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Expectant management in severe 
preeclampsia

O preeclampsia with severe features: delivered 
promptly to prevent maternal and fetal 
complications. 

O progressive and no prevention (other than 
magnesium sulfate to prevent eclampsia)
delivery is always in the best for mother

O preterm delivery is not always in the best interest 
of the fetus; therefore, a decision to delay 
delivery can be considered under certain 
circumstances.
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Short-term consequences with 
onset in the second trimester

O Maternal morbidity and fetal mortality: high with 

expectant management of preeclampsia with 

severe features with onset in the second trimester.

O 25 to 63% develop serious complications:

O HELLP syndrome, 

O renal insufficiency, 

O placental abruption, 

O pulmonary edema, 

O and eclampsia.
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Short-term consequences with 
onset in the second trimester

O Surviving infants are at high risk of 

O short-term complications 

O and long-term disability.
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Short-term consequences with onset in 
the early third trimester (up to 34 weeks)

O Expectant management of preeclampsia with 
severe features is associated with better 
maternal and fetal outcomes in the early third 
trimester than in the second trimester.

O Data from observational studies support 
expectant management of appropriately 
selected patients with preeclampsia with severe 
features <34+0 weeks. 

O Expectant management appears to significantly 
prolong pregnancy without increasing maternal 
morbidity.
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Previable gestational age

 Based on the data if a woman develops 

preeclampsia with severe features before fetal 

viability: 

O offer termination of pregnancy to reduce the 

mother's risk of developing life-threatening 

morbidity (cerebrovascular hemorrhage) or death. 
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Pregnancies from viability to 
33+6 weeks of gestation

O Once the limit of fetal viability has been 

achieved, typically is offered expectant 

management to appropriately selected 

women up to 33+6 weeks of gestation
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Pregnancies from viability to 33+6 
weeks of gestation

O The clinician and patient should carefully weigh 

the risks and benefits of expectant management 

versus delivery, taking into account:

O estimated fetal weight, 

O results of fetal testing, 

O presence/absence of oligohydramnios, 

O and whether a full course of corticosteroids can 

be/has been administered.
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Pregnancies from viability to 33+6 
weeks of gestation

O It should be emphasized that expectant 

management is not associated with any direct 

maternal benefits. The mother is taking on a 

small but significant risk to her own health to 

delay delivery until a more advanced gestational 

age is reached with a more favorable neonatal 

prognosis for her child. 

O These patients should be hospitalized and cared 

for by, or in consultation with, a maternal-fetal 

medicine specialist. 
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Preeclampsia with severe features based on 
transient laboratory abnormalities alone

O Expectant management of asymptomatic women with 
preeclampsia with severe features by laboratory criteria alone

O [ALT, AST] twice the upper limit of normal, 

O platelet <100,000 

O appears to be safe and beneficial for the neonate if the 
abnormalities resolve within 24 to 48 hours of hospitalization. 

O In otherwise asymptomatic or mildly hypertensive women, it is 
reasonable to 

O delay delivery, administer antenatal corticosteroids, 

O and repeat the laboratory tests (AST, ALT, platelet count) every 
6 to 12 hours to see if they improve.
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Preeclampsia with severe features based on 
transient laboratory abnormalities alone

O promptly deliver patients with initially abnormal 
laboratory tests who 

O have worsening liver chemistries or falling platelet counts 
over a period of 6 to 12 hours

O and those who develop other signs of preeclampsia with 
severe features.

O continue expectant management if the initially abnormal 
laboratory tests improve. 

O continue expectant management if the initially abnormal 
laboratory test results remain stable, but this decision is 
made on a case-by-case basis.
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Preeclampsia with severe features based 
on blood pressure criteria alone

O Expectant: safe and beneficial to the neonate in

O pregnancies in which severe hypertension can be controlled 
with antihypertensive drugs and fetal testing is reassuring.

O The use of antihypertensive drugs:

O does not alter the course of preeclampsia or reduce perinatal 
morbidity or mortality, 

O may diminish uteroplacental perfusion 

O or mask an increase in blood pressure, which can be a sensitive 
measure of worsening disease. 

