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Glossary of terms:
Term
Chronic hypertension

Eclampsia
HELLP syndrome
Gestational hypertension
Pre-eclampsia
Severe pre-eclampsia

Definition
Hypertension that is present at the booking visit or before 20
weeks or if the patient is already taking antihypertensive
medication when referred to maternity services. It can be
primary or secondary in aetiology
A convulsive condition associated with pre-eclampsia
Haemolysis, elevated liver enzymes and low platelet count
New hypertension presenting after 20 weeks without significant
proteinuria.
New hypertension presenting after 20 weeks with significant
proteinuria
Pre-eclampsia with severe hypertension and/or with symptoms,
and/or biochemical and/or haematological impairment.

Significant proteinuria

Creatinine ratio is greater than 30 mg/mmol or a validated 24hour urine collection result shows greater than 300 mg protein.

Mild hypertension

Diastolic blood pressure 90–99 mmHg, systolic blood pressure
140–149 mmHg.
Diastolic blood pressure 100–109 mmHg, systolic blood
pressure 150–159 mmHg.
Diastolic blood pressure 110 mmHg or greater, systolic blood
pressure 160 mmHg or greater.
Angiotensin converting enzyme inhibitor
Angiotensin 2 receptor blocker
Alanine aminotransferase
Cardiotocography

Moderate hypertension
Severe hypertension
ACE inhibitor
ARB
ALT
CTG
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1. AIM
The aim of this guideline is to provide guidance on the diagnosis and management of
hypertensive disorders during pregnancy in the antenatal, intrapartum, and postnatal
periods in order to improve the outcome for the parent and child.
This guideline is based on the NICE clinical guideline CG107 ‘Hypertension in
pregnancy: diagnosis and management’.
Hypertensive disorders during pregnancy carry risks for the patient and are among the
leading causes of maternal death in the UK.
Hypertensive disorders also carry a risk for the baby in terms of higher rates of
perinatal mortality, preterm birth and low birth weight.
When prescribing medication, this guideline assumes that prescribers will use a drug's
Summary of Product Characteristics (SPC) to inform decisions made with individual
patients.
This guideline recommends some drugs for indications for which they do not have a
UK marketing authorisation at the date of publication, if there is good evidence to
support that use. Many drugs do not have a license for use specifically in pregnant
women, reflecting the fact that this group is often excluded from studies. Unlicensed
drugs are marked with an asterisk.
2. OBJECTIVES
- Patients’ blood pressures are monitored appropriately during the antenatal,
intrapartum, and postnatal periods.
- Hypertension is diagnosed and managed during the antenatal, intrapartum, and
postnatal periods.
- Appropriate anti-hypertensive medication is prescribed and monitored during
the antenatal, intrapartum, and postnatal periods
3. SCOPE
This guideline covers diagnosing and managing hypertension including preeclampsia, during the antenatal, intrapartum, and postnatal period.
The guideline applies to wards, departments and clinics where patients’ blood
pressure is monitored and managed during the antenatal, intrapartum, and postnatal
periods.
Staff who are involved in the monitoring of blood pressure and prescribing antihypertensive medication should follow this guideline.
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4. DEFINTIONS OF HYPERTENSION
NICE (2019) Hypertension in Pregnancy
Hypertension
Chronic
hypertension

Blood pressure of 140mmHg systolic or higher, or 90mmHg diastolic
or higher.
Hypertension present at booking visit or before 20 weeks, or that is
already being treated at time of referral to maternity services.

Gestational
hypertension

New hypertension presenting after 20 weeks without significant
proteinuria.

Significant
Proteinuria

Creatinine ratio is greater than 30 mg/mmol or a validated 24-hour
urine collection result shows greater than 300 mg protein.

Pre eclampsia

New hypertension presenting after 20 weeks with one or more of
the following new-onset conditions:
 Proteinuria
o Urine protein:creatinine ratio ≥ 30mg/mmol
o Albumin:Creatinine ratio ≥8mg/mmol
o At least 1g/L [2+] on dipstick
 Maternal organ dysfunction
o Renal insufficiency (Creatinine ≥90mmol/L)
o Liver involvement (elevated ALT over 40 Units/L with
or without right upper quadrant or epigastric
abdominal pain).
o Neurological complications (eclampsia, altered mental
state, blindness, stroke, clonus, severe headaches or
persistent visual scatomata).
o Haematological conplications (thrombocytopenia,
disseminated intravascuar coagulation or haemolysis).
 Uteroplacental dysfunction
Pre – eclampsia with severe hypertension that does not respond to
treatment and / or with symptoms, and / or biochemical and / or
haematological impairment.
Convulsive condition associated with pre- eclampsia.

