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Diagnosis is made, the definitive 
treatment is delivery to prevent 
development of maternal or fetal 
complications . 

Timing of delivery is based on a 
combination of factors, including 
disease severity, maternal and fetal 
condition, and gestational age. 



Preeclampsia with features of severe 
disease delivery in pregnancies ≥34+0 
weeks of gestation. 



 Delivery minimizes the risk : 

 cerebral hemorrhage 

  hepatic rupture 

 renal failure 

  pulmonary edema 

  seizure 

  bleeding related to thrombocytopenia 

  myocardial infarction 

  stroke 

  acute respiratory distress syndrome 

 fetal demise 



lower limit of viability (23 to 24 weeks) 

 pregnancies <34+0 weeks preterm 
labor or prelabor rupture of 
membranes,maternal , fetal condition 
is unstable are also candidates for 
delivery 



PREECLAMPSIA WITHOUT FEATURES OF 
SEVERE DISEASE 

 
Delivery : Experts consistently 

recommend delivery of women with 
preeclampsia at ≥37 weeks 



INTRAPARTUM MANAGEMENT 

 
Route of delivery:based on standard 

obstetric indications. . 

Cervical ripening agents can be used prior to 
induction if the cervix is not favorable 
 



 prolonged induction and inductions with a low success 
avoided. 

  Identifying for these outcomes is subjective and on a 
case-by-case basis. 

  For example:cesarean delivery  

 nulliparous woman with preeclampsia with severe 
features who is <32 weeks of gestation and has an 
unfavorable cervix, given the relatively high frequency 
of abnormal intrapartum fetal heart rate tracings and 
low likelihood of a successful vaginal delivery (less 
than 40 percent) 



Intrapartum monitoring 

  Continuous maternal-fetal monitoring is 
indicated intrapartum to identify worsening 
hypertension; deteriorating maternal 
hepatic, renal, cardiopulmonary, neurologic, 
or hematologic function; abruptio 
placentae; or an abnormal fetal heart rate 
tracing 



Routine invasive maternal hemodynamic 
monitoring (arterial catheterization, central 
venous catheter placement) is not 
recommended, even in the setting of 
preeclampsia with severe features.  



 select complicated patients; 

 severe cardiac disease 

  severe renal insufficiency 

  oliguria 

  refractory hypertension 

  pulmonary edema.  



Fluids 
Fluid balance (input versus urine 

output plus estimated insensible losses 
[usually 30 to 50 mL/hour]) should be 
monitored closely to avoid excessive 
fluid administration, since women with 
preeclampsia are at risk for pulmonary 
edema and significant third-spacing 



A maintenance infusion of a balanced 
salt or isotonic saline solution at 
approximately 80 mL/hour is often 
adequate for a patient who is nil by 
mouth and has no ongoing abnormal 
fluid losses, such as bleeding 



Oliguria that does not respond to a 
modest fluid bolus (eg, a 300 mL fluid 
challenge) suggests renal insufficiency 



Management of hypertension 

  Severe hypertension in labor should be 
treated promptly to prevent stroke : 

  labetalol  

  hydralazine  

  nifedipine , less commonly,  

Antihypertensive medications do not 
prevent eclampsia 



Labetalol 
labetalol for first-line : 

Effective 

rapid onset of action 

a good safety profile. 

The fall in blood pressure begins 
within 5 to 10 minutes and lasts from 3 
to 6 hours 
 



Labetalol20 mg IV gradually over 2 minutes 

10  minute intervals  40  mg IV over 2 
minutes. 

20 minutes 80 mg IV over 2 minutes. 

30 minutes, give 80 mg IV over 2 minutes. 

40 minutes, give 80 mg IV over 2 minutes. 

Cumulative maximum dose is 300 mg. 



 A continuous IV infusion of 1 to 2 mg/minute can 
be used instead of intermittent therapy or started 
after 20 mg IV dose. 

