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ABSTRACT 

Objective: To determine whether providing expectant management to women with early 

onset preeclampsia has a role in improving the perinatal outcome. The secondary objective 

was to determine the factors affecting perinatal outcome.  

Study design: It was a retrospective study in which all women with early preeclampsia were 

admitted, stabilized and evaluated. Expectant management was given when there was no 

indication of eminent delivery. The perinatal outcome of expectant management group was 

compared with standard management group.  

Results: Out of a total of 79 women, 58 were stabilized and evaluated.  32 were given 

expectant management whereas 26 were treated according to standard procedure. 

Perinatal outcome of expectant and standard management groups did not differ; there was 

no increase in maternal complications on expectant management.  

Conclusion:  There is need to increase the duration and threshold of expectant management 

in severe preeclampsia remote from term in order to improve the perinatal outcome.  

Key words: Expectant management, perinatal outcome, preeclampsia.  
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INTRODUCTION 

Hypertensive disorders of pregnancy are one of the causes of perinatal and maternal 

mortality and morbidity, both in the developing and the developed world. Expectant 

management of early preeclampsia remote from term has been shown to be beneficial to 

fetus and safe to the mother at the same time.
(1,2,3)

 The main objective of expectant 

management in women with severe preeclampsia (PE) remote from term is to improve 

neonatal outcome. Maternal conditions, however, may worsen during expectant 

management. This highlights the importance of balancing the risks between maternal and 

perinatal outcomes. Haddad and Sibai did a review of several prospective and retrospective 

trials and concluded that expectant management in women with severe PE was feasible in 

well-selected patients without prejudicing maternal safety.
(4)

 
 

In this study we have tried to evaluate the results of expectant management provided to the 

patients of early severe preeclampsia to see whether expectant management provided in 

our setup affects perinatal mortality and maternal morbidity. It also aims to define reasons 

for termination of expectant management. 

 

MATERIAL AND METHODS 

It was a retrospective cohort study design. Over a period of one year (January 2009 to 

December 2009) all pregnant women presenting or referred to the tertiary hospital with 

early onset severe PE were studied retrospectively. There were 12, 329 deliveries in the 

hospital. Out of these, 79 cases had severe PE with gestational age less than 34 weeks. All 

patients with early PE were admitted, stabilized and evaluated. Patients whose condition 

was too unstable and who required immediate delivery within 24 hours were not included 

in the study. Other exclusion criteria were preterm rupture of membranes, known fetal 

anomalies or underlying medical disease. Standard management group was constituted of 

pregnancies which were terminated after corticosteroid coverage. Expectant management 

group constituted of those which were managed conservatively till any of the complications 

of PE appeared warranting termination of the expectant management. In 21 patients 

immediate induction was done as they had come with severe complication of PE and thus 

excluded from study. Out of remaining 58 patients, expectant management was done in 32 

whereas 26 women were managed according to standard procedures. The women were 

said to have severe PE if the blood pressure was ≥ 160 mm Hg systolic or 110 mm Hg 

diastolic on two occasions at least six hours apart during bed rest, proteinuria was ≥ 5 g in a 

24-hour urine specimen or greater in two random urine specimens collected at least four 

hours apart, or had any other signs and symptoms of impending preeclampsia, impaired 

liver function, impaired kidney function, pulmonary edema or thrombocytopenia. 

Treatment consisted of bed rest, daily maternal weight record, monitoring of maternal 

blood pressure and urine output every 4 hours. Patients were questioned frequently about 

headache, visual disturbance, and right upper quadrant pain. Blood tests included 

hemoglobin estimation, platelet count, serum liver enzymes, creatinine, uric acid and 

coagulation profile. These tests were performed every other day or daily depending upon 

the clinical symptoms and laboratory findings.  Oral antihypertensive medication was 

initiated often in combination to maintain the diastolic blood pressure to less than 100 mm 

Hg diastolic. Up to 2 drugs with maximum dosage was given to the patient for lowering 

blood pressure. Fetal assessment consisted of initial ultrasonography to estimate fetal 
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weight and amniotic fluid volume and evaluation of fetal growth. Doppler studies were also 

done but did not influence the mode of delivery as long as fetal heart rate was reassuring. 

