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Queensland Clinical Guidelines 
www.health.qld.gov.au/qcg  

Management of pre-eclampsia 

 
AFI: amniotic fluid index; BP: blood pressure; DVP: deepest vertical pocket; FBC: full blood count; FGR: fetal growth restriction; 
HDP: hypertensive disorder of pregnancy; LFTs: Liver function tests; RSQ: Retrieval Services Queensland; UAD: umbilical artery doppler; 
UEC: urea, electrolytes, creatinine test; USS: ultrasound scan; <: less than; >: greater than 

 
Queensland Clinical Guideline. Hypertension and pregnancy. Flowchart: : F26.13-3-V1-R31 

Recommend
• Antihypertensive management 
• Inpatient care for surveillance and BP stabilisation
• Refer to flowchart: Management of hypertension in pregnancy

Indications to consider birth
• Severe neurological features
• Persistent severe hypertension 

despite multiple antihypertensives
• Pulmonary oedema
• Progressive thrombocytopenia and/or 

platelets < 50 x 109 /L
• Serum creatinine elevated 

(> 90 micromol/L) and rising
• Liver enzymes elevated and rising
• Hepatic synthetic dysfunction, 

haematoma or rupture
• Placental abruption
• Non-reassuring fetal status

Birth
indicated?Birth

Birth planning
• Multidisciplinary team approach
o Early consultation with anaesthetist

Stabilise prior to birth
• Control severe hypertension
• Correct coagulopathy
• Control eclampsia or prophylaxis if 

indicated
• Monitor fluid status

Consider fetal condition during maternal 
stabilisation

Outpatient care (individualise as required)
• Antenatal assessment: at least twice a week
• Proteinuria: every assessment only if not present at 

diagnosis
• Biochemistry: every assessment (FBC, UEC, LFTs)
• USS: fetal growth assessment, AFI/DVP, UAD at 

least every two weeks
o If suspected early onset FGR, consider Ductus 

Venosus Doppler

Less than
34 weeks

gestation?

Timing of birth decision-making considerations
• Informed decision-making
• Gestational age
• Type, severity and gestational age at onset of HDP
• Clinical and obstetric history
• Evaluation of maternal wellbeing versus fetal/neonatal wellbeing and risk
• Intervention versus expectant management and impact on woman and fetus
• Recommended mode of birth
• If risk of preterm birth, consider corticosteroids and magnesium sulfate
o Refer to Queensland Clinical Guideline: Antenatal corticosteroids (ACS) and Preterm labour and birth

• Service level capability and indication for transfer of care—contact RSQ on 1300 799 127

Timing of birth < 34 weeks

• Where clinically appropriate, aim to 
prolong pregnancy to improve fetal 
outcomes

34 weeks to term
• Consider planned birth 

as reasonable 
alternative to expectant 
management

• Prioritise birth if 
worsening maternal 
disease, severe features 
or fetal compromise

> 37 weeks
• Recommend birth
• Expectant management 

> 37 weeks may 
increase maternal risk 
with little to no fetal 
benefit

Timing of birth > 34 weeks

Yes

No

NoYes
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