Labour Ward Guidelines - Hypertension

Severe Hypertension/Pre-eclampsia

Definition of Severe Hypertension

Most cases of severe hypertension in late pregnancy will be either gestational
hypertension (GHT) or pre-eclampsia (PET) but the possibility of secondary
hypertension must be considered. In particular phaeochromocytoma (extreme
hypertension, little proteinuria) and acute glomerulonephritis (heavy proteinuria,
lesser hypertension) should be considered.

Systolic BP >170 mmHg

Diastolic BP >110 mmHg using Korotkoff V ( BMJ 1996) or
Mean Arterial Pressure >125mmHg

with proteinuria (significant if = ++ on dipstick; >300mg/day)

¢ Automated blood pressure readings may be inaccurate and should be verified by
a manual reading initially and at 2 hourly intervals.

¢ A large cuff should be used in the woman with an upper arm circumference of 2
35cms or an inaccurate reading may result.

A rapid assessment of maternal/fetal condition is required to prevent the known risk
of perinatal and maternal morbidity and mortality e.g. cerebral haemorrhage, hepato-
renal failure, cardio respiratory failure in the mother and asphyxia in the baby.

Definition of Severe Pre-Eclampsia

Severe pre-eclampsia is defined as severe proteinuric hypertension where one of the
following criteria is present:

e Diastolic blood pressure =110mmHg on two occasions,
¢ Or Systolic blood pressure =170mmHg on two occasions
e and Proteinuria > 0.3gms/L

or

¢ Diastolic blood pressure > 100mmHg on two occasions,
» Or Systolic blood pressure > 150mmHg on two occasions
e And Proteinuria > 2+ (or >300mg/day)

with at least 2 of the following

Headache,

Visual disturbance,

Epigastric pain

Clonus (>3 beats)

Biochemical evidence of developing HELLP (Haemolysis, Elevated Liver enzymes,
Low platelets)

¢ ALT (alanine aminotransferase) <70 iu/l
e Creatinine > 100 or creatinine clearance < 80

e o o o o

Clinical discretion should be used to include women who present with atypical
symptoms
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Principles of Management of Severe Hypertension and Pre-
Eclampsia

All women with severe pre-eclampsia and eclampsia should be under joint
obstetric and anaesthetic management

1. Assess clinical condition
2. Stabilise woman and commence high dependency observations

3. Prophylaxis against further complications (fitting, hypertensive morbidity,
neonatal lung prematurity, renal failure)

4. Delivery at optimum time for mother and baby. The decision must be made
either to manage conservatively, by treating the hypertensive crisis and aiming
for vaginal delivery, or to deliver by Caesarean section as soon as the patient is
stable. Vaginal delivery is preferable if safely possible.

5. Liaise with neonatologists and NNU nursing co-ordinator if neonatal admission is
anticipated in order that the woman may have the opportunity to meet a member
of staff and discuss care of baby.

6. Post-partum care (prevention of complications, treatment of hypertension, fluid
balance, counselling about current episode, advice for future pregnancies,
arrangements for further investigations if necessary)
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Assessment

Initial Assessment — maternal

Ongoing Assessment - maternal

Cardio-vascular

e Blood pressure

¢ Pulse

e Peripheral Perfusion
e Fundal Vessel Calibre

Cardio-vascular
e Y hourly
e Yaihourly

Neurological

Neurological

e Level of consciousness e Hourly

e Reflexes & presence of clonus e Hourly

e Pupil size & response — symmetry
more significant that degree in
possible CVA

e Headache + photophobia

Respiratory Respiratory
Respiration rate e Hourly

02 saturation
Cyanosis
Crepitations
Bronchospasm

e Continuous

Urine output
Degree of proteinuria

®
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Fluid Balance
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e Fluid intake

Fluid balance

e Hourly 2 0.5ml/kg/hr
e Hourly

e Hourly = 1ml/kg/hr

Hepatic
e Tender right upper quadrant

Initial Investigations - maternal

Ongoing investigations - maternal

Laboratory tests Laboratory tests | Frequency
e FBC s FBC
e LFTs o LFTs
e U&Es e U&Es 6 hourly unless
e Urate e Urate otherwise indicated
¢ Clotting e Clotting
e Group and save
e 24hr urine protein
Fetal Initial Fetal Ongoing
e CTGIif>24/40 e Continuous
e FHR if <24/40 e Yihourly
Consider further fetal health
assessment
o AFI

e Doppler flow studies
e Growth scan
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Management

The aim is to stabilise blood pressure at 140-150 systolic / 90-100 diastolic in
order to

1. prevent fits

2. reduce extreme hypertension to prevent CVA
3. maintain renal hepatic and placental perfusion by using

Anti-Hypertensive Regimes

. All these drugs have a cumulative effect (peaking at 30 minutes) and act
synergistically with MgSO,

First line agent is Labetalol

Labetalol is an alpha- and beta-blocker, which will produce slowing of the heart as
well as an arteriolar vasodilating action.