Severe preeclampsia
Eclampsia
Mild
Hypertension
Moderate
Severe

Diastolic blood pressure 90 – 99 mmHg
Systolic blood pressure 140 – 149 mmHg
Diastolic blood pressure 100 – 109mmHg
Systolic blood pressure 150 – 159 mmHg
Diastolic blood pressure equal or greater than 110 mmHg
Systolic blood pressure equal or greater than 160 mmHg

5. PATIENT CENTERED CARE
Treatment and care should take into account patients’ needs and preferences.
Patients with hypertensive disorders in pregnancy should have the opportunity to
make informed decisions about their care and treatment, in partnership with their
healthcare professionals.
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Good communication between healthcare professionals and patients is essential. It
should be supported by evidence-based written information tailored to patients’ needs.
Treatment and care, and the information patients are given about it, should be
culturally appropriate.
Use a large BP cuff when appropriate i.e. if greater than 35cm arm circumference.

6. Reducing the risk of hypertensive disorders in pregnancy: Anti-platelet
At booking, commence patients on low dose aspirin (150mg/day) from 12 weeks to
delivery if ≥ 2 moderate risk factors or 1 high risk factor
Moderate risk
First pregnancy
If at least two moderate risk
factors for pre-eclampsia, advise
to take:

Age equal or greater than 40 years
Pregnancy interval > 10 years

Aspirin 150mg/day from 12
weeks until birth.

BMI ≥35kg/m2 at first visit
Family history of pre-eclampsia
Multi-fetal pregnancy

High risk
Hypertensive disease during a
previous pregnancy

If at least one high risk factor for
pre-eclampsia, advise to take:

Chronic kidney disease

Aspirin 150mg/day from 12
weeks until birth.

Autoimmune disease i.e. systemic
lupus erythematosis, antiphopholipid
syndrome
Type 1 or Type 2 diabetes
Chronic hypertension

Although this use is common in UK clinical practice, at the time of publication (June 2019), aspirin does not have a UK marketing
authorisation for this indication. Community pharmacies cannot legally sell aspirin as a pharmacy medicine for prevention of preeclampsia in pregnancy in Wales. Aspirin for this indication must be prescribed.
The prescriber should see the summary of product characteristics for the manufacturer's advice on use in pregnancy. The
prescriber should follow relevant professional guidance, taking full responsibility for the decision. Informed consent should be
obtained and documented.
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7. Management of Gestational Hypertension (1)
Antenatal Care

Carry out full assessment in secondary care

•

A healthcare professional trained in the management of hypertensive disorders should carry out the
assessment.
Take into account of the following risk factors that require additional assessment and follow‑up: nulliparity,
age >40 years, pregnancy interval >10 years, family history of pre-eclampsia, multi-fetal pregnancy,
BMI > 35 kg/m2, gestational age at presentation, previous history of pre-eclampsia or gestational
hypertension, pre-existing vascular or kidney disease

•

Mild to moderate hypertension
(BP 140/90 – 159/109mmHg)

Severe hypertension
(BP ≥160/110mmHg)

•
•

•

•
•
•
•

Do not routinely admit to hospital.
Offer pharmacological treatment if BP
remains above 140/90mmHg.
Aim for a BP of ≤135/85mmHg.
Measure BP once weekly (mild
hypertension) or twice a week (moderate
hypertension) until BP ≤135/85mmHg.
Test for proteinuria once or twice a week
with BP measurements.
Measure FBC, LFTs and renal function at
presentation and then monitor weekly.
Offer PIGF-based testing if presenting
with suspected pre-eclampsia between
weeks 20-35.

Timing of birth

• Do not offer birth before 37 weeks.
• After 37 weeks, timing of maternal and fetal
indicators for birth should have been agreed
between woman and senior obstetrician.

