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SCOPE DEFINITION 
 
Guideline Title: Hypoxic-ischaemic encephalopathy (HIE) 

Scope framework 

Population 
Which group of people will the guideline be applicable to?  
 
Newborn babies greater than or equal to 35+0 weeks gestational age who are at risk of, or 
suspected to have, hypoxic-ischaemic encephalopathy (HIE). 

Purpose 

How will the guideline support evidence-based decision-making on the topic? 
 
• Identify and synthesise current best evidence relating to diagnosis, assessment, and 

management of HIE  
• Provide clear clinical guidance to support timely recognition, appropriate intervention, and 

referral pathways 

Outcome  

What will be achieved if the guideline is followed? 
 
Support:  
• Timely identification of infants at risk of HIE  
• Accurate clinical assessment and correct diagnosis of HIE  
• Delivery of best-practice management, including early referral and therapeutic 

hypothermia (TH) 

Exclusions 

What is not included/addressed within the guideline 
 
• Routine intrapartum and postnatal care 
• Management of: 
o Neonatal resuscitation 
o Persistent pulmonary hypertension of the newborn (PPHN) 
o Respiratory distress 
o Neonatal seizures 
o Neonatal hypoglycaemia 
o Stabilisation for retrieval 
o Set-up and use of servo-controlled cooling devices 
o End-of-life and palliative care  
o Extracorporeal membrane oxygenation (ECMO) 

• Information contained in other Queensland Clinical Guidelines, including Standard care 
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Clinical questions 
 

Question Likely Content/Headings/Document Flow 

Introduction Incidence 
Clinical standards 

1.  What are the risk factors for HIE? 

• Antepartum 
o Maternal factors 
o Fetal factors 
o Fetoplacental factors 

• Intrapartum factors 
• Immediate postnatal factors 

2.  How is HIE assessed and identified? 

• Clinical signs of HIE  
• Investigations 
• HIE staging and assessment 
o Staging criteria 

3.  What is the management of HIE? 

• Initial stabilisation and management  
• Management of babies born in a clinical service capability 

framework (CSCF) level 1–5 facility 
• Supportive care 
• Observation and monitoring 
• Therapeutic hypothermia 

4.  
What are the considerations for 
therapeutic hypothermia (TH) 
treatment? 

• Eligibility criteria  
• Contraindications and cautions 
• Care of baby during TH  
• Adverse effects of TH 
• Pharmacological management  
• Cooling (initiation and maintenance) 
• Rewarming  

5.  
What are the key components of 
supportive care for the family during 
TH? 

• Family-centred care 
• Communication 
o Discussion points 
o Communicating prognosis to families 

6.  How can outcomes of HIE be 
assessed and predicted? 

• Clinical assessment 
• Neuroimaging  
• Neurophysiological investigations 
• Outcomes and prognostic indicators 

7.  What is the recommended follow-up 
after discharge? 

• Discharge planning 
• Follow-up  
• Post-discharge developmental assessment 

 
Potential areas for audit focus (to be refined during development) 
Audit items will relate to the desired outcomes and the clinical questions 

• Proportion of babies diagnosed with hypoxic ischaemic encephalopathy (HIE) who had documented 
intrapartum events and/or identified maternal or fetal risk factors 

• Proportion of babies suspected of HIE who received a documented standardised assessment and 
staging 

• Proportion of babies diagnosed with mild HIE who commenced therapeutic hypothermia (TH) 
• Proportion of babies diagnosed with moderate or severe HIE who commenced TH within 6 hours of 

birth 
• Proportion of babies commenced on TH who had core temperature maintained within the target 

range (33–34°C) for the recommended duration (72 hours) 
• Proportion of babies who underwent appropriate monitoring during TH (e.g. continuous temperature 

monitoring, cardiorespiratory monitoring) 
• Proportion of eligible babies born in non-tertiary (CSCF 1–5) facilities who were appropriately 

referred and/or transferred for TH 
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