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GUIDELINE: HYPERTENSIVE DISORDERS IN PREGNANCY, MANAGEMENT OF

SCOPE: All Midwives, Nurses, LMCs and Obstetricians working in Maternity unit
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PURPOSE: To provide midwives, LMCs and obstetricians with evidence based guidance on the

screening, diagnosis and treatment of women with hypertension in pregnancy, pre-eclampsia and
eclampsia.
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BACKGROUND: Chronic hypertension, gestational hypertension, pre-eclampsia, eclampsia and
HELLP syndrome are all part of the spectrum of hypertensive disorders of pregnancy. Pre-
eclampsia complicates approximately 3-8% of pregnancies in New Zealand, and hypertensive
disorders together affect about 5-10% of pregnancies (4-5% nulliparous; 2-3% in low-risk
multiparas and up to 20% in women with major risk factors). Chronic hypertension, gestational
hypertension and pre-eclampsia have increased over time as a result of changes in the
characteristics of mothers (such as in their age and pre-pregnancy weight), whereas eclampsia
has declined following on from widespread antenatal care and use of prophylactic treatments
(such as magnesium sulphate). A priority of antenatal care in the second half of pregnancy is to
detect the development of pre-eclampsia. When pre-eclampsia develops, delivery is the only
known cure. Management is aimed at timing of delivery and providing therapy to prevent
maternal complications whilst minimising foetal morbidity and mortality.

The New Zealand Ministry of Health (MoH) has identified a need for an evidence-based guideline
developed in consultation with the wider New Zealand maternity sector for diagnosing and
treating hypertension and pre-eclampsia in pregnancy. This was released in August 2018 and this
Hauora Tairawhiti guideline is based on the MoH Clinical Practice Guideline “Diagnosis and
Treatment of Hypertension and Pre-eclampsia in Pregnancy in New Zealand”.

A World Health Organisation (WHO) review identified hypertension as the single leading cause of
maternal mortality in developed countries, accounting for 16% of maternal deaths. Perinatal
mortality is also high for women who experience pre-eclampsia. Hypertensive disorders in
pregnancy are linked with acute and long term morbidity in mothers and babies.

DEFINITIONS:

SBP = Systolic BP

DBP = Diastolic BP

PCR = (urine) Protein:creatinine ratio

Hypertension is a SBP > 140 and/or DBP > 90mmHg on two or more consecutive occasions at least
4 hours apart.

Chronic/pre-existing_hypertension is hypertension diagnosed before conception or before 20
weeks of gestation with or without known cause, measured on two or more occasions at least
four hours apart.

Gestational hypertension is New onset hypertension occurs after 20 weeks’ gestation (in a woman
who had normal blood pressure before 20 weeks’ gestation) and:
e diastolic blood pressure is 290 mmHg or systolic blood pressure is 2140 mmHg
e the woman has none of the abnormalities that define pre-eclampsia
e her blood pressure returns to normal within three months after giving birth. Proteinuria
for definition of pre-eclampsia is defined by a PCR= 30 on a random urine sample or
suspected with 22+ on two separate dipstick samples. This should be confirmed with a

PCR.
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Pre-eclampsia is new onset hypertension after 20 weeks gestation or pre-existing hypertension
PLUS one or more of the following:
e Proteinuria 22+ on dipstick confirmed by protein:creatinine ratio, or protein:creatinine
ratio = 30mg/mmol.
e Other maternal organ dysfunction
- Renal insufficiency (creatinine > 90 umol/L or urine output <80ml/4 hrs).
- Liver involvement (AST and ALT at least twice upper limit of normal + right upper
quadrant or epigastric pain).
- Neurological complications (eg severe headaches, visual changes, altered mental
status, hyperreflexia with clonus).
e Uteroplacental dysfunction (eg foetal growth restriction, abruption).

Severe Features of Pre-eclampsia is when pre-eclampsia is accompanied by any of the following:

Severe hypertension (sBP > 160mmHg or dBP > 110mgHg).
- Haematological involvement
o Thrombocytopenia — Platelets < 100K or rapidly falling platelets
o Haemolysis — Abnormalities on peripheral blood smear, increased bilirubin
levels and dramatically increased LDH (eg twice normal levels)
o Disseminated intravascular coagulation
- Impaired liver function
o Elevated transaminases (2 x upper limits of normal)
o Severe epigastric or right upper quadrant pain, nausea and vomiting
- Progressive renal insufficiency (creatinine > 90 umol/L or doubling of serum creatinine
concentration in the absence of other renal disease, urine output <80ml/4 hrs).
- Pulmonary oedema.
- New onset headaches and visual disturbance.
- HELLP syndrome.
- Eclampsia
- Intrauterine growth restriction with oligohydramnios and abnormal uterine artery
Doppler flows

Unstable pre-eclampsia (Also known as fulminating pre-eclampsia) is pre-eclampsia with
worsening blood results and severe hypertension not controlled by antihypertensives.

Eclampsia is new onset seizures in association with pre-eclampsia. May occur before, during or
after birth.

HELLP syndrome considered a variant of severe ppre-eclampsia (elements include Haemolysis,
Elevated Liver enzimes and Low Platelet count). Any of the following in a woman with pre-
eclampsia is an indicator of HELLP:
e maternal platelet count of less than 100 x 109/L
e elevated transaminases (elevated blood concentrations of liver enzymes to twice the
normal concentration)
e microangiopathic haemolytic anaemia with red cell fragments on blood film.
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GUIDELINE:

DIAGNOSIS

The evaluation of hypertensive disorders in pregnancy should include at least the following:

Evaluation of blood pressure

Evaluation for symptoms of severe pre-eclampsia (ie. headache, visual changes,
epigastric/right upper quadrant pain, nausea and vomiting.

Evaluation for urinary protein

Complete blood count

Serum creatinine

Serum liver transaminases

Fetal assessment — CTG and amniotic fluid assessment

Other tests which may be considered depending on the presentation are: obstetrical ultrasound
for estimated fetal weight, amniotic fluid and Dopplers; serum lactate dehydrogenase and
coagulation studies.

PRE-CONCEPTION AND EARLY ANTENATAL CARE

Where any woman has a history of chronic hypertension, hypertension in pregnancy or
pre-eclampsia she should be offered pre-conceptual counselling. It is recommended that
women wishing to become pregnant, or recently pregnant, be changed from an
angiotension converting enzyme (ACE) inhibitor to an alternative medication such as
labetalol, nifedipine or methyldopa.

As early as possible in pregnancy or at booking assess for hypertensive disorders including
risk of pre-eclampsia (see appendix 1, table 1): Women who have a Major Risk Factor
(MRF) have an approximately 20% risk of developing pre-eclampsia and should be
considered high risk. Women with multiple risk factors should be given special
consideration.