O treatment of mild hypertension during pregnancy is not 
generally recommended

O antihypertensive agents should be used in women with severe 
hypertension to prevent a stroke.
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Contraindications to beginning or 
continuing expectant management

OFetal: 
O Fetal demise

O Abnormal fetal testing 

O nonreactive non stress test or low biophysical profile score;

O growth restriction
O with absent/reversed diastolic flow on umbilical artery Doppler 

O or abnormal ductus venosus waveform 

O Estimated fetal weight less than the 5th percentile 

O Oligohydramnios (amniotic fluid index <5 cm or single deepest 
vertical pocket <2 cm)

O Fetus without expectation for survival at the time of maternal 
diagnosis (lethal anomaly, extreme prematurity).
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Contraindications to beginning or 
continuing expectant management

O Maternal:
O Hemodynamic instability (shock)

O Persistent severe hypertension unresponsive to medical therapy.

O Symptoms of severe disease 
O Severe headache (incapacitating, "the worst headache of my life") 

O or persistent progressive headache (despite a dose of an analgesic)

O characteristic vision abnormalities, or epigastric/right upper quadrant pain 
unresponsive to analgesics

O Motor deficit 

O Pulmonary edema

O Kidney failure

O Stroke

O Myocardial infarction
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Contraindications to beginning or 
continuing expectant management

 Laboratory abnormalities, such as:

O Aminotransferases increasing over 6 to 12 hours and reaching levels twice 

the upper limit of normal

O Progressive decrease in platelet count to <100,000 cells/microL

O Coagulopathy 

O New or worsening renal dysfunction (serum creatinine >1.5 mg/dL or twice 

baseline)

O Maternal request for immediate delivery.

O HELLP syndrome 

O Although some studies have reported that serious maternal complications 

in the setting of expectant management of HELLP syndrome are 

uncommon with careful maternal monitoring, the benefit of expectant 

management in this setting has not been demonstrated. 

O Eclampsia



Contraindications to beginning or 
continuing expectant management

O Placental abruption

O Preterm labor

O Preterm prelabor rupture of membranes
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INITIAL MANAGEMENT OF ALL PATIENTS 

WITH PREECLAMPSIA WITH SEVERE 

FEATURES

O Women with suspected preeclampsia should be 
admitted to the hospital to confirm the diagnosis, 
assess severity, 

O monitor maternal and fetal status, and initiate 
supportive therapy or perform delivery. 

O Transfer to a tertiary care center should be considered, 
if necessary, so as to optimize care of the mother and 
the newborn in an intensive care setting and to access 
adequate ancillary support services (anesthesiology, 
blood bank, laboratory services) in the event of severe 
complications
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INITIAL MANAGEMENT OF ALL PATIENTS 

WITH PREECLAMPSIA WITH SEVERE 

FEATURES

O Admission to the Labor and Delivery Unit

O monitored in this intensive setting for as long as 48 hours. 

O After several hours of observation, she can be transferred 
to a setting with less intensive care if all of the following 
are present:

O She is asymptomatic.

O Her blood pressure is stable at a safe level without labile 
elevations into the severe range.

O Her laboratory test results are in the normal range or 
improving.

O Fetal testing is reassuring
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INITIAL MANAGEMENT OF ALL PATIENTS WITH 

PREECLAMPSIA WITH SEVERE FEATURES

O Administration of a course of antenatal corticosteroids –

Reasonable efforts should be made to delay delivery for 

48 hours to complete a full course of steroids.

O However, intervention will be necessary if maternal or 

fetal status deteriorates. 

O Betamethasone has low mineralocorticoid activity 

compared with other corticosteroids and does not 

aggravate hypertension. 

O Administration of corticosteroids does not affect the 

severity or duration of severe preeclampsia
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INITIAL MANAGEMENT OF ALL PATIENTS WITH 

PREECLAMPSIA WITH SEVERE FEATURES

O Seizure prophylaxis with magnesium sulfate. 

O Blood pressure monitoring at least every one to two 

hours. Severe hypertension should be treated to 

reduce the risk of maternal cardiovascular 

complications. 

