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DEFINITIONS

 Diagnostic criteria changed by the International Society for the Study of 

Hypertension in Pregnancy in 2014

 New onset hypertension after 20 weeks

And

 Proteinuria >300 mg/day

Or

 Maternal organ dysfunction







Management of women diagnosed 

with preeclampsia



Place of care

 Preeclampsia with severe features requires inpatient care

 Preeclampsia without severe features may be managed as outpatient 

with close follow-up



Antihypertensive therapy

 For severe HTN, >160/110, consider oral or parenteral agents that can be 

repeated in 30 min if BP remains above this threshold

 Nifedipine 10-30 mg po

 Hydralazine 5 mg IV, then 5-10 mg IV to a maximum of 45 mg

 Labetalol 20 mg IV then 40 mg, then 80 mg to a maximum of 300 mg



Antihypertensive therapy for non-

severe HTN

 Aldomet 500-2000 mg in 3-4 divided doses

 Labetolol 300-2400 mg in 3-4 divided doses

 Nifedipine 20-120 mg once daily



Thresholds for pharmacologic 

treatment of non-severe HTN

 For chronic HTN, ACOG recommends not treating HTN unless threshold of 

160/105 is reached

 Postpartum HTN 150/100 on 2 occasions at least 4 hours apart

 ACOG suggests not administering antihypertensive medications in the 

setting of mild gestational HTN or preeclampsia (BP<160/110)



Magnesium sulfate dosing

 Eclampsia 

 4 gm IV load over 5 min

 Then 1 gm/hr

 If patient is already receiving magnesium, rebolus with 2-4 gm then run infusion at 2 
gm/hr

 Preeclampsia

 4 gm load over 5 min

 Then 1 gm/hr

 Neuroprotection 4 gm IV then 1 gm/hour if delivery imminent up to 24 
hours









Corticosteroids

 Administer if GA <34 weeks and delivery anticipated within 7 days

 CONTROVERSIAL: HELLP syndrome – dexamethasone 10 mg IV q 12 hours 

for 48 hours

 For improvement in laboratory parameters to allow for neuraxial anesthesia or 

avoid platelet transfusion





Mode of delivery for eclampsia

 No contraindication for vaginal delivery if it can be accomplished within 

24 hours

 Small Nigerian RCT showed no difference in outcomes between induction 

versus immediate cesarean section

 Randomized 50 nulliparous women with eclampsia to induction with misoprostol 

versus immediate C/S

 Decreased maternal LOS and ‘maternal complications’

 Underpowered



Instances in which 48 hours 

ofexpectant management can be 

undertaken



What about proteinuria?

 Proteinuria not recommended to guide timing of delivery







Platelet transfusion

 Recommended if plts <20K before cesarean section

OR

 <50K if 

 Active bleeding

 Platelet dysfunction

 Rapid decline in platelets

 Coagulopathy







Predictive accuracy of signs and 

symptoms for adverse outcomes

 Overall history and physical have limited accuracy to predict adverse 

maternal outcomes

 Should not be used to guide management decisions









Imitators of preeclampsia











Preeclampsia prevention



Indications for low dose ASA

 History of preterm preeclampsia

 Preeclampsia in 2 or more prior pregnancies