Women with pre-existing hypertension should be referred for a consultation with the
obstetric team, advised of the risks of hypertensive disorders, given information in a form
they can understand and offered lifestyle advice. (See ‘Lifestyle’ page 8 of the Ministry of
Health document, Appendix Two).

A plan of care should be fully documented in the woman’s notes. This should include
clinical responsibilities for ongoing care and monitoring in conjunction with the woman
and her LMC, also GP involvement if anticipated. It should reflect the woman’s
preferences.

Women at high risk for pre-eclampsia should be advised to begin taking aspirin, 100mg at
night, before 16 weeks gestation. They may remain on this medication until they give
birth.

It is recommended that women with a major risk factor should have uterine artery
doppler studies at the 20 week anatomy scan.

Calcium is also recommended (calcium supplementation along with dietary advice to
achieve 1g elemental intake per day from booking until birth).

Excessive weight gain in pregnancy puts women at risk of developing hypertensive
disorders. This risk is even greater in women who are obese when they become
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pregnancy. An optimal gestational weight gain for these women is 5-9kg. Give specific
education around optimal weight gain.

e Give routine advice on healthy eating, smoking cessation, alcohol intake and mild to
moderate exercise to all women in the antenatal period, as well as weighing them
regularly.

OVERALL MANAGEMENT:

It is important to emphasize that treatment will not change the underlying progression of
hypertensive disorders in pregnancy but it may reduce the risk of complications such as stroke
and abruption.

Antenatal:

Urgently treat all women with severe hypertension (dBP 2110 or sBP 2160 mmHg) with
antihypertensives to acutely lower blood pressure.

Consider antihypertensives for women with gestational hypertension (dBP 290 or sBP
>140 mmHg), especially those with risk factors and/or co-morbidities.

Aspirin (100 mg daily) is indicated in women at high risk of developing pre-eclampsia. They
should begin taking it before 16 weeks’ gestation. Effectiveness of aspirin is improved in
pregnancy if taken at night.

For women at high risk of pre-eclampsia, offer calcium supplementation along with
dietary advice to achieve 1 g elemental intake per day, from booking to birth.

Emphasise educating women so that they clearly understand the importance of taking
their antihypertensive drugs as prescribed, the symptoms of HDP and when to report
symptoms.

First-line antihypertensives to use in treating HDP include: labetalol, nifedipine and
methyldopa

Fetal assessment with ultrasound at time of diagnosis. Do not repeat USS in <2 weeks,
unless fetal indications, repeat if suspected growth restriction on clinical assessment by
LMC. Umbilical artery velocimetry and cardiotocography only if fetal growth restriction or
distress is suspected.

Criteria for transfer to tertiary care facility:
e Woman under 32 weeks of gestation

Intrapartum:

Treatment options such as antihypertensives and seizure prophylaxis are described in the
flowcharts following.

Fetal monitoring should be continuous, especially if acutely administering antihypertensives

Attention should be paid to deep vein thrombosis (DVT) prophylaxis as PET increases the DVT

risk.

Fluid management must be strict. Woman with preeclampsia should have an IV sited.
If IV fluids are given, maintain IVF at 85 ml/hour with total of 1000 mls/12hours.

o Strict fluid balance with all ins and outs recorded

o Fluid challenges only as necessary and limited to 200-300ml — use caution regarding
repeat fluid challenges.

o Consider anaesthesia involvement dependent on the woman’s condition.
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Ergometrine and Syntometrine are contraindicated in the presence of hypertension.
Prostaglandins and Syntocin are indicated as needed. NSAIDs should not be used postpartum for
woman with persistent hypertension

Postnatal:

Recommend women who have had preeclampsia stay in secondary or tertiary facility for
at least 72 hours postpartum
4—6 hourly blood pressure (except overnight when an interval of 8 hours is acceptable)
while inpatient
Monitor for all signs of preeclampsia (including preeclampsia bloods) returning to normal
but beware of postpartum deterioration and eclampsia
After discharge, blood pressure daily  for first 7 days, then weekly up to 6 weeks
postpartum (see treatment summary 8 and appendix four for postnatal outpatient
management and BP recording booklet).
Criteria for transfer to tertiary care facility:

e (Critically ill woman once stable for transfer.

Criteria for transfer to critical care unit:
e Persisting convulsions
e SBP > 180 and DBP > 120 despite treatment
e Pulmonary oedema
e Unresponsive oliguria
e Compromised myocardial function
e Neurologic impairment
e Massive blood loss
e Inadequate staffing levels or experience
e Other complicating comorbidities

TREATMENT SUMMARIES

1)
2)
3)
4)
5)
6)
7)
8)

Monitoring requirements for women with hypertensive disorders in pregnancy
Pre-existing chronic hypertension

Gestational Hypertension

Pre-clampsia

Severe/unstable pre-eclampsia

Eclampsia

HELLP

Care Pathway for Postnatal Women with Hypertensive Disorders
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1) Monitoring Requirements For Women With Hypertensive Disorders In Pregnancy

Table 3. Monitoring requirements for women with hvpertensive disorders in pregnancy
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A Urinalysis by dipstick followed by spot uring PCR if 22+ probeinuria. Once significant proteinuria has been detected, ther is no
established role for sarkal testing. b. Fatal assasarment with ultresound for early dating and Tetal growth at the time of diagnoss, and
repeal i suspected growth restriction on cinical assessmeant by LMC. Umnbilcal artery velocimetry and cardiotocography only if fetal
growth restriction or distress s suspected. ¢. Educate the woman around the need to contact her LMC urgantly if she experiences
symploms of pre-eclampsia’eclampaia or any changes in fetal movements. ALT = alanine aminotransferass, AST = aspartate
aminotransferass, BP=blood pressura, ILGR = intrauterine growth restriction, SGA = amall for gestational age, Sp02 = peripheral
capilary axygen saturation, LSS = ultrasound scan
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2) Pre-existing/chronic hypertension

Pre-existing/chronic hypertension

[Hypertension confirmed pre-conception or before 20 weeks gestation)

Pre-pregnancy or at first visit

* Changs from ACE inhibitors to alternative antihypartansive _ First- Iine.
» Mots increased risk factor for pre-aclampsia antihypertonsivas
* Initiats calcium * Lelnbet_al.ol
* Initiate aspirin from 12 weeks' gestation * Nifadipina
* Mathyldopa

* Rafar to obstetric team (see refamal codes 1014, 1015)
* Educate about signs and symptoms of pre-eclampsia