O treat patients with SBP≥150 mmHg or DBP ≥95-100 

O Other physicians begin antihypertensive treatment 

when SBP≥160 mmHg or DBP≥105 or 110 

O Accurate recording of fluid intake and urine output

Dr F Golshahi, Yas Hospital



INITIAL MANAGEMENT OF ALL PATIENTS WITH 

PREECLAMPSIA WITH SEVERE FEATURES

O Laboratory studies 
O CBC (including platelet count and smear), electrolytes, creatinine, ALT, AST, 

and LDH

O coagulopathy profile (PT, PTT, fibrinogen) if 

O the ALT and AST are more than twice the upper limit of normal, 

O if the platelet count is less than 100,000 cells/microL, 

O or if placental abruption is suspected.

O Laboratory studies are repeated every 6 to 12 hours while the patient 
is on the labor unit. 

O Assessment of fetal well-being, including 
O a non  stress test, 

O amniotic fluid volume determination, 

O and estimation of fetal weight. 

O We obtain umbilical artery and ductus venosus Doppler velocimetry if the 
fetus is growth restricted.



COMPONENTS OF EXPECTANT 
MANAGEMENT

O If there are no contraindications to expectant 
management, we suggest the following regimen to 
minimize the risk of maternal and fetal 
complications. 

O Close supervision of mother and fetus is crucial as it 
is impossible to predict the clinical course of the 
disease after admission and clinical deterioration can 
occur rapidly. 

O After initial assessment and stabilization on the 
Labor and Delivery Unit for 12 to 24 hours :
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COMPONENTS OF EXPECTANT MANAGEMENT

O Hospitalize until delivery –

O Findings from frequent maternal and fetal assessment are 
reviewed throughout the day,

O and the ongoing risks of expectant management versus the 
benefit of further fetal maturation are reevaluated frequently.

O Monitor blood pressure every four hours. 

O do not awaken patients at night to check blood pressure 

O Antihypertensive therapy is administered to women with 
preeclampsia superimposed on chronic hypertension who were 
admitted already on such therapy 

O and to those with severe hypertension. Development of severe 
hypertension would warrant delivery. 

O Frequently assess maternal symptoms 

O headache, vision changes, epigastric or abdominal pain, 
decreased fetal activity, vaginal bleeding

O Symptoms of preeclampsia with severe features would warrant 
delivery.



COMPONENTS OF EXPECTANT 
MANAGEMENT

O Accurately record fluid intake and urine output to 
O identify oliguria (defined as <500 mL over 24 hours). 

O Deteriorating kidney function (rising creatinine to above 1.1 mg/dL) and 
persistent oliguria over 24 to 48 hours would warrant delivery.

O Monitor laboratory tests – Obtain a complete blood count, serum 
creatinine, and liver chemistries at least twice weekly to daily. 

O If laboratory abnormalities worsen after an initial improvement, we 
would repeat the tests in 12 to 24 hours and deliver if any of the 
following :
O Elevated liver chemistries (twice the upper limit of normal)

O Thrombocytopenia <100,000 platelets/microL

O Rising creatinine level that is above 1.1 mg/dL is confirmed
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COMPONENTS OF EXPECTANT 
MANAGEMENT

O Finish the course of antenatal corticosteroids

O Regularly assess fetal well-being 
O obtain fetal kick counts and nonstress tests at least daily, 

O ultrasound assessment of amniotic fluid volume and BPP twice per 
week, 

O and ultrasound estimation of fetal growth every 2 to 3 weeks.

O If the fetus is growth restricted, we obtain weekly Doppler 
velocimetry of the umbilical artery and ductus venosus

O Continue magnesium sulfate seizure prophylaxis until 
completion of the course of antenatal corticosteroids.

O If the patient remains a candidate for expectant management at 
that time, the magnesium sulfate can be discontinued until her 
status changes and preterm delivery becomes indicated.
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COMPONENTS OF EXPECTANT 
MANAGEMENT

O Several management strategies with no proven benefit in 
the setting of severe preeclampsia are commonly 
recommended but are best avoided because of potential 
morbidity, cost, and/or patient inconvenience.

O routine use of continuous fetal heart rate monitoring on 
antepartum patient units, 

O routine initiation of antihypertensive therapy in women with 
nonsevere hypertension, 

O antepartum administration of magnesium sulfate seizure 
prophylaxis for over 48 hours, 

O and serial 24-hour urine collections for protein quantitation
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Eclampsia 

O convulsions or coma unrelated to other cerebral 

conditions with signs and symptoms of PE.