• If planned early birth necessary, offer a course

•
•
•
•
•
•
•

Admit to hospital until BP <160/110mmHg,
then treat as for hypertension.
Do not offer bed rest in hospital.
Offer all women pharmacological
treatment.
Aim for a BP of ≤135/85mmHg.
Measure BP every 15-30minutes until BP
<160/110mmHg.
Test for proteinuria daily whilst admitted.
Measure FBC, LFTs and renal function at
presentation and then monitor weekly.
Offer PIGF-based testing if presenting with
suspected pre-eclampsia between weeks
20-35.

• In women receiving outpatient care after severe
hypertension has been effectively controlled in
hospital:
- Measure BP and test for proteinuria twice a
week.
- Carry out blood tests weekly.

of corticosteroids and magnesium sulfate if
indicated.
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7. Management of Gestational Hypertension (2)
Fetal Monitoring

At diagnosis

• Offer fetal heart auscultation at every antenatal appointment.
• Ultrasound assessment of the fetus, amniotic fluid volume assessment and umbilical artery Doppler velocimetry
at diagnosis and, if normal, repeat every 2-4 weeks (2 weeks if severe hypertension).

• Carry out a cardiotocography (CTG) at diagnosis if BP ≥160/110mmHg or if clinically indicated.

If results of any fetal
monitoring is
abnormal, inform a
consultant
obstetrician.

Severe hypertension (BP ≥160/110mmHg)

• Carry out a cardiotocography (CTG) at diagnosis.
• Repeat CTG if any of the following occur:
-

The woman reports a change in fetal movement.
Vaginal bleeding.
Abdominal pain.
Deterioration in maternal condition.

Write a care plan that includes:

•
•
•
•

Timing and nature of future fetal monitoring.
Fetal indications for birth.
If and when corticosteroids should be given.
When discussion with neonatal paediatrician and obstetric anaesthetists should take place and what
decisions should be made.

Intrapartum Care

Mild to moderate hypertension
(BP 140/90 – 159/109mmHg)

• Measure BP hourly.
• Continue antenatal hypertensive treatment.
• Carry out haematological and biochemical
monitoring according to criteria from antenatal
period, even if regional analgesia being
considered.

• Do not routinely limit duration of second stage
of labour if BP stable.
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Severe hypertension (BP 160/110mmHg)

• Measure BP every 15-30minutes until blood
pressure is < 160/110mmHg.

• Continue antenatal hypertensive treatment.
• If BP not controlled within target ranges, do
not routinely limit duration of second stage of
labour.

• If BP does not respond to initial treatment in
the second stage of labour, consider operative
or assisted birth.
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Management of Gestational Hypertension (3)

7.

Postnatal Care

8.

• Continue antenatal antihypertensive treatment

If woman breastfeeding

• Avoid diuretics, ARBs and methyldopa
• Assess clinical wellbeing of baby, especially

if required.

• If no antenatal antihypertensive treatment,

adequacy of feeding, at least daily for the first 2
days after birth.

start antihypertensive treatment if BP
≥150/100mmHg.

• Offer woman information about safety of drugs

• Measure BP:
-

for babies receiving breast milk.

Daily for the first 2 days after birth.
At least once 3-5 days after birth.
As clinically indicated if antihypertensive
treatment changed after birth.

• If methyldopa was used during pregnancy, stop
within 2 days of birth and change to alternative
treatment if necessary.

• If BP falls to <130/80mmHg, reduce
antihypertensive treatment.

• If BP falls to <140/90mmHG, consider reducing
antihypertensive treatment.

Follow-up Care

• At transfer to community care, write a care plan that includes:
-

Who will provide follow-up care, including medical review if needed.
Frequency of BP monitoring needed.
Thresholds for reducing or stopping treatment.
Indications for referral to Primary Care for BP review.

• If antihypertensive treatment is to be continued, advise medical review in 2 weeks with GP or specialist after
transfer to community care.

• For medical review at 6-8 weeks with GP or specialist.
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8.

Management of pregnancy with pre-eclampsia (1)
Antenatal Care

• A healthcare professional trained in the management of hypertensive disorders of pregnancy should assess the
woman at each consultation.

• Admit the woman to hospital if any clinical concerns.
• Do not repeat quantification of proteinuria, unless clinically indicated. (E.g. new signs & symptoms develop or
uncertainty over diagnosis).