\ 4

Maternal monitoring

# Bagin usual scheduls of antenatal visits but monitor blood
pressura more clossly if blood pressure is unstable
* Aim to control hyparsnsion at pra-pregnancy rangs or lowear

\ 4

Fetal monitoring
If scanning raises fatal growth concems:
+ conduct USS, ARV, umbilical artery Doppler and CTG if indicated
* follow SGA guidslines for management if diagnosed

\ 4

Timing of birth

+ Before 37 weeks: Do not recommend birth unlass othar
matarmal or fatal indications support it

+ After 37 weeks: For women with low risk of adverse outcomas,
consider axpactant Managemant beywond 37 woaoks with incraased
monitonng

Intrapartum
# At least howrly BP in labour
* Continus antinyparensves

\ 4

Postpartum
+ |f on meathyldopa, considar changing to another antinypartensive,
ag, ACE inhibitor
» Daily BP to 7 days after birth, then at least woekly to 6 woaks
* Give woman's GP a comprehansive discharge summary

ACE = angiotensin converting ensyme; AFV = amniotic fluid volurne; BP = biood pressune; CTG = cardistocograpl;
GP = genersl practitioner; 5G4 = small for gestational age; USS = ulirasaund scan

Author: Midwife Educator & Quality Coordinator/O&G/DOM Date of first approval: October 2012
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3) Gestational Hypertension

Gestational hypertension

MNew onsat of hypartonsion after 20 woeoks® gestation without signs

of pre-aclampsia and dBP =00 OR sBP =140 mmHg

At diagnosis
* Spot uning protein creatining ratio (PCR)
* Pra-aclampsia bloods
* Prompt refarral to obstetric team (sea referral code 4000)
* Assoss fetal growthiwellbeing (USS, umbilical
artary Doppler assassment and CTG if indicated)
* Considsr initiating first-line antihypertensives
* Educate about signs and symptoms of pre-aclampsia

Maternal monitoring
# The obstetric team makes a Managemant plan for ongoing cars
and monitoring in discussion with the woman and her LMC
* Camy out BP and wuninakysis for protein at lsast waskly
+ [f suddan incraass in BP or new proteinuria, or other signs of
pre-aclampsia, do pre-aclampsia bloods and PCR

Fetal monitoring
If scanning raizes fetal growth concerns:
* conduct USS, AFV, umbilical artery Doppler and CTG if indicated
» follow SGA guidslines for managament if diagnosad

Timing of birth

# Before 37 wecks: Racommand expactant Managmsant.
Do not recommend birth wnless other matemal or fetal indications

support it
¢ After 37 and before 40 weoeks: Consider birth. The woman, har
LMC and the obststric team should negotiate the timing together

Intrapartum
* At least hourly BP in labour
+ Continue antinypertensives — adjust if necassary for othar factors,
8, MBuraxial anassthesia

Postparium
+ If on methyldopa, consider changing to another antihypartensive,
ag, ACE inhibitor
* Diaily BP to 7 days after birth, then at least weakly to 6 woaks
* Give woman’s GF a comprehansive dischange summary

First-line
Antihypartonsivas
® Labatalol
* Nifadipina
* Mathyldopa

Pre-eclampsia bloods
+« FBC
* Elactrolytes
* Craatining
» LFT {incl AST, ALT)
* Coagulation if AST ALT
abnomallow platelats

Signs and symptoms
of pre-eclampsia

* Sevane headache

* Visual disturbances

& Sovars apigastric pain

* Shortness of breath

* Hetrostemal pressune/pain

* Nausea, vomiting

» Sudden swelling of facs,
hands or fost

# Hypamaflaxia

Antihypertensives and
breastfeeding

# Establish breastfeading if
dasirad

# Change to compatible
anthinypeartansive,
ag, ACE inhibitor

+ Vary pra-tarm babies may
hawe an incraased risk
of adverse effects from
anthihyperiansives

ACE = angiotensin corverting ensyrme; ARV = amniotic fluid volurme; ALT = alanine ransaminase; AST = aspartale ransaminase;
BP = blood pressure; CTG = canfiolocograph; dBP = dastolie blood pressine; FBC = full blood count; GP = general practitionar,
LFT = liver function test;  sBP = eysinlic blood pressure; SEA = emall or geatationsl age; USS = ultraesund scan
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4) Pre-eclampsia

Pre-cclampsia

Hypeartension ([dBP =00 mmHg OR sBP =140 mmHg) + othar signs and symptoms

{refer to definitions)

Al disgnogis
Immediately consult with obstetric team. Transfer of cane recommended
(referral code 4022)

Blood prassuns cenbral of grimary importance, Start firsl-lne anypertensive i
SBP 280 meriHg OF sBP 140 menHg or acute regimen i aBP =110 mmHg OR
$BP =160 mmbg. Aim for target BP 1400100 mmHg o kower

Adimit bo sscondary of tertiary facility
Spot urine protein: crestinine ratio (PCA)
Pre-ecianmpsa blaods

Aesess fetal grovehiwelbaing (USS, uribilieal artery Doppier asessemert
and CTG il indicated)

Educate about signs and symploms of worsening pre-eclampais

Matermal monitoring
The obstetric team makes a managament plan for ongoing care and
mioniloring in discussion with the woman and har LMC
BF 46 hourly [except ovarmight when an inberval of 8 hours & acoeptalile)
Clinical deterioration can be rapid

* Twica weakly pre-aedampsia bloods

Conduct coagulation studies if fver function tests are abnormal or you have
concams about possible placental abruption

Felal monitoring
Follow SGEA guideines for managemant if dagnosed
Altar assesemant al the time of diagnosis, do not repeat USS for growth
2 weeks

Daily CTG if ingeatient

Timing of birth

# Before 37 wesks: (a0, 36480 Adopl expectant approsch. Do mol rescoim msnd

delivery in the absencs of other maternal indicalgors jeg, prematurs nuplune
of membranes, preterm Bbaur of vaginal blesding, deterioration of condion)
o Tatal indicatians. Should usually be mansged ae an ingatient.

= After 37 wesks: (ag, 37 +0): Recommend birth. Mo appreciabla benafi in

conlinuing pragnancy after 37 weeke. The worman, her LMC and the obabetric
tearn should negotiate the timing and method.

