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Obstetric Nephrology

A Management of kidney disease and
medications In obstetric context

A Patient education
A Anticipate problems before they happen

A Diagnosis of preeclampsia




Pregnancy In Patients on
Dialysis
A Not common
A Anovulatory- menstrual cycles in women of

childbearing age with End Stage Renal Disease only
8-20%

A On dialysis: Fertility 0.3 per 100 patient years- that is
1/40t the rate of the general population

A Conception is more common if there is residual renal
function e.g. those just beginning dialysis




Pregnancy in Dialysis Patients

A First successful pregnancy in hemodialysis patient
1971

A Pregnancy often diagnosed late, average~16 weeks
gestation

A Signs of pregnancy: Hypotension on dialysis,
Increased EPO

A Low rate of successful pregnancies 1 in 1990 reported
at 50%- probably an overestimate, 2° to miscarriages




Pregnancy in Dialysis Patients

A Maternal prognosis is good
A Few deaths reported in literature

A Perinatal outcome is far less assured




Hard facts

A Fetal outcomes: neonatal death iIs common-
only 2/3 of infants born to women on dialysis
survive

A Prematurity in 82%; gestation 32 weeks

A Causes of prematurity: polynydramnios
premature rupture of membranes, maternal
hypertension, preeclampsia (estimated risk
30%)




L
Pregnancy in Dialysis Patients

A The main goal is to delay labor and delivery for as
long as possible

A Intensive dialysis, blood pressure control, anemia
management, nutrition, Ca/PO4 balance all play a
role




Case

A 32 year old Viethamese woman

A In 1999 first pregnancy, BP normal but had
proteinuria, 38 weeks c-section. Pt then lost to
follow up.

A June 2003, 9 weeks pregnant at antenatal visit
BP200/100 mm Hg,

A senttothe ER - Cr 590nmmol/L.

A Started on hemodialysis at that time. Preghancy
was electively terminated.




A Clinical diagnosis: IgA nephropathy.
Remained on hemodialysis for 1.5 years,
became pregnant spontaneously; diagnosed
at 6 weeks

A Hypertension controlled to 130/85 mm Hg
with enalapril 10 mg and atenolol 100 mg;
otherwise healthy

A What would you advise re: hypertension?




A 80% of pregnant dialysis patients are
hypertensive

ACEI/ARBs are contraindicated in pregnancy

A 2"d and 3" trimester exposure is fetotoxic: kidneys
donot develop I n I nfant

A 1Sttrimester exposure is associated with cardiac
and brain (Cooper NEJM 2006 354, 2443)

A Atenolol is associated with slightly smaller
babies




L
Antihypertensive Drugs Safe in

Pregnancy

A Methyldopa
A Starting dose 250 mg BID
A Maximum of 500 mg QID

A Labetolol
A Starting dose 100 mg BID
A Maximum 300 mg QID

A Nifedipine XL
A Starting dose 30 mg OD
A Maximum 90 mg OD




Blood pressure

A Enalapril and Atenolol are discontinued,
methyldopa 250 TID and Labetalol 300 BID
are started

A BP Is then 155/95 mm Hg

A What is the blood pressure target in this
patient?

ABP target in pregnant dialysis patient: no
consensus. Diastolic BP goal 80-90 mm Hg




Blood pressure management

A Methyldopa 500 mg TID
Labetalol 600 mg BID
Nifedipine XL 30 mg

A ultimately bring BP to 135/85 mm Hg

A What to tell this patient about the risk of
hypertension on the pregnancy outcome?




A Home blood pressure cuff advisable for home
monitor

A Rest at home is important for blood pressure
control

A Incidence of preeclampsia is increased to ~30%
SO must educate re: symptoms of preeclampsia:
headache, abdominal pain, increased BP from
baseline.




A Aspirin: PARIS collaboration- meta analysis of
30,000 pregnant women- daily aspirin of benefit
for women at risk of preeclampsia; however
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Dialysis dose

A Her usual dialysis time prior to pregnancy was
3% hours 3x per week via left AV fistula

A What is the dialysis prescription Iin pregnancy?

AProlonged or intensive dialysis during
pregnancy results in longer gestational age,
higher fetal birth weight and greater fetal survival




High maternal urea:

A high urea causes fetal solute diuresis and
excessive amniotic fluid accumulation.

A Target urea is
8.5 mmol/L
predialysis




A Dialysis Is increased to 4 hours 6 days
per week = 24 h at 12 weeks gestation
(end of first trimester).

A How to manage dry dry weight?



A 30% Increase In plasma volume + weight gain
after the 15t trimester of 0.5 kg/week

A ultrafiltration adjustment: increase dry weight by
~400-500 g/week after the 12 week of
pregnancy

A Careful fluid status assessment

A No guidelines on amount of ultrafiltration;
amniotic fluid does decrease in 1 case study-
consider fetal monitoring




Hemoglobin

A Patient was on erythropoietin 20,000 units IV 3
X per week, Fe sucrose 200 mg g 2 weeks.

A Hbis 92; Is this surprising?

A There is a higher EPO requirement in
pregnancy. The reason is not known, but
Increased vascular volume via dilation, with
subsequent hemodilution + EPO resistance due to
cytokine production during pregnancy contribute

Adow to manage?




Hemoglobin

A Target Hb In pregnancy is 100-110
A Epo is increased to 20,000 4 x per week
A Fe sucrose Is given weekly

A Hb in this patient rose to 109 by 18™ week