Patients were delivered if contraindication to expectant management developed or when 34 

weeks was reached. Fetal indication was any signs of fetal distress or Doppler changes 

requiring eminent delivery. The mode of delivery was determined by attending physician for 

obstetric and fetal indications.  

The main outcome of study was days of pregnancy prolongation defined as full days gained 

since admission. Secondary outcome were perinatal mortality and morbidity, days 

hospitalized in neonatal intensive care unit and life threatening antenatal morbidity. Major 

perinatal complications included maternal death, eclampsia, HELLP syndrome, abruptio 

placentae, DIC pulmonary edema and acute renal failure. HELLP was defined as presence of 

hemolysis, elevated liver enzymes and low platelet counts.  

The perinatal outcome in expectant management group was compared with the group in 

which standard management was done. Appropriate statistical analysis, that is, independent 

t-test, chi-square and Fisher Exact test was done to compare the results. All analysis was 

performed using SPSS 12.0. 

 

RESULTS 

Out of all the deliveries, 58 cases with severe PE with gestational age less than 34 weeks 

(0.64%) were included in the study. The mean age of patients was 25.33 years (±4.05). Most 

of the women were nulliparous (56.9%). The demographic and medical profile of patients 

with severe PE is shown in Table I. The mean gestational age was 31 weeks 4 days. The 

mean gestational age of expectant management group was 31 weeks 2 days (±11.22) 

whereas that of standard group was 31 weeks 5 days (±13.34). There were more women 

with gestational age less than 32 weeks (53.1%) in expectant management group compared 

to standard management group (38.5%).   Mean number of days the pregnancy was 

prolonged was 7 days (±11.2). There was no statistical difference in the two groups for 

maternal complications measured in terms of tests for liver function, kidney function, 

platelet counts and presence of HELLP syndrome. Severe proteinuria was more commonly 

seen in patients on expectant management but the increase in incidence was not significant. 

However, there was significantly increased number of women with retinal changes on 

fundus examination among expectant management group (p-value 0.02). There were no 

maternal deaths in either group. 

The reasons for termination of pregnancy in expectant management, standard management 

and not in study groups are given in Table II. Uncontrollable high blood pressure was the 

most common cause (9 cases), followed by intrauterine growth restriction (IUGR) with 

Doppler changes in 8 cases. There was 1 case of spontaneous onset of labor which led to 

intra-uterine death (IUD). There were no cases of eclampsia or abruptio placentae. LSCS was 

done in 8 cases of expectant management group, most common indication for cesarean 

section being non reassuring fetal heart rate on cardiotocography. In the standard 

management group also the most common indication for termination was uncontrollable 

blood pressure (10 cases) followed by IUGR with Doppler changes in 8 cases.  
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Table I: Demographic and medical characteristics of 58 women with severe preeclampsia 

Covariates 

 

Expectant 
management 

Standard 
management 

Total P -value 

Type of admission 

Booked 

Un-booked 

 

9(15.5%) 

23(39.7%) 

 

5(08.6%) 

21(36.2%) 

 

14(24.1%) 

44(75.9%) 

 

 

0.431 

Age (yrs) 25.28 ± 4.664 25.42±2.922 58 0.893 

Hypertension since (in days) 17.06  ±24.098 15.19±25.187 58 0.779 

Parity 

0 

1 

2 

 

19(32.7%) 

9(15.5%) 

4(06.9%) 

 

14(24.1%) 

5(08.6%) 

7(12.1%) 

 

33(56.9%) 

14(24.1%) 

11(19.0%) 

 

 

 

0.346 

Gestation age in days 219.88±11.22 222.81±13.33  0.367 

Delivery at gestation age in days 226.44±11.19 224.96±13.29  0.648 

Systolic BP 155.69±16.564 155.00±13.626  0.866 

Diastolic BP 98.69±8.793 102.54±8.458  0.097 

Liver function 

Normal 

Raised 

 

25(43.1%) 

7(12.1%) 

 

19(32.8%) 

7(12.1%) 

 

44(75.9%) 

14(24.1%) 

 

 

0.655 

Kidney Function 

Normal 

Raised 

 

25(43.1%) 

7(12.1%) 

 

18(31.0%) 

8(13.8%) 

 

43(74.0%) 

15(25.0%) 

 

 

0.442 

Platelets 

Normal 

Decreased 

 

27(46.6%) 

5(08.6%) 

 

21(36.2%) 

5(08.6%) 