Intrapartum
Al lesast hourly BP i Ebour

Contirue atilypetensies — adjust I necessary for olfer Factors,
ag.mwu‘n]auﬂhuh

Posipartum

If e rrethyldope, consider changing to anather antifypertensive, sg, ACE
nhibitar

Contirue to maniar for dissase resshtion, tirate antihyperensves as
rauined

Advige o stay in secondanyletiary facilty for 8! least T2 hows [4-6 houly BP)
Daily BF to 7 days after bih, then af lesst weskly to & wesks

Give woman's GP a comprehensive dischamge summary
E-weak obstetric raview

First-ling antihypertansives
= |abeatalol
+ Miediping
* Methyldopa

=)

Antihypertensives for acuts
lowaring of BP
if dBP 2110 mmHg OR sBP =160 mmiHg

Hifediging
10 g convertioral reesss tabhet (oral)
Onsat: 30-45 minutes

Fepeat: aftar 30-45 rrinutes il nesded)
Maximum: B0 g daily

Labstalol
Tritislly 20 g IV bokis over 2 minutes
Onest: 5 minutes
Fiepeat with 4060 mg

Repeat: evary 10 minutes il needed)
Maximum: 300 mg

Hydralazing

5-10 rrig (5 g if fetal compeamise
1V bolus over 310 minutes)

Onsat: 20 mintes
Repeat: every 20 minutas {if nesded)
Maximum: 30 g [consider IV boks

ecrystallsid fluid before or when admiristering
firet IV Iryelralazing doss (usually 200-300 mL)

Pre-aciampsia Dioods

= LFT {incl AST, ALT)
= Coagulation if AST, ALT abnormalfiow
platsists

Signs and symptoms of
pre-eclampsia

= Severs headachs

= \fisual disturbances

= Savens epigastric pain

= Shortness of breath

= Retrostarnal pressuna’pain

= Naussa, vomiting

= Sudden swelling of face, hands or feet
* Hypersfiaxia

ACE = angiolensin cofverting engsymme; ALT = alanine irensaminasss; AST = sspartate rarssminass; BP = blood pressure;
CTE = cardiotocograph; dBP = diastolc blood pressure; FBC = full blood count; GP = general practitioner; IV = intravenous;
LFT = liver function lest; LMC = lead matermity carer; sBP = systolic blood pressure; SGEA = emall for gestational age;

USS = ultrasovind scan
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5) Severe/unstable pre-eclampsia

Severs/unstable pre-eclampsia

Uncontrolled sevara hypartension (dEP =110 mmHg OR sBP =160 mmHg) + worsaning
PE bloods + othar signs and sympioms: (refer to definitions)

Al disgnosis
= Conault immediately with obsietric team. Tramsfer of cane recommended (referral

code 4022)

* BP control of primary importance. Initiate acule antiypertensive care regimen, aim
for target BP 1400100 memHg or lawer

Also conssder magnesium sulphate to prevent & primany ssizure

Admit o sseondasy of beriary faeility

Pre-sctarpss Bloods

- & ® &

Matermal monitordng

* Managernent plan shauld inciude
discussions wilh the obatetric and
ansesthetic lears akag with the
woman and the LM

+ Hourly BP ard respiralory sabe

+ Fluid Balanes chat

o Al least daily pre-eclampaia bloods

Conduel coagulation studies i

Fver funclion tests are abrormal or

you lave coneens shaul possibla

placental abrugtion

Spal wine prelen: cestining ratio (PCR)

Acsess batal growth (urnbilical antery Deppher ssssssment and CTG, I indieatsd)

Maternal maonitoring -
magnesium sulphate

* Blood pressune avery 5 minutes
auring bolus dosa, then hourly during
rraintenanes doae

* Fiespiratony rate, O, saturation,
relexes howly

o Ukime eutput (=100 mil aver 4 hours)

« Fluid restriclion [replace lss s
delivery and then BI-85 mLTour lotal
fluicd)

Fatal monitoring
= Follow SGEA guideines for managameant il diagnosed

* After sssesament at lime of diagnosis, do not repeat growth USS in <2 weeks
* Daily CTG (continuous if magresium sulphabe running)
Timing of birth

* Peri-wiabifty and before: Manage in a bertiary setting with matemal Tetal medicing
imvalvement if possibla, and with cansful disoussion with the woman

+ Belore 34 weeks: Adopt

approach in & sacondary or berfiary centra with

expectant
resnroes for ratemal and Tetal monitoring @nd critical care of the mother and
the baby. If indication for birth presants, administer corticostermids for fetal lung
rreaaturation and magresium sulshate for Tebal neuroprotection (i <30 weeks), Nol
recquired il already on rragnesium sulphale.
o AP 34 weeks . Aacommend binh afer stablising B woenan i a centre with
appropriale resources Tor cana ol the mother and batby

Irikra pad b

& Al least houdy BP in abouwr
= CTE

» Continue antifypertensives — adisst i neceseary for olhes factors, eg, eflect af
araesfasis

ragresium sulphate, nedradal

Postparturm
= Continue magnesium sulphate for 24 hours

® & ® ® ®

Grwesk obslelic review

W en mrathyldopa, consider changing bo snatier anibypertansive, e, ACE inhib2or
Continue bo monittor for diseass resolition, irats antifypertensies & required
Advisa b stay in sscondarytertiary Beiity Tor 8t least T2 haurs (4-8 haurly BP)
Daily BP 1o 7 caye afler birth, then a8 least weskly bo B weeke

Give wornan's GP a comprehensive discherge summary

Antihypertensives for acule
lowering of B

Hiedigine

10 mg comventional ralease tablat

foraly

Onzal: 3045 inutes

Repest: after 3045 rrinutes [

rrsesclenel)

Maximum: B frg eaily

Labetalol
Initially 20 mg IV bolus over 2 minubes

Onzal: 5 minubes

Repest with 40-80 mg
Repest: every 10 minutes (il needed)
Maximum: 300 mg

Hydrislazine
510 g (5 g i fetal compromise)
IV beis ever 3-10 minutes
Onzal: 20 minutes

Repest: every 20 minubes (il needed)
Maximum: 30 rrg (consdar IV balus
ol erystaliaid Nuid betare or when
axderitigtedng fesl IV hydratazine
diose, usualy 200-300 L)

Magnesium sulphata

To prevent progression 1o eciampsia,
s anticomulsant drug may ba
administered - sae profocol

Pre-eclampsia bloods

« FBC

* Elecimalytes

* Creatinine

* LFT {imel AST, ALT)

* Coagulation if AST, ALT abnormal’
low platelets

Signs and symptoms of
pre-eclampsia
Savera headache
Vigus! dethirbancas
* Severs apigasiric pain
* Shorness of bresath
* Retroslerral pressure’psin
* Nausea, womiting
Sudden swalling of face, hands
o feet
s Hyperaliesiz

ACE = angiolansin converting ensyme: ALT = alanine Fansaminase; AST = asparabe ransamingss; BP = Dood préssns;
CTG = cardiotocograph; dBP = diastohc biood pressin: FBC = full blood count: GP = ganeral pract®ionsn; IV = infravenous;

