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The accurate cause of pre-eclampsia is not implicit. Often there are no symptoms 
and it may be picked up at your routine antenatal appointments when you have 
your blood pressure checked and urine tested. This is why you are asked to 
bring a urine sample to your appointments. Other important factors are the 
severity of the mother’s preeclampsia, whether or not it recurred, and a history 
of low birth weight babies. This does not mean the person will definitely develop 
these heart problems if he/she had preeclampsia, but for some women 
pregnancy can be considered a “failed stress test”, possibly unmasking other 
health issues. Many of the risk factors for preeclampsia and diseases affecting 
your blood pressure and heart are the same. They include a family history of 
high blood pressure, heart disease and diabetes, being overweight, problems 
with blood clotting, and metabolic syndrome. If there is no initial response to 
oral therapy or if it cannot be tolerated, control should be by repeated boluses of 
labetalol 50mg followed by a labetalol infusion as a first line drug. The use of a 
second line agent (hydralazine or nifedipine) can cause precipitate drops in 
blood pressure, particularly if magnesium sulphate therapy is also being 
administered. 

Keywords: pre-eclampsia, blood pressure, maternal and perinatal mortality, 
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INTRODUCTION 

Pre-eclampsia is a condition that typically occurs after 
20 weeks of pregnancy. It is a combination of:  
1. raised blood pressure (hypertension)  
2. Protein in your urine (proteinuria).  
Hypertension in pregnancy should be defined as: 
1. a systolic blood pressure greater than or equal to 140 
mmHg  
2. a diastolic blood pressure of greater than or equal to 
90 mmHg  
Urinary dipstick testing may be used for screening for 
proteinuria when the suspicion of preeclampsia is low. 
Approximate equivalence is: 
1. 1+ = 0.3 g/l  
2. 2+ = 1 g/l  
3. 3+ = 3 g/l  
There is considerable observer error with visual dipstick 
assessment. This can be overcome by the use of automated 
dipstick readers, which significantly improve both false 
positive and negative rates. The exact cause of pre-
eclampsia is not understood. Often there are no symptoms  

 

and it may be picked up at your routine antenatal 
appointments when you have your blood pressure checked 
and urine tested. This is why you are asked to bring a urine 
sample to your appointments.  

Pre-eclampsia complicates 2-3% of all pregnancies (5-7% 
in nulliparous women) and remains a leading cause of 
maternal and perinatal mortality and morbidity in Ireland 
and internationally. 

Heart disease is the leading cause of death for women. 
Despite a downward trend over the last four decades, 
death rates from this disease now appear to be increasing 
in women aged 35 to 54 years. Women who have had 
preeclampsia have approximately double the risk for heart 
disease and stroke over their next five to 15 years. Other 
important factors are the severity of the mother’s 
preeclampsia, whether or not it recurred, and a history of 
low birth weight babies. This does not mean you will 
definitely develop these heart problems if you had 
preeclampsia, but for some women pregnancy can be 
considered a “failed stress test”, possibly unmasking other 
health issues. Many of the risk factors for preeclampsia 
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and diseases affecting your blood pressure and heart are 
the same. They include a family history of high blood 
pressure, heart disease and diabetes, being overweight, 
problems with blood clotting, and metabolic syndrome. 

Metabolic syndrome is a term for a set of Risk factors 
such as: 

1. Waist size larger than 35 inches (for women) 
2. High blood pressure 
3. High blood sugar 
4. High blood triglycerides (a type of fat) 
5. Low HDL (“good” cholesterol) 
If you have three or more of these symptoms, physicians 
consider you to have metabolic syndrome. 

Symptoms 

Around one in 200 women (0.5%) develop severe pre-
eclampsia during pregnancy. The symptoms tend to occur 
later on in pregnancy but can also occur for the first time 
only after birth.  
1. Eclampsia  
2. Severe hypertension e.g. a systolic blood pressure over 
160mmHg† with at least + proteinuria  
3. Moderate hypertension e.g. a systolic blood pressure 
over 140 mmHg and/or diastolic blood pressure over 90 
mmHg with significant proteinuria†† and any of:  
a) severe headache with visual disturbance  
b) epigastric pain  
c) signs of clonus  
d) liver tenderness  
e) platelet count falling to below 100 x 10 9/l  
f) alanine amino transferase rising to above 50iu/l  
g) creatinine >100mmol/l  
†average of 3 readings over 15 minutes 
†† at least “++”proteinuria OR PCR ≥30mg/mmol or 0.3g in 
24 hours 

The symptoms of severe pre-eclampsia include:  

1. severe headache that doesn’t go away with simple 
painkillers  
2. problems with vision, such as blurring or flashing 
before the eyes  
3. severe pain just below the ribs  
4. heartburn that doesn’t go away with antacids  
5. rapidly increasing swelling of the face, hands or feet  
6. Feeling very unwell. 
These symptoms are serious and you should seek medical 
help immediately. If in doubt, contact the maternity unit at 
your local hospital.  

Management 

Pre-eclampsia affects the development of the placenta 
(afterbirth), which may prevent your baby growing as it 
should. There may also be less fluid around your baby in 
the womb.  

Pre-eclampsia can occur in any pregnancy but you are 
at higher risk if:  
1. your blood pressure was high before you became 
pregnant  
2. your blood pressure was high in a previous pregnancy  
3. you have a medical problem such as kidney problems 
or diabetes or a condition that affects the immune system, 
such as lupus.  

