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Guideline for the Management of Pre-eclampsia.

This guideline is derived from the PRECOG  (The pre-eclampisa community guideline), which is supported, by the Royal College of Obstetricians and Gynaecologists, the Royal College of Midwives, the Royal College of general Practitioners, and the National Childbirth trust. It is supported by NICE’s antenatal guidelines for the routine care of healthy women. 

Introduction

Pre-eclampsia is a major cause of poor outcome in pregnancy: 

· the category”hypertensive diseases of pregnancy” remains a leading cause of direct maternal deaths in the United Kingdom (CEMD, 2004)

· pre-eclamptic conditions represent one in three cases of severe obstetric morbidity (Waterstone et al, 2001)

· hypertension and/or proteinuria is the leading single identifiable risk factor in pregnancy associated with stillbirth (one in five stillbirths in otherwise viable pregnancies) (CESDI, 1997)

· pre-eclampsia is strongly associated with fetal growth restriction, low birth weight, preterm delivery, respiratory distress syndrome and admission to neonatal intensive care (Magpie trial, 2002)

In 46% of maternal deaths (CEMD 2004) and 65% of fetal deaths (CESDI, 2001), different management would reasonably have expected to alter the outcome. There was a failure to identify and act on known risk factors at booking and to recognise and respond to signs and symptoms from 20 weeks gestation (NICE, 2001).

The incidence of pre-eclampsia is 2-10%, depending on the population studied and definitions of pre-eclampsia (WHO, 1988).

Women with new hypertension before 32 weeks have a 50% chance of developing pre-eclampsia (Barton et al, 2001). At 24-28 weeks, new hypertension is predictive of severe pre-eclampsia (Stamilo et al, 2000). On average a rise in diastolic blood pressure that does not reach 90mmHg at any time during pregnancy is associated with an uncomplicated pregnancy. 

New proteinuria with new hypertension is strongly associated with poor fetal and maternal outcome (Seshadri et al, 1997; Ferrazzani et al, 1990). Women may progress rapidly: 25-55% of women with hypertension of ≥ 160 mmHg systolic or ≥ 110 mm Hg diastolic with new proteinuria (≥+) required delivery within 48 hours of admission (Sibai et al, 1994).

Quantified protein excretion is independently associated with undiagnosed underlying medical conditions and a poor obstetric outcome. The most reliable method for quantifying protein excretion is urine collection over 24 hours.

While + proteinuria with new hypertension is associated with poor outcome and should be considered as pre-eclampsia until otherwise confirmed, a + result on dipstick testing on its own is prone to false positives. A + result on dipstick testing is unlikely to be due to infection, unless the woman has symptoms.

In the presence of pre-eclampsia, headache is an independent risk factor for pre-eclampsia, and epigastric pain and vomiting are independent factors for serious morbidity in women with severe pre-eclampsia (Martin et al, 1999; Witlin et al, 1999). These symptoms should always be followed up immediately, by an assessment of blood pressure and proteinuria as a minimum.

Fetal compromise can be the first clinical indication of pre-eclampsia (Sibai, 1994) and should always be followed up by an assessment of blood pressure and proteinuria as well as following local management protocols.

A Cochrane review comparing schedules of antenatal care does not provide evidence to recommend a particular schedule for women who do not qualify for early referral (Carroli et al, 2001). Absence of antenatal care is strongly associated with eclampsia and fetal death (Abi Said et al, 1995).

