
 

  

  

  

  

  

   

References: 1. Scharf MB, Roth T, Vogel GW, Walsh JK. A multicenter, placebo-controlled study evaluating zolpidem in the treatment of chronic insomnia. J Clin Psychiatry. 1994;55:192-199. 2. Roth T, Roehrs T, Vogel G. Zolpidem in the treatment of transient insomnia:
a double-blind, randomized comparison with placebo. Sleep. 1995;18:246-251. 3. Elie R, Rüther E, Farr I, Emilien G, Salinas E, for the Zaleplon Clinical Study Group. Sleep latency is shortened during 4 weeks of treatment with zaleplon, a novel nonbenzodiazepine
hypnotic. J Clin Psychiatry. 1999;60:536-544. 4. AMBIEN Prescribing Information, Sanofi-Synthelabo Inc. 5. Office of Applied Studies, Drug Abuse Warning Network (DAWN). Substance Abuse and Mental Health Services Administration, US Department of Health and
Human Services. Reports & tables from DAWN emergency department component. Table 2.6.0. Available at: http://dawninfo.samhsa.gov/pubs_94_02/edpubs /2002final/files/PubTablesCh2.xls. Accessed December 9, 2003. 6. Hajak G, Müller WE, Wittchen HU, Pittrow
D, Kirch W. Abuse and dependence potential for the non-benzodiazepine hypnotics zolpidem and zopiclone: a review of case reports and epidemiological data. Addiction. 2003;98:1371-1378. 7. IMS Health, National Prescription Audit Plus, MAT May 2004. 8. Data on
file, Sanofi-Synthelabo Inc.

12 Obstetrics O B . G Y N .  N E W S • M a y  1 ,  2 0 0 5

Keep Priorities Straight When Treating Eclampsia
B Y  C A R L  S H E R M A N

Contributing Writer

N E W Y O R K —  Eclampsia has become
increasingly rare in Western countries,
but it still occurs in 1 in 2,000-3,500 preg-
nancies—and obstetric clinics must be pre-
pared to treat it, Baha M. Sibai, M.D., said
at an obstetrics symposium sponsored by
Columbia University and New York Pres-
byterian Hospital.

Although most episodes occur late in

pregnancy, an increasing number occur
more than 2 days after delivery, and pa-
tients should be counseled accordingly,
said Dr. Sibai, professor and chairman of
the obstetrics and gynecology department
at the University of Cincinnati.

Eclampsia does not always come with a
warning. It has been reported that in 15%-
20% of cases neither hypertension nor
proteinuria has occurred.

“Most women with eclampsia have had
good prenatal care,” Dr. Sibai said. In a

1992 U.K. study of 383 women, 85% had
been seen by a medical care provider with-
in a week before the episode.

Eclampsia is largely a late event: in a
sample of 399 U.S. women, the episode
occurred after the 32nd week of gestation
in 72%, and before week 28 in roughly
10%.

In a substantial number of cases—28%,
in the U.S. study—the condition developed
after delivery; in two-thirds of these cases,
it happened more than 48 hours later. 

“More and more, the onset of convul-
sions is in the postpartum period. We’ve
done an excellent job educating women to
report signs and symptoms during preg-
nancy, but a poor one in educating them
that they can have eclampsia after leaving
the hospital,” Dr. Sibai said.

The lapse can have medicolegal impli-
cations, he said.

Emergency management of eclampsia
should focus on protecting the mother
from injury (e.g., cushioning extremities
and preventing a fall off the bed), ensur-
ing adequate oxygenation, and preventing
aspiration. Once these are addressed,
steps should be taken to avoid recurrent
convulsions.

“Never give anything to stop the con-
vulsion: no one dies from a seizure, and you

could do dam-
age if you give
the wrong
dose,” Dr. Sibai
said. Most
seizures are self-
limiting, and
medications to
contain them
may depress res-
piration.

Hypertension
should be the
next concern,
and then deliv-

ery. “[It] should be the last thing on your
mind,” he said.

If hypoxemia develops, 8-10 L/min of
supplementary oxygen should be supplied
by face mask, and pulse oximetry moni-
tored. Sodium bicarbonate may be re-
quired for acidemia.

To prevent further convulsions, IV mag-
nesium sulfate should be begun with a
loading dose of 6 g over a 20-minute pe-
riod, followed by maintenance at 2
g/hour. The anticonvulsants diazepam
and phenytoin, which can depress respi-
ration and compromise alveolar reflexes,
carry a higher mortality rate and should
be avoided.

“Don’t listen to what the neurologist or
internist tells you to do,” Dr. Sibai said.

The risk of magnesium toxicity should
be kept in mind: look for such signs of ris-
ing serum levels as double vision, a feeling
of warmth or flushing, and lethargy; mon-
itor patellar reflexes hourly. 

“Always talk to the patient. Slurred
speech shows paralysis of the muscles of
the jaw,” he said.

Magnesium sulfate should be discon-
tinued immediately while a blood level is
taken, and restarted with appropriate ad-
justments. If serum magnesium is above
15 mg/dL—a level that threatens respira-
tory and cardiac arrest—1 g of calcium
gluconate should be given intravenously
and intubation and assisted ventilation
provided if necessary.

For control of severe hypertension, la-
betalol and nifedipine are drugs of choice;
hydralazine should be avoided, he said.

When possible, delivery should be
done within 24 hours. Cesarean delivery
is not always necessary, and vaginal de-
livery can be done with epidural or spinal
anesthesia. ■

If hypoxemia
develops,
8-10 L/min of
supplementary
oxygen should be
supplied by face
mask, and pulse
oximetry should
be monitored. 