• Carry out fetal monitoring.
•
Mild to moderate hypertension
(BP 140/90 – 159/109mmHg)

Severe hypertension
(BP ≥160/110mmHg)

• Offer pharmacological treatment if BP remains

• Admit to hospital
• Referral to level 2 critical care needed?

above 140/90mmHg.

• Aim for a BP of ≤135/85mmHg.
• Measure BP at least every 48 hours. More

No

frequently if admitted.

Refer to NICE and PROMPT
for the management of
severe eclampsia.
See Appendix 1 and 2 for
Magnesium administration
guide and eclampsia tray
medication.

• Test renal function, electrolytes, FBC and LFTs
twice a week.

Timing of birth
Before 34 weeks

• Manage conservatively (do not plan same-day delivery of baby).
• Consultant obstetric staff to:
-

Yes

Document maternal (biochemical, haematological and clinical) and
fetal indications for elective birth before 34 weeks.
Write plan for antenatal fetal monitoring.

• Continue surveillance unless there are indicators for planned early birth.
• Offer IV magnesium sulphate for neuroprotection and a course of
antenatal corticosteroids as per local guidelines.

• Offer birth (after discussion with neonatal and anaesthetic teams and, if
required, course of corticosteroids completed) if:
- Severe refractory hypertension.
- Maternal or fetal clinical indication develops as defined in plan.

• Treat with first-line oral labetalol
to keep BP <150/80-100mmHg.

• Measure BP every 15-30minutes
until BP <160/110mmHg, then at
least 4 times daily while woman
is an inpatient depending on
clinical circumstances.

• Aim for BP ≤135/85mmHg
• Test kidney function,
electrolytes, FBC and LFTs three
times a week.

34+0 – 36+6 weeks

• Recommend birth after 34 weeks if pre-eclampsia with severe
hypertension, BP controlled and, if required, course of corticosteroids
completed.

• Offer birth at 34+0 – 36+6 weeks if pre-eclampsia with mild or moderate
hypertension, depending on maternal and fetal condition, risk factors
and availability of neonatal intensive care.

After 37 weeks

• Recommend birth within 24-48 hours if pre-eclampsia with mild or
moderate hypertension.
Database No:
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8.Management of pregnancy with pre-eclampsia (2)
Fetal Monitoring

Ultrasound fetal growth and
amniotic fluid volume
assessment + umbilical artery
Doppler velocimetry.

Offer fetal heart auscultation at
every antenatal appointment.

• Repeat every 2 weeks with
subsequent monitoring
determined by the findings of
these scans.

If results of any fetal
monitoring is abnormal,
inform a consultant
obstetrician.

Write a care plan that includes:
• Timing and nature of future fetal
monitoring.

• Fetal indications for birth if and

• Carry out at diagnosis if
conservative management is
planned.

Care plan

Cardiotocography

• Carry out at diagnosis.
• Repeat if any of:
-

Change in fetal movement
reported by woman.
Vaginal bleeding.
Abdominal pain.
Deterioration in maternal
condition.

when corticosteroids should be
given.

• Plans for discussion with
neonatal paediatricians and
obstetric anaesthetists.

Intrapartum Care
Mild and moderate hypertension (140/90 – 159/109mmHg

• Measure BP hourly.
• Continue antenatal hypertensive treatment.
• Carry out haematological and biochemical monitoring according to criteria from antenatal period, even if regional
analgesia being considered.

• Do not routinely limit duration of second stage labour if BP stable.
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8.

Management of pregnancy with pre-eclampsia (3)
Postnatal Care

• If methyldopa was used during pregnancy, stop within 2 days of birth and
•

If woman breastfeeding

• Avoid diuretics, ARBs and

change to an alternative treatment if necessary.
Ask the woman about severe headache and epigastric pain each time BP
measured.

methyldopa.

• Assess clinical wellbeing of

• If mild or moderate pre-eclampsia or after step-down from critical care,

baby, especially adequacy of
feeding, at least daily for first
2 days after birth.

measure platelet count, transaminases and serum creatinine 48-72 hours
after birth or step-down. Repeat as clinically indicated.

• Offer woman information

• Do not measure fluid balance if creatinine within normal range after step-

about safety of drugs for
babies receiving breast milk.

down from critical care level 2.