O Eclampsia is defined as the development of 

convulsions or unexplained coma during pregnancy 

or postpartum in patients with signs and symptoms 

of PE
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Hypertension in Eclampsia

O Hypertension is considered the hallmark for 

the diagnosis of eclampsia:

O severe in 20% to 54% of cases, 

O mild in 30% to 60% of cases. 

O However, in 16% of cases, hypertension may be 

absent.
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Symptoms in Eclampsia

O persistent occipital or frontal headaches in 50% to 

75% of patients

O blurred vision, photophobia in 19% to 32%

O epigastric or right upper quadrant pain, 

O and altered mental status.

at least one of these symptoms in

59% to 75% of cases
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Time of Onset of Eclampsia

O Antepartum: 38% to 53%

O 91% in the third trimester (≥28 weeks)

O 7.5% between 21 and 27 weeks’ gestation

O 1.5% at or before 20 weeks’ gestation (molar or hydropic)

O Postpartum: 11% to 44%

O Mostly within the first 48 hours,

O Late postpartum eclampsia is defined as eclampsia that 

occurs more than 48 hours but less than 4 weeks pp

O Some reported as late as 23 days postpartum

O In the latter cases, an extensive neurologic evaluation may be 

required to rule out the presence of other cerebral pathology



maternal morbidities

O placental abruption (7% to 10%), 

O DIC (7% to 11%), 

O pulmonary edema (3% to 5%), 

O acute renal failure (5% to 9%), 

O aspiration pneumonia (2% to 3%), 

O and cardiopulmonary arrest
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Treatment of Eclamptic
Convulsions

O life-threatening emergency 

O require proper care to minimize morbidity and mortality.

O Initially, the patient's face becomes distorted with 

protrusion of her eyes. 

O followed by a congested facial expression.

O Foam often exudes from the mouth,

O and the woman usually bites her tongue unless it is 

protected. 

O Respirations are absent throughout the seizure. 

O typically continues for 60 to 75 seconds.



Eclampsia

O The first phase:

O lasts 15 to 20 seconds,

O begins with facial twitching and proceeds to the body becoming rigid with 

generalized muscular contractions

O The second phase:

O lasts approximately 60 seconds 

O muscles of the body alternately contracting and relaxing in rapid succession. 

O begins with the muscles of the jaw and rapidly involves the eyelids, other 

facial muscles, and then all the muscles of the body. 

O Coma follows the convulsion

O usually remembers nothing of the recent events.

O If she has repeated convulsions, some degree of consciousness returns after 

each convulsion. 

O She may enter a combative state and may be agitated and difficult to control.

O Rapid and deep respirations usually begin as soon as the convulsions end. 



Eclampsia

O Because eclampsia is so frightening, the natural 

tendency is to attempt to abolish the convulsion.

O drugs such as diazepam should not be given in an 

attempt to stop or shorten the convulsion,

O especially if the patient does not have an IV line in 

place and someone skilled in intubation is not 

immediately available.

O If diazepam is used, no more than 5 mg should be 

given over 60 seconds.

O Rapid administration of diazepam may lead to apnea, 

cardiac arrest, or both.



Prevention of Recurrent Convulsions

O Magnesium sulfate is the drug of choice to treat and prevent 
subsequent convulsions in women with eclampsia. 

O A loading dose of 6 g over 20 minutes 

O followed by a maintenance dose of 2 g per hour as a continuous 
IV solution. 

O Approximately 10% of eclamptic women have a second 
convulsion after receiving magnesium sulfate.

O another bolus of 2 g magnesium sulfate IV over 3 to 5 minutes. 

O In recurrent seizures :lorazepam 2 mg IV over 3 to 5 minutes

O Rarely, a woman may experience an eclamptic seizure, lapse into 
a coma, and die. 

O Magnesium toxicity should be considered in those women who 
do not regain consciousness



Control of Severe Hypertension

O objectives of treating severe Hypertension:

O to avoid loss of cerebral autoregulation 

O and to prevent CHF without compromising cerebral perfusion 
or jeopardizing uteroplacental blood flow, 

O maintaining systolic BP between 140-160 mm Hg and 
diastolic BP between 90-105 mm Hg is a reasonable goal. 

