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OVERVIEW

• Preeclampsia 

• Maternal Cardiac Arrest

• Pearls

PREECLAMPSIA

• New-onset hypertension

• After 20 weeks gestation

• Although often accompanied by proteinuria 

and hypertension

• Other signs or symptoms might be present 

without proteinuria * 
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DIAGNOSTIC 
CRITERIA

• At least 20 weeks gestation

• Blood Pressure 

• Systolic blood pressure of 140 mg Hg or more OR 

diastolic blood pressure of 90 mm Hg or more on two 

occasions at least 4 hours apart

• Systolic blood pressure of 160 mm Hg OR more or 

diastolic blood pressure of 110 mm Hg or more 

(SEVERE hypertension can be confirmed within 

minutes)

AND

• Proteinuria

• 300 mg or more per 24-hour urine

• Protein/creatinine ratio 0.3 or greater 2+ protein on 

urinalysis

PREECLAMPSIA WITH SEVERE FEATURES

• Thrombocytopenia < 100 x 109/L 

• Renal insufficiency creatinine > 1.1 mg/dL or doubling of 

the serum creatinine

• Impaired liver function elevated transaminases twice 

normal

• Pulmonary edema

• New-onset headache unresponsive *
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TREATMENT

• Seizure prophylaxis RR 0.41; 95% CI, 0.29-0.58 

• Magnesium sulfate 4-6 g loading over 20-30 mins then 1-2 g/hr

• For difficult access, IM 10 g initially (divided bilateral 5 g IM)

• Benzodiazepines and phenytoin ONLY for antiepileptic 

treatment or when magnesium is contraindicated (i.e. myasthenia 

gravis, hypocalcemia, moderate-severe renal failure, heart block or 

myocarditis)

MAGNESIUM TOXICITY

• Renal and cardiac monitoring

• Adjust for renal impairment 

creatinine 1.0-1.5 mg/dL 

• Calcium gluconate 10% solution, 

10 mL IV over 3 minutes with 

Lasix IV
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ANTIHYPERTENSIVES

Drug Dose Comments Onset of Action

Labetalol 10-20 mg IV, then 20-80 mg every 10-30 mins to maximum 

cumulative dose 300 mg; or constant infusion 1-2 mg/min IV

Tachycardia is less common with few side affects.

Avoid in women with acute asthma, preexisting MI, 

decompensated heart failure, and bradycardia

1-2 minutes

Hydralazine 5 mg IV or IM, then 5-10 mg IV every 20-40 mins to maximum 

cumulative dose 20 mg; or constant infusion of 0.5-10 mg/hr

Higher dosage associated with maternal hypotension, headaches, 

and abnormal FHT; may be more common than other agents

10-20 minutes

Nifedipine

(Immediate release)

10-20 mg orally, repeat in 20 minutes if needed; then 10-20 mg 

every 2-6 hours

May observe reflex tachycardia and headaches 5-10 minutes

HELLP

• Severe form of preeclampsia with the highest morbidity and mortality

• Majority 3rd trimester; 30% postpartum

• Insidious onset or may be atypical; 15% without HTN or proteinuria

• Hemolysis, ELevated liver enzymes, Low Platelet counts

• Dx: LDH > 600 IU/L, AST/ALT 2x normal, platelets < 100 x 109/L

• SYMPTOMS

• RUQ pain and malaise 90%

• Nausea and vomiting 50%
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ECLAMPSIA

• New-onset tonic-clonic, focal, or multifocal seizures

• Incidence preeclampsia (1.9%) and severe preeclampsia (3.2%)

• ~ 20-38% DO NOT HAVE HTN OR PROTEINURIA BEFORE 
SEIZURES 

• Often preceded by SIGNS (78-83%)

• Frontal headaches

• Blurred vision and photophobia

• Altered mental status

1:12000 ADMITTED DELIVERIES 
14 DEATHS PER YEAR (US)

MATERNAL CARDIAC ARREST
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MATERNAL 
CARDIAC ARREST

Bleeding, DIC

Embolism, PE, amniotic fluid 

Aesthesia complications (25%)

Uterine Atony

Cardiac, ischemia, cardiomyopathy (23%)

Hypertension, preeclampsia/eclampsia (18%)

Other: Standard differential ACLS

Placental abruption, previa

Sepsis

RARE BUT SURVIVAL 58% 
PERIMORTEM C-SECTION
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RESUSCITATION

• Physiology

• Unique aspects of resuscitation

• Perimortem C-section

• Team preparedness 

PHYSIOLOGIC CHANGES

•⬆️ AFTERLOAD

•⬇️ CARDIAC OUTPUT (20-

30% in supine position)

•⬇️ FRC ~ 20%

•⬆️ VASCULARITY & EDEMA

•⬆️ OXYGEN DEMAND
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MANUAL UTERINE DISPLACEMENT

MATERNAL 
CARDIAC 
ARREST 

ALGORITHM
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GOALS

• RESUSCITATE BOTH 

MOTHER AND INFANT

• Recommendation: Begin 

at 4 mins, deliver by 5 

mins 

PERIMORTEM C-SECTION
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CONTINUE CPR

PERIMORTEM C-SECTION
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PEARL

“The most difficult 
thing is the decision to act, 
the rest is merely tenacity”

Amelia Earhart
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