 

48(82.8%) 

10(17.2%) 

 

 

0.718 

Urine albumin-amount in + in urine 

1 

>2 

 

20(34.5%) 

12(20.7% 

 

16(27.6%) 

10(17.2%) 

 

36(62.0%) 

22(40.0%) 

 

0.940 

HELLP 

Not present 

Present 

 

28(48.3%) 

4(06.9%) 

 

22(37.9%) 

4(06.9%) 

 

50(86.2%) 

08(13.8%) 

 

 

0.751 

Fundus Normal 

Abnormal 

15(25.9%) 

17(29.3%) 

20(34.5%) 

6(10.3%) 

35(60.0%) 

23(40.0%) 

 

0.020* 
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The neonatal outcome is shown in Table III. There were 40 infants who were born live. 

There were 18 perinatal deaths. The mean range of birth weight in the expectant 

management group was 1326 gms and that of standard management group was 1423 gms. 

The mean birth weight of babies in expectant management group was marginally less than 

standard group but the difference was not significant. In the group with expectant 

management there were 5 IUDs whereas there were 6 IUDs in standard management group. 

There were 16 IUGR babies in both the groups. The expectant management group had 

higher APGAR scores but the difference in APGAR score between the two groups was not 

significant. There was no statistically significant difference in perinatal outcome in the two 

groups in their stay in NICU or nursery and neonatal mortality. In expectant management 

group babies were transferred to mother most commonly (11/32). In standard group the 

babies were transferred to mother in 5/26 cases.  Regarding the neonatal complications 

among the babies the expectant management group had 18 babies with no complication 

compared to 11 in standard management group. Similar number of respiratory distress 

syndrome (5 cases) in both the groups was observed. 3 cases in the expectant management 

group had necrotizing enterocollitis; there was pulmonary hypertension in one case. There 

was disseminated intravascular coagulation in 2 cases of standard management group.   

 

DISCUSSION  

Among all the patients with severe PE 40.5 % of them qualified for expectant management. 

In our study maternal morbidity was not increased on expectant management. There was 

no placental abruption, eclampsia or pulmonary edema in our expectant management 

group. Other studies have reported the incidence of abruption to be 6% -10.3 %.
(5,6)

 There 

were no maternal deaths reported on expectant management. Rate of HELLP syndrome was 

12.5 % in our expectant management group compared to 14 % in another study.
(5)

 The rate 

of IUGR in our study (37.5%) was in the same range as Sibai and Barton’s study (21.7- 

61.9%).
(3)

  

Perinatal mortality in our expectant management group (28.1%) was marginally less than 

standard management group (34.6%) but the difference was not statistically significant. 

However, it was very high compared to other studies which have reported perinatal 

mortality ranging from 2.3 % - 6.3% in expectant management group.
(7,8)

 Previous studies 

have found that on expectant management there is prolongation of pregnancy and 

improvement in perinatal outcome without any deleterious effect on the mother.
(1,2,3)

 

However, in our study there was no significant improvement in perinatal morbidity or 

mortality on expectant management. We tried to analyze the reasons for this and found 

that the decision between delivery and expectant management depended upon fetal 

gestational age, fetal status and severity of maternal condition. In our study more women in 

the expectant management group came at earlier gestation than in standard management 

group. The mean age at delivery in expectant management group was almost same as 

standard group even though the pregnancy prolongation was 4-18 days. In another study it 

ranged from 2–35 days.
(5)

 

Bombrys et al did a retrospective analysis of 66 patients with severe PE and concluded that 

there is significant maternal morbidity at greater than equal to 32 weeks with minimal 

neonatal benefit. They felt that consideration should be given for delivery of these 

pregnancies following corticosteroid administration after this gestation.
(9)

 Sarsam, Shamden 
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and Al Wasan in their study of 74 patients found mean age of gestation in standard 

management group was 29 weeks and expectant management group was 30 weeks. The 

expectant management group had a higher APGAR score at one minute (3.56 +/- 1.72 vs. 