If any of these apply to you, you should be advised to take 
low-dose aspirin (75 mg) once a day from 12 weeks of 
pregnancy, to reduce your risk.  

The importance of other factors is less clear-cut, but 
you are more likely to develop pre-eclampsia if more 
than one of the following applies: 

1. this is your first pregnancy  
2. you are aged 40 or over  
3. your last pregnancy was more than 10 years ago  
4. you are very overweight – a BMI (body mass index) of 
35 or more  
5. your mother or sister had pre-eclampsia during 
pregnancy  
6. You are carrying more than one baby.  
If you have more than one of these risk factors, you may 
also be advised to take low-dose aspirin once a day from 
12 weeks of pregnancy.  

Clinical purpose of pre-eclampsia  

If you are diagnosed with pre-eclampsia, you should attend 
hospital for assessment.  
While you are at the hospital, your blood pressure will be 
measured regularly and you may be offered medication to 
help lower it. Your urine will be tested to measure the 
amount of protein it contains and you will also have blood 
tests done. Your baby’s heart rate will be monitored and 
you may have ultrasound scans to measure your baby’s 
growth and wellbeing. Pre-eclampsia usually goes away 
after birth. However, if you have severe pre-eclampsia, 
complications may still occur within the first few days and 
so you will continue to be monitored closely. You may 
need to continue taking medication to lower your blood 
pressure.  If you had severe pre-eclampsia or eclampsia, 
you should have a postnatal appointment with your 
obstetrician to discuss the condition and what happened. If 
you are still on medication to treat your blood pressure 6 
weeks after the birth, or there is still protein in your urine 
on testing, you may be referred to a specialist.  
1. Renal function tests including uric acid test  
2. Serum electrolytes  
3. Liver function tests  
4. Full Blood count  

FIRST CHOICE AGENT: LABETALOL 

If the woman can tolerate oral therapy, an initial 200mg 
oral dose can be given. This can be done immediately 
before venous access is obtained and so can achieve as 
quick a result as an initial intravenous dose. This should 
lead to a reduction in blood pressure in about half an hour. 
A second oral dose can be given after 30 minutes if needed. 
If there is no initial response to oral therapy or if it cannot 
be tolerated, control should be by repeated boluses of 
labetalol 50mg followed by a labetalol infusion. 

Bolus infusion is 50mg (= 10ml of labetalol 5mg/ml) given 
over at least 5 minutes. This should have an effect by 10 
minutes and should be repeated if diastolic blood pressure 
has not been reduced (to <160/105). This can be repeated 
in doses of 50mg, to a maximum dose of 200mg, at 10 
minute intervals. 
Following a response to bolus doses, or as initial treatment 
in moderate hypertension, a labetalol infusion should be 
commenced. An infusion of labetalol 5mg/ml at a rate of 
4ml/hour (20mg/hour) preferably via a syringe pump 
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should be started. The infusion rate should be doubled 
every half hour to a maximum of 32ml/hour 
(160mg)/hour until the blood pressure has dropped and 
then stabilised at an acceptable level. 

Contraindication: severe asthma, use with caution in 
women with pre-existing cardiac disease. If intravenous 
labetalol has not reduced BP <160/105mmHg after 60-90 
minutes or BP is >160mmHg despite a maximal labetalol 
infusion, then a second line agent should be considered. In 
such cases it is normally appropriate to continue the first 
drug i.e. labetalol while administering the second. The use 
of a second line antihypertensive should always be 
discussed with a senior obstetrician. 

SECOND CHOICE AGENTS: 

The choice of second line agent should be determined by 
the clinical situation (i.e. suitability of oral or IV therapy, 
proximity of delivery) and the preference of the senior 
obstetrician. The use of a second line agent (hydralazine or 
nifedipine) can cause precipitate drops in blood pressure, 
particularly if magnesium sulphate therapy is also being 
administered. 

HYDRALAZINE 

If labetalol is contraindicated or fails to control the blood 
pressure then Hydralazine is an alternative agent. 

Hydralazine is given as a bolus infusion 2.5 mg over 5 
minutes measuring the blood pressure every 5 minutes. 
This can be repeated every 20 minutes to a maximum dose 
of 20 mgs. This may be followed by an infusion of 40mg of 
hydralazine in 40 mls of normal saline, which should run 
at 1-5ml/hr (1-5mg/hr). However, if the labetalol infusion 
is continued a hydralazine infusion may not be required as 
the blood pressure will probably settle with bolus doses. 
NIFEDIPINE 

Nifedipine should not be given sublingually to a woman 
with hypertension. Profound hypotension can occur with 
concomitant use of nifedipine and parenteral magnesium 
sulphate and therefore nifedipine should be prescribed 
with caution in women with severe pre-eclampsia. Oral 
nifedipine is currently available in 3 different 
preparations; capsules, modified release (12 hour twice 
daily dose) and modified release (24 hours, once daily 
dose) tablets. NB the proprietary brands of nifedipine vary, 
check the drug information carefully before prescribing. 
Oral nifedipine can be considered if labetalol and/or 
hydrallazine have not adequately controlled blood 
pressure. 

CONCLUSION 

If your baby has been born early or is smaller than 
expected, he or she may need to be monitored. There is no 
reason why you should not breastfeed should you wish to 
do so.  You may need to stay in hospital for several days. 
When you go home, you will be advised on how often to 
get your blood pressure checked and for how long to take 
your medication.  You should have a follow-up with your 

GP 6–8 weeks after birth for a final blood pressure and 
urine check.  
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