Serious morbidity associated with pre-eclampsia can occur from 20 weeks gestation to after delivery. Placental abruption, haemolysis, elevated liver enzymes, low platelet count syndrome and renal failure are more common before 32 weeks, whereas eclampsia is most common at term (Banias et al, 1992: Douglas et al, 1994). Onset before 32 weeks has the most serious outcome and the interval between diagnosis and delivery is on average 14 days (range 0-62 days), with a substantial number of women requiring delivery within 72 hours (Sibai, 1994). Women with more than one risk factor should be seen at least once every three weeks until 32 weeks, and then at least once every two weeks until delivery.
Women with no risk factors for pre-eclampsia may still develop the condition. NICE recommends assessments for pre-eclampsia at weeks 28, 34, 36, 38, 40 and 41 for healthy parous women with a single fetus. Given that pre-eclampsia can progress to a life threatening situation in, on average, two weeks from diagnosis, these women should be told that pre-eclampsia can develop between antenatal assessments and are made aware of symptoms, and know how to contact their healthcare professionals at all times.

After 20 weeks gestation, women should be assessed for the signs and symptoms of pre-eclampsia. Any one may be the first indication of pre-eclampsia. Oedema is not predictive, and weight change does not reliably precede other signs.

Definitions of terms used in pre-eclampsia guideline

Potential Fetal Compromise

· Reduced fetal movements
· Small for gestational age infant
· Hypertension

· Diastolic blood pressure of ≥90mmHg taken with an appropriate sized cuff with the woman sitting/semi-recumbent. Take 2 readings at least 10 minutes apart. Limit conversation whilst taking the measurements.

New hypertension

· Hypertension at or after 20 weeks gestation in women with a diastolic blood pressure <90 Hg before 20 weeks

Pre-existing hypertension

· Diastolic blood pressure ≥ 90mmHg before pregnancy or at booking (before 20 weeks)
New proteinuria

· Presence of proteinuria as shown by ≥ +(300mg/l) on dipstick testing of a fresh MSU, a protein to creatinine ratio of ≥30mg/mmol on a random sample, or a urine protein excretion of > or + 300mg in 24 hours
Quantified proteinuria

· Urine protein excretion ≥ 300mg in 24 hours

Pre-eclampsia

· New hypertension and quantified proteinuria at or after 20 weeks of pregnancy, confirmed if it resolves after delivery
Superimposed pre-eclampsia

· Development of features of pre-eclampsia in context of pre-existing hypertension or pre-existing proteinuria, or both

Risk Assessment early in Pregnancy

Before developing an antenatal care plan you must identify the presence of any of the following factors that predispose women in a given pregnancy to pre-eclampsia (grade B/C)

· First pregnancy (almost triples risk)

· Previous pre-eclampsia (7 times risk in a second pregnancy)

· ≥ 10 years since last baby (almost triples risk)

· Age≥40 years (almost twice the risk)

· Body mass index ≥ 35 (Doubles risk)

· Family history of pre-eclampsia (mother or sister) (almost triples risk)

· Booking diastolic blood pressure ≥ 80mmHg

· Proteinuria at booking (≥ on more than one occasion or ≥300mg/24h)

· Multiple pregnancy (almost triples risk)

· Underlying medical conditions:


Pre-existing hypertension


Pre-existing renal disease


Pre-existing diabetes


Presence of antiphospholipid antibodies (significantly increases risk)






From meta-analysis and systematic review  (Duckitt et al, 2005)

Before 20 weeks

Offer women referral for specialist input to their antenatal care plan if they have one of the following (grade D/good practice point)

· Previous pre-eclampsia

· Multiple pregnancy

· Underlying medical conditions

· Pre-existing hypertension or booking diastolic blood pressure ≥ 90mm Hg

· Pre-existing renal disease or booking proteinuria (≥ + on more then one occasion or ≥ 300mg/24h)

· Pre-existing diabetes

· Presence of antiphospholipid antibodies

· Any two other risk factors

Input may concern further specialist investigation, clarification of risk, or advice on early intervention or pharmacological treatment. The subsequent obstetric care will be determined on an individual basis and may be led by specialists, general practitioners, midwives or by shared care.

