
Introduction:

Pre eclampsia is a pregnancy specific multisystem

disorder of unknown etiology. The disorder affects

approximately  10%  of pregnancies1 . while overall

rates of pre eclampsia remain static , rates of severe

pre eclampsia appear to have increased over recent

decades2. Recent reports from world health

organization estimate that pre eclampsia is directly

responsible for 70000 maternal deaths annually

worldwide3 .It is associated with a five fold increased

risk of  perinatal mortality with iatrogenic prematurity

is the main culprit4.

Management of severe pre eclampsia remote from

term remains one of the most difficult challenges in

obstetric practice. The course of early onset severe

pre eclampsia is associated with a progressive

deterioration of maternal condition. Delivery is the

only way of arresting the disease. There is a broad

agreement to terminate the pregnancy when maternal

and fetal conditions are altered or once a gestation

is reached to 34weeks. Delivery at early gestation is

associated with high perinatal mortality and morbidity

resulting from prematurity 5 . In addition, recent

research suggests that  fetal lung maturity  as well as
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Background: Management of severe pre eclampsia remote from term remains one of the

most difficult challenges in obstetric practice. Expectant management of early onset severe

pre eclampsia improves neonatal outcome.

Methods: A prospective case series extending over five years peiod were recorded to

evaluate the maternal and perinatal outcome of expectant management of severe

preeclampsia presenting between 24-34 weeks of gestation in a tertiary referral center. All

women (n=160) presenting with early onset (24-34 weeks of gestation) severe pre-

eclampsia , where both the mother   and the fetus were otherwise stable. Frequent clinical

and biochemical monitoring of maternal status with careful blood pressure control. Foetal

surveillance included six hourly foetal heart rate monitoring, bi weekly non stress test and

weekly USG evaluation.

Results: Mean number of days of prolongation of gestation was 6 days ( range 1-24days).

The largest prolongation of pregnancy was recorded in patients with the lowest gestational

age.  Conservative management was associated with a 1.63% ( 17/160) intrauterine fetal

loss rate. The days of pregnancy prolongation and perinatal mortality were significantly

higher among those managed at <30 weeks. Increasing gestational age correlated with a

reduction of RDS ( respiratory distress syndrome). Maternal morbidities were significantly

higher among those managed at < 32 weeks. But there was no maternal mortality.

Conclusion:  Good perinatal outcome and less risk  to mother   can be achieved at 30-34

weeks gestation.
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fetal neurological and physical development  are not

accelerated in pregnancies complicated by pre

eclampsia6.7. Neonatal outcome remains closely

dependent on the use of corticosteroid for fetal lung

maturity enhancement 8. Expectant management of

early onset severe pre eclampsia improves neonatal

outcome. Expectant management on the other hand

, may worsen maternal outcome9. This study was

planned to determine the maternal and perinatal

outcome after expectant management of singleton

pregnancies with severe pre eclampsia  between 24

and 34 weeks of gestation at a tertiary care center.

Ethical clearance was obtained from institutional

ethical review committee.

Materials and methods:

This observational prospective study was conducted

in Shahabuddin Medical College Hospital between

April 2012 to March 2017. over a five year period

160 women with singleton pregnancies presenting

with early onset ( 24-34 weeks of gestation) severe

pre eclampsia , where both the mother and the fetus

were otherwise stable were studied. Exclusion criteria

were severe pre eclampsia at less than 24 weeks or

beyond 34 weeks of gestation and twin pregnancy.

Data were extracted for maternal age , gravidity,

parity, gestational age at delivery , birth weight,

admission to neonatal intensive care unit and

maternal and neonatal complications.

The diagnosis of severe pre eclampsia and HELLP

syndrome ( haemolysis,  elevated liver enzyme and

low platelet count) was made according to the

definition of the American College of Obstetricians

and Gynecologists10 .The following perinatal outcome

were recorded: fetal growth restriction, small for

gestational age, severe respiratory distress syndrome,

intra ventricular haemorrhage , perinatal death and

admission in the neonatal intensive care unit.

Recruited women were admitted to a high care ward

for intensive , non invasive monitoring of maternal

and fetal status. Gestational age was determined by

means of the last menstrual period, obstetric

ultrasonography (USG) or both. Corticosteroid to

enhance fetal lung maturity was immediately started

, 12.5 mg intramuscular , two doses 12hours apart ,

and given weekly thereafter until 33weeks of gestation

or delivery. Khandelwel et al11 conducted a open trial

comparing the effects of two betamethasone

regimens: 12mg over 12 hour versus 24hours dosing

intervals at 23-34 weeks pregnancy. According to

British recommendation , antenatal steroid treatment

may be repeated before 34weeks of gestation if the

1st dose was completed 7days prior12 .