• Offer transfer to community midwifery care if BP <150/100mmHg, blood
test results stable or improving and no symptoms or pre-eclampsia.

If no antenatal antihypertensive treatment

If antenatal antihypertensive treatment

• Measure BP:
-

• Continue antenatal antihypertensive treatment
• Reduce antihypertensive treatment if BP falls to

At least 4 times a day while inpatient.
At least once 3-5 days after birth.
On alternative days if BP abnormal 3-5
days after birth.

<130/80mmHg; consider reducing if BP falls to
<140/90mmHg.

• Measure BP at least 4 times a day while

• If BP ≥150/100mmHg, start antihypertensive

inpatient.

treatment (see page 13).

Follow-up Care and Postnatal Review
At postnatal review with GP
(6-8 weeks after birth)

At transfer to community care

• Write a care plan that includes:
-

•

Who will provide follow-up care, including medical
review if needed.
- Frequency of blood pressure monitoring.
- Thresholds for reducing or stopping treatment.
- Indications for referral to primary care for blood pressure
review.
Measure
BP every 1-2 days
up to 2 weeks treatment
after transfer
If
BP ≥150/100mmHg,
start for
antihypertensive
(seeto
community
page
13). care, until antihypertensive treatment stopped and no
hypertension.

• Offer medical review if still taking antihypertensive treatment 2
weeks after transfer to community care.

• If biochemical and haematological indices improving but within
abnormal ranges, repeat platelet count, transaminases and serum
creatinine measurements as clinically indicated.
Database No:
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• Carry out a range of investigations.
These may include FBC, U&Es, LFTs,
TFTs, Lipids/fasting Glucose.

• Arrange BP monitoring and prescribe
therapy and review as appropriate.

• If BP labile, refer to a Community
Cardiac Clinic for a 24 hour BP
measurement to confirm or refute
hypertension.

• Add to Practice Hypertension
Register and continue monitoring.

• Refer to Specialist Services if
required.
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9.

Management of Chronic hypertension (1)
Pre-pregnancy Advice
Antihypertensive treatment
Tell women who are taking ACE inhibitors, ARBs or diuretics
• There is an increased risk of congenital abnormalities if ACE inhibitors or ARBs are taken during
pregnancy.
• Diuretics are not recommended for gestational hypertension or pre-eclampsia because of the maternal
hypovolemic characteristics of the disease. Thiazide diuretics may have a direct effect on smooth muscle
and inhibit labour. There may be an increased risk of congenital abnormalities and neonatal
complications if chlorothiazide is taken during pregnancy.
• Limited evidence shows no increased risk of congenital abnormalities with other antihypertensive
treatments.
• To discuss other antihypertensive treatments with the healthcare professional responsible for managing
their hypertension, if they are planning pregnancy
Encourage the woman to lower dietary sodium intake
To discuss other antihypertensive treatments with the healthcare professional responsible for managing their
hypertension, if they are planning pregnancy.
Antenatal Care

Consultations

Antihypertensive treatment

• Schedule additional

• Stop ACE inhibitors and ARBs within 2 days of notification of

appointments based on
individual needs.
- Weekly if hypertension
poorly controlled.
- Every 2-4 weeks if
hypertension wellcontrolled

•

•
•
•
•
•

pregnancy and offer alternatives.
Offer Aspirin 75mg – 150mg daily from 12 weeks
Offer antihypertensive treatment (See page 13).
Aim for BP ≤135/85mmHg.
Do not offer treatment to lower DBP to <80mmHg.
If secondary chronic hypertension, offer referral to specialist in
hypertensive disorders.

Fetal Monitoring Care

Timing of birth
If BP <160/110mmHg with or
without antihypertensive
treatment:
• Do not offer birth before 37
weeks.
• After 37 weeks timing,
maternal and fetal
indications for birth should
be agreed between woman
and senior obstetrician.
If planned early birth is
necessary, offer a course of
corticosteroids and magnesium
sulphate if indicated.
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• Ultrasound fetal growth and amniotic fluid volume assessment.
• Umbilical artery Doppler velocimetry.
If fetal activity abnormal carry out

• CTG

Page 13 of 19

Version

Hypertension in Pregnancy Guideline
Please check that this is the most up to date version of this written control document

2

HYWEL DDA UNIVERSITY HEALTH BOARD
Management of Chronic hypertension (2)

9.