LFT = liver function test: LMC = lead maternity carer; O, = axygen; PE = pulnonary embalism; 5GA = small for gestational age;
e8P = gysiplic blood pressure; USS = ulirasound scan
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6) Eclampsia

Eclampsia

-

-

-

-

-

-

-

-

L

New oneet of ssizures in association with pre-sclampsia

At diagnosis
Imrediataly consult with absletric tearn. Transler of care {referral code 4006

Immediate Aiwsay, Breathing, Cireulation, Disabiity, Exposure (ABCDE) managemant
BP cortral of prenary inportancs i severs

Aderifl to secondarylertiany tacility

Pre-sclanpsia bloods » sosgulation bloods

Pusess febal grawth jurnbiical artery Deppler sssesament and cardiotocogeaphy if
irdicated)

Traatment
Only conclusive trastrent & birth of baby but aim to stablise and monitor i

possibie il <37 weeks' gastation
Bagin maghesium sulphals — see pralocol
IF Frypetansive, tart anlifypedtensive, sim lor a targel BP below 140000 mmHg

Matermal monitering —
magnesium sulphate

+ Maternal manitoring — Magnesium

Maternal monitering
= One-to-one misdwilery cane
+ Management should include discussion

with the araesthetic and inbansive cane ailphate

TRNTIAS EMAE RSN Dt gtoic: Rl * Blood pressune every 5 minutes
s Cortinuous Sp0, monitoring during bolus dose then haury
* Fluid bakancs during rrairbenance dose

* Respiratony rate, reflexes hourly
* Uring sutput {>100 ml over

o A least daly pre-sclampsia bloods

= Conduct coaguiation shudies if liver
function tests are abnormal or you have £ hours)
eoncerme ahaut possibhe placents « Fluig restrictions (B0-B5 mLhour
abruption total fluid)

Fatal monitoring

CTG jeontinuows If magnesium sulphate running)

Timing of birth

Ay gestabional age: Recommand birth after skabilising the worman and & course of
corticostenoids (il <34 +6 weaks) and magnesium sulphate for neuroprotection

(if <30 weeks) has been completed (f Bme permiis) - not required ¥ akeady on
magnasium sulphate

-

-

-

-

-

-

-

Intrapartum
Frequent BP monRoring jeg. every 5—-15 minutes) in labour. I on msgnesium
aulphate - foliow protocoel
Continuous CTG
Continue anthypenansives — adjust if necessary for other factors, ag, effect of
magnesium sulphate, neuraxial ansesthesia

Postpartum
Continue magnesiurm sulphate for 24 hours
It on methyldopa, consider changing 1o another antiypertensive, eg, ACE inhibitor
Continue o monitor for disesss resolution, litrale antiypertensives as required
Advize to stay in secondarybertiary facility for at keast 72 hours (4-6 hourly BP)
Daiy BP to 7 days after birth, then at least weekly to 6 weeks
Give wormnan's GF & comprehansive dischanne summary
E-week obstetric review

Antihypertansives for scute
lowering of BP

Hifedipine

10 mg comentional release tablat

{oral)

Drsel: 3045 minues

Aepeat: after I0-45 minutes {f

risesddind)
Miairruer: B0 g eaily

Labataled
Initially 20 g IV Bolus over 2 minubes

Repeat with 40-80 g
Onset: 5 mirutes
Repeat with 40-80 g
Aepeat: every 10 mirutes
Maxirmurm: 300 mg

Hydralazine

510 mg (S g I Tetal comprerise)
IV bolus aver 3-10 mrinudes
Orsel: 20 minutes
Repeal: every 20 mirutes
Wi 30 g (consides 1V bolis
af erystalloid Muid Belore or when

admirisbering firet IV Frydralazing
dhoes, wsually 200-300 mi )

Magnesium sulphate

To prevent lurther sciamplic seizines,
thiis anticonvulsant dug should be
adminisbered — see protocol

Pre-aclampsia bloods
= FBC

* Elacirolybes

& Creatining

LFT (incl AST, ALT)
Coagulation if AST, ALT abnofmal’
low platekts

Signs and symptoms of
pre-eclampsia

* Severs headachs
Visual disturbarces

Severs epigastic pan
Shortress of brasth
Retrostemal prssreipain

* Mauses, vomiting

Susden swelling of face, hands
ar feat

= Hyperrefiania

ACE = angiotensin converting ensyme; ALT = alanine trensaminase; AST = asparate ansaminass; BP = blosd pressure;
CTG = cardistocograph; FBC = full bood count; GP = general practitionen, IV = inravenous; LFT = liver fJunclion best;
Spi0, = saturation of peripheral axygen
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7) HELLP

HELLP

A variant of severe pre-eclampsia

At diagnosis
+ |Imrmediately consult with obstetric bearn. Tramsher of care {referral code 4006)

-

-

At o secondarylartiary Faciity
Spat urine PCR

-

-

-

indicated)

BP conrol of primary importancs if severs

Prie-gclam paia bloads + cosgulation bibeds
Pssess fatal ol (umnbilical artery Doppler assessment and cardiolocograplty if

Trsatment

« Only conshusive lestment i birth of baby and phecents
Begin magnesium sulphale — ses protocol
Etant artihypertersve (aouts), sim for a taget BP balow 1400100 mmHg

-

-

Matesmal monitoring

* Maragernent plan should includea
discussion with the woman, LMC,
obstetric, anassthatic and intensive
care leams and physicians whene
appropriale

* At least daily pre-edampsia bloods

* Conduct coaguiation shudies i
you hive concanms aboul possible
placental abruplion

-

Matermal monitoring -
magnesium sulphabe (if requined)
Bilood prassure evary 5 minutes
during bolus dosa then howly duing
maintenance doss
Respiratary rate, O, saturation,
reflaas houry
Urine output (=100 mL over 4 hows)
Fluid restrictions {replacs loss at
delivery and than B0-85 mLMhour total
fusid)

Fetal monitoring
* CTGE joontinuous il magnesium sulphate rnning)

Timing of birth
Ay gestational age: Recommend birth after skabilising the woman and & counss
of corticosteroids (¥ s34.+6 weeks) and magnesium sulphate for neunoprotection
(i <30 wesahs) has been complebad (f e parmits) - not required il aleady on

MiEgresiLem sulphate

Intrapartum

* Fraquent BF monitoring (eg, every 5-15 minules) in abour. I ea rmagnesim
predecs

sulphate — folaw
* Cortinueus CTG

-

Continue antifypertansves — adjust if necessary for other factors, &g, affect of
magnesium sulphate, neuraxial anaesthesia

