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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




Delivery is the only available cure

Safety of the mothefirst

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




Resultate zu den Gesundheitsstatistiken in der Schweiz

T 4 Merkmale der Fille mit Praeklampsie oder Eklampsie, 2004

2002 2003 Anzahl Fille Aufenthaltsdauer Alter Anteil der Félle Anteil der Fille Flle nur mit
insgesamt mit Entbindung mit Kaiserschnitt Hauptdiagnose

Prieklampsie 1725 1886 1930 8,2 30,9 80% 48% 803

davon

leichte 883 75 31,1 78% 36% 257

massige 526 8,7 30,6 82% 56 % 267

schwere 289 96 30,8 78% 72% 160
Eklampsie 80 74 75 9.1 30,3 29

davon

nicht im Wochenbett 61 9.1 30,2 72% 59% 23

Gebaren in der Schweiz (BFS) 200



Deliveries at < 37 weeks and preterm induction practice

Percentage

Percentage

@ Preeclampsia
O No Preeclampsia

Deliveries at <37 wk Gestation

= 33835
=770613

196? 1869 1971 19?3 1975 1977 1979 1981 1983 1985 1987 1989 1991 1993 1995 1997 1999 200'[

Year of Delivery

Preterm Inductions and Cesarean Deliveries

/\\/\'/ 10 times higher rate

‘1967 1969 1971 1973 1975 1977 1979 1981 1983 1985 1987 1989 1991 1993 19895 1997 1999 2001

Year of Delivery

Basso O et al, JAMA 2006



Fetal and infant mortality

Stillbirths

® Preeclampsia
O No Preeclampsia

7 fold Reduction

Freguency per 1000 Births

1967 1969 1971 1973 1975 1977 1979 1981 1983 1985 1987 1989 1991 1993 1995 1997 1999 2001

Year of Delivery

Infant Deaths

Frequency per 1000 Live Births

1975 1977 1979 1981 1983 1985 198?‘19I89119|91
Year of Delivery

1967 1969 1971 1973

Basso O et al, JAMA 2006
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Geburtshilfe und Schwangerschaftsmedizin

_\l_I Universitatsspital «
71 |Basel

Frauenklinik

STATIONAR milde Praeklampsie schwere Praeklampsie/ imminente Eklampsie*
TABELLE 2 Observierungsphase
konservatives aggressives
Vorgehen** Vorgehen**x
Kontrollen Kontrollen
BD? 140/90- 3x/d EBM >160/110mmHg 4(-6) stiindlich
160/110mmHg
Proteinurie’ +/++[+++ 1x/d >+t 1x/d
Labor normal 1x/d/ path. 1-2x/d
jd 2. Tag

Gewichtzunahme <2kg/Wo 2x/Wo Ja (>2kg/Wo) 1x/d zur gleichen

DK (Urometer) nein ja'’ 3-4 stiindlich

Atemfrequenz/ nein ja15 3-4 stiindlich

Auskultation Ab 34.SSW gross-
ziigige Einleitung
< 23. SSW: Individu-
elles Vorgehen; ev.
Abortinduktion.

US/Doppler’ ja 10-14d ja individuell Mdglichst grossziigige

CTG® ja 2x/d ja 3-4x/d-Dauer-CTG Indikation fiir
epidurale

Uberwachung in 1 2 - Anidsthesie!

Schwangeren-Abt. Cave Tc < 60'000,

(1)/Gebdrsaal (2) Gerinnungsstdrung

Lungenreifung® ja ja

Magnesiuminfusion™ nein ja

Antihypertensiva'’ ja ja

Diuretika "° nein Lungenddem

(PaO2 < 90)

info OA ja ja

Info Anasthesie/ ja ja

Kinderarzt

© Hausbuch UFK Basel, 2008
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Maternal Characteristics
easy to induce?

Primipara

Higher maternal age
IUGR

Bishopscore < 6
Magnesium Infusion

Intrapartum complications (Abruptio placentae,
fetal distress, eclampsia)




The effect of magnesium sulfate therapy on duration of lbaor

Volume 176, Number 3 Witlin, Friedman, and Sibai 625
A | Obstet Gvnecol

Table IV. Secondary outcomes

Magnesium sulfate Placebo Relatyoe risk
(n = 67) (n = 68) and 95% CI

Progression to severe discase 8 (12%) 6 (9%) 1.4 (0.5-3.7)
Cesarean delivery 11 (16%) 14 (21%) 0.8 (0.14-1.6)

Failure to progress B (12%) 7 (10%)

Nonreassuring tracing % (4%) 5(7%)
Change in hematocrit (PP-ADP) —58=* 390 ~4.89 *+ 3.3
Postpartum hemorrhage 4 (6%) 1(1%) 4.1 (0.5-35.4)
Matcrnal infection 15 (22%) 20 (29%) 0.8 (0.4-1.4)
Maternal side effects 45 (67%) 12 (18%) 3.8 (2.2-6.5)
Apgar score =6

1 min 17 (25%) 13 (19%)

5 min 1 (1%) 2 {(8%)

Results expressed as mean * SD or incidence. €, Confidence interval, PP, post partum; AP, ante paruum.

Witlin AG et al, Am J Obstet Gynecol 199
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Original articles — Obstetrics

Labor induction in preeclampsia: Is misoprostol more
effective than dinoprostone?