Previous pre-eclampsia is associated with higher rates of moderate, severe and early onset pre-eclampsia and adverse perinatal outcomes associated with preterm delivery (Koike et al, 2002). Recurrent pre-eclampsia occurs, on average, between 0-4 weeks later than in the first pregnancy. For women who have asymptomatic proteinuria at booking (if persistent or confirmed by a 24 hour sample) they should be investigated for possible underlying renal disease (itself a risk factor for pre-eclampsia) or other conditions to accurately determine risk.

After 20 weeks

At every assessment identify the presence of any of the following signs and symptoms of pre-eclampsia and refer as below (grade B and C)

· New hypertension

· New proteinuria

· Symptoms of headache or visual disturbance, or both

· Epigastric pain or vomiting, or both

· Reduced fetal movements, small for gestational age infant-plot symphysis fundal height (NICE, 2003)

The Antenatal Assessment Areas are:

QMC: PAC (pregnanacy assessment centre) 9709924 or 9249924 ext 44873

and CLS (labour suite) 8754672

CHN: MAS (maternal assessmant suite) 9934951 or 9691169 ext 34951

and CLS (labour suite) 9627710

	


	Definition


	Action by midwife or general practitioner


	
	New hypertension without proteinuria (grade C)


	

	
	Blood pressure: 



	

	
	Diastolic [image: image1.png]


90 and <100 mm Hg 



	Refer for hospital assessment within 48 hours –PAC, MAS, CLS or hospital antenatal clinic if appropriate



	
	Diastolic [image: image2.png]


90 and <100 mm Hg with any symptoms of headache, visual disturbance, epigastric pain/vomiting reduced fetal movements or IUGR



	Refer for same day hospital assessment 



	
	Systolic [image: image3.png]


160 mm Hg 



	Refer for same day hospital assessment 



	
	Diastolic [image: image4.png]


100 mm Hg 



	Refer for same day hospital assessment 



	
	New hypertension with proteinuria (grade A)


	

	
	Blood pressure: 



	

	
	Diastolic [image: image5.png]


90 mm Hg and new proteinuria [image: image6.png]


+ on dipstick 



	Refer for same day hospital assessment 



	
	Diastolic [image: image7.png]


110 mm Hg and new proteinuria [image: image8.png]


+ on dipstick 



	Arrange immediate admission via MAS/CLS



	
	Systolic [image: image9.png]


170 mm Hg and new proteinuria [image: image10.png]


+ on dipstick 



	Arrange immediate admission 



	
	Diastolic [image: image11.png]


90 mm Hg and new proteinuria [image: image12.png]


+ on dipstick and any symptoms of headache, visual disturbances, epigastric pain/vomiting, reduced fetal movements or IUGR



	Arrange immediate admission 



	
	New proteinuria without hypertension (grade C)


	

	
	Reading on dipstick: 



	

	
	+ 



	Repeat pre-eclampsia assessment in community within one week 



	
	[image: image13.png]


++ 



	Refer for hospital assessment within 48 hours 



	
	[image: image14.png]


+ with new hypertension, headache, visual disturbances, epigastric pain/vomiting, reduced fetal movements or IUGR



	Refer for same day hospital assessment via PAC, MAS, CLS



	
	Maternal symptoms or fetal signs and symptoms without hypertension or proteinuria (grade C)


	
	Symptoms along with diastolic blood pressure <90 mm Hg and trace or no protein: 



	

	
	Headache, visual disturbances, or both 



	Consider reducing interval before next antenatal assessment. Consider referral to GP or hospital ANC



	
	New onset of epigastric pain 



	Refer for same day hospital assessment 



	
	Reduced movements or small for gestational age infant 



	Follow local guidelines for investigation. Consider reducing interval before next full pre-eclampsia assessment 



	

	


NB:  Many maternal and fetal deaths from pre-eclampsia are associated with substandard care.   

Poor management includes failure to assess or act on risk at booking or to act on signs and symptoms after 20 weeks gestation.      

Action on pre-eclampsia www.apec.org.uk
Tel:020 8863 3271.
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