Postpartum

* Cornlinue magnesium sulphate for 24 hours
IF e methyldaps, eonsicer ehanging te ansther anliypertersive, eg, ACE mhibitar
Continue to meniter for disasse resolution, titrate anthyperersives & reguired
Advise to stay in sscondary/tertiary tacility for at least 72 hours (48 hourly BF)
Disily BP b 7 ciays after birth, than a1 lesst weskly o 6 waeks

-

-

-

-

* Give woman's GP a comprehensive dischange summary

* E-week obstelric raview

=)

Antihyparisnsives for scute
lowering of BP

Hifedipine
10 mg converttional release tabist
el

Onset: 30-45 minutes
Repeat: after 30-45 minues (@
nesded)

Maxirmurn: BO myg daily

Labetalol
Initzally 20 mg IV bolus ever 2 minutes
Ot 5 minutes
Repeal with 40-80 mg

Repeat: every 10 minutes (if nesded)
Meaxirnurn: 300 mg

Hydralazins
510 mig (5 rrg if Tetal comproemise)
IV bolus over 3-10 minutes
Onset: 20 minutes
Repeat- every 20 minutes

Maxirmurm: 30 mg (congsider IV bolus
ol crystalloéd fuid balore or when
administering first IV Mydralasing
diogs, usualy 200-300 mL)

Pre-eclampsia bloods
= FBC
* Elactrolytas
= Creatining
* LFT fingl AST, ALT)
* Coagulation if AST, ALT abnormal’
low platedats

Signs and symptoms of
pre-eclampsia
= Savens hasdachs
= Visual disturbances
= Sevens epigastric pain
= Shartness of brasth
- Wmm
= Mausea, vomiting
* Sudden swelling of face, hands
or feat

* Hypermeflexia

ACE = angiotensin converting efsymme; ALT = alanine transaminase; AST = asparate anssminas; BP = blood pressire;
CTG = cardiotocograph; FBC = full ood count; GP = general practitioner, IV = intravenous; LFT = liver function best;
LMC = lead mabernity carer, O, = oxygen; PCR = protein: creatinine ratio
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8) Care Pathway for Postnatal Women with Hypertensive Disorders

1. National guidelines recommend daily BP recording from hospital discharge up to a week
following the birth, then weekly up to the 6th week postnatally when the woman would normally
see her GP.

2. Women who fit the criteria for hypertension will be reviewed by an O&G postnatally.

3. An adequate and complete postpartum inpatient management plan will be written in the
woman’s MCIS records by the O&G.

4. Once the woman has birthed and settled into a postnatal room she will be provided with a self-
monitoring BP machine and record card and taught how to use these.

5. She will be required to sign an agreement for being responsible for the BP machine and the
arrangement for and/or its safe return to maternity at 5weeks postnatally. This date will be
written on her BP recording card. (See appendix four for these two documents)

6. The BP recording card will be used to record her morning BP recording on the day of discharge.
This will demonstrate the woman is able to take this recording so she and we know she is
confident and capable of using this piece of equipment correctly and recording it on the card daily
as expected once discharged home. (Do not use another hospital BP machine to compare any
recordings as this will not be an option once she goes home).

7. The woman and her LMC are to be involved in the discharge planning discussion, so that the
woman knows which days her LMC/LMC team member will be visiting.

8. Prior to discharge home the O&G will record a postnatal management plan for use at home. This
will be recorded in the medical discharge letter which can be found in the events tab of the
appropriate admission. This in turn populates the discharge summary which will be printed along
with the labour and birth summaries on the day of discharge. Three copies are required as one is
for the LMC, one for the woman and a copy left in her file which will be sent to the GP.

9. On discharge the core midwife/nurse will enter the woman’s details in the maty schedule on the
days she is to text/phone in with her BP recording for the initial 2 weeks post birth and record in
the woman’s card. This will enable the shift co-ordinator to ensure this information is received
and follow up if text/call not received. Also enter BP machine details in loan book.

10. All discharge summaries will be sent to the GPs daily Mon to Friday subject to public holidays by
the receptionist.

11. The woman will use her BP card to record her BP on the day of discharge and then continue
recording her BP as instructed at home. The card contains the hospital mobile number to
text/telephone daily with this information.

12. BP recordings are to be recorded at 10am daily then weekly.

13. The LMC will record the BP on this same card when visiting the woman postnatally.

14. If the LMC has concerns about the woman’s BP during a visit within the first two weeks
postnatally she can consult with the on call O&G directly, if after two weeks then this would be
the GP.

15. If the woman has concerns about her BP on a day the LMC is not visiting she will know to call the
hospital number she has been given or the GP if after first two weeks and be able to share her BP
history, the GP should have received the medical discharge information.

16. The date 2wks from the birth will be recorded on the card, so the woman knows to contact the
GP and not the hospital from then on if she has any further concerns regarding her BP as the GP
will then be responsible for her on going care.

17. The woman will be adviced to make a double appointment for herself and baby to see the GP at
6 weeks and to take her BP card with her.

18. When a BP machine is returned, please clean this down using a clinell wipe, ensure it still works
correctly. Then store back in CMMs office with loan book completed recording the return of this
machine.

Author: Midwife Educator & Quality Coordinator/O&G/DOM Date of first approval: October 2012
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SEIZURE PREVENTION AND MANAGEMENT:

As noted above, seizures can occur antepartum, intrapartum and postpartum. The highest risk
time extends until 24-48 hours postpartum. Magnesium sulphate has also been shown to reduce
the risk of eclamptic convulsions in women with severe pre-eclampsia, more than halving the risk
of seizure.

Prophylactic therapy during and after birth should be considered in women with severe pre-
eclampsia especially if neurological signs or symptoms are present. However, any
recommendation to give magnesium for women with severe pre-eclampsia should be made on
an individual basis and will involve the obstetrician and the woman.

Contraindications And Incompatibilities

Magnesium sulphate should be used with caution with:

- Severe renal impairment (urine output < 25 ml/hour and/or creatinine > 0.90 micromol/L.

- Hypocalcaemia

- Current treatment with Lithium or Gentamicin, Aminophylline, Sodium Bicarbonate, any
calcium preparations, NSAIDS and Chlorpromazine.

- Nifedipine must be used with caution due to possible neuromuscular blockade and severe
hypotension

- Paralyzing anesthetic agents.

- Heart conditions including arrhythmia, cardiomyopathy or any degree of heart block.

- Magnesium sulphate is contraindicated in women with myasthenia gravis as it can precipitate
a severe myasthenic crisis.

When toxicity is a major risk, the obstetrician should be consulted before magnesium sulphate is
used.