O bolus 5- to 10-mg doses of hydralazine every 20 minutes or

O labetalol (20 to 40 mg IV) every 10 minutes as needed. 

O sodium nitroprusside or nitroglycerine, are rarely needed in 
eclampsia.

O Diuretics are not used except in the presence of pulmonary 
edema.



Intrapartum Management of 
Eclampsia

O Maternal hypoxemia and hypercarbia cause FHR and uterine 
activity changes during and immediately after a convulsion. 

O The FHR tracing may reveal 

O bradycardia, 

O transient late decelerations, 

O Decreased beat-to-beat variability,

O and compensatory tachycardia. 

O Uterine contractions can increase in frequency and tone. 

O resolve spontaneously within 3 to 10 minutes after the 
termination of convulsions 

O The patient should not be rushed to emergency cesarean 
delivery based on these findings, especially if the maternal 
condition remains stable.



Intrapartum Management of 
Eclampsia

O Fetal outcome: generally good after an eclamptic convulsion

O The mechanism for the transitory fetal bradycardia:

O a decrease in uterine blood flow caused by intense vasospasm 
and uterine hyperactivity. 

O The absence of maternal respiration during the convulsion may 
also result in fetal hypoxia and heart rate changes. 

O Because the FHR pattern usually returns to normal after a 
convulsion, other conditions should be considered if an 
abnormal pattern persists.

O Longer return to baseline FHR in preterm with growth restriction. 

O Placental abruption may occur after the convulsion and should 
be considered if uterine hyperactivity remains or the bradycardia 
persists



Intrapartum Management of Eclampsia

O The presence of eclampsia is not an indication for cesarean 
delivery. 

O decision based on gestational age, fetal condition, presence of 
labor, and cervical Bishop score.

O Cesarean delivery is recommended for those with:

O eclampsia before 30 weeks’ gestation who are not in labor with 
an unfavorable cervix (Bishop score <5). 

O Patients in labor or whose membranes have ruptured are 
allowed to deliver vaginally in the absence of obstetric 
complications. 

O When labor is indicated, it is initiated with either oxytocin 
infusions or prostaglandins in all patients with a gestational age 
at or greater than 30 weeks, irrespective of the Bishop score.

O similar approach for those before 30 weeks’ gestation if the 
cervical Bishop score is at least 5.



Intrapartum Management of Eclampsia

O pain relief during labor and delivery: systemic opioids or epidural 
anesthesia

O Either epidural, spinal, or combined techniques of regional 
anesthesia can be used for cesarean delivery. 

O Regional anesthesia is contraindicated in the presence of 
coagulopathy or severe thrombocytopenia (platelet count 
<50,000/mm 3 ). 

O general anesthesia:
O increases the risk for aspiration and failed intubation due to airway 

edema

O associated with marked increases in systemic and cerebral pressures 
during intubation and extubation

O Women with airway or laryngeal edema may require awake 
intubation under fiberoptic observation with the availability of 
immediate tracheostomy. 

O Changes in systemic or cerebral pressures may be attenuated by 
pretreatment with labetalol or nitroglycerine injections



Postpartum Management of 
Eclampsia

O close monitoring of vital signs, fluid intake and output, and symptoms for at 
least 48 hours. 

O mobilization of extracellular fluid leads to increased intravascular volume. 

O increased risk for pulmonary edema and exacerbation of severe 
hypertension especially in:
O abnormal renal function; 

O abruptio placentae; 

O preexisting chronic hypertension 

O Parenteral magnesium sulfate should be continued for at least 24 hours 
after delivery or for at least 24 hours after the last convulsion. 

O If oliguria is present (<100 mL/4 h), both the rate of fluid administration and 
the dose of magnesium sulfate should be reduced

O Once delivery has occurred, other oral antihypertensive agents such as 
labetalol or nifedipine can be used to keep systolic BP less than 155 mm Hg 
and diastolic BP less than 105 mm Hg. 

O Nifedipine offers the benefit of improved diuresis in the postpartum period
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