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DIAGNOSIS 
Traditionally, the diagnosis of 
pre-eclampsia was made only once a
combination of hypertension and
proteinuria had been confirmed.
However, it is increasingly recognised
that pre-eclampsia can present in the
absence of significant proteinuria.3 

There should be a high index of
suspicion for pre-eclampsia in women
presenting beyond 20 weeks’ gestation
with new onset, or deterioration, of
chronic hypertension without
proteinuria, if there is biochemical
disturbance consistent with the
diagnosis (see above) or evidence of
fetal growth restriction. These women
should be referred for obstetric input in
order to consider further investigations
regarding a possible diagnosis of 
pre-eclampsia.

Testing for placental growth factor
(PlGF) is often done as a point of care
test with the result available within an
hour.  The PELICAN trial demonstrated
that this is a reliable rule-out test7 and
the PARROT trial showed that PlGF can
predict those women that are at high
risk of requiring early delivery and can
aid decisions regarding place of care
and level of monitoring.8

PlGF testing reduces the time to
diagnosis of pre-eclampsia and the
incidence of adverse maternal
outcomes.8 NICE recommends using
this as a one-off test between 20 and 
35 weeks’ gestation.9

The PARROT-2 trial is currently
underway to ascertain whether serial
measurement could be of clinical
benefit.10

For women in whom pre-eclampsia
has been diagnosed, NICE recommends
validated risk stratification scores
(fullPIERS and PREP-s)5,11,12 in secondary
care for predicting maternal adverse
outcomes in early onset pre-eclampsia
and helping to time delivery, although
unlike PlGF testing, these risk scores do
not predict fetal outcome.

MANAGEMENT 
NICE guidance on the management of
pre-eclampsia is summarised in table 2,
left. There are regional differences in
approach, most commonly regarding
place of care. Many units routinely admit
all patients with pre-eclampsia because
of concerns about rapid deterioration,
specifically placental abruption,
eclampsia and intracranial haemorrhage
(the main mechanism of maternal death
in the context of pre-eclampsia).13

NICE recommends admitting women
at high risk of adverse events, those with
severe hypertension or where there are

the first trimester of pregnancy, which is
sustained until a return towards normal
occurs in the third trimester. Therefore,
women on antihypertensives may need
to reduce the dose in early pregnancy.
Furthermore, if the BP appears to be
‘normal’ at booking, the patient may in
fact have chronic hypertension and may
need treatment and close monitoring. 

Pregnant women with chronic
hypertension who are not already
receiving antihypertensive medication
should be offered treatment if they have
a sustained systolic BP ≥ 140 mmHg or
diastolic ≥ 90 mmHg. The treatment
target should be ≤ 135/85 mmHg.

ASSESSMENT
All women should be assessed for 
pre-eclampsia at every visit from 
20 weeks’ gestation. This should include:
BP; urine dipstick for protein; fetal heart
rate and from 26 weeks’ gestation,
symphyseal-fundal height (plotted on a
customised growth chart).

If urine dipstick is positive for protein,
the amount should be quantified. The
traditional 24-hour urine collection has
been superseded by a measurement of
protein: creatinine ratio on a spot urine
sample with the result available the
same day; values ≥ 30 mg/mmol are

classed as abnormal.5 Once significant
proteinuria has been confirmed, it is not
usually necessary for the test to be
repeated.  

Other biochemical features that may
be suggestive of pre-eclampsia include
a rise in creatinine to  ≥ 90 µmol/L; 
a fall in platelet count to below 
150 x 109/L or a rise in serum alanine
transaminase to above 70 IU/L.5

Women should also be assessed for
other signs and symptoms of 
pre-eclampsia (see red flags below).

Red flag symptoms include:
• Headache
• Vomiting
• Visual disturbance
• Epigastric pain
• Sudden onset swelling
• Shortness of breath 
• Hyperreflexia

REFERRAL
Women with severe hypertension 
( ≥ 160/110 mmHg), new onset
hypertension with ≥ 1+ proteinuria or
any red flag symptoms should be
referred for urgent obstetric review
(within 4 hours). Those presenting with
new isolated non severe hypertension or
≥ 1+ proteinuria should be referred for
obstetric review, ideally within 24 hours.

Table 2

Management of pre-eclampsia, adapted from NICE NG1335

Admission

Treatment

BP measurement

Blood tests 
(full blood count, 
liver function, 
renal function)**

Fetal assessment

**Clotting screen, serum urate and lactate dehydrogenase (if haemolysis is suspected) may occasionally be clinically useful
***In practice, frequency of blood testing is dependent on the clinical context and may be as frequent as every 6 hours in
severe cases

Fetal heart auscultation at every visit

Ultrasound for growth at diagnosis and then every 2 weeks if it remains normal

Cardiotocogram at diagnosis and then if clinically indicated

Moderate hypertension
140/90-159/109 mmHg

If clinical concerns or high risk of adverse events

Target for BP treatment ≤ 135/85

Offer if BP remains 140/90 or higher

At least every 48 hours until target BP reached,
more often if an inpatient

At presentation and twice weekly

Severe hypertension
≥ 160/110 mmHg 

Admit

Target for BP treatment ≤ 135/85

Offer to all women

Every 15-30 min until < 160/110
then at least 4 times a day

At presentation and three times 
a week ***