Protocol for the administration of intravenous magnesium sulphate - to prevent progression to
eclampsia, or to prevent further eclamptic seizures

Loading Dose: 4 g magnesium sulphate IV over 10 minutes

. Make up 4 g (8ml ) in 100 ml N-saline (withdraw 8ml from 100 ml bag first)

. Set up infusion pump

. Run over 10 mins (600 ml per hour)

Remember to adjust the infusion rate when changing from

the loading dose to the maintenance dose

Maintenance dose: 1 g IV per hour

. 10 g (4 x 5 ml amps) into 80 ml of N-saline (withdraw 20 ml from 100 ml bag first)
= Concentration will be 0.1 g per ml
. Run at 10 ml per hour

For severe pre-eclampsia/eclampsia continue for at least 24-48 hours after delivery - stopping
maintenance infusion should be discussed with on call obstetrician).

Author: Midwife Educator & Quality Coordinator/O&G/DOM Date of first approval: October 2012
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Protocol for the administration of intravenous magnesium sulphate for recurrent seizures

= Seek immediate help — 777 maternal collapse

=  Draw up 4 ml of 49.3% magnesium sulphate solution (2 g) followed by 6 ml of 0.9%
saline into a 10 ml syringe.

= This will give a total volume of 10 ml.

=  Give as an IV bolus over 10 minutes.

= If possible, take blood for magnesium level prior to giving the bolus dose.

The maternal condition should always take precedence over the fetal condition.

The mother should be stabilised before delivery.

Protocol for the administration of intramuscular magnesium sulphate
If intravenous access is not available, treatment may be started with an intramuscular injection

Loading dose

-A total of 8g magnesium sulphate IM is given

-Give two deep IM injections of 4g (8mls) each of magnesium sulphate 49.3% containing 2.47g in
5mLs to each buttock.

Maintenance dose
e provide maintenance treatment of 5 g magnesium sulphate 50%, given by deep
intramuscular injection, every 4 hours
e alternate the buttocks in which you administer the injection
e Begin a maintenance infusion (see above) at any time after the initial bolus dose but, in
this circumstance, consider measuring blood levels of magnesium.
[}

Observation and management whilst on magnesium sulphate

Magnesium sulphate is excreted by the kidneys and is a smooth muscle relaxant. With normal
renal function the recommended loading and maintenance doses will not cause toxicity and so
routine serum magnesium levels are not required. However, close maternal observation is
necessary.

e Continuous CTG monitoring

e BP, RR, Pa02 every 5 minutes during loading dose, then hourly during maintenance dose

e Pulmonary auscultation and deep tendon reflexes should be checked and documented hourly
(see Appendix three)

e Fluid balance chart hourly including urine output

e Bloods to lab as indicated

e Woman should be nil by mouth. Consider Omeprazole (40 mg IV) if this is to be for a prolonged
period of time.

Infusions can be continued at standard rate provided that:

Author: Midwife Educator & Quality Coordinator/O&G/DOM Date of first approval: October 2012
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The knee jerk or biceps reflex are present

Urine output remains > 25 ml/hour.

Respiratory rate does not fall below 12 per minute

The emergency trolley is stationed outside the woman’s room

If acute loss of deep tendon reflexes and/or respiratory depression (<12 breaths/min) is observed:

STOP magnesium infusion.

Call Obstetrician urgently. If woman severely compromised call 777 “maternal
collapse” and request paediatrician and theatre team additionally.

Send blood for urgent magnesium levels.

Administer 3g of calcium gluconate intravenously (30 ml of Calcium Gluconate
10% solution) over 5-10 minutes. Repeat every 10-20 minutes up to 4 times,
depending on response.

Alternatively, withdraw 10mls from 100ml bag of Normal saline, add 1 gram
(1x10ml ampoule) of calcium gluconate to the bag. Set IVAC to run at 300mls per
hour. This will deliver 1 gram calcium gluconate over 20mins.

Repeat observations and reflexes

Magnesium levels are not required to be measured routinely. Indications for measuring
magnesium levels include:

Altered renal function (urine output < 25mls/hour, creatinine > 90)

Signs suggesting toxicity such as significant drowsiness, loss of deep tendon
reflexes, respiratory depression RR < 12 breaths/min

Unexplained clinical symptoms or signs

Further seizures

If measured important levels are (Lu, 2000):

Therapeutic levels 1.8 — 3.0 mmol/I
Loss of tendon reflexes 3.5-5.0 mmol/I
Respiratory paralysis 5.0 - 6.5 mmol/I
Cardiac arrest >12.5 mmol/I

FETAL EFFECTS OF MAGNESIUM INFUSION

- Magnesium sulphate crosses the placenta and therefore can reduce the fetal heart variability
on the CTG

- Fetal tachycardia may be seen

- At birth the neonate may be hypotensive, hypotonic, hyporeflexic with accompanying
respiratory depression (especially in the case of prolonged infusion, or infusion with increased
doses). THEREFORE a Paediatrician must be present at birth

- Breastfeeding should still be encouraged.
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MANAGEMENT OF ECLAMPTIC SEIZURES

The management of eclampsia involves basic life supportive measures, as well as management of
seizures.

MAGNESIUM SULPHATE IS THE DRUG OF CHOICE FOR TREATING ECLAMPSIA
Use the same protocol as for seizure prophylaxis

The maternal condition should always take precedence over
the fetal condition. The mother should be stabilised before delivery.

Author: Midwife Educator & Quality Coordinator/O&G/DOM Date of first approval: October 2012
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Flow chart for the Management of Eclamptic Seizures

CALL FOR HELP
777 Maternal Collapse
Senior midwives, obstetricians,
anaesthetist

U

U

SUPPORT

CONTROL SEIZURES

Airway
Left-lateral position

Lift jaw

Clear debris from mouth
by turning head to side

Magnesium sulphate

4g IV over 10 minutes

Loading dose

!

Breathing

oxygen

Administer high-flow

Magnesium Sulphate
Maintenance dose
1g/hr IV for at least 24 hours
after last seizure

iy

Recurrent seizures
Magnesium sulphate
2g bolus over 10 minutes

Circulation
IV access

Group and hold,
Plasmalyte

Bloods: CBC, LFT, Coag,

Manually displace uterus

!