Ensure no contra-indications

Asthma

Evidence of cardiac dysfunction e.g. pulmonary oedema

Can be used with moderate liver dysfunction associated with HELLP syndrome
Avoid if strong suspicion of phaeochromocytoma

1. Oral dose
e 200mgs stat blood pressure should fall to below threshold in 30 minutes.

2. IV Loading dose — should be given by an anaesthetist

¢ Give 25mg (5mls of 5mg/ml neat solution) over at least 1 minute — blood
pressure should fall below threshold within 5 minutes

¢ Repeat at 15 minute intervals to a maximum dose of 200mgs until blood
pressure is controlled

3. Maintenance dose

e Dilute 200mg (40ml of 5mg/ml) Labetalol with 10ml 0.9% sodium chloride
(giving a final concentration of 4mgs/ml)

Infuse using a syringe driver

Commence at 5ml/hour (20mg/hr)

Double infusion rate every 30 mins to a maximum 40/ml hour (160mg/hr)
Titrate to keep diastolic between 90-100 mmHg

If woman remains hypertensive on maximum rate or Labetalol is
contra-indicated add a Hydralazine infusion

Labour ward guidelines_Hypertension Page 6 of 14
Ratified by MatGovForum October 2007
Review by October 2010




Labour Ward Guidelines - Hypertension

Prophylaxis against Further Complications
Magnesium Sulphate Regime

Magnesium sulphate shodld be considered for women with pre-eclampsia for whom
there is concern about the risk of eclampsia. (Magpie Trial Collaboration Group
2002)

This should be a first line treatment.

Contraindications: Hepatic coma with risk of renal failure, myasthenia gravis,
hypersensitivity to magnesium

Cautions: MgS0, should be used with caution in conjunction with calcium channel
blockers like Nifedipine.

Loading Dose — Magnesium Sulphate 4 grams

8ml of 50% MgS0, (4 g) diluted with 12ml Normal Saline (0.9%) = Total 20 ml
Give IV over 20 minutes via a syringe driver at rate of 60ml/hour

Maintenance Dose — Magnesium Sulphate 1 gram per Hour

e 20ml of 50% MgSQ, (10 g) diluted with 30ml Normal Saline (0.9%) = Total 50ml|
e Give IV using syringe driver at rate of 5ml/hour
e Therapeutic range: 2-4mmol/l (4.0-8.0mg/dI)

Recurrent Seizures Whilst On Magnesium

e Further bolus of 4ml of 50% MgSQ, (2 g) diluted with 6ml Normal saline (0.9%)
+ Give IV over 5 minutes

e If possible take blood for Magnesium levels before bolus

e Senior anaesthetic help should be sought

If further seizures occur consider Diazemuls (5—-10mg V).
Consider other causes of fits including intracranial haemorrhage.

If magnesium sulphate is given, it should be continued for 24 hours following delivery
or 24 hours after the last seizure, whichever is the later, unless there is a clinical
reason to continue.
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Hydralazine Regime

Use only if Labetalol is contra-indicated or fails to control BP.
May cause tremors. May worsen SLE so should be avoided. Increased risk of fetal
bradycardia compared to other anti-hypertensives.

1. Loading Dose — must be given by an anaesthetist

¢ Dilute 40mgs Hydralazine in 40mls Normal Saline (gives a concentration
of 1mg/ml)

e Give 5mls (5mgs) over 15 minutes (pump rate 20mis/hr)

e Check BP, after 20 minutes if diastolic >100mmHg give further Smls
(5mgs) over 15 minutes (pump rate 20mls/hr)

2. Maintenance Dose — to be commenced when diastolic 90-100 mmHg

Using same concentration as above set pump rate to Smis/hr (Smgs/hr)
Titrate to keep diastolic 90 -100 mmHg and systolic 140 -150 mmHg
Usual maintenance dose is 2-3mls/hr (2-3mgs/hr)

Maximum dose 18mls/hr (18 mgs/hr)

Reduce if significant side effects or maternal tachycardia >120 bpm
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Prophylaxis against Further Complications
Magnesium Sulphate Regime

Magnesium sulphate shodld be considered for women with pre-eclampsia for whom
there is concern about the risk of eclampsia. (Magpie Trial Collaboration Group

2002)
This should be a first line treatment.

Contraindications: Hepatic coma with risk of renal failure, myasthenia gravis,
hypersensitivity to magnesium

Cautions: MgSO0, should be used with caution in conjunction with calcium channel
blockers like Nifedipine.

Loading Dose — Magnesium Sulphate 4 grams

8ml of 50% MgS0, (4 g) diluted with 12m| Normal Saline (0.9%) = Total 20 ml
Give |V over 20 minutes via a syringe driver at rate of 60ml/hour

Maintenance Dose — Magnesium Sulphate 1 gram per Hour

e 20ml of 50% MgSO, (10 g) diluted with 30ml Normal Saline (0.9%) = Total 50ml
e Give IV using syringe driver at rate of 5mi/hour
e Therapeutic range: 2-4mmol/l (4.0-8.0mg/dl)

Recurrent Seizures Whilst On Magnesium

e Further bolus of 4ml of 50% MgSQ, (2 g) diluted with 6ml Normal saline (0.9%)
e Give |V over 5 minutes

o If possible take blood for Magnesium levels before bolus

¢ Senior anaesthetic help should be sought

If further seizures occur consider Diazemuls (5-10mg V).
Consider other causes of fits including intracranial haemorrhage.

If magnesium sulphate is given, it should be continued for 24 hours following delivery
or 24 hours after the last seizure, whichever is the later, unless there is a clinical
reason to continue.
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