Intrapartum care
Mild and moderate hypertension
(BP ≤159/109mmHg)

Severe hypertension (BP ≥160/110mmHg)

• Continue antenatal hypertensive treatment.
• Measure BP hourly.
• Carry out haematological and biochemical

•

monitoring according to criteria from
antenatal period, even if regional analgesia
being considered.
If BP stable do not routinely limit duration
of second stage labour.

• Continue antenatal hypertensive treatment.
• Measure BP EVERY 15-30 minutes until BP
<160/110mmHg.

• If BP controlled within target ranges, do not
•

routinely limit duration of second stage of
labour.
If BP does not respond to initial treatment,
consider operative birth in second stage of
labour.

Postnatal Care
Antihypertensive treatment:

If woman breastfeeding

• Aim to keep BP <140/90mmHg.
• Measure BP:
-

•
•

• Avoid diuretics, ARBs and methyldopa treatment for
hypertension.

Daily for the first 2 days after birth.
At least once 3-5 days after birth.
As clinically indicated if
antihypertensive treatment changed.
If methyldopa was used during pregnancy,
stop within 2 days of birth and change to an
alternative treatment if necessary.
Continue antenatal antihypertensive
treatment if required.

• Assess clinical wellbeing of baby, especially adequacy
of feeding, at least daily for the first 2 days after birth.

• Offer woman information about safety of drugs for
•

•

babies receiving breast milk.
Advise women on discharge to monitor babies for
drowsiness, lethargy, pallor, cold peripheries or poor
feeding
Advise women on discharge to monitor babies for drowsiness,
lethargy, pallor, cold peripheries or poor feeding

•

Follow-up care

• Offer a review of antihypertensive treatment 2 weeks after birth with their GP or specialist.
• For medical review at 6-8 weeks postnatal with GP.
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10.Anti-hypertensive drugs pre-pregnancy, antenatally and in the postnatal period
Base the choice of treatment on any pre-existing treatment, side-effect profiles, risks (including fetal effects) and the woman's preference.
Many of the drugs listed do not have a product license for use in pregnancy and / or breastfeeding, but considered opinion has deemed them
appropriate to use. Please refer to current BNF for dosing advice.

Pre-pregnancy
Carefully consider the reason for using ACE inhibitors, ARBs or diuretics, as they will need to be stopped as soon as pregnancy is confirmed.
Women taking these drugs should be told to seek medical advice about changing to a different drug as soon as pregnancy is confirmed. (The use of
these drugs in the 1st trimester may elevate teratogenic risk.)
Consider other drugs in women actively seeking a pregnancy, such as nifedipine
MR 10mg or beta blockers (such as labetalol).

Antenatal Care
Recommended therapies and initial dosing regimens for chronic and gestational hypertension
First line

Labetalol 100mg TWICE a day
Second line

Nifedipine MR 10mg TWICE a day
Third line *

Methyldopa 250mg TWICE or THREE times a day
A trial of a combination of labetalol or nifedpine should occur before progressing to third line options.

Post natal Care
If methyldopa was used during pregnancy, stop within 2 days of birth and change to an alternative treatment if necessary.

Breast-feeding
Advise women that their treatment can be adapted to accommodate breastfeeding, and that the need to take
antihypertensive medication does not prevent them from breastfeeding.
Explain that:

Antihypertensive medicines can pass into breast milk, but only lead to very low levels and would unlikely to
have any clinical effect.

Most medicines are not tested in pregnant or breastfeeding women, so disclaimers in the manufacturer’s
information are not because of any specific safety concerns or evidence of harm.

Not planning to
breastfeed
Treat in line with
the NICE guideline
on “Hypertension
in adults

Recommended therapies and initial dosing regimens if patient’s breast feeding
First line

Enalapril 5mg ONCE a day (monitor U&Es) (Some caution is recommended using in parents with
premature infants due to possible renal toxicity).