Antihypertensive drugs were administered to keep

systolic blood pressure at 130-150mm of Hg and

diastolic blood pressure at 80-100mm of Hg. We used

three oral antihypertensive agents in a stepwise

approach ( methyldopa 500mg QID, then Nifedipine

10mg TID and then Lebetalol 100mg TID). Injection

Hydralazine was reserved to control hypertensive

peaks, along with oral antihypertensive agents.

Magnesium sulfate (10gm , loading dose) was given

to prevent convulsion on admission.

A full blood count, renal function tests, liver function

tests , urine routine examination , bed side urine

albumin and coagulation profile were obtained on

admission. Fetal condition at entry was assessed by

means of USG for estimation of fetal growth and

amniotic fluid volume. Non-stress test was done. The

study of umbilical artery Doppler wave form were

done in IUGR cases ( defined as estimated fetal weight

<10th percentile).

Maternal monitoring included blood pressure

measurement every four hours and a clinical

evaluation of symptoms twice daily and according to

patients condition. Blood tests were performed

biweekly. Urine albumin, 24hours urine volume and

maternal weight were assessed everyday. Daily fetal

movement count , biweekly non stress test and USG

evaluation of fetal growth and amniotic fluid every

2nd week . Fetal viability was set at a gestation of 28

weeks or more with a minimum estimated mass ( by

USG) of 1000gm. Failure to control blood pressure

or development of major maternal or fetal

complications was an indication for delivery. Women

reaching a minimum gestation of 34weeks without

complications delivered electively.

Fetal indications for delivery during expectant

management were abnormal fetal heart rate

monitoring (repeated late decelaration, prolonged

decelaration >3minute, short term variability <5beat

/min over 60 minute observation), severe IUGR,

severe oligohydramnios ( amniotic fluid index <5cm).

Maternal indications for delivery during expectant

management were eclampsia, HELLP syndrome,

abruptio placenta, DIC ( disseminated intravascular

coagulation), pulmonary oedema, severe uncontrolled

hypertension, persistant headache or visual

disturbance, persistant epigastric pain or right upper

quadrant tenderness.
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Maternal outcome in terms abruptio placenta, HELLP

syndrome, pulmonary oedema, eclampsia and DIC

and  perinatal outcome  IUGR, APGAR at 5min ,

NICU admission were observed.

Data were presented as mean with range, standard

deviation and percentages .

Results:

During the study period 8250 women delivered in the

study hospital. While 594(7.2%) women with any form

( mild, severe, early or late onset) pre eclampsia

were managed. About 253(3.06%) were admitted for

severe pre eclampsia between 24 and 34 weeks of

gestation. Among them 160 (1.93%) were given

expectant management. The clinical characteristics

of study population shows 58.75% were primi, history

of previous pre eclampsia 9.38% cases. Among 160

women 30% were obese and 6.2% had pregnancy

with diabetes mellitus (Table-I).

Mean gestational age at admission was 33 weeks (Table-

II). Mean prolongation of pregnancy after stabilization

was 6 days. Range 1-24 days. The days gained were

higher among those who had expectant management

between 28-30 weeks of gestation (Table-III).

There was no instances of maternal death, severe

acute renal failure, CVA (cerebrovascular accident)

or loss of vision among the 160 women. Eclampsia

was reported in 2 cases without any residual

neurological deficit. All the two HELLP syndrome

were in ante partum period. The 3 cases of pulmonary

oedema had spontaneous resolution (Table-IV).

Over all IUGR 4.87%. 129 (80.6%) babies were born

alive, with 28(21.7%) of these infants having an

Table-I

Distribution of study subjects according to clinical characteristics (n=160)

Total number of cases    No Percentage

Recruited ( n=160)

Age (years)

16-24 44 27.5%

25-34 96 60%

>35 20 12.5%

Gravidity

     Primigravida 94  58.75%

     Multigravida 66  41.25%

Previous pre eclampsia 15   9.38%

Family history of pre 8    5%

eclampsia

Obesity 48   30%

Pregnancy with diabetes mellitus 10    6.2%

Table II

Distribution of study subjects according to gestational ages (n=160)