Olav Lapaire, Rosanna Zanetti-Déllenbach,
Patrizia Weber, Irene Hosli, Wolfgang
Holzgreve and Daniel Surbek*

Department of Obstetrics and Gynecology, University
Hospital Basel, Switzerland

Abstract

Objective: To compare the efficacy of vaginal misopros-
tol versus dinoprostone for induction of labor (IOL} in
patients with preeclampsia according to the WHO
criteria.

Study design: Ninety-eight patients were retrospectively
analyzed. A total of 47 patients received 3 mg dinopros-
tone suppositories every 6 h (max. 6 mg/24 h) whereas
51 patients in the misoprostol group received either
50 g misoprostol vaginally every 12 h, or 25 pg every
6 h (max. 100 wg/24 hy. Primary outcomes were vaginal
delivery within 24 and 48 h, respectively.

Results: The probability of delivering within 48 h was

more than three-fold higher in the misoprostot than inthe
dinoprostone group: odds ratio (OR)=23.48; 95% confi-
dence interval (Cl) 1.24, 10.30, whereas no significant dif-
ference was observed within 24 h (P=0.34). No

Keywords: Dinoprostone; induction of labor; misopros-
tol; preeclampsia.

introduction

Preeclampsia complicates approximately 5% of all preg-
nancies and is associated with significant morbidity and
mortality for both the pregnant patient and her fetus [15].
Furthermore, the only way to arrest disease progression
is to deliver the fetus and placenta. Therefore, induction
of labor (I0L) in case of mild or moderate preeclampsia
is often the method of choice, also intended to avoid
cesarean section associated complications. IOL has
become a routine procedure in obstetrical management,
especially in developed countries, currently affecting
more than 20% of all deliveries in the United States (US)
[8]. The success of IOL may not only be dependent on
the ripeness of the cervix, but also on the inducing agent.
in the case of an unripe cervix, the use of prostaglandins,
introduced in the 1960s for cervical ripening, is approved
as first-line treatment. Prostaglandin (PG) E2 is currently
the only regimen for cervical ripening that has been
approved in the US by the U.S. Food and Drug Admin-
istration (FDA), whereas misoprostol (PGE1), recom-




Variable Misoprostol Dinoprostol
max 100ug/d max 6 mg/d
n=51 n=4/

Mat. Agey
GA at del w

Bishop score
Mag.sulf iv %
Induction to del time h 32.3

Vag. Del%
CS due to failure

Of I0L

29.3

39.1
2.93

15.7

/8.4

0

Meconium stained AF 8

Admission to NICU

6

PASRS
38.34
3.27
21.2
50.3
63.8

9
10
12




Severe preeclampsia 37 wand 40w

Preeclampsia > 37 w immediate delivery should be
considered (llla)

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

No RCT

Retrospective studies: induction reasonable and not
,2harmful” to the low birth weigth infant




Mild preeclampsia 37 w and

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 wand 37w

* Preeclampsia (severe) 34-37 w insufficient
evidence for recommendations about the risks
or benefits for expectant delivery (llI-1)

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

e Proteinuria not correlated with outcomn@ian

1993, Schlucker 1996, Schiff 1996)




Mild preeclampsia 34 wand 37w

e Qutpatient management ( BD150/100), < 1g
Prot/24 h, Tc > 100 000, no liver enzymes)

e Maternal/fetal evaluation 1 /w

Induction at 37 or > 37 according to maternal
and fetal status







Interventionist versus expectant care for severe pre-
eclampsia before term (Review)

2003, issue 3

Churchill D, Duley L

THE COCHRANE
COLLABORATION®




Interventionist versus expectant
management

Interventional management shows significant more
hyaline membranes disease OR 2.3 (1.39-3.8
necrotising enterocolitis OR 5.54 (1.04-29.5
neonatal intensive treatment OR 1.32 (1.13-15

Interventional management shows significant less

small for gestational babies OR 0.36 (0.14-0.9¢(
no sign. difference for any other outcome

N=133




Severe preeclampsia < 34 w

—etal lung maturity

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

mproved fetal/neonatal outcome by expectant
managements()ai 1990, Olah 1993, Visser and Wallenberg 1995ai81'99ﬁ)

Neurodevelopmental outcome not impaired by
expectant management

Mode of delivery: Mostly cesarean section




Severe preeclampsia > 23 w and < 34

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

— Maternal tc-penia or HELLP, DIC, pulmonary edema, rena
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
e Discuss termination of pregnancy

* Neuraxial techniques offers advantages
(Tc > 60 000)




Eclampsia

Further, bolus of Mag (2g) or increase Iinfusio
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-tonisché&rampfanfall sistic
erhaltene Spontanatmung, Sa02>9
BD: 170/ 110 mmHg







Pack containing equipment for magnesium therapy

Thompson S et al, BMJ 2004







Sibai B et al,
Lancet 2005







Schlussfolgerung 3

o Patientinnen mit frih einsetzender
Praeklampsie < 34 SSW, pathologischem
maternalem Doppler und IUGR haben ein
hoheres Risiko fur eine primare Sectio.

* Die hohere 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 U Iv
 Ergometrine should not be given
« Pabal might be a future option










Notsectio nach
eklamptischem Anfall;

substandard carel







Sibai B et al, Lancet 2005







Intrapartum medication

e First stabilize mother:

« Antihypertensive therapy to maintain blood
pressure (< 160/110) (Il 2B) particulary in the
presence of thrombocytopenia/ coagulopathy
)




