues Deranged LFTs, for example
(ALT>40I1U, AST>40IU, bilirubin>5IU/L), RFTs in females who are
disturbed (creatinine > 1.2 mmol/l), Those who are female and
have heart issues (with abnormal ECG and medical records),
women who already have a placenta previa, as well as pregnant
women who have fibroid uteri on ultrasound.

Aspirin 120 mg/day was administered to all females as
antiplatelet treatment. All participants were monitored for the
development of high blood pressure, proteinuria, or aspirin side
effects every month until 30 weeks of pregnancy, and then every
two weeks until 36 weeks. Preeclampsia was designated if the
female acquired BP140/90mmHg and proteinuria>+1 using the
dipstick technique.This data was entered into a Performa that had
already been created. Preeclampsia-affected females were treated
according to hospital policy. Antepartum hemorrhage, acid peptic
illness, and low platelets were among the complications of
antiplatelet medication that were noted. Any patient experiencing
adverse effects was effectively addressed according to protocol.

SPSS version 24 was used for data entry and analysis. For
age, BMI, and gestational age, mean and SD were determined.
Pre-eclampsia incidence and prevalence rates were computed.
Frequency was used to represent parity. Data were stratified by
age, gestational age, parity, underlying disease type, and BMI. The
chi-square test was applied after stratification, with a P-value of
0.05 being considered significant.

RESULTS

There were 95 (70.4%) cases had age <30 years and 40 (29.6%)
females had age >30years. Mean parity of the females was
2.3#5.11. Mean BMI was 25.02+6.35 kg/m2. There were 60
(44.4%) females were educated and 55 (40.7%) females were
from urban areas.(table 1)

Table 1: Baseline information of the enrolled females

Variables [ Freguency | Percentage
Age

<30 years 95 70.4
>30 years 40 29.6
Mean parity 2.3+5.11

Mean BMI (kg/m?) 25.02+6.35

Education status

Educated [ 60 [ 44.4
Non-educated | 75 | 55.6
Place of Living

Rural [ 55 [ 40.7
Urban | 80 | 493

Table-2: Frequency of comorbidities among enrolled cases

Variables [ Frequency [ Percentage
History or preeclampsia

Yes [ 7 [ 5.2
No | 128 | 94.8
Obese Patients

Yes [ 28 [ 207
No | 107 | 79.3
Chronic hypertension

Yes [ 9 [ 67
No | 126 | 93.3
Gestational hypertension

Yes [ 92 [ 68.1
No | 43 | 319
Gestational diabetes

Yes [ 22 [ 16.3
No | 113 | 83.6

History or preeclampsia found in 7 (5.2%) cases. There were
28 (20.7%) females were obese, chronic hypertension found in 9

(6.7%) cases, gestational hypertension in 92 (68.1%) cases and
gestational diabetes in 22 (16.3%) cases.(table 2)

Frequency of preeclampsia was found in 19 (14.1%)
cases.(figure 1)

Preeclampsia

Yes = No

14.1%

85.9%

Figure-1: Association of preeclampsia after antiplatelet therapy among all
cases

Other complications were low platelet, acid peptic disease
and Antepartum haemorrhage among all cases.(table 3)

Table-3: Complications among all cases

Variables | Frequency (135) | Percentage

Complications

Low platelet 13 9.6

Peptic disease 40 29.6

Antepartum haemorrhage 50 37.04
DISCUSSION

Pre-eclampsia is defined as the onset of hypertension and
proteinuria after 20 weeks of gestation and is linked to a higher risk
of long-term cardiovascular death for both the mother and the
baby.[11] The World Health Organization advises starting low-dose
aspirin therapy (75 mg/day) during 48, a time when it is both
convenient and  practical.  According to international
recommendations, aspirin should be given to pregnant women who
are more likely to develop preeclampsia. However, there are
different recommendations on the best times to begin the therapy,
ranging from before or at 12 weeks of gestation to before 16 or 20
weeks. While it is still debatable, it is believed that starting therapy
earlier in pregnancy offers larger advantages.[12]

In current study 135 pregnant females were presented.
There were 95 (70.4%) cases had age <30 years and 40 (29.6%)
females had age >30years. Mean parity of the females was
2.3%5.11. Mean BMI was 25.02+6.35 kg/m2. There were 60
(44.4%) females were educated and 55 (40.75) females were from
urban areas. These findings were comparable to the previous
studies.[13,14]

Recently a meta-analysis study was conducted and
demonstrated that there was significant reduction in overall risk
ratio (RR) of preeclampsia regardless of the time of delivery, when
compared with placebo or no treatment. It was concluded that
when low dose aspirin was commenced at <16 weeks of gestation
in women at increased risk of preeclampsia was associated with a
reduction in overall risk of preterm preeclampsia, [15] and of
adverse maternal and neonatal outcomes. Another meta-analysis
concluded that there was no significant difference in the effects of
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antiplatelet therapy for women randomized before 16 weeks
gestation compared with those randomized at or after 16 weeks.
Antiplatelet therapy should be offered to women at increased risk
of preeclampsia, regardless of whether they are first seen before
or after 16 weeks gestation.[16]

In current study frequency of preeclampsia was found in 19
(14.1%) cases. Other complications were low platelet, acid peptic
disease and Antepartum haemorrhage among all cases. Our
results were in line with previous study.[17] Although 10% of
aspirin-taking individuals report experiencing gastrointestinal
problems, the risk of hemorrhage or placental abruption does not
rise [18]. Aspirin medication at low doses is not associated in any
way, according to the literature, with either premature arterial canal
closure or neonatal hemorrhage [19,20]. The strength of these
research, however, was insufficient to demonstrate the possible
negative consequences of frequent and heavy prescription use.
Large trials were required to demonstrate the dangers of low-dose
aspirin, including hemorrhagic, aside from pregnancy.

The findings of a different study demonstrated how aspirin
dose affects fetal growth restriction, severe preeclampsia, and
avoidance of preeclampsia. They said that aspirin started at >16
weeks did not lower risk or have a dose-response impact for fetal
growth restriction and severe preeclampsia. When low dosage
aspirin is started at a gestational age more than 16 weeks, there is
little to no effect on the risk of preeclampsia, severe preeclampsia,
and fetal growth limitation. Early in pregnancy, it is important to
identify women who are at high risk for adverse consequences.[21]

CONCLUSION

We observed that the occurrence of preeclampsia was extremely
low among high-risk females who had 120mg of Aspirin
(antiplatelet medication) in the first trimester, but that the negative
effects of antiplatelet therapy increased with increasing doses.
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