Nifedipine MR 10mg TWICE a day (if African or Caribbean family origin)

Some women may prefer to remain on the same medication they have been taking in the antenatal
period e.g. Labetalol.
Second line

Atenolol 25mg ONCE a day

Amlodipine 5mg ONCE a day

Labetalol 100mg TWICE a day
Avoid Diuretics, ARBs and methyldopa.
If BP is not controlled with a single medicine, consider a combination of nifedipine (or amlodipine) with enalapril. If this combination is not
tolerated or is ineffective, consider either:

Adding atenolol or labetalol to the combination treatment or

Swapping one of the medicines already being used for atenolol or labetalol.

Fetal Monitoring care
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Maternity Department
Communication to GP re postnatal care plan (prescribed antihypertensive
treatment on discharge from hospital)
Date of referral:
Referring hospital:

Lead Consultant:

Date of discharge from hospital:

Date of baby’s birth:

Re:
Patient name:

Date of Birth:

Your patient has a history of raised blood pressure during her pregnancy / postnatal
period.
Anti-hypertensive medication prescribed on discharge from hospital (please state
drug and dose prescribed):
Additional information:

Your patient will have a blood pressure check with her community midwife at 2
weeks postnatal and has been advised to make arrangements to have her
blood pressure checked with you at 6 - 8 weeks postnatal.
Additional information is available from NICE guideline:
https://www.nice.org.uk/guidance/ng133
Signature of Healthcare Professional:
Designation:
Date:
Attach GP communication letter to GP parent and Baby Discharge summary
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Appendix 1 - ADMINISTRATION OF MAGNESIUM SULFATE 50%
INJECTION FOR PREVENTION AND TREATMENT OF SEIZURES IN PREECLAMPSIA
To be read in conjunction with the Summary of Product Characteristics, BNF and the Injectable Medicine
Guide

Magnesium sulfate 50% w/v (10mL) ampoule contains
5g in 10mL equivalent to magnesium 20mmol in 10mL
Magnesium sulfate 50% must ALWAYS be diluted before use

LOADING DOSE: 4g magnesium sulfate (16mmol) over 5 minutes
- Draw up 4g (8mL) of magnesium sulfate 50% solution followed by 12mL of
sodium chloride 0.9% into a 20mL syringe. This will give a total volume of 20mL
- Give as an IV bolus over 5 minutes.
MAINTENANCE DOSE: 1g/hour (4mmol/hour) for 24 hours
- Draw up 10g (20mL) of magnesium sulfate 50% solution followed by 30mL of
sodium chloride 0.9% into a 50mL syringe. This will give a total volume of 50mL.
- Place the 50mL syringe into a syringe driver and set the pump to run
intravenously at 5 mL/hour.
- Continue infusion for 24 hours following delivery or the last seizure, whichever
is later.
RECURRENT SEIZURES WHILE ON MAGNESIUM SULFATE
 Seek immediate senior help
 Draw up 2g (4 mL) of magnesium sulfate 50% solution followed by 6 mL of
sodium chloride 0.9% into a 10 mL syringe. This will give a total volume of 10mL.
 Give as an IV bolus over 5 minutes.
 If possible, take blood for magnesium levels prior to giving the bolus dose.
The maternal condition must be stabilised prior to making plans for birth

.
REFERENCES
1. Summary of Product Characteristics – Magnesium Sulfate 50% solution for Injection. https://www.medicines.org.uk/emc/ [Accessed September
2020] [date of revision of the text 7/9/2019]
2. Magnesium sulphate. Injectable Medicines Guide. http://www.injguide.nhs.uk/ [Accessed September 2020] [date of revision of the text
07/05/2019]
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APPENDIX 2

Eclampsia Tray
EXPIRY:

ISSUED TO:
Record of Tray Assembly
Contents

Labetalol 5mg in 1mL

Quantity

Returned Tray

Manufacturer

Batch Number

Expiry Date

Drug Used

Drug
Expired

20 x 10mL

Hydralazine injection 20mg

5

Magnesium Sulphate injection 50%

10 x 10 mL

Calcium gluconate 10%

2 x 10 mL

Sodium Chloride 0.9%

2 x 50 mL
During medication shortages, strength of available medication may vary. Ensure sufficient equivalent strength and quantity available.

For Pharmacy use:
Assembled by:
Number assigned to tray:
Date Returned

Checked by:
Date Issued:
Returned from
Approved by HDUHB Obstetrics Policy and Guideline Group: 11.12.2020
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