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Expectant Management of Severe Preeclampsia Remote
from Term: Expectation for the Best Neonatal Outcome
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The main goal of expectant management in women with severe pre-eclampsia remote from term is to improve
neonatal outcome. Because expectant management could significantly decrease neonatal death and complication
rate, perintal outcome in well selected groups of expectant management are promising. However during expect-
ancy maternal progress may worsen. The balancing the risks between maternal and perinatal outcomes is most
important thing in expectant management. Up to now, women with early onset severe preeclampsia are delivered
expeditiously, regardless of gestational age. For successful expectant management close maternal and fetal mon-
itoring are essential in cases of early onset severe preeclampsia without HELLP syndrome and intrauterine
growth restriction. In conclusion very organized selection of expectant management after 48 hours of ob-
servational period without prejudicing maternal safety might gain positive neonatal results.
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Table. 1. Criterea for the duagnosis of severe preeclampsia

Criteria

Definition

Symptoms

Symptoms of central nervous Subjective complaints of blurred vision, scotomata, altered mental status,

system dysfunction

Symptoms of liver capsule
distention or rupture

Signs

Blood pressure criteria

Eclampsia

Pulmonary edema or
cyanosis

Cerebrovascular accident
(stroke)

Cortical blindness

IUGR”

Laboratory findings

Proteinuria

Oliguria and/or renal failure
HELLP syndrome

Hepatocellular injury
Thrombocytopenia

Coagulopathy

and/or severe headache

Subjective complaints or persistent right upper—quadrant and/or epigastric pain

sitting blood pressure=160 mmHg systolic and/or =110 mmHg diastolic on
2 separate occasions at rest at least 6 hours apart

Generalized seizures and/or unexplained coma in the setting of preeclampsia
and in the absence of other neurologic conditions

Excessive fluid accumulation in the lungs

Acute loss of brain function (as evidenced by focal neurologic signs, altered
mental status, and/or coma) because of a disturbance in the vasculature that
supplies blood to the brain

Partial or total loss of vision in a normal—appearing eye that is caused by
damage to the visual region of the occipital cortex

Estimated fetal weight <5™ percentile for gestational age or <10" percentile for
gestational age with evidence of fetal compromise (oligohydramnions,
abnormal umbilical artery Doppler velocimetry)

>5 G per 24 hours or =3+on 2 random urine samples that are collected at least
4 hours apart

Urine output<500 mL per 24 hours and/or serum creatinine>1.2 mg/dL

Evidence of hemolysis (abnormal peripheral smear, total bilirubin >1.2 mg/dL,
lactate

dehydrogenase>600 U/L), elevated liver enzymes (alaine aminotransferase>70
U/L, lactate

dehydrogenase >600 U/L), and low platelets (<100,000 platelets/mm®)
Serum transaminase levels=2Xnormal
<100,000 platelets/mm?

Prolonged prothrombin time (>1.4 seconds), low platelet count (<100,000
platelets/mm?®), and low fibrinogen (<300 mg/dL)

* |n 2000, IUGR ws excluded from the criteria for the diagnosis of severe preeclampsia by the NHBP in Pregnancy
Working Group, but it remains as a criterion for the diagnosis of severe preeclampsia as defined by the ACOG

(Norwitz ER. & Funai EF, 2008)°
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Table. 2. Maternal and fetal features for expeditious delivery or temporizing management in early onset severe

preeclampsia

Expeditious delivery

Expectant management

Uncontrolled severe hypertension (persistent diastolic blood pressure>110 Controlled hypertension
mmHg despite maximum doses of two antihypertensive medications

Pulmonary edema
Recurrent eclampsia

Proteinuria of any amount
Eclampsia*

HELLP syndrome with persistent epigastric pain or right upper guadrant HELLP syndrome without epigastric

tendemess
Placental abruption
Persistent severe headache or visual changes

Repetitive late or severe variable decelerations

pain or right upper quadrant tenderness
Reassuring fetal heart rate monitoring

Ultrasound evidence of continuing
fetal growth

Positive umbilical artery end—diastolic flow

Ultrasound estimated weight <fifth percentile and no evidence of growth for
1~2 weeks Reversed umbilical artery end—diastolic Doppler flow velocities

*Majority of seizures occurs before hospital admission, After successful stabilization expectant management under

close surveillance can be considered (Bolte AC, et al.,

2001)"
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Table. 3. Recommended expectant management of severe preeclampsia

Criteria Is it reasonable to offer expectant tx?
Symptoms No
Blood pressure criteria Yes
Eclampsia No
Pulmonary edema No
Cerebrovascular accident No
Cortical blindness No
IUGR Yes
Proteinuria Yes
Oliguria and /or renal failure No
HELLP syndrome No
Hepatocellular injury No
Thrombocytopenia No
Coagulopathy No
GA < 25weeks No

Norwitz ER. & Funai EF, 2008, modified®
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Table. 4. Main diagnostic criteria of the HELLP syndrome18

HELLP class Tennessee classification

Mississippi classification

1 Platelets <100 % 10%/L
AST=70 IU/L
LDH>600 1U/L

Platelets <50 < 10%/L
AST or ALT=70 IU/L
LDH>=600 IU/L

Platelets <100 10%/L
>50%10%L

AST or ALT>70 IU/L
LDH=>600 1U/L

Platelets <50 X 10%/L
>100%10%/L

AST or ALT=40 IU/L
LDH>600 1U/L
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Severe precclampsia

Admit to labor and delivery
Matemal and fetal evaluation—24 hours

(24 wooks | € | Megnesium suifate—24 hours >

Magnesium sulfate
And
Pregnancy termination

Antihypertensives if SBP=160 mmHg
or DPB= 110 mmHg or signs
imminent eclampsia

v

24~34 weeks Magnesium sulfate
And
delivery

’ Start corticosteroid prophylaxis ‘

‘ yes

Non reassuring maternal or fetal status
Rupture of membranes

#no

Expectant management

v

After a complete course of corticosteroid
prophylaxis

Severe intrauterine growth restriction or
reversed end diastolic flow and >32 weeks

Non reassuring maternal or fetal status
Rupture of membranes

Attainment of 34 weeks

Fig. 1. Algorithm for management of women with severe preeclampsia remote from term
(Haddad B & Sibai BM, 2009)"
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Fig. 2. Suggested rank order of changes in heart rate and behavioral patterns
with progressive deterioration (Bekedam DJ. 1989)%°
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