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Presenting today’s topic from the unceded territories of the Líl̓wat
Nation and the Sḵwxw̱ú7mesh Úxwumixw

For our Team at Emergency Care BC, acknowledging that we are on 
the traditional territories of First Nations communities across our 

province is an expression of cultural humility – and an understanding 
that we are privileged to use and share this land – in addition to 

recognizing our duty and desire to provide culturally safe care to First 
Nations, Inuit, and Métis people across BC.
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• No other conflict of interest



In alignment with PHSA fiscal responsibilities regarding travel, 

no PHSA funding was used to support ECBC participation at 

St. Paul’s Emergency Medicine conference.

ECBC remains committed 

to improving emergency medicine care provincially and 

looks forward to increased in-person presence at future 
events.
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emergencycarebc.ca/spemu2025



This session is being recorded 
to explore AI’s role in increasing the efficiency of knowledge translation. 

Click the QR to access session tools and resources.
Watch for a summary of this session supported by AI coming soon.

Notice of Recording

emergencycarebc.ca/spemu2025



Objectives

Recognize

Recognize clinical 
presentation and 
diagnostic criteria of 
preeclampsia

Initiate

Initiate ED-based 
management and 
stabilization of 
preeclampsia/ 
eclampsia and 
severe HTN

Apply

Apply Canadian 
guidelines in ED 
workflows



• Clear antenatal emergency care pathways

– ED/L&D

• Consider preeclampsia in any 
pregnant/immediate post partum patient

– Elevated BP (SBP ≥ 140 or DBP ≥ 90) and 
any end organ dysfunction

• Early BP management to prevent 
complications

– ED aggressive treatment of severe HTN 
(SBP ≥ 160 or DBP ≥ 110)

• MgSO4 4gm IV eclampsia 
prophylaxis/treatment

Main Take-Aways



Clinical Case: ED Presentation

28-year-old G1P0 at 32 weeks 
gestation presents with:

– Severe headache and visual disturbances
– BP: 165/100 mmHg
– HR: 92 bpm, afebrile
– Mild right upper quadrant tenderness
– No prior diagnosis of hypertension

Triage nurse asks: 
Should we triage patient to 

ED or to L&D?



Questions

1. Where should this patient be seen?

2. What medication should this patient 
immediately receive?

3. You are working in a rural facility without OB. 
What should you consider pre-transport?



SOGC 
Guideline &
HTN Canada



Hypertension

• Hypertension SBP ≥ 140 or DBP ≥ 90

– Transient/white coat and masked

– Severe HTN SBP ≥ 160 or DBP ≥ 110

• Proteinuria

– Definitive testing: random urine PCR; ACR or 
24h protein

– Urine dipstick: ≥ 2+ protein





Diagnostic Criteria

• BP ≥140/90 mmHg on 2 occasions, 4h apart

AND one of the following:
• Maternal

– Proteinuria (≥0.3g/day or PCR ≥30 mg/mmol)

– Platelets <100

– Creatinine >90 µmol/L

– Elevated AST/ALT

– CP/Pulmonary edema

– CNS symptoms

• Uteroplacental

– FGR/oligohydramnios/abnormal umbilical artery doppler/angiogenic 
marker imbalance



Why It Matters

• Preeclampsia affects ~5% of pregnancies

• Significant contributor to maternal morbidity and mortality

• EDs are critical access points for undiagnosed 
or worsening cases



Pathophysiology

• Abnormal 
placentation

• Placental under-
perfusion/ ischemia

• Maternal endothelial 
dysfunction

• Complications:
• Maternal: HTN, 

vasospasm, 
platelet 
aggregation 

• Fetal: 
hypoperfusion



When to Suspect 
Preeclampsia?

• Pregnant ≥20 weeks 
or up to 6 weeks 
postpartum with:

– New or worsening 
hypertension

– Headache, vision 
changes, RUQ 
pain

– Dyspnea, edema, 
seizure, altered 
LOC



Risk Factors



PRIORITIES OF 
ED MANAGEMENT OF 

PREECLAMPSIA/
ECLAMPSIA



ED Management Priorities

• Clear ED/L&D triage 
guideline

• ABCs – stabilize first

• BP control

• Seizure prophylaxis

• OB consult and 
admission
– Delivery definitive cure

• Transportation 
consideration



PERINATAL 
SERVICES BC 
REVIEW: ED/L&D 
GUIDELINES



Perinatal Triage Guidelines







MgSO4 4gms IV then 
1gm/h

Transport: 
MgSO4 4gm IV and 
5gm IM each buttock 
followed by 5gm IM 
one buttock q4h





Treatment of 
Preeclampsia

• Delivery only cure

• SOGC no longer 
defines as “severe 
preeclampsia”

• Need to consider 
maternal and fetal 
well being and 
gestational age in 
decision to deliver



Timing of Delivery
Viability to 336 
weeks

340— 366 weeks ≥ 370 weeks

Chronic HTN Expectant Expectant Offer at 380; 

advise at 400

Gestational HTN Expectant Expectant If HTN arose at 
<370

• offer at 380; 
• advise at 400

If HTN arises at 
≥370 initiate 
delivery

Preeclampsia Expectant 340— 356 Discuss 
(maternal benefit 
vs. fetal risk)

360 – 36 6  Initiate 
delivery

Initiate delivery

Adopted from Table 6: SOGC Guideline #26 2022



Workup in the ED

• Labs: CBC, electrolytes, creatinine, LFTs, 
urinalysis

• Urine protein/creatinine ratio

• ECG, chest X-ray if respiratory or cardiac 
symptoms

• Head CT if neurologic symptoms or seizures



Disposition from 
the ED

• All suspected cases 
→ OB consult + 
admission

• Stabilize and arrange 
transfer if OB not 
onsite

• Protocols for 
rural/remote settings

• Consider fetal 
monitoring if viable 
gestation



Transport

Adopted from Box 3: SOGC Guideline #26 2022



Special 
Considerations

• Postpartum 
preeclampsia: up to 
6 weeks 
postpartum

• Eclampsia: seizures 
may be first sign

• HELLP syndrome 
can occur without 
hypertension

• Magnesium + BP 
meds should be 
available in all EDs



Clinical Case: ED Presentation

• 28-year-old G1P0 at 32 weeks gestation 
presents with:
– Severe headache and visual disturbances
– BP: 165/100 mmHg
– HR: 92 bpm, afebrile
– Mild right upper quadrant tenderness
– No prior diagnosis of hypertension

Triage nurse asks: Should we 
triage patient to ED or to L&D?



Questions

1. Where should this patient be seen?

a. Emergency department

b. Labor and delivery

c. Who cares just call OB



Questions

2. What medication should this patient 
immediately receive?

– MgSO4 4 gm IV followed by 1gm IV/h 

  or

– MgSO4 4gm IV followed by 5gm IM each buttock

  and

– Labetolol 10 – 20 mg IV or Labetolol 200mg po



Questions

3. You are working in a rural facility without OB. 
What should you consider pre-transport?

a. Maternal stabilized

b. Fetus stabilized

c. Prophylaxis given

d. Provider

e. Meds available

f. Receiving center



1. Think preeclampsia in any pregnant/postpartum 
patient with systemic symptoms

2. Use BP + one organ dysfunction for diagnosis

3. Start magnesium and antihypertensives early

4. Communicate with OB and arrange timely 
disposition

5. Implement ED-specific protocols

BP control: Labetalol, Hydralazine, or 
Nifedipine



Questions?
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