HDU

Recommended total fluid rate
= 85mls/hour
Seek advice & support from

MgSo4 maximum doses:
no more than 8g administered over 1hr
no more than 40gr over 24hr
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ASSOCIATED DOCUMENTS: Magnesium Sulphate for Pre-eclampsia, Eclampsia and Neonatal
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APPENDIX ONE

Table 1 Increased risk of developing pre-eclampsia if woman has pre-existing risk factors

Major Risk Factors

Pre-existing risk factor Relative risk/odds | 95% ClI
ratio
Antiphospholipid antibodies/SLE 9.72° 4.34-21.75
Previous history of pre-eclampsia 7.19° 5.85-8.83
ART (oocyte donation)*? 4,343 3.10-6.06
Renal disease!* 4.07° 2.17-7.66
Chronic hypertension 3.6° 2.0-6.6
Previous history of HELLP®® 3.72 0.9-16.1
Pre-existing diabetes 3.56° 2.54-4.99
Family history of pre-eclampsia in mother or sister 33 1.5-7.4
Also at Increased Risk
Genetic ancestry
© African 16 2.97° 1.98-4.4
- Indian 2.66° 1.29-5.48
- MaoriV’ 1.51° 1.16-1.96
Pacific 1.21° 0.99-1.57
Nulliparity 2.91° 1.28-6.61
Multiple pregnancy 2.93° 2.04-4.21
Family history of pre-eclampsia 2.9° 1.70-4.93
Father of baby'® 2.1 1.0-4.3
Change in partner® 2.5° 1.8-3.5
Elevated BMI>35 (early/pre-pregnancy) 2.47° 1.78-3.15
Maternal age 240 (multiparous) 1.96° 1.34-2.87
Maternal age 240 (primiparous) 1.68° 1.23-2.29
Pregnancy interval >10 years 1.83° 1.72-1.94
ART (sperm donation)® 1.63? 1.36-1.95
Diastolic BP 280 mmHg at booking 1.38° 1.01-1.87
Any ART?! 1.17° 1.10-1.24
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APPENDIX TWO

Excessive weight gain in pregnancy puts women at risk of developing hypertensive
disorders. This risk is even greater in women who are obese when they become
pregnant. An optimal gestational weight gain for these women is 5-9 kg. Give specific
education around optimal weight gain. Weak recommendation; very low-quality
evidence

Give routine advice on healthy eating, smoking cessation, alcohol intake and mild to
moderate exercise to all women in the antenatal period, as well as weighing them
regularly. Further randomised control trials are needed to determine the effects of
these interventions on hypertensive disorders in pregnancy. Strong recommendation;
low-quality evidence

Folic acid and iodine supplements are recommended in all pregnancies to reduce the
risk of spina bifida and promote normal brain development. However, no conclusive
evidence is available to indicate that these supplements reduce the risk of developing
HDP or pre-eclampsia. Weak recommendation; low-quality evidence

Currently there is no strong evidence to show that multi-vitamins or other
supplements such as fish oil and magnesium reduce the risk of developing HDP or pre-
eclampsia. Strong recommendation; moderate-quality evidence

This guideline does not recommend vitamin C and vitamin E supplementation. Such
supplementation may cause harm because high levels (eg, vitamin C 1,000 mg and
vitamin E 400 IU) are linked with an increased risk of low birthweight babies. Strong
recommendation; moderate-quality evidence

This guideline does not recommend salt restriction in women at risk of pre-eclampsia.
Strong recommendation; moderate-quality evidence

This guideline does not recommend bed rest and restriction of physical activity in
women at risk of pre-eclampsia. Strong recommendation; very low-quality evidence

Controlling blood pressure level is vital at any stage of care. This will not prevent pre-eclampsia
but will reduce the risk of stroke and poor outcomes for the mother.
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APPENDIX THREE

Checking for Reflexes when treating Magnesium Sulphate

To check this reflex, tap the patella tendon which is located just below the patella once. This
should cause a sudden extension of the leg, which is known as the knee-jerk. The obstetrician is
to be informed of the absence or significant decrease in the patella reflex as the Magnesium
Sulphate dose may need to be reduced.

Spinal cord Ventral Root

Motor Nerve (Efferent)

Dorsal Root

Quadriceps {muscle)
Sensory Nerve {(Afferent)

Patella

Leg movement

\aal
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APPENDIX FOUR
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BP RECORDING CARD
Name
NHI
This card will accompany the BP Machine No. prior to your discharge home.

Please keep this card and machine safe at all times. Only use the machine to record your
own BP, as shown how to do in the hospital.

The BP machine is on loan until , this date is 5 wks from the date of birth
of your baby.

You are required to record your BP at 10am on the dates recorded in this card. This is daily
up to 7 days post birth and then weekly up to and including the 5th week.

During the first 2 weeks you are required to text/telelphone 021816726 and inform the
hospital of your BP that day.

Please contact your GP if you have concerns about your BP or medication after the first 2
weeks from giving birth.

You are required to book a double appointment with your GP for when baby will be 6 weeks
old. Please take this card with you to share your recordings with the GP so he/she can plan
your on-going BP care.

Please return the BP machine to the hospital, if unable to do so, please inform hospital on
number above.
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Date BP Inform

Hospital on
days with a
X

Day of discharge BP on discharge

Signs and symptoms of elevated BP
e Severe headache
e Persistent visual disturbances
e Right upper quadrant or epigastric abdominal pain (Upper
stomach pain)

If you experience the above symptoms please contact your
LMC/hospital/GP and have this card with you to refer to.
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Please keep this booklet safe at all times.

If or when you decide to plan for a future pregnancy, consider
having your blood pressure and weight checked by your GP before
becoming pregnant so you can obtain pre-conceptual advice.
Please try your best to contact and book with a midwife for
pregnancy care before you are 10 weeks pregnant.

Version 1 June 2020 ELT
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Puawai Aroha Maternity Unit
Tairawhiti District Health
Private Bag 7001 Gisborne

New Zealand

Phone 06 869 0500 Ext 8414
Fax 06 869 0550

Email liz.leetaylor@tdh.org.nz

Agreement for loan of BP machine no. D

| am fully aware that the loan of the BP machine is for my personal use only |:|

I am fully aware the loan is for up to Sweeks from the birth of my baby |:|
| agree that | shall keep this in a safe place |:|

I have been shown how to use the BP machine correctly |:|

| agree that I will only use it as instructed to do so |:|

| agree to take my BP at 10am daily then weekly as instructed |:|

| agree to record the BP readings on the card provided |:|

| agree to text/call the hospital during the first 2 weeks with my BP recordings
by 10.30am on 021816726 |:|

| agree to call my GP if after 2 weeks | have concerns about my BP |:|

| agree to return/arrange the return of the machine at 5 weeks |:|

I am aware that | need to make a double appointment with my GP at 6 weeks for myself
and baby and will take my BP card with me

Name: Signature:
Date:
Staff members name:

(Please give woman a copy and then file in records, to be scanned into MCIS)
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