5.05 +/- 1.77, p-value 0.001), lower mean days of hospitalization in the neonatal intensive 

care unit (6.83 +/- 5.38 vs. 4.50 +/- 3.46, p-value 0.03), with a lower incidence of neonatal 

and maternal complications.
(10) 

Thus they concluded that expectant management at less 

than 30 weeks improves the perinatal outcome. Abdel- Hady et al evaluated maternal and 

perinatal outcome in expectant management of women with severe PE in 3 gestational age 

groups. They found that there was role of expectant management in gestational age group 

of 28 to 34 weeks especially in low resource settings.
(11)

 Shear, Rinfret and Leduc’s 

retrospective analysis of 155 women with severe PE strongly recommended expectant 

management in fetuses at <30 weeks of gestation, irrespective of fetal growth restriction. It 

recommended delivery be considered at >30 weeks of gestation.
(6)

 As the benefits of 

expectant management especially in gestational age group of 28-30 weeks became evident 

and were accepted, doubts were raised about the same benefit of expectant management 

in case of intra uterine growth restriction (IUGR) fetuses. In the prospective study Haddad et 

al inferred that on expectant management the perinatal morbidity and mortality was not 

greater in IUGR fetuses compared in non IUGR. In their opinion some selected patients with 

IUGR may be treated expectantly after corticosteroid administration particularly those 

having severe PE under 30 weeks. Thus, our threshold of discontinuation of expectant 

management needs to be raised in order to improve the perinatal outcome. 

In our study, the most common reason for termination of expectant management was 

uncontrollable high blood pressure (37%); IUGR in 25% cases and termination of expectant 

management at 34 weeks was there in only 12.5% cases. The most common indication for 

termination in standard management group was also uncontrollable high blood pressure 

(38.5%). The most common indication in another study was fetal distress.
(7)

 The mean 

systolic blood pressure in our study group was 156 mm Hg (±17) and that of diastolic 

pressure was 100 mm Hg (±9). This range was lower than the range in other studies (systolic 

mean 160 mmHg, diastolic mean 105mm Hg).
(7)

 This shows that in our management 

protocol our threshold of discontinuation of expectant management due to maternal 

complication was too low therefore we did not give sufficient duration for expectant 

management to continue to have beneficial effect on fetus. 
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Table II: Reasons for termination in expectant management, standard management and 

not in the study groups 

 

 

Reason for 

termination 

Management 

Expectant    % Standard        % Not in study      % 

Abruption 0 0 0 0 1 4.8 

IUGR 8 25 8 30.8 2 9.5 

Eclampsia 0 0 0 0 3 14.3 

Fetal distress 3 9.4 1 3.8 1 4.8 

HELLP 3 9.4 2 7.7 0 0 

IUD 0 0 2 7.7 1 4.8 

oligohydramnios 2 6.3 2 7.7 0 0 

PROM 0 0 0 0 1 4.8 

Proteinurea 2 6.3 0 0 0 0 

Pulmonary 

edema 

0 0 0 0 1 4.8 

Retinal changes 0 0 0 0 1 4.8 

Spontaneous  

labour 

1 3.1 1 3.8 1  

Uncontrolled 

blood pressure 

9 37 10 38.5 9 42.8` 

Gestation 34 

weeks 

4 12.5 0 0 0 0 

Total 32 100 26 100 21 100 
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Table 3 Comparative study of perinatal outcome in expectant and standard management groups 

 

Apgar2 

0-6 

7-9 

 

8(13.8%) 

24(41.4%) 

 

8(13.8%) 

18(31.0%) 

 

16(27.6%) 

42(72.4%) 

 

 

0.422 

Baby weight at 
delivery (gms) 

 

1326±366.321 

 

1423.08±439.123 

  

0.365 

Stay 

NICU 

NISG 

MS 

Perinatal  mortality 

 

8(13.8%) 

8(13.8%) 

11(19.0%) 

5(08.6%) 

 

4 (6.7%) 

11(19.0%) 

5(08.6%) 

6(10.3%) 

 

12(20.7%) 

19(32.7%) 

16(27.6%) 

11(19.0%) 

 

 

 

 

0.312 

Status of Baby 

Alive 

Perinatal death 

 

23(39.7%) 

9(15.5%) 

 

17(29.3%) 

9(15.5%) 

 

40(69.0%) 

18(31.0%) 

 

 

0.595 

 

CONCLUSION  

While managing a case of preeclampsia remote from term expectant management is to be 

decided after maternal counseling and close patient supervision needs to be done. There is 

need to increase the duration and the threshold of discontinuing expectant management to 

increase the likelihood of perinatal outcome.  
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