Gestational age(weeks) NO Percentage

 24-28  16  10%

 28.1-30  18  1.13%

 30.1- 32  24  15%

  32.1-34  102  63.75%

Mean gestational age was 33 weeks
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Table-III

Distribution of study subjects days gained at each entry gestation (n=160)

Gestational age ( weeks) Number (n=160) Mean SD Range

24 -   28 16 10   5.68 2-24

28.1- 30 18 12   6.82 2-23

30.1- 32 24 8   5.13 1-16

32.1- 34 102 5   3.17 1-14

Table-IV

Maternal outcome complications according to gestational age at admission (n=160)

Gestational Abruptio HELLP Pulmonary Eclampsia DIC No.

 age placenta syndrome oedema complication
(weeks) n(%) n(%) n(%) n(%) n(%)  n(%)

24-28n=16 4 1 0 0 0 11

28.1-30n=18 6 0 0 0 0 12

30.1-32n=24 8 1 1 1 1 12

32.1-34n=102 12 2 2 1 1 84

Total (n=160) 30(18.75%) 4(2.5%) 3(1.9%) 2(1.25%) 2(1.25% 119 (74.4%)

Table-V

Perinatal morbidity according to gestational age at delivery (n=160)

Gestational age (weeks) IUGRn(%)  Birth asphyxian(%) NICU admissionn(%)

24-28(n=10) 2(16%) 0 0

28.1-30(n=12) 7(58.3%) 4(33.3%) 5(41.7%)

30.1-32(n=20) 11(55%) 12(60%) 14(70%)

32.1-34(n=118) 47(39.8%) 12(10.16%) 71(10.16%)

Table-VI

Indications of NICU admission(n=90)

Major complications     No   Percentage

Septicaemia    26   28.9

Small for Gestational Age (SGA)    24   26.7

Respiratory Distress    19   21.1

syndrome (RDS)

Convulsion      8     8.9

pneumonia      8     8.9

Necrotizing enterocolitis      4     4.4

Intraventricular      1     1.1

haemorrhage
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APGAR score <7 at 5min. The total NICU admission

required among 150 live born infants were 90(60%)
(Table-V). Major complications of newborn for which
NICU admissions were indicated were septicaemia,
SGA, RAS, convulsion, Pneumonia and others (Table-
VI & VII).

Discussion:

International guidelines trials and observational studies
on the management of pre eclampsia suggest that
expectant management of selected cases of early onset
severe pre eclampsia (< 34weeks gestation) can
improve neonatal outcome 10.13-19. The criteria for
patient selection and the indication for delivery are
closely defined10.15-18. In clinical practice the decision
of prolongation may be very difficult and controversial.

This study was undertaken to determine pregnancy
prolongation and perinatal and maternal outcome after
expectant management of singleton pregnancy with
severe pre eclampsia between 24 and 34 weeks
gestation. In this study pregnancies were prolonged
by a mean number of 6 days, with a significantly
greater period gained at earliar gestation. The days
of pregnancy prolongation observed in this study are
in agreement with the results of recent trials 20.21 .

The rate of maternal complications is similar to those
reported in a previous study20.22. No maternal deaths,
CVD or acute renal failure were recorded. The rate of
eclampsia is (1.12%) is similar to other study20. There
was evidence that 58% reduction in the eclampsia
can be achieved by  MgSO4   prophylaxis23. About
18.75% of  the women  had abruptio  placenta . which
is nearly  similar to other studies 20.24.25. Neonatal
outcome is  related to gestational age at which expectant
management has started  and this correlate to other
previous studies20.26.27 .

Our observed  perinatal mortality rate is 15.62%  a
little higher than other studies 20.21 .The disparity is
due to socioeconomic status of the patients and
limitations of neonatal intensive care unit.  83.3% of
the perinatal deaths were in <30weeks; more than
half of which is caused by abruptio placenta.

NICU admission was needed in 60% of babies. The
common complications for which NICU admission

were respiratory distress syndrome, sepsis and small
for gestational age. The  result is nearly similar to
other study 20.25.28.

The excellent perinatal out come obtained in women
on expectant management at>30 weeks .
Corticosteroid prophylaxis to be  a major determinant
factor in preventing adverse neonatal out come29 .

Conclusion:

Expectant management of severe pre eclampsia
remote from term is feasible in a routine clinical setting
.In our study a mean of 6 days (range 1-24 days)
were gained by expectant management. Perinatal
mortality was 15.62%  and no maternal mortality was
observed.  Careful maternal and fetal monitoring lead
to high perinatal and neonatal survival rates.
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