 Cumulative maximum dose is 300 mg  



Hydralazine 
 5mg IV gradually over 1 to 2 minutes.* 

 20-minute ،give 5or 10 mg IV over2minutes,  

 40 minutes, give 10 mg IV over 2 minutes 

 Cumulative maximum dose is 30 mg 



Hydralazine 
The fall in blood pressure begins 

within 10 to 30 minutes and lasts 
from 2 to 4 hours 



seizure prophylaxis 

not administer seizure 
prophylaxis to women with only 
gestational hypertension ،as the 
seizure risk in the latter group is 
less than 0.1 percent 



ACOG  :Magnesium sulfate should 
be used for the prevention of 
seizures in women with 
preeclampsia with severe features. 



Contraindications 
 contraindicated in women with myasthenia gravis 

،severe myasthenic crisis. Alternative anticonvulsant 
drugs should be used. 

 pulmonary edema  

 



Timing  
At the onset of labor , induction,prior 

,duration of a cesarean delivery 

women with preeclampsia with severe 
features while they are being considered for 
expectant management. Prolonged 
antepartum avoided as it has been 
associated with adverse effects on fetal 
bones 



 Dosing : 

 -1 Loading dose of 6 g of a 10% solution intravenously 
over 15 to 20 minutes followed by 2 g/hour as a 
continuous infusion 

 -2 An alternative regimen is 5 g of a 50% solution 
intramuscularly into each buttock (total of 10 g) 
followed by 5 g intramuscularly every four hours (may 
be mixed with 1 mL of xylocaine 2% solution to reduce 
pain). 

 



Dosing in renal insufficiency 
 excreted by the kidneys 

 serum creatinine is >1.1 ،a maintenance dose of 1 
g/hour 

 if the serum creatinine is ≥2.5 mg/dL or magnesium 
toxicity is suspectedno maintenance dose 

 ACOG suggests a loading dose of 4 to 6 g followed by a 
maintenance dose of 1 g/hour for patients with mild 
renal insufficiency (serum creatinine 1 to 1.5 mg/dL or 
oliguria (less than 30 mL urine output per hour for 
more than 4 hours) 

 



Clinical assessment and adjusting maintenance therapy 

  Clinical assessment for magnesium toxicity should be 
performed every one to two hours  

 maintenance dose is only given when a patellar reflex 
is present  

 respirations exceed12breaths/minute 

 urine output exceeds 100 mL over four hours. 

 



When to check magnesium levels 
 -1 seizure while receiving magnesium sulfate. 

 -2 Renal insufficiency (creatinine >1.1 mg/dL(Serum 
magnesium levels are checked every four to six hours 
as an adjunct to clinical assessment for magnesium 
toxicity. 

 -3 Clinical signs/symptoms suggestive of magnesium 
toxicity 

 



If the serum level is >9.6 mg/dL ،the 
infusion should be stopped and serum 
magnesium levels should be 
determined at two-hour intervals . 

The infusion can be restarted at a lower 
dose when the serum level is <8.4 
mg/dL . 



Maternal side effects 

 Rapid infusion : 

diaphoresis, flushing, and warmth, 
probably related to peripheral 
vasodilation and a drop in blood 
pressure. Nausea, vomiting, headache, 
muscle weakness, visual disturbances, 
and palpitations 



labor duration does not appear to be 
affected by its administration .The risk 
of postpartum hemorrhage, possibly 
related to uterine atony, was slightly 
increased 



Antidote 
  Calcium gluconate 15 to 30 mL of a 
10 percent solution intravenously 
over 2 to 5 minutes is administered 
to patients in cardiac arrest or with 
severe cardiac toxicity related to 
hypermagnesemia 



Fetal and neonatal effects from 
magnesium sulfate  

  Magnesium freely crosses the placenta: 

decrease in baseline fetal heart rate 

decrease in fetal heart rate variability, 
which may be absent or minimal 



Duration of therapy 
 continued for 24 hours postpartum  

 In most women who have preeclampsia without severe 
features, therapy can be safely discontinued after 12 
hours  

 eclampsia, seizure prophylaxis is generally continued 
for 24 to 48 hours postpartum, after which the risk of 
recurrent seizures is low 




