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• Epidemiological data from CH, N
• At term (37-40 w)
• Preterm delivery (34-37 w ), (24- 34 w) 
• Mild vs Severe disease
• Expectant vs intervention
• Protocols for delivery



• Safety of the motherfirst
• Termination of pregnancy with the least 

possible trauma to mother and fetus
• Birth of an infant who subsequently thrives
• Complete restoration of health to the mother

Cunningham et al, in Williams Obstetrics, 1997

Delivery is the only available cure



Gebären in der Schweiz (BFS) 2007

2002      2003

1725      1886

80         74



Basso O et al, JAMA 2006

Deliveries at < 37 weeks and preterm induction practice

= 33 835
= 770 613

10 times higher rate



Basso O et al, JAMA 2006

Fetal and infant mortality

7 fold Reduction









Maternal Characteristics
easy to induce?

• Primipara
• Higher maternal age
• IUGR
• Bishopscore < 6
• Magnesium infusion
• Intrapartum complications (Abruptio placentae, 

fetal distress, eclampsia) 



Witlin AG et al, Am J Obstet Gynecol 1997

The effect of magnesium sulfate therapy on duration of labor





Variable Misoprostol Dinoprostol p
max 100ug/d max 6 mg/d
n=51 n=47

Mat. Agey 29.3 28,5 ns
GA at del w 39.1 38.34 ns
Bishop score 2.93 3.27 ns
Mag.sulf iv % 15.7 21.2 ns
Induction to del time h 32.3 50.3 ns
Vag. Del% 78.4 63.8 ns
CS due to failure
Of IOL 0 9 0.0009
Meconium stained AF 8 10 ns
Admission to NICU 6 12 ns



Severe preeclampsia� 37 w and � 40 w

• Preeclampsia > 37 w immediate delivery should be
considered (IIIa)

• Obstetric consultation is mandatory for patients with
severe preeclampsia (III B)

• No RCT
• Retrospective studies: induction reasonable and not

„harmful“ to the low birth weigth infant



Mild preeclampsia � 37 w and � 40 w

• Favourable Bishop score (> 6)
• Any sign of maternal-fetal distress
• Completion of 40 w

Induction/delivery

• Unfavourable Bishop score
Outpatient management
Maternal/fetal evaluation 2/W



Severe preeclampsia� 34 w and � 37 w

• Preeclampsia (severe) 34-37 w insufficient
evidence for recommendations about the risks
or benefits for expectant delivery (III-I)

• Amniotic fluid not predictive of fetal distress, 
somewhat predictive of IUGR

• Proteinuria not correlated with outcome(O‘Brian 
1993, Schlucker 1996, Schiff 1996)



Mild preeclampsia � 34 w and � 37 w

• Outpatient management ( BD � 150/100), < 1g 
Prot/24 h, Tc > 100 000, no liver enzymes)

• Maternal/fetal evaluation 1 /w

Induction at 37 or > 37 according to maternal
and fetal status
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Interventionist versus expectant
management

• Interventional management shows significant more

• hyaline membranes disease OR 2.3 (1.39-3.81)
• necrotising enterocolitis OR 5.54 (1.04-29.56)
• neonatal intensive treatment OR 1.32 (1.13-1.55)

• Interventional management shows significant less

• small for gestational babies OR 0.36 (0.14-0.90)
• no sign. difference for any other outcome

N=133



Severe preeclampsia < 34 w

• Fetal lung maturity

• Preeclampsia < 34 w expectant management only in 
perinatal centers carying for preterm babies (IC)

• Improved fetal/neonatal outcome by expectant
management (Sibai 1990, Olah 1993, Visser and Wallenberg 1995, Sibai 1994)

• Neurodevelopmental outcome not impaired by
expectant management

• Mode of delivery: Mostly cesarean section



Severe preeclampsia > 23 w and < 34 w

• Fetal lung maturation
• Magnesium sulfate
• Antihypertensives
• Indication for delivery (CS)

– Maternal tc-penia or HELLP, DIC, pulmonary edema, renal
failure, eclampsia, uncontrolled severe hypertension, 
suspected abruptio, ascites, warning signs persistent
headache, blurring of vision, epigastric pain

– Fetal fetal distress, severe IUGR with path doppler



Severe preeclampsia < 23 w

• Individualise management
• Discuss termination of pregnancy
• Neuraxial techniques offers advantages

(Tc > 60 000)



Eclampsia
• Further, bolus of Mag (2g) or increase infusion

rate to 1.5 or 2,0 g/h
• No diazepam or phenytoin
• Left lateral position, oxygen, check ABC
• Once stabilised – plan delivery
• Dilemma if fetal brachycardia
• The womans condition takes priority

Klonisch-tonischeKrampfanfall sistiert
erhaltene Spontanatmung, Sa02>95%
BD: 170 / 110 mmHg





Thompson S et al, BMJ 2004





Sibai B et al, 

Lancet 2005Third stage:  no methergin®





Schlussfolgerung 3

• Patientinnen mit früh einsetzender 
Präeklampsie < 34 SSW, pathologischem 
maternalem Doppler und IUGR haben ein 
höheres Risiko für eine primäre Sectio.

• Die höhere Sectiorate > 34 SSW wird durch 
den „ subjektiven Eindruck der Dringlichkeit 
der Geburtsbeendigung “ beeinflusst.



Vaginal versus elective CS

• Pro

• Term
• Mild preeclampsia

• No contraindication for
vaginal delivery

• Cons

• Maternal end organ
dysfunction

• Non reassuring test of 
fetal wellbeeing

• < 30 weeks, 
unfavourable cervix



Aus: Protocols for High-Risk Pregnancies, Queenan JT, Hobbins JC, Spong CY, 2005



Post partum

• Active management with oxytocin 5 IU iv
• Ergometrine should not be given
• Pabal might be a future option
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Sibai B et al, Lancet 2005





Intrapartum medication

• First stabilize mother:
• Antihypertensive therapy to maintain blood

pressure (< 160/110) (II 2B) particulary in the
presence of thrombocytopenia/ coagulopathy
(IA)


